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PREFACE

When just a young girl, | often challenged my parents with questions: “Whiakelto
go to school?” “Why does the sun rise in the east and set in the west?” “Why do roads have
curves? Why can'’t they be straight?” To the best of their abilities, my pdriexk to offer
understanding of complex issues in a manner a young child could grasp. As | gpatinued
to ask, “Why do roads have curves? Why can’t they be straight?” Again, nmypaculd
describe land rights, ownership, bedrock, pre-existing designs, and so fortheflastllrack
over my life, | chuckle as | see that much like the country roads that threadhbut North
Carolina, my personal journey rarely has taken straight courses.
Foundation of Faith

As far back as | can remember faith has played a significant role iffienayt that of my
family members. | was taught Christian tenets and strive to live acgdadinblical teachings.
| learned the importance of treating others with respect and working to inthepéght of all.
Desiring to help others, | accepted multiple responsibilities withinlibech and ministered in
various capacities. While doing so, | have accompanied many individuals to medical
appointments, been with countless hospitalized patients when experiencing neededsprotocol
provided spiritual care to patients and family members, and been with patients died fsn
transitions have occurred from life to death. My faith is my foundation; it is tlyeceee of my
existence.
Medical Influences

Equally significant, however, may be the many medical influences in my life. T
daughter of a labor and delivery room nurse, | learned early about many hisaétti-neatters,

especially that health is precious. Mom used to boast that she delivered mosthdtitea m



town; and, it seems there may have been some validity to her story. She workednughts
dad, who worked as a grocer, was delegated much of my care. When two generairaactiti
opened an office in town, Mom was hired as one of the doctors’ nurse; however, | emsgete
at the time. While her new job meant more time at home, she had not been working in the
practice long before she began her multiple-year struggle with cancer. avamy memories
of hospitals and medical procedures. There were times | would provide her ncadecalhich
seems disconcerting when | think about it now. But, Mom was not the only one who dealt with
medical issues. Dad had cardiac and pulmonary problems. | was no older than seven when he
had his first heart attack. Mom died when | was a freshman in college; Dad p&gisteen
years later.
Career Change

The doctors with whom Mom worked, and many of her friends, decided | should pursue a
career in medicine. |, on the other hand, had my fill of hospitals and doctors’ offot&sedr
thoughts failed to align with my own. | did desire to enter a medical field, basinat one my
parents recognized. | wanted to work in behavioral health. The mention of such waselever w
received by my parents. And, being the obedient child | was at the time, | hdmarextivice
(waiting until mid-life to begin that venture), and secured a degree iorebgd philosophy.
After years of working in multiple ministry positions, the desire to work withe behavioral
health field grew stronger and | harkened to the siren’s call.

This pursuit began with a Master’s in Counseling. After that degree waslebdesired
more clinical experience. Seeing the needs of so many couples and fdrdgesmined my

next pursuit would be within the field of marriage and family therapy. Easti@atJniversity



(ECU) was my program of choice and | was fortunate enough to be accepted imstiee v
program.

By this time, | had seen many families who were encountering issaés dbserved
young people who had been placed in residential settings excel until they ac=e Iphck
within their family systems. Even though the youth had learned new ways tosaddtes and
been able to do well away from their family units, the old systemic forcescptoogowerful
when they returned home, unless their families had developed new patterns of amescti
well. Having this insight made the concepts presented in the classroom make sense

While pursuing this Master’s, | worked as a teaching assistant. Theoolasproved to
be a great fit and it afforded me the opportunity to explain theories to undemtassm
retrospect | chuckle when I think of the students with whom | interacted the eyéd of Urie
Broffenbrenner’s death; they failed to understand my sense of loss. Intetr@lunderstanding
of ecological systems, | saw him as an extended family member of my philcdcptdc
practical frameworks, the very components, the structures, | had come to loveplerdent
within my clinical work.

Medical Family Therapy Program

After | completed my Masters-level study of marriage and familyagher engaged in
clinical work full time, working toward licensure. | worked within a residgrgetting and
encouraged families to participate in therapy before youth returned to thdiafaystems. |
continued to hone my clinical skills in this site until such time that | returnedeen@tle to
work full-time at ECU. While | enjoyed my job responsibilities, | was gsvawvaiting news

about the University’s impending doctoral program in Medical Family Therapyhad my eyes



set on seeking a slot in the first class. Amazingly, | was accepted in tramrand a new
journey began.

Shortly after beginning the program, | came face-to-face with tpspaehosocial-
spiritual (BPS-S) approach. Much of my thoughts and conceptualizations werentfrerg of
me. In fact, they were penned on the first and second pages of McDaniel, Hepworth, and
Doherty’s 1992 text:

...human life is a seamless cloth spun from biological, psychological, social, and cultural

thread; that patients and families come with bodies as well as minds, feeitegastion

patterns, and belief systems; that there are no biological problems without psjalhoso
implication, and no psychosocial problems without biological implications. Like it or
not, therapists are dealing with biological problems, and physicians amegdegh
psychosocial problems. The only choice is whether to do integrated treatmlemt aeel

it poorly. (pp. 1-2)

At that point, everything gelled and | knew | had found a paradigm with whiclohaged.
Adopting a BPS-S approach was little more than allowing my systemictocowtsture.
It Comes Together

The various aspects of my life, clinical work, and training merge witlisndissertation.
My spiritual roots opened the way for me to be curious about spirituality within aahedic
setting; and, because hospital chaplains are the individuals to whom the resporssipiligy ito
provide that care, they became part of my focus. When | widened my lens, | ev&s sd a
system of individuals who attend to the demanding stresses of biomedical sdeynaesand
day out. | became even more curious: Who takes care of providers? What happens to them

when they have problems? How are they able to provide care when they are tired, when the



resources are depleted, when they have nothing left to give but they have six more wouks t
during a respective shift? The questions were planted and the labor has been intemse, not t
mention quite long. The pages that follow offer the results of that birthing prdoessertature
review, method, findings, and discussion.
In Conclusion

As a child | wanted roads that were straight and direct, but learned that whgayst a
possible. As an adult, | have learned that many of my personal journeys do natlakday
where | think they will or should. This path, however, has brought me to an oasis, airleast f
this point in time. | am not sure where the next path will lead, but it is my hope thatl@ast
this work will provide fodder for those who not only travel with me but who will follow theesam

path.
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CHAPTER 1: INTRODUCTION

Religion and spirituality are critical components of one’s health and welifbe
(Chapman & Grossoehme, 2002), especially in times of crisis (Fogg, Weaver |lif]afane
Handzo, 2004). Multiple researchers have found religion and spirituality to have eargnif
relationship to physical and mental health (George, Ellison, & Larson, 200&; Rdrgament,
2003; Koenig, McCullough, & Larson, 2001; Larson, Swyers, & McCullough, 1998; Seybold &
Hill, 2001; Thorensen, 1999; Thorensen, Harris, & Onan, 2001) and are beginning to gain insight
into how they contribute to positive coping in patients who suffer with severe, chronic, and
terminal conditions (Brady, Peterman, Fitchett, Mo, & Cella, 1999; Carey, 1985nCb#rkin,
Hoopes, Cromer, & Rosenthal, 2005; Koenig, McCullough, & Larson, 2001; Post, Puchalski, &
Larson, 2000; VandeCreek, Pargament, Belavich, Crowell, & Firedell, 1999).ci@hgsare
being encouraged by contributors to the literature (e.g., Flannelly, Gale&hiBo, Handzo, &
Tannenbaum, 2005; Post, Puchalski, & Larson, 2000), and by HMO administrators (VandeCreek
& Burton, 2001; Yankelovich Partners, 1997), to include spiritual care in treatment megdalit

The major spiritual issue to be addressed with patients is “how to integratentoody
and spirit in the face of illnesses, traumas, losses, and life transiticasd€Zreek & Burton,
2002, p.1). During such times, hospital chaplains help patients and their families se#nelr
for meaning and purpose, as they wrestle with matters which causeeiiststress
(Puchalski, Lunsford, Harris, & Miller, 2006). Basic to this practice is thefablat every
individual has a spiritual dimension (McKee & Chappell, 1992; Sulmasy, 2002). However,
despite the practical significance of the hospital chaplain, there remamaimies about their
role, skill sets, and the place for existential support in our healthcare systenmportant that

as we move toward engaging them more as collaborators in hospital settinvgs timaterstand



their historical background, research literature, and opportunities for inclusiamasens of
the healthcare team.
Historical Development of Hospital Chaplaincy

Prior to the Renaissance, hospitals were religious and charitable ongasizatich
housed the chronically ill and poor. In the years after the Renaissance, raeidica¢ and
religion divided and matters of the body were separated from those of the mind ar(@sggit
1997). A courtship of sorts between medical science and theological training arekgragan
again in the 1920s, when the Reverend Anton Boisen recommended that ministerial students
study patients in mental institutions to learn about the human soul. His colleagoreator,
Richard Cabot, endorsed Boisen’s practice and encouraged the supervisionaifaiitic
development as he believed one’s soul has the potential at “times of pain, sorroatjdrysind
surprise...[for] experiences that invite a new start in life” (Cabot & Dic8531p. 23).
The first ministerial students entered clinical training in 1925 and variousapnegteveloped in
the years that followed. It was not until 1967, however, that the various groups amgtraini
programs organized and formed the Association for Clinical Pastoral Educati®kjAGd the
title, “Hospital Chaplains” was conceived. Since 2000, the Joint Commission on the
Accreditation of Healthcare Organizations (JCAHO) has required qudlidispital chaplains to
attain “education, training, experience, competence, registration,aartfi, licensure, law, or
regulation.” This training helps prepare hospital chaplains to meet the s@ntlamotional
needs of patients, family members, and hospital staff, as well as asisbungh a more

systemic lens of patient and family centered-care.



The Biopsychosocial-spiritual Approach

The biopsychosocial-spiritual (BPS-S) approach adds understanding to the congblexity
healthcare provision. Engel (1977, 1980), who valued systems theory, offered an alteynative
biomedical care provision by expanding the framework to aspects of patiemotaddressed
by the prevailing scientific approach. He noted, “Nothing exists in isolatiosl]. ejeery system
is influenced by the configuration of the systems of which each is a part” (1980, p. 537)). Enge
thus expanded the medical lens with his recognition that every “cell, organ, person,
family...indicate[s] a level of complex integrated organization” (1980, p. 536).n§adi
acknowledge the systemic interplay of components serves to reduce meditalaar
preoccupation of disease and the human body. Even the doctor-patient encounter involves
relationship.

An internist, Engel (1977, 1980) considered individuals’ affective and psychological
states, as well as their interpersonal relationships when treating edatdisorder. Engel
thus expanded the medical lens. In doing so, the focus changed from symptoms andsid®ir ca
to a framework wherein illness was seen to have social, psychological, and kahavior
dimensions. In fact, Engel explained that a physician operating from ansys¢espective
understands “the probability that the course of [an] illness and the care of g paty be
importantly influenced at the psychological and interpersonal levels of organizdt980, p.
538). Thus, the patient is best seen with a whole person lens instead of a limited fogus bei
directed on a diseased body. Adding the spiritual dimension is often credited b, Wiajson,
and Bell (1996), as they noted that the human illness experience includes tisednelief

meanings ascribed to it by the patient and family.



In 2001, the Joint Commission on the Accreditation of Healthcare Organizations
(JCAHO) mandated medical teams be more attentive to patient “culturadlaous beliefs”
(VandeCreek & Burton, 2001, p. 83). In 2003, the IOM (2003) called for patient- and family-
centered care which included mandates to help “make healthcare safeyesffeatient-centered,
timely, efficient, and equitable” (p. 6) and for medical team members tpetefeach patient’s]
values, preferences, and expressed needs” (p. 48). As a result, the psychobompdadsl
spiritual dimensions of the illness experience were beginning to be seenm@smentary to the
biological ones. This conclusion was not novel for those who were already attendsgetoas
spirituality and health. However, it has lent new meaning to the importandeacfvedfly
translating the research of spirituality into clinical practice andimienting clinical practice
effectiveness by tracking measurable outcomes.

Need for the Study

Over the last decade, the number of certified chaplains in the United Statsshas
over 10,000 (Fogg, Weaver, Flannelly, & Weaver, 2004). Chaplains are present in hospitals
because they embrace their religious and spiritual orientations and bring$peictive
perspectives, skills, and authority to patients, families, and staff memlmewgddd, 2006). For
many patients, referrals to a hospital chaplain are seen as criticalddgalthcare, as board-
certified chaplains are able “to address all aspects of spirituralitye healthcare system at the
patient, staff, and system levels” (McClung, Grossoehme, & Jacobson, 2006, p. 151). However
McClung et al. also recommended that chaplains intervene with fellow hosppklyees
because “caregivers need to receive care as well as offer it” (p. 151).

The medical profession puts healthcare workers on the front lines where ‘“esgantl|

specialty area...[they] witness and try to support patients suffering amg, dgmilies coping



with uncertainty and grief, and colleagues making difficult decisions” (Miget al., 2006, p.
151). Multiple researchers have focused on the grief nurses experience athtoé dqutient
(e.g., Kaplan, 2000; Lally, 2005; Morita, Miyashita, Kimura, Adachi, & Shima, 2004,
Papadatou, Ballali, Papazoglou, & Petraki, 2002); in fact, it has been calledd$hstnessful
experience of nurses” (Shinbara & Olson, 2010, p. 32). Ewing and Carter (2004), however,
reported that “grief, loss, and bereavement” (p. 471) are the major stresalbitsogpital staff.
A caring and healing environment can preserve “human dignity, wholeness, aniyinte
(Green, McArdle, & Robichaux, 2009, p. 299). A culture of care, which hospital chaplains are
trained to nurture, can foster a healthier work environment where hospital-bakledanea
providers can work optimally and attention is paid to the whole person and not just one part.
While there is recognition that addressing the spiritual needs of providersa#insl st
important, much of the research at present has been written to help readersinhdeestole of
chaplains and their impact on patient well-being (e.g., Handzo, Flannelly, Kudlerz008;
Flannelly, Weaver, & Handzo, 2003; Montonye & Calderone, 2010; Piderman et al., 2008;
Sharp, 1991; VandeCreek & Lyon, 1991). The work performed by HCs has been recognized
though by many professionals within the medical community such as: nurses (eg.,10d3;
Chapman & Grossoehme, 2002; Galek, Silton et al., 2009; Taylor & Amenta, 1994; Weinberger-
Litman, Muncie, Flannelly, & Flannelly, 2010; Vanderwerker, Flannelly.eP@08), physicians
(e.g., Carey, 1973; Daaleman & Frey, 1998; Galek, Vanderwerker et al., 2009; Vakderwe
Flannelly et al., 2008), social workers (Galek, Vanderwerker et al., 2009), casgsn@hlek,
Vanderwerker et al., 2009), and hospital administrators (Galek, Vanderwegke2€09). In
spite of these findings, it appears many healthcare professionals do not sdelibeneen

biomedical and social, emotional, and spiritual issues (e.g., Daaleman & FreyfFlE38tlly &



Galek, 2006; Flannelly, Weaver, & Handzo, 2003; Koenig, Bearon, Hover, & Travis, 1991).
Marginalization (Norwood, 2006), stereotypes relative to chaplaincy sertioesif, Bearon,
Hover, & Travis, 1991; Norwood, 2006 ), and professional role conflicts (Wittenburg-Ltyles e
al., 2008) may limit integration of hospital chaplains into integrated treatmems (@aylor et
al., 2012). Lack of referral protocols (e.g., Galek, Flannelly et al., 2007; Vanderwddmnelly
et al., 2008), limited understanding of availability, and knowledge of how to accesaichapl
services could contribute to lack of referrals and team inclusion (Taylby 2052). All of
these factors may also impair those within the medical system from geakenfrom hospital
providers when they experience personal and spiritual needs. To date, however, noee of thes
researchers have addressed the experience of providers who have accessédhagdpins for
personal care and how this interaction detracts from or adds to their persdihaduheg@atient-
family healthcare outcomes.
Overview of Chapters

Given that chaplains attend to the spiritual dimension of patients, families, #ind sta
members, the first article, found in Chapter Two, is a review of the reseaeti{iarature
covering the roles and activities of hospital chaplains and measurable efftnes service on
health outcomes. The purpose of this article was to systematically reviesséaech literature
covering the roles and activities of hospital chaplains and their measuraists efi health
outcomes. Sixty-eight articles met the inclusion criteria and five dishieates emerged from
the analysis process: spiritual care provision, chaplain activities aneeintiens, satisfaction
with chaplain interventions, interdisciplinary team work and collaboration, aadtakpatterns.

The following operational definitions were used to guide the literatureweunecess:



“Chaplains” are ministers who provide spiritual care and who are employed by
healthcare organizations or are contracted by hospitals for such servicésr{(Snor
2006). These ministers serve as spiritual care specialists on healthoas€gltandzo
& Koenig, 2004). Certified chaplains complete a minimum of 1,600 hours of
supervised clinical training with individual and group supervision, case study, and
theological review (Snorton, 2006). This training helps chaplains provide effective
spiritual interventions.

“Chaplaincy intervention” includes the various ways in which chaplains offer
spiritual comfort and provide spiritual and/or religious care to patients, family
members, and health care team members. This care often includes prayers,
conducting of religious services, listening to an individual or family’s i8retery,

and being available to individuals as a spiritual/religious resource during dime
iliness, crisis, and/or trauma (Pargament, 1997).

“Spirituality” encompasses a broader focus than “religion” (Astrow, &skh &
Sulmasy, 2001). The term refers to life principles that pervade and animate an
individual or group’s entire being (Dombeck & Karl, 1987). These foundational
beliefs are developed throughout the lifespan and serve to provide structureas well
purpose and meaning to daily activities and interpretation of morals, faith, love,
suffering, God, or higher power (Beusher & Beck, 2008).

“Religion” is a set a organized beliefs, practices, rituals, and/or langouaige t
characteristic of a community searching for transcendent meaningaljenelative

to belief in a deity, or that which is existential (Koenig et al., 2001; Sulmasy,.2002)



e Hospital-based healthcare providers are individuals who are responsible for providing
healthcare services for patients. Those who work in hospital settings include
physicians, surgeons, physician assistants, nurse practitioners, nurseshesdiita
providers, rehabilitation specialists, and/or technicians.

The findings from the systematic review revealed that spiritual cavéspn has a
positive effect on health outcomes and patient satisfaction with medicalbasefound that
hospital chaplain interventions expedited the healing process (e.g., Bay, Beckipain, Tr
Gunderman, & Terry, 2008; Florell, 1973; ller, Obenshain, & Camac, 2001), decreased nursin
time with the patient and family (e.g., Florell, 1973; ller, Obenshain, & Camac, 20dl), a
shortened the length of hospital stays (e.g., ller, Obenshain, & Camac, 2001)providirs,
nurses referred patients for hospital chaplain services more often (e.g., GRa@nassoehme,
2002; Galek, Vanderwerker et al., 2009; Vanderwerker, Flannelly, et al., 2008), andtya g@auci
evidence- based referral protocols exist for helping hospital based heajthaaders to know
how, when, and under what reasons, they should access hospital chaplain support (Taylor &
Amenta, 1994). Chaplains also reported that they would like to be more active members on
interdisciplinary treatment teams (e.g., Norwood, 2006; Wittenberg-LylagrCDemiris,
Baldwin, & Regehr, 2008). Chapter Three includes a detailed description of tis stud
methodology. A phenomenological investigation (Husserl, 1901 as cited in Smith, 2006) was
designed to elucidate the hospital-based healthcare providers (HBHPsgeegereceiving
care from hospital chaplains (HCs). It was designed to answer the folloygiegrch questions:
“What are the experiences of hospital-based healthcare providers asntsagbispiritual care
from a hospital chaplain?”, and “What are the experiences of hospital chaplains who provide

spiritual care to hospital-based healthcare providers?” Phenomenology was chbean@e t



appropriate design method as it is often used when one is seeking to understandribe tesse
underlying meaning of a phenomenon or experience” (Creswell, 2007, p. 51) that several
individuals share. Data collection consisted of the researcher conductinghnrdeptiews
which were audio-taped and transcribed. Responses were categorizéiihgdoothematic
patterns (Colaizzi, 1978). Verification strategies outlined by Lincoln and (198%), which
included a triangulated investigator, peer debriefer, reflexive journal atictiail were used to
increase credibility, transferability, dependability, and confirmaliditythe study. These
methods are designed to help increase the trustworthiness of the findings vehitteaisn
gualitative studies.

Chapter Four contains the second dissertation article which was writtersémpr
findings from a phenomenological study on the shared experience of spirieibketaecen
hospital chaplains and hospital-based healthcare providers. Findings that reh€oreed to
integrate hospital chaplaincy support and spiritual care into hospital-basdextdreadelivery
systems, as well as the merits of caring for the provider are describemhctDis=mes emerged
when meaning statements were collapsed into the following six themestierst Awareness of
chaplain availability, chaplains focus on building relationships with providers dfd sta
chaplains are integrated in varying degrees on certain hospital units, chapktimpsoaelers’
personal and professional needs, providers appreciate chaplains, and barriers to expanding
hospital chaplains’ services. Notably, even though the HBHPs appreciated treceared and
were able to provide better patient care as a result, the true value ofetipecsétled may not be
recognized by administrators. The lack of inclusion on treatment teams in EaB @IS0
caused questions to be raised about the lack of education and research availableagesncour

hospitals to implement a more widespread and seamless care delivemy. slysfgications from



this study are applied to clinical, research, and educational opportunitiesaneshef hospital
chaplaincy.

The concluding chapter of this dissertation is the platform in which findings of a
phenomenological investigation of the lived experience of HBHPs who have receiogdral
and spiritual support from HCs are reviewed. While the benefits HBHPs ré@s\seresult of
chaplaincy care were highlighted, questions were raised and implicationdexkteward the
adaptation of an integrated care hospital-based delivery model. The chapteclatidi a
summation of the previous chapters, as well as a place to discuss implicatorsticles one

and two.
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CHAPTER 2: REVIEW OF LITERATURE:
A SYSTEMIC REVIEW OF LITERATURE ON HOSPITAL CHAPLAINCY

National and international regulatory and accrediting bodies recognize howantgor
IS to meet patients’ spiritual needs. In 1999, the Joint Commission on the Accreditation of
Healthcare Organizations (JCAHO) mandated that “medical care jeasyect the [patients’]
cultural and religious beliefs” (VandeCreek & Burton, 2001, p. 83). Their anticipateshoeitc
was that the beliefs, practices, and spiritual needs of patients, as \ellcasdgivers and
medical care team members would all be considered a part of the healthcaenegpe
(VandeCreek & Burton, 2001).

In 2003, The Institute of Medicine (IOM) proposed multiple recommendations, all of
which serve to “make healthcare safe, effective, patient-centeredy tefficient, and
equitable” (p. 6). They endorsed that while a patient-centered care model is asedre the
physical comfort of the patient, medical team members should work to “respebtgatient’s]
values, preferences, and expressed needs” (IOM, 2003, p. 48). For example, emotionaksuppor
provided to help eliminate both fear and anxiety in the patient and this help extends to their
family members and friends as well. The IOM model for healing environmeatgredmotes the
bridging of interdisciplinary collaboration through the use of healthcare moa@glare
biological, psychological, social, and spiritual in nature.

Spirituality as a part of healthcare is the least explored of those domasxcbrding to
VandeCreek and Burton (2001), everyone has deep existential needs and concerns.ofit times
crisis or when an individual or family experiences sickness, “profound experignces
transcendence, wonder, awe, joy, and connection to nature, self, and others have been found

among individuals who turn toward their faith as well as those who may not believe in or



practice within traditional religious structures” (p. 82). Questions about onggegai(meaning

of life), the dualism between good and evil (the need to find meaning in good and bad events), a
well as the patient’s ultimate fate (prognosis and beliefs about death emtyeteay surface

and demand consideration. In fact, between 33% and 94% of patients want theit spiritua
concerns addressed by medical care team members (Carey, 1985; Daalenzae &1L8@4;

Ehman, Ott, Short, Ciampa, & Hansen-Flaschen, 1999; King & Bushwick, 1994; Fitchett,

Meyer, & Burton, 2000; Koenig, McCullough, & Larson, 2001).

While medical professionals focus on a patient’'s biomedical condition, DeVries,
Berlinger, and Cadge (2008) explained that “chaplains seek to read the whole p&sgn, as
guestions about what people’s lives are like outside the hospital, what thep@atrenast, and
where they find joy and support in the world” (p. 9). Many patients and family mesdsers
those in hospital chaplaincy to be “an incarnational symbol of all things, noyseultimate,
and transcendental” (Hall, 1992, p. 5); some within the hospital-based medical comatsmity
recognize the important role hospital chaplains (HCs) embody (e.g., Koenig, IMoftyl&
Larson, 2001; McClung, Grossoehme, & Jacobson, 2006; Weinberger-Litman, Muncie,
Flannelly, & Flannelly, 2010). Despite the fact that hospitals all acroddried States employ
chaplains to meet the spirituals needs of their patients, authors have been adviocatib@d
for empirical studies designed to capture the effects of chaplaincy ont pesedtih outcomes
(Gibbons, Thomas, VandeCreek, & Jessen, 1991; Hover, Travis, Koenig, & Bearon, 1992;
Koenig, Bearon, Hover, & Travis, 1991; Koenig, McCullough, & Larson, 2001; The Hastings
Center, 2008). This article presents a systematic review of the reseaathre covering the

role and activities of hospital chaplains and their measurable effects dndwgaltmes.
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Aims of Literature Review

This review aims to: (1) analyze research conducted on the role and actf/iiespital
chaplains in spiritual care provision, (2) analyze hospital chaplains affecalth betcomes,
and (3) organize the literature to identify themes and gaps in knowledge. Thewdkbh&sused
to target areas for future research.

Methodology for Review of Literature

A two-phase process was used to extract the critical literature $aethew. Phase one
included a search for published research-based literature using therigldatabases:
ONESEARCH, CINAHL, EBM Reviews (all including Cochrane and MEDLINE), Pedivand
Google Scholar. The following key words formed the list of search terms usedtifyitiee
relevant literature: ‘hospital chaplain’ [or] ‘pastoral care’ [or] ‘&pal care’ [and] ‘hospital’,
‘doctors’, ‘nurses’, ‘medical care providers’ [or]‘patients.” This inisalrch resulted in a total
of 215 articles. Application of the inclusion criteria reduced the number of afticlesview to
57. A second investigator verified the articles identified for inclusion bicedjplg the search
process. The inclusion criteria were research studies: (1) published in Erg)lishbl{shed in
peer-reviewed journals, (3) conducted in inpatient hospital sites in the United, $tad (4)
included one or more combination of selected search terms. Studies not conducted in U.S.
hospital settings were excluded from this review. The second phase involved mgvwieference
lists of articles that met the inclusion criteria. A total of 11 articlestire inclusion criteria from
this phase. Overall, both phases combined resulted in 68 articles that were admite.
The span of years covered in this review is from 1973-2011, with the dates beirefdigtétte
first article published that met the inclusion criteria and up to the present. Theal@&® shat

met the inclusion criteria are briefly summarized in Table 1.
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Results

The studies included in this literature review have been organized into fivatibiem
categories: (1) spiritual care provision, (2) chaplain activities and imgows, (3) satisfaction
with chaplaincy intervention, (4) interdisciplinary team work and collaboratrah(%) referral
patterns. Even though a few articles spanned across one or more themegtideatiue to their
robustness and the divergent nature of the outcomes, each study was included only once in the
category in which it fits most appropriately.

Spiritual Care Provision

The 14 studies that are represented under this theme offer understanding and ew overvi
into various aspects relative to the general ways HCs care for patientsaspieeds and values
in an inpatient medical setting. The theme also includes studies on hospital typeeand
which often include Pastoral Care Departments, and an overview of the patient issues of
addressed. Specific interventions and activities used are addressed in the setatncl the
category.

To provide optimal care, it is helpful for HCs to have an understanding of the more
frequently noted patient characteristics and needs. Fitchett, Meyer, eod B000) found that
those who requested spiritual care tended to be older, non-White, and female. Ovehhbalf of t
patients who requested care from HCs desired sacraments and prayer, addarmaptme with
whom they could talk. Another team of researchers found patients expected a bbapitah
to visit every few days and reported chaplains offered reminders of both God'scprasdrcare
(Piderman et al., 2008). Flannelly, Galek, and Flannelly (2006) surveyed HCs aed kbayn
perceived patients to desire spiritual care that helped them achieve gnaaaipurpose, love

and belonging, death/resolution, and understanding of the Divine.
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Researchers have also noted that similarities between patients plaihshapiritual
beliefs and gender appeared to improve care provision and reception. Galek, Silton,
Vanderwerker et al. (2009) found that HCs reported praying more when patiehssnhiédr
beliefs. Protestant chaplains were found to be 50% more likely to pray with &nofesients,
while Catholic chaplains were 20% more likely to pray with Catholic patiehhey also
reported chaplains were more likely to pray with patients of their samerg&ilttn, Asekoff,
Taylor, and Silton’s (2010) study reinforced these results and added instructions on how to
minister to Jewish patients specifically.

Cultural traditions, norms, beliefs, and biases may be understood more broadly than one’s
race, ethnic origin, or religious affiliation when it comes to spiritual c@wdtural barriers may
also exist as some individuals see needing care and accessing asastgos of weakness.
For example, spiritual care provision to active duty military veterans cehdbenging as a
veteran may find it difficult to admit his or her need (Fletcher, Ronis, Hetdebw&ery, 2010)
in a system where it is important to be seen strong physically and spyriitted provision of
care to a diverse population within and outside of the military may be challeagdifferent
cultural groups and communities may embrace the provision of spiritual care ag hesse o
intrusive or essential to the overall healthcare experience.

Pastoral care departments, while possible, are often not included in all hospitesa
even though chaplaincy intervention has been found to be a component of total patient care,
according to patients, nurses, physicians, and chaplains (Carey, 1973). Varahles patient
census, population density, religion-affiliation, and type of business were fourdnmey,
Handzo, and Weaver (2004) to impact the establishment of pastoral care deparfoents

example, urban hospitals tended to have pastoral care departments more oftealtbaesur
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Cadge, Freese, and Christakis (2008) affirmed their findings and noted that hasgpital s
location, and church-affiliation were the most important determinants of hodpatallaincy
service availability. While the number of chaplains within a medical cerger also found to
be directly related to census size, religious-affiliated hospital-basgtlitions tended to employ
4.9 chaplains per 100 inpatients; whereas, non-religious healthcare institution3 tiaplains
per 100 inpatients (VandeCreek, Siegel, Gorey, Brown, & Toperzer, 2001). Vande@teek a
Gibson (1997) sought to determine the availability of spiritual support during hospitale as
provided by local clergy and HCs. They found that less than one-fourth (22%) of timéspatie
were visited by a religious caregiver from their community. HCs vesgonsible for 35% of
the total number of visits.

While collaboration (which appears to increase HC usage and patient s¢fieetaleen
HCs and other healthcare professionals appears to be increasing, HCsdndicsés also have
the ability to provide spiritual care (Cavendish et al., 2007). It is unclear fronmdhegs of
this study if only certain nurses or nurses on certain units, provided the spintuphtiants
desired and/or needed, or if a universal skill set was shared by all nursesudy \&ith
registered nurses, they indicated that addressing patient spirituakeai® was essential (Scott,
Grzybowski, & Webb, 1994).
Chaplain Activities and Interventions

The 26 studies included under this theme helped to form a better understanding of the
specific hospital chaplain activities and interventions used to meet the $piei@as of patients,
family members, and staff.

Chaplain activities. According to several researchers, multiple chaplain activities can be

considered “spiritual care.” In 2008, Hummel, Galek, Murphy, Tannenbaum, and Flannelly
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performed a content analysis on peer-reviewed spiritual care litegatdinencovered 250
spiritual care interventions (not limited to hospital settings). When theseentiens were
categorized, only 2 out of the 10 categories were explicitly religiougiaeland spirituality; the
remaining categories were: counseling, emotional support, advocacy, preseedt,r
communication, adjunct therapy, and other care.

As noted earlier, spiritual care provision can include a comprehensive list of
responsibilities. A review of the 1994-96 data from 30,995 hospital-based chaplain vists in N
York City expanded Hummel et al.’s 2008 findings. Handzo et al. (2008) studied chaplaincy
interventions with a wide range of patients across multiple healthcareempsgitings and
recorded 17 activity types, more than the 10 recorded by Hummel et al's team in 2008f Nine
the 17 interventions were religious in nature (hearing confessionals, faithedifins,
theological development, the performance of rites/rituals, providing religems, offering
blessings, praying, meditations, other spiritual support); the balance wastehaed as being
non-religious (crisis intervention, emotional enabling, ethical consultationelifew, patient
advocacy, bereavement work, counseling, empathetic listening). Handzo, Flannelly,efudle
al. (2008) also provided more clarity of activities in both categories. Thests ig=swied to
expand VandeCreek and Smith’s (1992) work, which identified that chaplains mainly helped
patients and family members search for meaning and purpose in suffetiegvisa, Montonye
and Calderone (2010) found that addressing matters of faith, life review, @aggrerforming
rites and sacraments were items listed as being involved in spirituaroaiggn. Significant
to HCs’ activities and interventions are themes of respect and dignitnéligrGalek,
Tannenbaum, & Handzo, 2007). Chaplains desired not only to be treated with respect, they

sought the same from and for those with whom they collaborated and provided spirgual car
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For example, Galek, Flannelly, Jacobs, and Barone (2008) found female sparaiploviders
reported personally experiencing five emotional and/or spiritual constrocesthan their male
counterparts (belonging, meaning, hope, beauty, and acceptance of death). Anrdreds
own experiences served to remind chaplains that their individual needs might be diff@nent
those of the patients they serve.

Care for patients, family members, and hospital staff. Among the various
responsibilities of HCs is making contacts with patients, family membmid)@spital staff.
VandeCreek and Lyon (1994) reported chaplains logged nearly 40,000 contacts wiiis,patie
families, and staff in three hospitals over a two-month period. Years later,d{&taznelly,
Murphy et al. (2008) studied the New York Chaplaincy Study data of 1994-96 and degporte
total of 43,000 chaplain visits across 13 healthcare facilities; data wadenbllectwo-week
periods each year. When Vanderwerker, Handzo, Fogg, and Overwold (2008) compared the data
from the New York Chaplaincy Study of 1994-96 and the Metropolitan Chaplaincy Study
(conducted over 10 years later), they discovered the chaplain-to-patiestnéiverall pattern
of visit length remained the same. The proportion of chaplain visits to fammjpere
decreased over the 10 years between the two investigations, as did the lengtbfahstay
patients. Chaplains did increase the number of visits with patients, with more diehegrihe
result of referrals from other hospital personnel.

Integration of HCs. Researchers found the integration of HCs into various medical
settings improved patient care and satisfaction. Chaplains were new to thiecstpital
healthcare teams when Sharp (1991) studied chaplaincy logs from thres¥Aoatl8Vorth area
hospitals to learn how chaplains were used in neonatal intensive care units. Dufirgahth

period under investigation, chaplains recorded their interactions with patienenahdd, and
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noted the source and type of consultation, with whom the interaction occurred, and the source of
the request. Researchers found chaplains initiated 43% of the chaplanHfaendctions, with

nurses (31%), parents (15%), physicians (8%), and other family members (3go)dspionsible

for other chaplain contacts. Chaplain team inclusion provided support for patients disd fami
when performance of spiritual rituals (such as baptisms and end-of-lifeaaes, as well as

prayer, emotional support, and grief and bereavement work) was added as a component of car
(Cadge, Calles, & Dillinger, 2011).

Researchers have concluded that chaplain interventions improve patientraesse ac
diverse hospital settings and health conditions. Chaplain interventions have betreefii¢h
patients diagnosed with chronic conditions, such as chronic obstructive pulmonary disease
(COPD), leading patients to report lower levels of anxiety, shorter hozgitalis, and higher
levels of satisfaction with care (ller, Obenshain, & Camac, 2001). A reductanxiety and
depression was also experienced with coronary artery bypass gr&G(CGeécipients (Bay,
Beckman, Trippi, Gunderman, & Terry, 2008). Furthermore, HCs also provide beneficial
assistance to surgical patients. Florell (1973) found that chaplains offesisdntervention with
surgical patients and were found to impact patient healing processes sigyifi&heehan and
Wathen (1982) confirmed their findings and reported chaplains directed teams iffonesite
address emotional issues experienced by patients with hand injuries.

Perhaps more complex, HCs are often called to intervene with patients who are
experiencing terminal illnesses. Piderman and Johnson (2009) studied chaplain invoirement
randomized controlled multidisciplinary trial involving patients with life exaecies of five
years or less. Patients expressed a need for spiritual care, espeaig@lg, sacraments, and

time with chaplains. Balboni et al. (2009) reported chaplain visits and spiritual strpport
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medical care team members has been found to be associated with a higher dufalinof
greater use of hospice service by patients near end of life. Davies, Contoh,laand Wedger
(2010) confirmed their findings and showed the importance Mexican-American andezhines
American families placed on receiving information from healthcare prendeen their

children were receiving pediatric palliative care.

Perceptions of HC interventions. Because of a desire for more insight into the role of
spiritual care provision by HCs, members of the Department of PastoraleSeaviduke
University Medical Center conducted research on various aspects of their worgrotess that
followed is outlined in the 1992 case study by Hover, Travis, Koenig, and Bearon. The
researchers found a disparity relative to the spiritual care chaplains prondlddegerceptions
of nurses, physicians, patients, and family members. Nurses (92%) and physicians (74%
reported believing the spiritual care offered by HCs to be helpful to patientaraiig$; 33% of
the patients and families felt they had been helped.

The unique function of HCs may not be recognized by all hospital personnel, including
administrators. In 2005, Flannelly, Weaver, Handzo, and Smith found CEOs of hospitals
without a pastoral care department assigned lower ratings to the importatioghaplain roles
and functions than did administrators of facilities with pastoral care degrggmAccording to
Flannelly, Galek, Bucchino, Handzo, and Tannenbaum (2005), a healthcare facility
administrator’s role, as well as the size of the hospital, may impact thetamp@@ascribed to the
chaplains’ roles. The researchers reported that nursing, physicianygaiaf, and chaplaincy
administrators identified grief and death work, prayer, and emotional support totbesthenost

important chaplain roles for patients and their family members.
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HC assistance with ethical matters.Another aspect of chaplaincy care includes
providing ethical consultation to medical teams, patients, and family membersMyars, and
Pearlman (2007) reported that 81% of general hospitals with over 400 beds offerdd ethica
consultations, with physicians, nurses, social workers, and chaplains all beirthipldee
consultant role. DeLong (1990) studied chaplains and found that they assisted faithiltegir
decisions relative to organ donations about 50% of the time. They provided support and
information as family members weighed ethical and spiritual concerns. Tweadbresearch
teams provided insight into a unique ethical matter sometimes encounterecdjby Cwaplains:
physician-assisted suicides (PAS). Over half of the PAS requestsgarCrave also involved
chaplains, with patient conversations focusing on the reasons patients makgi¢isg tbe role
of faith, and how family members may be impacted (Carlson, Simopolous, Jackson, & Ganzi
2005). Another study done by Goy, Carlson, Simopolous, Jackson, and Ganzini (2006) found
the chaplain views on PAS are associated with their individual beliefs about suicide.
Satisfaction with Chaplaincy Interventions

Twelve studies reflected satisfaction with chaplaincy intervention fhenperspectives
of patients (Flannelly, Oettinger, Galek, Braun-Storck, & Kreger, 2009; Gibhbosnas,
VandeCreek, & Jessen, 1991; Parkum, 1985; Johnson & Spilka, 1991; VandeCreek, 2004;
VandeCreek, Thomas et al., 1991; VandeCreek & Connell, 1991); the patient’s famdgdlBro
& VandeCreek, 2004), colleagues’ (Fitchett, Rasinski, Cadge, & Curlin, 2009), and hospita
administrators’ (Clark, Drain, & Malone, 2003; Manns, 1990; Yankelovich Partners, 1997).

Within a hospital context, patients receive care from a variety of profedsiwho are
not medical providers. Parkum’s 1985 study of the impact of chaplaincy services faund tha

patients see chaplains to be the most helpful of all non-medical support servindeCkéek,
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Thomas, Jessen, Gibbons, and Strasser (1991) reinforced Parkum’s findings and teggorted t
chaplain visits were rated by patients and families to be satisfantdrimportant, and more
frequent than visits from other non-medical personnel. VandeCreek and Connell (1991) added
that Catholic general medical patients saw chaplain visits to be moraamiptian did

Protestant general medical patients.

Receiving spiritual care from HCs was also found to increase patisfas@bn with
medical treatment. In particular, patient satisfaction with chaplasrsyces appeared to be
associated with spiritual sensitivity (VandeCreek, 2001). Satisfactioasse@re related to the
extent patients felt their spiritual and emotional needs were met (Flgrbetlynger, Galek,
Braun-Storck, & Kreger, 2009). When patients are satisfied with chaplainentems, they
reported an easier hospitalization, one that is characterized as being mfnéaddenand
possibly even relaxing (VandeCreek, 2004). Years earlier, breast caneetspatported
similar findings in Johnson and Spilka’s 1991 study. The 103 female patients reported higher
levels of satisfaction with spiritual care provided by HCs than localylargl noted the number
of visits, use of prayer and Scripture, and counsel the chaplains offered as beulg helpf

Not only did patients express satisfaction with chaplaincy servicesyfarambers did
as well. Broccolo and VandeCreek (2004) reported that bereaved family meméetiswed
by staff of the Catholic Health Initiative reported receiving both conafiodt support from HCs.
They not only saw the chaplains to be surrogate family members while thegatenailable,
but they were also recognized for the spiritual support they extended to fammlyerseand
their dying loved ones.

Even though HCs were valued by patients and their families, the various profisssiona

with whom they work in the system may not always value them as much. While it vopelara

31



physicians were slow to refer to HCs as a result of a lack of trainingglbasattheir own
religious and spiritual beliefs, physicians indicated they were satisfivery satisfied with the
spiritual care provided by HCs to their patients (Fitchett, Rasinski, Cadgetlin, 2009).
When for-profit and not-for-profit hospital administrators were surveyed by Ma8989€) in an
attempt to discover the value they placed on hospital chaplaincy services, noaignifi
differences were found between groups on the value of pastoral care services
Not only can satisfaction with hospital chaplaincy care benefit patiedt@eily
members, medical facilities can benefit as well. Clark, Drain, and Ma?®@3) reported that
when hospital patients were satisfied with the emotional and spiritual caidgat by HCs, a
moderately positive relationship with profitability was exhibited. HMO aiees surveyed by
Yankelovich Partners (1997) found they placed faith in the power of spirituality to coegle
medical practices. They also found a patient’s well-being increased if his spifiial needs
were met. It was thereby speculated that chaplaincy intervention wouldtimpdical care cost
containment.
Interdisciplinary Team Work and Collaboration
In their attempts to meet the medical needs of their patients, providersrajtageen
integrated or collaborative care. According to Singer et al (2001), irdelgrate is...
patient care that is coordinated across professionals, facilities, and supparisy
continuous over time and between visits; tailored to the patients’ needs andngesgre
and based on shared responsibility between patient and caregivers for optimating he
(p. 113)
In hospital settings where there is a broad spectrum of potential collabovatovarying levels

of power and influence, hospital chaplains have reported struggles with accessumnohinc
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This has led to the realization that when all team members do not hold the same level of
importance for spirituality (Clark et al., 2007), role conflict can occur (Hpenshaw, &
Moore, 2009; Wittenberg-Lyles et al., 2008), and perceptions relative to a lack of easpect
inclusion can result in feelings of marginalization (Norwood, 2006). Stowlies described
below highlighted interdisciplinary team member dynamics, expectatiotgxgeriences with
HCs.

Interdisciplinary teams are comprised of all of the medical care grofeds who are
involved with a respective patient’'s medical treatment. However, chaplains dne ooly
team members who consider themselves to be religious or spiritual. In 2006, |f#Flandel
Galek found chaplains, nurses, and social workers attributed higher levels of sigafto
personal spirituality than did physicians. Clark et al. (2007) found interdiscipteem
members working in hospice settings reported higher levels of job satisfactionh&lienere
able to integrate their spirituality into the care they offered.

Competent and effective care delivery requires chaplains to intevidcether
healthcare professionals in a cooperative manner. However, the integratios gowdsalways
seamless. Norwood (2006) reported chaplains often feel marginalized. Thequbmesence
of alternative paradigms requires chaplains to negotiate with other healpnogessionals and
to embrace structures and ideologies in order to survive within the systenangbage,
structure, and ideologies present were reported barriers to the internsited piatient access
to them. While Norwood reported on marginalization, Wittenberg-Lyles, Oliverjri3em
Baldwin, and Regehr (2008) found chaplains often reported professional role conflicts
(especially with social workers), ambiguous responsibilities that bluasédaissignments, and

lack of clarity about their role occurred across all levels of the hospsi@m. In spite of these
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issues, many chaplains perceived their relationship with social workeegtositive (Harr,
Openshaw, & Moore, 2009).
Referral Patterns

HCs often rely on referrals from other medical professionals to link them to those
desiring and in need of spiritual intervention. The 12 studies reviewed in this sectioghiéeghl
referral patterns of hospital personnel and patients to HCs.

The volume of spiritual care that HCs provide is dependent upon hospital-based
healthcare providers’ spiritual awareness, spiritual skill set, and wi#sgyto refer. In their
1991 study of the religious perspectives of doctors, nurses, patients, and farogies), K
Bearon, Hover, and Travis found that among their participants, physicians (93.5%), nurses
(100%), and patients (100%) described themselves as being spiritual and/ouseligoenig et
al. (1991) also found patients (81.3%) and family members (91.2%) embraced faititias a f
that helped them cope. An examination of the spirituality and religiosity ofgunys, nurses,
social workers, and chaplains led researchers to find that the chaplainhemtselves higher in
both religiosity and spirituality than the other healthcare professionals wincigzded in the
study; physicians rated themselves the lowest in these areas acrogsgibtips of
professionals (Flannelly & Galek, 2006).

Referral patterns to HCs offer insight into how much various healthcare teauinense
value spiritual and emotional support for patients. The 2009 work of Galek et al. provided
information that nurses made the highest number of patient referrals to HCs (4tpptient
self-referrals or requests from family members (30%) being next. Taeckaof referrals was
made by members of other healthcare disciplines (chaplains, 6%; physicianssg%;

coordinators, 2.7%; social workers, 2.5%; volunteers, 2%). Their findings confirmeatlibe e
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work of Vanderwerker et al. (2008), who found that nurses were the most common referral
source (27.8%) of all hospital staff. Flannelly, Weaver, and Handzo (2003) rdwéapglain
interventions for three years at Memorial Sloan-Kettering Cancer Certterresearchers found
that nurses made nearly one-fourth of all referrals, and that the proportion @lsefegy made
rose annually. In another study of the interactions between nurses and chapidorsaid
Amenta (1994) surveyed members of the Oncology Nursing Society random|yondests
reported they consulted with HCs about patients diagnosed with cancer and notedlan overa
favorable impression of their encounters, even though chaplains were sometimeslaarw
not available, or refused to come when called. Fogg, Flannelly, Weaver, and Handzo (2001)
found similar results and noted that while referrals from nurses, socialrsoakel other
hospital staff increased over time; physician referrals did not. Even thoughighysio not
appear to refer patients to HCs as often as do nurses, Daaleman and Frey (1998) fanind 30%
the physicians in their study referred patients to HCs more than 10 timas a ye

It is important to understand the reasons why patients are referred to HCs. \éakderw
et al. (2008) reported that patient issues leading to referral requests ramgearfotional,
spiritual, medical, and relationship issues, to support for a change in patiemtsisagy
prognosis. Galek, Flannelly, Koenig, and Fogg (2007) studied the responses froongdirent
four disciplines (medicine, nursing, social services, and pastoral care) aretlldzat patients
are often referred when encountering difficulties with pain/depressioretgfaxiger, treatment
issues, and their individual searches relative to loss, death, and/or meaning. Ti's patie
emotional state (both the need for emotional support and feelings being expregaadriiy
and/or family members) is what appeared to prompt nurse referrals (Weinbignggn,

Muncie, Flannelly, & Flannelly, 2010). Weinberger-Litman et al. (2010) also found nueses
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more likely to make referrals for discharge issues than allied mediffia{ssicial workers, case
coordinators, volunteers, etc.). Adolescent psychiatric patients self-ceferngastoral care
more than patients in medical and surgical situations.

Interested in seeking what would happen when chaplain staff reductions occurred,
Gartner, Lyons, Larson, Sekland, and Peyrot (1990) conducted an investigation alsreferr
patterns. In one hospital setting, healthcare pastoral care staff memrebergeuced from 13.5
to 4.5 full-time chaplains. When the number of chaplains was reduced, medical teanrsnembe
absorbed more responsibility for spiritual care provision.

Discussion

Patient- and family-centered care (IOM, 2003) is used to endorse a healircnerant
in which strong interdisciplinary collaboration is implemented, and a BP&&&at approach
is embraced. Spiritual well-being, a value and expressed need of patients (Kteidiough,

& Larson, 2001), has been found to help patients moderate difficult illness-relatédrensuch

as depression (e.g., Bay et al., 2008) and anxiety (e.g., Bay et al., 2008; Scott, Grz\y@aowski
Webb, 1994), and has been linked to patient satisfaction (e.g., Chapman & Grossoehme, 2002;
Hausmann, 2004; VandeCreek, 2004) and cost containment (Clark, Drain, & Malone, 2001;
Yankelovich Partners, 1997). Researchers have shown how religiosity and spiofteded

patients a higher quality of life (Balboni et al., 2009), better adjustment tad¢spective

physical illnesses (Florell, 1973; Sheehan & Wathen, 1982), and shorter hospotadigier,
Obenshain, & Camac, 2001). Even though spiritual care provision has been found to have a
positive effect on emotional well-being and patient satisfaction with tdagre are also many

gaps in the literature. There needs to be more focus on the outcomes of spiritped\adesl in

the hospital setting and who should provide that care to get the most patient, family, and provide
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benefit. A few researchers have pointed to the importance of the hospital chaplaimatetha

(e.g., Flannelly, Galek, Bucchino, Handzo, & Tannenbaum, 2005; VandeCreek, 2004; Chapman
& Grossoehme, 2002; Clark, Drain, & Malone, 2001), but more research is needed to fill in the
empirical gaps.

After a critical review of available research, two recommendationsifioref research are
suggested. These recommendations involve further study on: (1) biopsychosociatiarad spi
outcomes when including a hospital chaplain as a member of the healthcaraneg);the
protocol for referrals to HCs for spiritual care.

BPS-S Outcomes of Including a Hospital Chaplain.

Much of the available research has been written to understand and describe die rol

HCs and their impact on patient well-being (e.g., Handzo, Flannelly, Kudley 2008;
Flannelly, Weaver, & Handzo, 2003; Montonye & Calderone, 2010; Piderman et al., 2008;
Sharp, 1991; VandeCreek & Lyon, 1991). To date, there are no published studies on to the
impact of integrating HCs into interdisciplinary treatment teams. Therityapf the available
research about HCs is about referrals, activities, or interventions and involviestigaadr
guantitative designs that are not inclusive of the input and influence of the neiptidery
healthcare team. Research invoking qualitative methods such as grounded thetoy or ac
research, as well as efficacy and effectiveness studies (e.g., iaadaontrol trials,
biopsychosocial and spiritual data chart audits, patient recidivism or provitlegttation
studies) would add to the knowledgebase of biopsychosocial and spiritual outcomes found when
HCs are integrated onto the healthcare team. .

Researchers have recorded multiple activities and/or interventions ubklwyith

patients (e.g., Hummel, Galek, Tannenbaum, & Flannelly, 2008; Handzo, Flannelly, &udler
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al., 2008; Handzo, Flannelly, Murphy et al., 2008). Even though studies have been conducted
with patients and families, no known research exists detailing the lived exqeaehospital-
based healthcare providers who have received support or spiritual care fronmshabike on
duty. A qualitative study, followed up by a more expansive mixed method one, exploring
hospital-based healthcare providers’ experience of receiving spiriteshcdrsupport from HCs
would serve to enhance the literature and build an argument for broadening the rold®f the
beyond referral-driven patient and family care. Researchers mayonask tjuestions such as,
“Can hospital-based healthcare providers provide better care when théailaspind emotional
needs are met?” and “Do the families of providers who access HC servicasajigrisefore the
end of a shift notice a difference in how their loved one transitions home versus those who do
not?”
Protocol for Referring to HCs.

Several researchers have found that patients want to talk with HCs (Chapman &
Grossoehme, 2002) as they think chaplains are the most spiritually sensitivecaltalcare
team members (VandeCreek, 2004). VandeCreek and Gibson (1997) noted that patients often
desired hospital chaplain visits; Johnson and Spilka (1991) likewise reportedsdie the
spiritual care provided by HCs to be most helpful, especially with candenisat The work
performed by HCs is also seen as relevant by many professionals withaedieal community.
In particular, nurses (e.g., Carey, 1973; Chapman & Grossoehme, 2002; Fogg)yslannel
Weaver, & Handzo, 2001; Galek, Silton et al., 2009; Taylor & Amenta, 1994; Weinberger-
Litman, Muncie, Flannelly, & Flannelly, 2010; Vanderwerker, Flannelly.eP@08), physicians
(e.g., Carey, 1973; Daaleman & Frey, 1998; Fogg, Flannelly, Weaver, & Handzo, 20€K4,; Gal

Vanderwerker et al., 2009; Vanderwerker, Flannelly et al., 2008), social workgig (Fo
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Flannelly, Weaver, & Handzo, 2001; Galek, Vanderwerker et al., 2009), case workets (Gal
Vanderwerker et al., 2009), and hospital administrators (Fogg, Flannellye¥W&aHandzo,
2001; Galek, Vanderwerker et al., 2009). In spite of these findings, it appears mamgahneal
professionals do not see the link between biomedical and social, emotional, and sgsuesl i
as HCs are underutilized (e.g., Flannelly, Weaver, & Handzo, 2003; Fogg, Flannally2601;
Galek, 2009), even though healthcare professionals have experienced favorable hesults w
interacting with HCs. Alternative paradigms (Norwood, 2006) and professionaomflets
(Wittenberg-Lyles et al., 2008) may impair seamless integration of kii€$reatment teams,
contributing to the lack of understanding many healthcare professionals haveabé thie
chaplaincy in medical settings. This lack of understanding may contribute taldihe éd many
professionals to have standardized protocols for chaplain referrals (e.g., ly]laneglver, &
Handzo, 2003; Fogg, Flannelly, et al., 2001; Taylor & Amenta, 1994). An ethnographic study
would help elucidate what is known about the culture in which successful referral g@ndol
spiritual care interventions are available. This information may help oramsystems toward
building functional integrated care teams inclusive of HC members.
Conclusion

Spiritual care is used to help patients report a higher quality of life,|lhasneoderate
illness-related emotions and shorter hospital stays. Little is known aboubmieynsedical
providers (e.g., physicians) refer less often than other providers, and whedési he promote
the inclusion of chaplains in integrated care teams. This review is used tglitig¥tiere
additional studies are needed that will help to expedite the IOMs push for patésrted care;
care and recognition that suffering “encompasses significant emadioda&piritual dimensions”

(IOM, 2003, p. 49)
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Table 1

Studies Reviewed by Thematic Categories

Authors | Design| Setting Sample Instruments Outcomes
/
Date
Spiritual Care Provision
Cadge, | Quan- | Various n= Chaplains Secondary datal ¢ Hospital size, location, and
Freese, | titative 6,353 from hospital religious-affiliation are central
& chaplaincy factors in hiring of chaplains.
Christ- records e Religiously-affiliated hospitals
akis more likely to drop chaplains if
(2008) finances an issue; not-for-profit
hospitals more likely to hire
chaplains when finances become
problematic.
¢ No change in percentage of
hospitals w/chaplaincy services.
Carey | Quan- | Lutherar] n=236 Physiciang  Questionnaire [ ¢ Physicians and nurses reported
(1973) | titative | General (n=122), developed by | valuable to have chaplains
Hospital nurses author available at all times (nurses, 87%b;
Park (n=99), physicians 76%); 40% of patientg
Ridge, IL chaplains saw availability as significant.
(n=26) and e Religious affiliation not found to
patients be statistically significant to value
(n=189) ascribed to chaplain availability.
o Attending physicians placed
greater value on chaplains than
physicians not on attending staff.
e Physicians, nurses, and patients
placed value on chaplains being
available to offer comfort at timeg
of serious illness/death, to help
patients face death with dignity
and a calm spirit; and administer
sacraments.
Caven- | Qual- | Various n=8 Chaplains: Structured ¢ Reported collaboration with
dish et | itative: Catholics interview guide| nurses.
al., Focus (n=5), « Reported believing nurses can
(2007) | Group Protestants provide spiritual care.
(n=2),
Jewish
(n=1);
61+ years
old (n=5),
50-60 y/o
(n=2),
41-50 ylo
(n=1);
males
(n=5),
females
(n=3)
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Fitchett,| Quan- | A mid- | n=202 General A multi- e 1/3 of patients requested spiritual
Meyer, | titative | Western medical and  dimensional care.
& tertiary surgical Initial Spiritual | e« 60% of patients desired
Burton care patients Assessment sacraments.
(2000) unit. Inventory (one | « 50% of patients desired prayer.
question adaptefl, 500 of patients wanted someone
from w/whom to talk.
Blumenthal and| , Those who desired/requested
colleagues’ spiritual care tended to be older,
social support | non-\white, and female.
scale)
Flannel-| Quan- | Various | n=683| Chaplaing Questionnairee Four most common spiritual needls
ly, titative developed by of patients: meaning and purposg,
Galek, authors love and belonging,
& death/resolution, the Divine.
Flannel-
ly
(2006)
Flannel-| Quan- | Various | n=494 Hospital [ Questionnaire | e Religiously-affiliated hospitals
ly, titative CEOs developed by employ more chaplains (4.9 as
Handzo, authors compared to 3.0 of non-affiliated
& facilities).
Weaver ¢ A direct relationship exists
(2004) between the number of chaplaing
employed and patient census.

e More rural facilities rely more on
volunteers to provide spiritual
care.

Fletch- | Quan- Mid- n=39 Veterans Brief e Veterans are reluctant to
er, titative | western admitted to| Multidimensional| seek/request spiritual care; seen|as
Ronis, Veter- medical/ Measure of a weakness.
Hetzel, an’s surgical Religiousness/ | ¢ Christians more interested in
& Affair (n=34) and Spirituality seeing chaplains than non-
Lowery Medical extended (BMMRS), Christians.
(2010) Center care (n=5) Herth Hope | ¢ 33% of respondents somewhat
units Index interested in seeing a chaplain.
Galek, | Quan- | Various | n=82 Catholic, | Secondary data| e Higher rates of prayer with
Silton et | titative Jewish, and from patients of similar religious/faith
al., (Meta- Protestant computerized backgrounds and with patients of
(2009) | analy- chaplains data system same sex.
sis) (53 CPE e Protestant chaplains are 50% mqre
students, 29 likely to pray with Protestant
professional patients; Catholic chaplains are
chaplains) 20% more likely to pray with
Catholic patients.
Pider- | Quan- | Mayo n= Medical Questionnaire | e Patients desired/expected chaplain
man et | titative | Clinics: | 15,000 | and surgical developed by visits at least every few days.
al., Ro- patients 18 authors e Chaplain visits desired as patients
(2008) chester, yrs and were “reminded of God's presenge
MN older. Most and care.”
were mid- « Patients desired to participate in
Western religious rituals, prayer, and have
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Catholics pastoral support.
and
Lutherans
Scott, | Quan-| Henry | n=280 | Registered Questionnaire | e« Nurses believe acknowledging
Grzy- | titative Ford nurses designed by patient spiritual need essential for
bowski, Hospital authors best care.
& Webb e 50% of nurses reported patients,
(1994) patient families, or both could
benefit from spiritual care from
chaplains.

e Nurses reported most often conspult
with chaplains in death and
emergency situations, when
patients request bedside rites, and
when seeking assistance with
fearful and/or anxious patients.

Silton, | Qual- New n=7 Chaplains Structured e Chaplains identified 8 issues to e
Ase- | itative: | York from interview guide | considered when providing care o
koff, Focus Reform, Jewish patients: Chaplain identity

Taylor, | group Conserva- the role of chaplain within medica

& Silton tive, and setting, practices of chaplain,
(2010) Orthodox Jewish chaplaincy prayers, ways
back- to provide care to patients
grounds experiencing chronic and acute
care, patient reactions to
chaplain’s gender, general
spiritual interventions, challengeq
chaplain may encounter.
Vande- | Quan- A n=500 Patients Questionnairel e 60% had notified community
Creek & | titative |universi- developed by spiritual care providers of
Gibson ty-based authors hospitalization.
(1997) medical e Less than one-fourth of
center in respondents were visited by
the community spiritual care
Midwest providers.
e 22% desired visit from clergy.
e 21% expected visit from clergy,
Vande- | Quan- [ Ohio n=159 General Purpose in Life | e Family members were found
Creek & | titative hospital Test (PIL), The more involved in spiritual care
Smith patients, Seeking of requests than were patients.
(1992) family Noetic Goals | e« Family members expressed a
members, | Test (SONG), search for meaning of their
and The Spiritual loved ones’ suffering.
community Well-Being e Only 2 interventions recorded:
members; | Scale (SWS), worship services and
males, 71;|  The Crowne- sacramental functions.
female, 89;| Marlowe Social
Protestant, Desirability
145; Scale (CNSDS)
Catholic,
13
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Vande- | Quan- | Various | n=370| Chaplaincy Questionnaire Employment of hospital
Creek, | titative department developed by chaplains directly related to
Siegel, directors authors census size.
Gorey, who are Religiously-affiliated hospitals
Brown, members off hire fewer certified chaplains.
& the Religiously-affiliated hospitals
Toper- Nat'l hire 4.9 chaplains per 100
zer Assoc. of patients.
(2001) Catholic Hospitals not religiously-
Chaplains; affiliated hire 3 chaplains per 10
25%, patients.
Eastern;
25%,
Southern;
Midwest-
ern, 36%;
Western,
14%
Chaplain Activities and Interventions
Balboni [ Quan- | Various | Flannel Patients Questionnaire | e Spiritual support and chaplain
etal., | titative -ly, with developed by visits were associated w/higher
(2009) Galek, | advanced authors QOL in patients.
Buc- stages of Meeting spiritual needs of patien
chino, cancer was associated with patients usi
Handz hospice services more.
0,& Patients with high religious
Tannen coping were more likely to use
-baum hospice services but did not
(2005) access more aggressive care.
Bay, Quan- | Indian- | n=166 Coronary Hospital Chaplain involvement lessened
Beck- | titative | apolis artery Anxiety and patient anxiety and depression;
man, coronar bypass graft Depression increased patient hope, religioug
Trippi, y patients Scale (HADS), coping, and religious problem-
Gun- medical Herth Hope solving.
derman, center Index, Brief A moderate number of visits
& Terry RCOPE, found to lessen patient
(2008) Religious symptoms..
Problem Solving
Scale
Cadge, | Qual- | Various| n=52 | Physiciang Structured Physicians reported chaplains
Calles, | itative (n=30) and| interview guide were part of interdisciplinary
& chaplains medical teams; in particular, they
Dillin- (n=22) recognized chaplains’ role of
ger performing religious rituals.
(2011) Chaplains saw their participation
to embrace themes of wholenes
presence, and healing.
Carlson,| Quan- | Various | n=50 Hospice Questionnaire 42% opposed ODDA,; 40%
Simopo- ti chaplains developed by supported.
lous, | tative authors Over 50% had patients who
Goy, requested PAS (in last 3 years).
Jackson,

Chaplains addressed faith and

57



—

Authors | Design| Setting Sample Instruments Outcomes
/
Date
& spirituality of patient, reasons for
Ganzini, desiring PAS, and concerns of
(2005) family members and possible
reactions.
Chaplains did not feel comments
had impact on patient decisions.
Davies, | Qual- | Various| n=36 Family Questionnaire Information-sharing focused on
Contro, | itative members of  developed by patients’ and parents’ daily lives
Larson, 28 authors at hospitals and patients’ deaths
& Mexican- Four patterns of information-
Widger American sharing: (1) no information, (2)
(2010) and basic information, (3) basic
Chinese- information w/ implications, (4)
American basic information w/ implications|
children plus attention to parents’
involved w/ questions, concerns, and
pediatric emotional needs.
palliative Less than optimal patterns of
care information-sharing resulted in
parents/family members feeling
frustration, anger, and sadness.
Chaplains assisted w/positive
narrative development for
families, as well as with bridging
the gaps between parents and
medical professionals.
DeLong | Quan- | Various | n=110| Members qf Questionnaire About 50% reported
(1990) | titative College of developed by involvement/organ donor process
Chaplaincy authors w/brain dead individuals.
Involved when families or staff
desired consultation.
Identify w/emotional aspects of
donors (esp. with grief and
emotional trauma of families).
A second issue: explaining
concept of “brain dead” to
families.
See themselves as advocates far
families.
Flannel-| Quan- | Various | n=40 Chaplains Questionnairg e Chaplains worked to help improye
ly, titative developed by effectiveness in meeting needs (¢
Galek, authors family members of hospitalized
Tannen- patients.
baum, & Preliminary scale developed to
Handzo assess effectiveness of services
(2007)
Flannel-| Quan- | Various | n=494 Hospital Questionnaire 11 roles seen as important to
ly, titative administra-| developed by CEOs of hospitals w/o pastoral
Weaver, tors: CEOs ¢ authors care departments; rated chaplaif
Handzo, licensed roles lower than administrators gf
& Smith healthcare hospitals w/ pastoral care
(2005) facilities departments.
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throughout th ¢ Religiosity and spirituality of
United Statej administrators positively related
directors of to importance assigned various
pastoral car¢ functions.
departmentg
(n=132),
CEOs of
hospitals witl
pastoral car¢
departmentg
(n=180),
CEOs of
hospitals
without
pastoral care
departmentg
(n=182)
Florell | Quan- IL n=150 [ Orthopedic| Secondary data| ¢ Chaplains effective in crisis
(1973) | titative surgery from patient intervention w/surgical patients.
patients charts e Interventions made significant
impact in patients’ healing
processes: patients required less
medication, had lower respiration
and pulse rates, and had fewer
lines of nursing notes in patient
charts.
Fox, Quan- | Various | n=519 Hospital-| Questionnaire | ¢ 81% involved w/ethics
Myers, | titative appointed developed by consultation services.
& Pearl- participants authors e Median number of ethical
man in 1998 consultations in year prior to
(2007) Annual survey: 3.
Survey of ¢ Ethical consultations performed hy
Hospitals physicians (34%), nurses (31%),
bY social workers (11%), chaplains
Amen_can (10%).
Hospital e Only 41 of respondents had form
Association supervised training in ethics
consultation.
Galek, | Quan- | Various | n=188| Profession- Questionnaire | ¢ Female chaplains report 5 spiritu
Flannel- | titative al developed by constructs more than males: (1)
ly, chaplains, authors belonging, (2) meaning, (3) hope
Jacobs, males (4) beauty, (5) acceptance of
& (n = 85); death.
Barone females
(2008) (n=103)
Goy, Quan- | Various | n=50 Hospice Questionnaire | ¢ Chaplain views on PAS associats
Carlson,| titative chaplains developed by w/view on suicide.
Simopou authors e Moral and theological beliefs mog
los, important influences in views.
Jackso_n, e Those opposed felt God alone m
& Ganzin take life, see life as an absolute
(2006) good, all have divine purpose.

ed

—
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D,

Those who support place empha
on self-determination and quality
of life.

Handzo,
Flannel-
ly,
Kudler
et al.
(2008)

Quan-
titative

Various
sites in
NYC

n=
30,995

Chaplains

Secondary dat
from New York
Chaplaincy
Study

17 types of chaplaincy
intervention recorded.

8 general in nature (crisis
intervention, emotional enabling,
ethical consultation, life review,
patient advocacy, counseling,
bereavement, empathetic
listening).

9 described as religious/spiritual
(hearing confessions, faith
affirmations, theological
development, professional
development, performance of
religious rite or ritual, offering a
blessing.

Interventions varied by patient
status; patterns of intervention
similar across faith groups and
medical status.

Handzo,
Flannel-
ly,
Murphy
et al.
(2008)

Quan-
titative

Various
sites in
NYC

n=240

Hospital
chaplains
(n=40),
CPE
students
(n=240)

Secondary data
from New York
Chaplaincy
Study

Visits tended to be shorter if
patients alone.

Fewer but longer visits in acute
settings.

Visits made as a result of referrals
were longer.

Hauss-
man
(2004)

Quan-
titative

Behaviora
treatmen
center in

Detroit
area

n=828

Delinquent
adolescent
patients

Secondary data
from program’s
database,
guestionnaire
developed by
author

Patients who spent more time with
chaplains had improved outcomes
and in a less-restricted
environment one year after
discharge.

Chaplaincy involvement was cos
effective and helped reduce
recidivism.

Hover,
Travis,
Koenig,
&
Bearon
(1992)

Case
Study

Duke
University
Medical
Center

n=413

Physicians
and nurses

Questionnaire
developed by
authors

74% of nurses, 47% of physician
learned about chaplains directly
from chaplains or from their peer
Information about pastoral care
services covered in orientation
training.

Nurses and physicians saw
chaplains as greater part of
medical work than patients and
families; disparity present.
Surgical, ob-gyn, and internal
medicine physicians make more
referrals to chaplains than
pediatricians, psychiatrists, and
neurologists.

U7y
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Hummel, | Quantit| Various 2 Hospital Secondary data| e 18 interventions recorded, can bg
Galek, ative studies| chaplains from Medline divided into 3 categories:
Murphy, | (Meta- (n= Religious support and resources;
Tannen- | analy- 129) Prayer, God, and commitment;
baum, & sis) Unrelated items (religious
Flannelly witnessing, discussing beliefs an

(2008) values w/patients, consoling
patients).

ller, Oben| Quan- | Hospital| n=50 Chronic Beck Anxiety | e Daily chaplain visits associated
shain, & | titative | special- obstructive Inventory w/lower patient anxiety, shorter

Camac izing in pulmonary hospitalizations, and higher level

(2001) coronar disease of satisfaction w/medical

y treat- patients treatment.
ment

Mon- Quan- | Bayside| n=9 Chaplains Secondary datae Chaplains recorded an average gf

tonye & | titative | Medical | (30,70 from an online | 42 visits a day.

Cald- Center, 0 database | e The majority of chaplain visits

erone Massac | Vvisits) were to address questions about

(2010) husetts patients’
relationship/understanding of the
personal faith, life review, and
requests for prayer.

Piderman| Quan- | Mayo NK Patients FACIT-SP-12, | ¢ Chaplaincy intervention increase
& titative | Clinic with LASA patient well-being.
Johnson advanced e Patient well-being increased ove

(2009) stages of time.

cancer
Sharp | Quan- 3 n=89 Family of Secondary data e Medical and nursing staff
(1991) | titative | Dallas- | (logs) NICU from Pastoral described chaplain role as both
area patients, Care traditional and non-traditional.
hospital NICU Department
S nurses and logbooks
staff
Sheehan Quan- | Ortho- | n=65 | Hand injury] Questionnaire | ¢ Majority expressed need for
& titative | pedic patients developed by emotional support by hand surge

Wathen hospital authors team.

(1982) e Chaplains directed team in
addressing patient emotional
needs.

Vande- | Quan- 3 n=55 Chaplains Questionnaire e 40,000 visits recorded w/patients

Creek & | titative | Pastoral developed by families, and staff members.
Lyon Care authors e The cost of providing pastoral ca
(1994) Depart- services was far less than other
ments healthcare expenses, making it
within of the most efficient services in t
North- participating hospitals.
western ¢ Researchers developed a model
univer- integrated pastoral care units
sity within hospitals.
general e Intervention types not recorded.
hospital
S
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Vande- | Quan- Ohio n=87 Cancer Purpose in Life | ¢« Family members of patients are
Creek & | titative | Hospital (n=31), Test (PIL), The| concerned about patient suffering
Smith coronary Seeking of and search for the meaning of the
(1992) (n-21) and Noetic Goals suffering.
problem Test (SONG),
pregnancy The Spiritual
(n=43) Well-being
patients Scale (SWS),
and The
Crowne-
Marlowe Social
Desirability
Scale (CNSDS)
Vander-| Quan- | Various n=2 | Chaplains Secondary datae Chaplain-to-patient ratio remained
werker, | titative | sitesin | studieg from NY the same.
Handzo, NYC | (91,000 Chaplaincy | e Proportion of chaplain visits to
Fogg, & visits) Study and family members decreased over
Over- Metropolitan years between studies.
wold Chaplaincy | e Shorter patient hospital stay.
(2008) Study (MCS) | ¢ Chaplains had more visits
w/patients, with more being the
results of referrals.
e Chaplains dealt with more end-of|
life issues in MCS.
Satisfaction with Chaplaincy Interventions
Brocco- | Mixed | Various| n=130| Next-of-kin Structured e Chaplains called helpful: (1)
lo & whose interview guide |  provided comfort and support, (2
Vande- family helped w/details before, during,
Creek members and after patient’s death, (3)
(2004) had died available until other family
while members arrived, (4) available
hospitalized when family not present, (5)
described as a “spiritual figure” at
time patient was dying.
Clark, | Quantit| Various | n=1.7 Patients Secondary datpe Patient satisfaction markedly
Drain, ative million from Press higher when emotional and
& (Meta- Ganey spiritual needs met.
Malone | analy- Associates’ | e Findings correlate w/overall
(2001) | sis) 2001 National |  satisfaction of services and
Inpatient spiritual care received.
Database

Fitchett, | Quan- | Various n= Physicians | Questionnaire | e« 89% had experience working

Rasinski, | titative 1,144 | who were developed by w/chaplains.

Cadge, & members of authors e 90% were satisfied or very
Curlin the satisfied w/spiritual care provide
(2009) American by hospital chaplains.

Medical e Physicians w/experience
Association

w/chaplains had training in
importance of religiosity/spiritu-
e ality in healthcare delivery.
e Physicians from the NE were less

satisfied w/work of chaplains.
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Flannelly] Quan- | 150-bed| n=250 Patients Questionnairg ¢ Over 80% said chaplains did very
Oettinger| titative | hospital developed by well meeting emotional and
Galek, in NY authors spiritual needs.
Braun- Patients indicated chaplains spemt
Storck, & sufficient time with them, seemeq
Kreger to care, provided a level of
(2009) privacy, and often followed-up
with earlier conversations.
Gibbons, | Quan- | Various n= Patients Questionnaire | ¢« Chaplains visits made more ofter
Thomas, | titative 2,480 developed by and considered more important
Vande- authors than those other professional.
Creek, & Patients reported higher level of
Jessen expectations being met.
(1991)
Johnson| Quan- [ Various [ n=103 Breast Allport-Ross 88% reported religion most
& titative cancer version of important possession.
Spilka patients | Intrinsic-extrinsic | e« 85% explained religion helped
(1991) Scale, them cope.
questionnaire Very pleased w/chaplain
developed by interventions; preferred female
authors chaplains because of dx.
Manns | Quan- | Various | n=600| Foprofitandq Questionnaire No significant difference found
(1990) | titative non-profit developed by between groups of value placed
hospital author pastoral care.
administra- Expressed concern about how to
tors quantify aspects of spiritual care,
Parkum| Quan- | 6 Penn-| n=432 Patients Questionnaire| e Pastoral services more helpful
(1985) | titative | sylvania developed by than visits by social workers,
hospital author patient representatives, and
S hospital volunteers.
Chaplains more likely to meet
expressive needs.
Chaplains fill important role not
met by other hospital personnel.
Vande- | Quan- 14 = Patients Patient Chaplains more spiritually
Creek | titative | general | 1,440 Satisfaction sensitive than other members of
(2004) hospital Instrument- team.
sin Chaplaincy Patient characteristics associated
upper (PSI-C) w/levels of satisfaction w/spiritua
Midwes care received.
t and
Eastern
Us
Vande- | Quan- | Various | n=445 Catholic | Questionnaire Patients who received sacramenis
Creek & | titative and developed by reported greater satisfaction thar
Connell Protestant authors those who did not.
(1991) patients and Catholics reported higher levels ¢
family satisfaction w/chaplaincy
members interventions, counsel provided

=

than did Protestants; also reported
family members had a greater
need for prayer and sacraments.
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Vande-| Quan- | Various n= Recently Questionnaire | e Patients receive more visits from
Creek, | titative 2,480 released developed by hospital chaplains than from socipl

Thomas hospital members of the |  workers and patient
Jessen patients American representatives.

Gibbons| Protestant Healthf « When patients and family

& Association members believe their spiritual
Strasse needs are met, they choose the
(1991) medical facility again when care (s

needed.

Yankel- | Quan- | Annual | n=300 HMO Questionnaire | e 75% reported patient well-being
ovich | titative | meeting executives | developed by impacted positively if spiritual
(1997) of the authors needs met (as expressed through

Ameri- prayer, meditation, and other
can spiritual/religious practices).
Associa-
tion of
Health
Plans
Interdisciplinary Team Work and Collaboration
Clark, | Quan- | Various | n=215 Hospice | Jarel Spiritual | ¢ 98% saw selves as spiritually well.
Leedy, | titative interdisci- |Well-being Scale,| « Respondents reported high
McDon- plinary  |the Chamiec-Cas¢ spiritual belief and self-
ald, team Spirituality actualization.

Muller, members [Integration, 5-item ¢ Most reported integration of
Lamb, Integration Scale,|  spirituality into job.

& ~and Job e Those who reported integration

\g‘gfg)r Satisfaction Scales had highest job satisfaction scorgs.
Harr, Mixed | Various| n=403| Profes-siongal Questionnaire | e Chaplains reported having an
Open- healthcare | developed by overly positive perception about

shaw, & team authors; structured relationships w/social workers,
Moore members | interview guide even though role conflicts often
(2009) reported w/social workers,

especially when trying to
collaborate.

Nor- Qual- A n=14 Chaplains, Structured e Chaplains had to learn new
wood | itative: | univer- chaplain interview guide | language and skills to integrate
(2006) | Ethnog sity interns, within medical setting.

raphy | teaching director of ¢ Chaplains felt “biomedical
hospital chaplains professionals” more respected.
e Stereotypes held by staff, patients,
and family members of patients.

Witten- [ Quan- [ Various [ n=100 Hospice | Questionnaire | e Chaplains reported professional
berg- | titative chaplains | developed by role conflict, especially w/social
Lyles, authors workers.

Oliver, ¢ See themselves as being spiritug|
Demir- care advisors and conflict

is, Bald- managers when involved
win, & w/interdisciplinary teams.

Regehr e Chaplains also called upon to
(2008) communicate w/individuals and

groups outside hospital setting.
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Referral Patterns
Chap- | Quan-| A253- | n=73 | Adolescent| Secondary data | e Nurses most frequently referred
man & | titative bed medical- |from pastoral carg patients during times of crisis.
Gros- tertiary- surgical and department e The patients asked to talk
soehme care psychiatric logbook w/chaplains when they desired
(2002) care patients someone w/whom to pray, or the
facility were experiencing anger, anxiety
fear, and/or guilt.

Daale- | Quan- | Various | n=438 Family Questionnaire| ¢ 80% refer/recommend patients tq
man & | titative developed by pastoral care or chaplain service
Frey authors e 30% make >10 referrals a year.

(1998) e Report referrals: end-of-life,
75.5%; marital, 72.8%; mood
disorders, 38.7%; substances,
19%.

e Physicians in practice >15 years
more likely to refer.

e Those w/greater degrees of
religiosity more likely to refer to
chaplains.

Flannel-| Quan- | Various = Hospital Questionnaire | e Referrals to hospital chaplains

ly & titative 5,000 | chaplains, | developed by often associated with healthcare

Galek nurses, authors providers’ level of religiosity

(2006) social and/or spirituality.

workers, ¢ Hospital chaplains rated
and themselves higher in self-
physicians perceived religiosity than all
others; physicians rated
themselves lowest.

¢ All respondents described
themselves as more spiritual tha
religious.

e Female respondents described
themselves as more spiritual tha
did male respondents.

Flannel-| Quan- | Sloan- n= Chaplains | Questionnaire | e Majority of referrals from nurses,

ly, titative | Ketter- | 3,570 and developed by w/nurse referrals increasing.
Weaver, ing visits chaplain authors e More than 1/3 of visits made to
& Cancer residents family and/or friends of patients

Handzo Center without patients present.

(2003) e Chaplain visits shorter when
patients not present.

¢ Visit length differed according to
patient status.

e Chaplain interventions differed
according to patient religious
affiliation.

Fogg, | Quan-| Law- n= Referrals | Secondary data | e 81.7% of referrals made by nursq

Flannel- | titative | rence | 3,733 | madeto | from logbook of 11.75%, social workers; 4.08%,

ly, Hospital chaplains in| Pastoral Care physicians.
Weaver, Center, Lawrence Department e 75% of requests for patient care;

bS;
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& Bronx- Hospital 25% for care for family members
Handzo ville, Center, and friends.
(2004) NY Bronxville, Seen to impact cost containment
NY
Galek, | Quan- | Various n= Nurses Questionnaire Referrals to chaplains differed
Flannel- | titative 1,207 (n=230), developed by according to hospital type,
ly, social authors participant’s professional
Koenig, workers discipline, the hospital’s religious
& Fogg (n=229), affiliation, and participant’s self-
(2007) physicians assessment of spirituality.
(n=278),
chaplains
(470)
Galek, | Quan- | Various n= Chaplains Secondary datd e 78% of referrals handled same
Vander- | titative | sitesin | 58,000 from MCS day; 94.9% w/in two days of
werker NYC visits referral.
etal. Nurses source of majority of
(2009) referrals (45%), followed by self-
referrals of patients and family
requests (30%); remainder of
referrals made by other healthcafe
professionals.
Major reasons for referrals: patient
requests, issues related to illness
and/or treatment, end-of-life
issues.
Staff referred most because of
patient pain, patients experiencing
medical issues, and end-of-life
issues.
Gartner,| Quan- | North- n=1 | Patients and Secondary data | e Elimination in chaplaincy service
Lyons, | titative | westerrn| pro- staff from Pastoral Car@¢ resulted in more demands on
Larson, Memori | gram Department nursing and medical staff.
Serk- al logbook Elimination of services
land, & Hospital highlighted patient need of and
Peyrot desire for spiritual care.
(1990)
Koenig, | Quan- Duke | n=306 | Physicians| Questionnaire Large number of patients and
Bearon, | titative | Univer- (n=130), developed by family members reported
Hover, sity nurses authors religiosity the most important
& Medical (n=39), factor that helped to enable
Travis Center patients coping; physicians did not report
(1991) (n=77), and similar findings.
family 100% of nurses, patients, and
members family members, and 93.5% of
(n=60) physicians reported believing in &

Higher Power.
Report religiosity being their most
important possession: nurses,
25.6%; patients, 43.8%; family
members, 56.1%; physicians,

8.7%.
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Taylor | Quan- | Various | n=700| Members gf Questionnaire | e Nurses report overall favorable
& titative Oncology developed by impression of chaplains and the
Amenta Nursing authors spiritual care they provide.
(1994) Society; ¢ Nurses reported chaplains often
respondents overworked, sometimes not
tended to available when called, and some
be married, even refused to come when
middle- contacted.
aged,_ ¢ 99% assessed patient religious
Caucasian background; 47% followed up in
staff nurses written care plan; 73% made
referrals.
Vander- | Quan- | Various n= Chaplains Secondary data e 18.4% of records were referrals
werker, | titative | sitesin | 38,600 from NY e Nurses referred most often
Flannel- NYC visits Chaplaincy Study (27.8%), followed by patients
ly, et al. (22.3%).
(2008) « Sources of referrals: cancer
centers, 20.5%; general hospita
17.3%; rehabilitation hospitals,
9.4%; nursing home units,
10.3%; orthopedic surgical
hospitals, 77%.
Weinber| Quan- St. n=133 RN/BSNs | Questionnaire | e Nurses were found to refer for
ger- titative | Luke's (n=94), developed by family issues and less likely whe
Litman, Hospi- CNAs authors patients were experiencing illneg
Muncie, tal, (n=11), unit or treatment issues.
Flannel- NYC secretaries
ly, & (n=10),
Flannel- nurse
ly managers
(2010) (n=3),
LPNs
(n=3),
student
nurses
(n=2), unit
coordinator
(n=1);
females
(n=111)

[ =]
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CHAPTER 3: METHODOLOGY

Creswell (2007) likens qualitative research to “an intricate fabric comapafsminute
threads, many colors, different textures, and various blends of materials”.(pt 33he
research paradigm of choice when one wishes to “understand the meanings people have
constructed about their world and their experiences” (Merriam, 2002, p. 4), alloneagatesrs
to explore the participant’s world and offer “rich descriptive” (p. 5) findings. Witige or no
research has been conducted in a certain area of the literature, geatitztinodology,
particularly phenomenology, can be useful and provide new information (Colaizzi, 1978;
Lincoln & Guba, 1985). Phenomenology was used to capture hospital-based healthcare
providers’ experiences receiving spiritual care and support from hospitadichaptvices, as
well as, hospital chaplains’ experiences providing spiritual care and supposital-based
healthcare providers.
Design

Phenomenology, which is reflective in nature, reveals the essence of human
consciousness (Husserl, 1901 as cited in Smith, 2006). Colaizzi (1978) explained that
phenomenology offers an additional benefit in the research process as i @mainleestigator
to generate a large quantity of in-depth data from a relatively smagllesame. Phenomenology
is exploratory in nature. As a result, knowledge can be gained in the absencedstarprined
hypothesis. An open-ended approach can be employed to generate in-depth informalion whic
can lead to the emergence of themes and, ultimately, the essence of a phenomewon. Unli
reductionist studies, in qualitative methods of inquiry, the human experienceténvinaim a
first-person perspective. This acknowledges the fact that the investgatoactive and

involved participant in the data collection and analysis process.



Although this method of qualitative inquiry is well known aedpected, | addressed
several issues common to applying a phenomenological appidechirst relates to the nature
of the approach itself. Because phenomenology is descriptive, a dynami@ntaglrs
between the participant and researcher as the essential themeimgeflbet constitutes the
nature of participant’s lived experiences begin to surface (Colaizzi, 1978)efdilee | engaged
in reflexivity and bracketed my assumptions, beliefs, ideas, and so fortkeetathe spiritual
care hospital chaplains (HCs) provide to hospital-based healthcare providerBgHBIsought
to suspend my understanding of the shared experience of personalized spigtaahdaes
between hospital chaplains and hospital-based healthcare providers in an effonote ibelly
present to participants’ perspectives and experiences.

Second, semi-structured interview questions were used to collect rich ititorabout
HBHPs’ experience of receiving spiritual care from HCs. The questiers ‘@pen-ended,
evolving, and nondirectional” (Creswell, 1998, p. 99). The first question asked was a main
overarching question and was followed by several sub or probing questions wratkhdepth
and detail to the experience being studied. The overarching query was the byoadesh |
could ask my respective participants about hospital chaplaincy and spirielalSiay questions
were used to explore the structural meaning of the experience, underlyireg thredicontexts,
and/or universal structures that precipitate feelings and thoughts. Althouigitermyon was to
develop an overarching question that elicited an in-depth description naturalhtebvwa make
sure that participants have the opportunity to relate a rich complex narr@geeAppendix B
for a list of the questions used in this study.

Third, | collected data from individuals who have experienced receiving spoérea

from hospital chaplains by means of in-depth interviews. In this study it wasas@vell as,
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HBHPs (e.g., physicians, surgeons, nurses, mental health providers, and/oraeshnicchose
to interview both chaplains and providers because current literature recordsstendble
responsibilities of HCs as well as the benefits of spirituality for patemtountering health
issues and/or their family members (e.g., Hummel, Galek, Tannenbaum, &|Ka20@s;
Flannelly, Galek, Bucchino, Handzo, & Tannenbaum, 2005; VandeCreek, Pargament, Belavich,
Cowell, & Firedell, 1999). There is no known research, however, on the possible benefits of
spiritual care provision to healthcare providers. No known research existeithew spiritual
care provision might impact a provider’s ability to work within his or her resfejib
environment. A search of the literature yielded no studies relative to HCs pgpspritual
care to HBHPs. It was believed that by interviewing both HCs and HBHPs insigjdtbe
gained into the providers’ perceptions of the care received and the impact of¢hdt ezas
believed that additional understanding of how the HCs felt he or she might havedabsst
HBHP and what he or she did to provide care could also be acquired. Questions were broad,
general, and open-ended in order to elicit textural and structural descriptidinsatély,
participants’ descriptions elucidated the common and perhaps uncommon experietaizzi(C
1978) noted by providers seeking the support of HC’s services for spiritual care

The fourth issue common to phenomenological studies related to the data analysis
process. Colaizzi (1978) explained that the phenomenological protocol would call fogme to
through the data and highlight significant statements, sentences, and warkprekided
understanding of how participants experience the phenomenon. Accordingly, therggateme
were divided into clusters or themes. Significant statements were then uséd & w
description of participant experiences, as well as the context thereoly, Liespphenomenon

was reported with the goal of developing an essential, invariant structine efperience. An
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essential, invariant structure, or cohesive narrative, presented an oveuadl pfdhe experience
grounded only in the perspective of those being studied. My intent was to gain insighe into t
role of the HCs in the provision of spiritual care to HBHPs through solicitationreaigses of
the experiences shared by both HCs and HBHPs.
The Role of the Researcher

Consistent with a phenomenological approach, | tried to “bracket” my understanding of
the phenomenological event in order to submerge myself in the participantseagpsr
(Husserl, 1901; Smith, 2006). These bracketed thoughts, which comprise my persoral epoch
(see Appendix A), were used in a process called reflexivity (Colaizzi, 19%&prding to
Colaizzi, the researcher is inescapably engaged and influential in thepancktherefore
becomes part of the phenomenon under investigation. For this reason, all investigators
associated with this study recorded their bias statements prior to thekitaan phase. | also
engaged in several verification strategies (Lincoln & Guba, 1985), lisexdrahis chapter, to
further increase confidence in the study’s outcomes.
Setting

The setting for the research study was a southeastern regional acaxelci center
comprised of 861 patient beds, a large staff of over 1,700 staff and healthcare providers, and a
pastoral care department staff of 5 full-time hospital clergy, 6 chagsidents, as well as 6
individuals who serve in the pool of supply chaplains. The medical center, which moved to its
present location in 1977, primarily serves the citizens of the 29 eastern counashof
Carolina. The pastoral care department was established in 1983. As emplohedaafity,
the chaplains provide pastoral care to patients, families, and hospital staff Mbralagh

Friday from 8:30 a.m. to 5 p.m.; however, at least one chaplain is on call at nights and on
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weekends to provide care for deaths, critical situations, and when spiritual cdseareeargent
in nature. The staff chaplains, chaplain residents, and pool of supply chaplains netagstre
all areas of the hospital are covered (e.g., medicine, surgery, oncology opahaealth,
rehabilitation). Inpatient hospice employs its own chaplains and is not coveteel inedical
center staff. Data collection occurred at a private confidential seffireggd upon by the
researcher and each respective participant. The setting was convedieatiy accessed by
the participant and the researcher.
Participants

Potential participants included all HCs employed at the proposed hospital and HBHPs
who have used the hospital chaplaincy service for personal and professionalsgarig and
support. The number of individuals which should be interviewed in phenomenological studies
can actually range from as few as 1 (Dukes, 1984) to as many as 325 (Polkinghorne, 1989)
Dukes (1984) recommended researchers study between 3 and 10 participants;, however
Polkinghorne (1989) recommended that researchers who engage in phenomenology should
interview between 5 and 25 individuals. Colaizzi (1978) believed that data collduaid s
continue until saturation is reached or no new information is being obtained througtathe da
collection process. The investigator attempted to recruit an equal numbeticipgats from
both the HC and HBHPS’ perspectives to gain a balanced understanding of the phenomenon
under investigation.

The inclusion criteria for eligible participants included: (a) 18 or oldeff]bit in
English, (c) HCs or HBHPs with hospital privileges, and (d) HBHP who have us€dar H

personal and/or professional reasons. HBHPs, for the purposes of this study, inclugled thos
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persons who are responsible for providing health care services for any physiegital health
need for patients being cared for within the hospital system.
Recruitment

A purposive sample (Colaizzi, 1978) was used in this study. This sampling method
allowed me to select participants who | believed would be informative and who couldeorovi
information that may not be available elsewhere. Colaizzi recommended purgessction
when limits exist relative to the number of sites, participants, and settimgsarticular, a
criterion sampling strategy was used, as all individuals included in the stuidgdeaved
spiritual care from a HC. Colaizzi noted that criterion sampling is an ajgephoice when
all of the participants have experienced the phenomenon being studied.

Subsequent to receiving Office of Human Research Integrity (OHRIpaglpr
participant recruitment of HCs was made via email and then a follow-up phone @adifirm
receipt of the email if no response was received within seven business dagsdld®sgof
interest to consent to the study, HCs were provided with an informational eraaf{sendix
C) detailing the purpose of the study and asked to approach providers that they knew who ha
accessed their services for personal and/or professional support and who thewtioold)be
open to discussing their experience with this investigator. No potential panticiames or
contact information were accepted or requested from the HCs. The informatiofos&itiPs
(Appendix D) included instructions on how interested participants could contact thégateoest
for more information about the study. Copies of the informational sheets wechstifhuted to
all HCs so they could give them to potential HBHP participants. Once conthofsded a
verbal explanation of the study, and addressed potential risks and benefits edsatnat

participation. If the provider agreed to participate, a time and placechaguled for the
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interview to occur. Prior to beginning the interview process, the consent docunsent wa
explained to each prospective participant and he or she was given an opportunity tec@sksjue
relative to the research prior to signing it.
Procedures

After each participant gave his or her informed consent (see Appendix E)sihewas
asked to complete a brief demographic survey (see Appendix F for hospital chaplain’s
guestionnaire; Appendix G, hospital-based healthcare provider questionnaire). Onagexbmpl
the interview phase began with all interviews following the outline listed in App&hfbx
either a HC or HBHP.

| conducted in-depth, open-ended interviews which were estimated to last appebximat
45 minutes to an hour. The interview outline was followed to ensure that the open-ended
guestions which related to the lived experience of providing or accessing holsppklincy
services for personal or professional spiritual care was posed to aigzarts. The interview
process, however, involved multiple phases. | began with pre-determined querasiniple, |
asked a HBHP, “On a typical day, what types of scenarios might lead you totimighaa
HC?” |then used detail-oriented and elaboration probes to get additional detadssawdato
encourage participants to tell me more. If, for example, a HBHP said he cEl@avaen a
natural disaster, such as a tornado, occurred and multiple individuals are in thereayer
department after sustaining injuries as well as the loss of all of theggstsss, | asked, “What
might a HC do that would be helpful at such a time? Why would you call a HC?” ¢sdpl
clarification probes when | was unsure of what was being said and as a waketcentain |

understood what the interviewee was saying (Patton, 2002). These questions werd@tiked t
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down to the main focus of the study, the times when HBHPs used HC services for their ow
personal use.

A digital audiorecorder was used to capture each interview. All intesweave
transcribed verbatim. In the transcripts, all names and potential idlegtifgmographic
information were removed and replaced with pseudonyms. All computer files wdthintent
were password protected. When not in use, the digital recorder, all hard copgesafipts,
notes, informed consents, and study materials containing confidential informagienstared in
a locked filing cabinet in the investigator’s office.

| used N-Vivo 9, a qualitative data analysis computer program, as an aid endatsis.
The software is designed to work with rich text-based data and utilizes ahieshstructure. |
identified and coded segments of information which were then classified, sortedyicatég
and retrieved according to code.

Analysis

Colaizzi (1978) described qualitative data analysis as being the procesbyuiata are
organized into themes. This process often involves the application and collapsing of codes,
categories, and themes into figures, and tables, and would call for me to “get tprkyjalata”
(Knight, 2007, p. 1), so as to understand the experience of soliciting and receiving thal spiri
support of a HC. The analytical process is not a linear process. The procegs neguio
immerse myself in the data multiple times, as the research design aytttahptocess entailed
coding, grouping, and forming clusters of themes from participants’ responsesnihed the
data statement by statement and ponder an underlying query: “What is this aletha®d, or
coded, each section as | describiggl section, noted the topic(s) found therein, and/or analyzed

the themes which emerged and were found therein. Each of these steps requiredritigeres
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to examine responses and the interpretations thereof (Knight, 2007). My deep involvément w
my data was time-consuming but resulted in an invariant description of the phenonoaholog
experience that is grounded in the actual data.

Colaizzi’'s (1978) phenomenological method of analysis was utilized to concepthalize
participants’ experiences of providing or receiving hospital chaplaincy eervithe steps noted
within the approach were as follows:

(1) My triangulated investigator and | read participant responses in one satihgt we

could develop an “overview” of their experiences. We noted our initial reactions about

possible codes separately. This allowed us to track our biases throughout the study and

double check that the final results were actually grounded in the data and nobjust i

initial impressions of it. My triangulated investigator and | reviewed ouk wowether

throughout the entire data analysis process. If there were times we aragieement, |
consulted with my peer debriefer for additional input and her perceptions.

(2) My triangulated investigator and | extracted significant statemergning key

words and phrases relative to hospital chaplaincy from participants’ transaiptslid

not code tangential and repetitive statements.

(3) My triangulated investigator and | grouped significant statements irgninge

statements to help consolidate the findings into a more manageable form teasieas

to interpret.

(4) My triangulated investigator and | created thematic clusters blginorg similar

meaning statements.

(5) I drafted an exhaustive description, or summative narrative, of the parstijpaed

experiences of the phenomenon under investigation. The triangulated investigator

76



verified how accurately | have represented the raw data, using his owivedoat
comparison. He reviewed his thoughts about participant responses and noted ssnilariti
and differences between his or her conceptualization and my own.
(6) | applied verification strategies to help increase the trustworthofessearch
findings. | noted the strategies which were applied to the analysis phmtess |
discontinued data collection when thematic saturation had occurred. The triangulated
investigator and | determined when thematic saturation had occurred. Thelpesede
verified that our decisions were grounded in the actual data.
Verification Strategies
Polit and Beck (2006) pointed out qualitative researchers are concerned thadtteir
reflect the truth. As a result, qualitative researchers seek to enhancsstivertthiness of their
results. | focused on four constructs to evaluate and verify the trustwortbfrieesdata
generated (Lincoln & Guba, 1985). Trustworthiness relates to the level of coef@enc
gualitative researcher has in his or her data; it is measured using feuacdtedibility,
dependability, confirmability, and transferability. Credibility msféo the correctness or truth of
the data, while dependability refers to the stability of the data over bothriohmaditions.
Polit and Beck (2006) suggested that “credibility is to validity (in quantitativéies) what
dependability is to reliability” (p. 335). The term confirmability referso likelihood that two
or more independent individuals would interpret data in a similar manner. Traigferafers
to the degree to which findings can be transferred to other groups and settings;ilidigcsittme
concept of generalizability in quantitative research. In particulaasla@ncerned with the
credibility, dependability, confirmability, and transferability of myajatsearch interpretations,

and conclusions (Polit & Beck).
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Credibility. Credibility offers evaluation of how well the desired subject area has been
identified, as well as how richly and fully it is described in the research grfdesoln &

Guba, 1985). My triangulated investigator helped verify findings. My respeetiperiences
and immerging impressions were discussed with him, as he read and coded parésganses,
coded significant statements, and created thematic clusters independentiged-his draft to
review mine in order to verify how accurately | had represented the raw datdriaMyulated
investigator was engaged with me through the narrative drafting and reveespes.

In order to increase the credibility of this study, | engaged in peer defridfinsed
periodical peer debriefings to discuss my experiences and emergingsiopseof the
phenomenon under study. The peer debriefer is an objective individual who reviews the various
aspects of the research data and offers his or her own questions and perceptions:. The pee
debriefer either has experience in the subject being studied, qualitativemesedoth (Polit &
Beck, 2006). She reviewed my narratives as well as my findings to assuveetieeipunded in
the raw data. It should be noted that to increase trustworthiness of the findings tihebpieter
and | bracketed our personal beliefs, assumptions, and biases in a writtenrgtptemeo the
start of the research project (Lincoln & Guba). This verification method atdddted
establishment of the confirmability, dependability, and transferabilitheotlata which are
described below.

Dependability. Dependability refers to data stabilization over time and its consistency
(Lincoln & Guba, 1985). While the dynamic nature of settings can make dependability
challenging, an audit trail was used to record the conditions that surround the phenomenon, and
any changes in the phenomenon that occur in the setting, and/or among the partiahpamts

the course of the research (Knight, 2008; Lincoln & Guba).
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Among the components of this audit trail were my research log, wherein atitttigies
and decision points relative to the research were dated and noted; handwritidredbtmtes;
analyses and interpretation memaos, which included my writings relatikieughts about how |
was analyzing and interpreting the data; my code book, which was the placeodeseavere
listed, as are the descriptions used throughout the research process (Knightjr@d& ;8L
Guba, 1985); and the drafts of research findings, as they show how the investipataytgs
evolved through the course of the research process (Knight). The reseasefletigerjournal
and her bracketed assumptions as well as the epoche of the peer debriefonsen@ponents
of my audit trail.

Confirmability. Confirmability helps to verify dependability and relates to the
objectivity or neutrality of the data (Polit & Beck, 2006). | employed multupdéhods to
increase the rigor of the data, increase confidence in its findings, aswaeBiat with
confirmability. First, | kept a dated reflexive journal (Lincoln & Guba, 198b)yhich |
recorded my impressions, personal reactions, assumptions, and biases, and otheraitughts
feelings throughout the process of data collection and analysis. Secondly, theadimight,
2008; Lincoln & Guba), detailing my process of coding, recoding, and consolidation (which has
been mentioned previously), assist with confirmability.

Transferability. Transferability is the final construct on which | will focus (Lincoln &
Guba, 1985). While it is impossible for full transferability to occur, | wilvgttio have rich data,
data that provides a thorough description of the phenomenon with detail. Maxwell (2005)
indicated rich data often requires verbatim transcripts of interviews. bdludaelative to
statements felt to be significant are not sufficient. In order to achievgaalisl continued to

conduct interviews until saturation was achieved and no new information was beed, Jdis
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called for me to continue the interview process until such time that no new insigloffered
(Creswell, 2005). My reflexive journal also assisted in achieving trandfgrads a description
of my research setting, my research process, and interview interacéiondetailed there. This
information offered sufficient data for one to determine applicability to o#tgngs (Polit &
Beck, 2006).

Presentation of Findings

Study findings are presented in a manuscript format. My research repodgsrinsight
into the procedures used to collect data, as well as how | moved from the raw data to my
description of the lived experience of providers who accessed HCs for personal @iqmafes
spiritual support.

Findings were organized according to the themes which emerged duringignaly
Excerpts of participants’ responses were used to support my work. Quotes which sigpport t
various thematic clusters give a rich description of participants’ expese The
phenomenological experience was conceptualized and presented by means of thHarmyerarc
essence which highlights the shared experience of all participantsudsigche findings of my
research, noting both implications and applications for HCs and for HBHPs.

Polkinghorne (1989) explained that qualitative researchers should “produce alresear
report that gives an accurate, clear, and articulate description of areagpé(p. 46). When
achieved, “the reader of the report should come away with the feeling that ‘| tanddogetter
what it is like to experience that™ (Polkinghorne, 1989, p. 46). Therein was my gopte$ent
the essence of the lived experience of HBHPs who have received spirituaboakCs in such

a way that we understand said phenomenon better.
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Dissemination Plan

| plan to disseminate the results using professional peer-reviewed osthetd] as
outlets for the healthcare provider with the intention to reach a multi-disciphoaience. |
will present the results at national conferences as well as professiestahgs attended by
HBHPs and/or HCs and their potential collaborators. Venues such as the annuahcesfef
Pastoral Counselors, American Association of Marriage and Family Tétstapollaborative
Family Healthcare Association, and North Carolina Association of Maraadd-amily
Therapists conferences offer opportunities for presentation. As recommegnidexhards and
Morse (2007), and most important to me, the results will also be disseminated to extiticgns

and interested participants within one year of this study’s conclusion.
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CHAPTER 4: THE SHARED EXPERIENCE OF SPIRITUAL CARE SERVICBETWEEN
HOSPITAL CHAPLAINS AND
HOSPITAL-BASED HEALTHCARE PROVIDERS

It has been less than 100 years since medical science and religion hawkietiere
working alliance (Porter, 1997). In order to appreciate where the field of Hat@daincy is
today, it is important to understand how it evolved. In the 1920s, serious discussions about
integrating medical science, theological training, and practice took wlaee the Reverend
Anton Boisen urged students of the ministry to interact with individuals residing inimenta
institutions; he felt by doing so, the students would learn more about the human soul. Dr.
Richard Cabot agreed with Boisen, as he felt “times of pain, sorrow, frustraten, a
surprise...[offer] experiences that invite a new start in life” (Cabot &8)it953). Cabot
mentored Boisen and suggested clinical skill development be supervised;tthedpisal
chaplain students entered clinical training in 1925. Even though multiple programs were
developed in the years that followed, it was not until 1967 that the various groups and traini
programs formed the Association for Clinical Pastoral Education (ACPE).

The Commission on Ministry in Specialized Settings (COMISS) was creati979, as
the spirit of collaboration between medical science and religion continued to QOMISS
offered individuals from different clinical groups, professional bodies, and b@agis
professional certification and accreditation organizations, religious engdasdies,
professional pastoral care organizations, and chaplain and pastoral care eynuiggnizations)
to combine their efforts and develop a means by which pastoral services coultubtedvarhe
COMISS and Commission on the Accreditation of Pastoral Services (CCAP&yliporm

“*JCAPS”) engaged in dialogue with the Joint Commission on the Accreditation bihtéea



Organizations (JCAHO) to strengthen the definition of qualified spiritual pafessionals. In
1998, JCAHO began requiring hospital chaplains (HCs) to attain a level of “eduadaiioimgt
experience, competence, registration, certification, licensure, la@golation” (JCAHO, 1998,
p. 466), which helps prepare chaplains to meet the spiritual and emotional needsts, patie
family members, and hospital staff. As of 2004, nearly 10,000 board-certified hospiaircha
work within United States hospitals (Fogg, Weaver, Flannelly, & Handzo, 2004)

Multiple researchers have recorded activities and/or interventiorsedtliy hospital
chaplains for patient care purposes (e.g., Hummel, Galek, Murphy, Tannenbaumnéllifla
2008; Handzo, Flannelly, Kudler et al., 2008, 2008; Handzo, Flannelly, Murphy et al., 2008);
however, no known research exists detailing the lived experience of hospital-bakbdane
providers who have personally received spiritual support from chaplains while on duty and the
difference it makes on their ability to care for patients and families.

The purpose of this study was to use a phenomenological design to study the shared
experience of personalized spiritual care services between hospitaichapld hospital-based
healthcare providers and answer the following research questions: (d)iStt@anature or
essence of the experience of a hospital chaplain providing spiritual support to therprolvide
this healthcare system?” and (b) “What is the nature or essence of therspeifia hospital
based healthcare provider receiving spiritual support from the hospital chapkxivice®” This
two-pronged approach allows for a richer understanding of this dyadic exeatemevill help
expand the science and better capture outcomes not traditionally reportetiterdhee.

Spiritual Component to Healthcare
The biomedical model often identifies the elements of ilinesses withoutr@rgmi

psychological and social factors which may be present. Internist George(E3igél 1980)
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believed patients to be more than mere cells and organ systems and developed the
biopsychosocial (BPS) model. He proposed existential system connectivitipytbesadening
diagnostic lenses to include micro and macro level systems. Such connectividyswggést
that a patient’s disease or illness would affect him or her as well as thbsehis or her
emotional and social network. The BPS was expanded by Bell, Wright, and Watson (1992) and
Wright, Watson, and Bell (1996) to include spirituality as a stand-alone dimension, as an
individual’'s belief system can impact biomedical, psychological, and sociamesc
According to VandeCreek and Burton (2001) everyone has needs and concerns which are
existential. Hodgson, Lamson, and Reese (2007) reinforced the importance of incuypoea
spiritual component in the healthcare experience and offered practitioneas s tm@assess
patients’ BPS and spiritual needs.

While the biopsychosocial and spiritual aspects of a hospitalized patient ayeizedo
widely in the literature, it is not surprising to learn that between 33% and 94%enftpatant
their spiritual concerns addressed by medical care team members (e&yg,,1086; Daaleman
& Nease, 1994; Ehman, Ott, Short, Ciampa, & Hansen-Flaschen, 1999; King & Bushwick, 1994;
Fitchett, Meyer, & Burton, 2000; Koenig, McCullough, & Larson, 2001). These findingsdelp t
reinforce the recognition that a patient’s spiritual dimension is a part oflthess experience
(McKee & Chappell, 1992; Sulmasy, 2002) with the major spiritual concern for maaegtgat
and families being “how to integrate body, mind, and spirit in the face of ilsigsgemas,
losses, and life transitions” (VandeCreek & Burton, 2001).
Interventions of Hospital Chaplains

Hospital chaplains (HCs) are able “to address all aspects of spiyiinale healthcare

system at the patient, staff, and system levels” (McClung, Grossoehdaepo&son, 2006). In
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order to do so, Hummel, Galek, Murphy, Tannenbaum, and Flannelly (2008) explained that HCs
need to address a comprehensive list of tasks (e.qg., religious and spiritvahithar delivery,
counseling, emotional support, and advocacy). In addition to making contact with patients and
families (e.g., Carey, 1973; Fitchett, Meyer, & Burton, 2000; Flannelly, Gadglgenbaum, &
Handzo, 2007; Piderman et al., 2008), integration of spiritual care from hospital chapgains ha
been found to improve patient and family satisfaction with medical care (Cadigs, &a

Dillinger, 2011). Researchers have found patients want to talk with hospital chg¢@laamnan

& Grossoehme, 2002), as they find chaplains are the most spiritually sensitivieesiticare

team members (VandeCreek, 2004; VandeCreek & Gibson, 1997). Chaplain interventions have
been effective with individuals diagnosed with illnesses such as COPD (llersiGine, &

Camac, 2001) and cancer (Balboni et al., 2009; Davies, Contro, Larson, & Widger, 2010;
Johnson & Spilka, 1991). Broader populations such as parents with children in the neonatal
intensive care unit (Sharp, 1991) and surgical patients (Florell, 1973; Sheehan & Wathen, 1982)
have also reported receiving comfort. For example, inpatient coronary anpasshyraft

patients were found to experience reductions in anxiety and depression éBa2@d8) and

better coping (Bay et al., 2008; ller, Obenshain, & Camac, 2001) with hospitalinbhgpla
involvement. Lastly, participants across several studies reported that hospgiins

intervened and assisted patients and families in making difficult ethidalatex(Carlson,
Simopolous, Goy, Jackson, & Ganzini, 2005; Delong, 1990; Fox, Myers, & Pearlman, 2007;
Goy, Carlson, Simopolous, Jackson, & Ganzini, 2006). Often, hospital chaplains learn of patient
needs and desires for spiritual care as a result of referrals, which rmakésrts reliant on other

healthcare providers to recognize the importance of spiritual care provisioniéotga
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Referral to Chaplains

HCs often rely on referrals from other medical professionals to link them to those
desiring and in need of spiritual intervention. Taylor, Hodgson, Lamson, Sira, & Musick
(unpublished doctoral article, 2012) found that the volume of spiritual care that HCs provide is
dependent upon hospital-based healthcare providers’ spiritual awareness, skidl set, a
willingness to refer. Nurses often make the highest number of patientIsee{Etaanelly,
Weaver, & Handzo, 2003; Fogg, Flannelly, Weaver, & Handzo, 2004; Galek et al., 2009;
Vanderwerker et al., 2008), and are the most common referral source of all hesfbital s
chaplaincy services. Patient issues leading to referral requestsl faoigy emotional, spiritual,
medical, and relationship issues, to support for a change in patient diagnosis or prognosis
(Vanderwerker et al., 2008), as well as when encountering difficulties witfdppression,
anxiety/anger, treatment issues, and their individual searches retelivgs tdeath, and/or
meaning (Galek, Flannelly, Koenig, & Fogg, 2007). The patient’s emotitatal (oth the need
for emotional support and feelings being expressed by patients and/or fa@nilgers) is what
appeared to prompt nurse referrals (Weinberger-Litman, Muncie, Flannellgn&dfly, 2010).
Adolescent psychiatric patients self-referred for pastoral care than patients in medical and
surgical situations (Weinberger-Litman et al., 2010).

Even though researchers have validated the importance of spiritual care ghimwid€s,
a systematic review of the literature by Taylor et al. (unpublished doctocid a2012),
revealed that while some healthcare professionals may value HC sema@rssdo not make the
link between biomedical and social, emotional, and spiritual issues or incorporagzdssary

personnel to address them. As a result, HC services often remain compartectaiad HCs
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are not fully integrated into the various hospital units, keeping referrals moreoroamong
those who make the connection (Koenig, Bearon, Hover, & Travis, 1991).
Method

Research Design

Phenomenology reveals the essence of human consciousness (Husserl, 1901, as cited in
Smith, 2006). While yielding a large quantity of rich data from a small sanzgléGolaizzi,
1978), this open-ended approach generates in-depth knowledge about a specific phenomenon,
which in this research was the spiritual care and support extended by HCs td-baspita
healthcare providers (HBHPs) from the experience of both parties. Phenomenalibgy issed
when one desires an understanding of the “essence or underlying meaning of a phenomenon or
experience” (Creswell, 2007, p. 51) shared by several individuals. Because phenoynisnolog
descriptive, a dynamic interplay occurs between the participant andcresseas the essential
themes reflecting what constitutes the nature of participant’s livedierpes begins to surface
(Colaizzi, 1978). When little or no research has been conducted on a certain topetivialit
studies, especially phenomenology, can be both useful and appropriate (Colaizzi, 1€318; Li
& Guba, 1985). As no known research exists on the experience of HCs providing srgual ¢
to HBHPs, phenomenology is thus the best method of qualitative inquiry for this stimty. Us
this design, participants will provide new information about their world and expesieas well
as the meanings they ascribe to them (Colaizzi, 1978). This research ssud®Bnagpproved in
August, 2011.
The Role of the Researcher

The researcher who uses a phenomenological approach is an active and involved

participant in the data collection and analysis processes. Therefore, acaoidoigizzi
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(1978), researchers are inescapably engaged and influential in the prmtdssrefore become
part of the phenomenon under investigation. For this purpose, each of the three researchers
associated with this study recorded his or her epoche (i.e., thoughts, opinions, andlaliefs
the selected topic, i.e., hospital chaplaincy) (Husserl, 1901; Smith, 2006), on the shared
experience of personalized spiritual care services between HCs andsHBH Fbracketed”
areas of potential bias. This process was designed to help submerge tltheesaao the
participants’ experiences more fully (Husserl, 1901; Smith, 2006).
Setting

The setting for this study was a southeastern regional academic noeditsal comprised
of 861 patient beds, a large staff of over 1,700 staff and healthcare providers, and a pastoral c
department of five full-time hospital clergy, six hospital chaplain ressgdanid a pool of six
supplemental chaplains. The medical center opened this location in 1977 and pseraesy
the 29 eastern counties of North Carolina, all of which are rural. The pasterdepartment
was established in 1983 and its staff is charged with the responsibility of providiogapeare
to patients, families, and hospital employees.
Participants

The inclusion criteria for eligible participants were: (a) 18 or oldeff]ybht in English,
and (c) HCs or HBHPs with hospital privileges. HBHPs, for the purposes ofutlis stcluded
those persons who are responsible for providing healthcare services for acglphrysiental
health need for patients being cared for within the hospital system.

A purposive sample of five hospital chaplains (HCs) and seven hospital-based healthca
providers (HBHPSs) participated in this phenomenological study. Researchueahtvith both

HCs and HBHPS until thematic saturation had occurred. While it may seem the miimber
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HBHPs was low when one considers the number of employees in the facilityt enusted
that participants were individuals who had received spiritual care from Ksnot known
how many hospital employees have received care from HCs; however, those vdioapeait
were contacted by HCs, and these individuals contacted the researcher.

Hospital chaplains.Of the HCs who participated in the study, 40% were Black (n=2),
40% were White (n=2), and 20% selected “other” (n=1). Majority of the HCs wdes(60%0;
n=3). Participants’ ages ranged from 3385:62). Length of employment ranged from less
than 1 to 20 years (x=5). Majority of the HCs were female (60%; n=3).

Hospital-based healthcare providersOf the HBHPs who participated in the study,
85% were White (n=6), and 15% were Black (n=1). Length of employment ranged fooR0 1 t
years (x = 3). Of the HBHPs, 43% were administrators (n=3); 85% wer&eredisiurses (n=6),
and15% were occupational therapists (n=1). Majority of the HBHPs were feé86&te §=6).
Participants’ ages ranged from 30-68 (x=47). Four of the HBHPs had been engtlthyed
hospital over 20 years (57%); 1, 15-20 years (15%); 1, 5-10 years (15%); and 1, 23 5ea¢
All of the participants identified themselves as spiritual but declined to oféethabased
designation for confidentiality purposes.
Procedures

HCs were approached via email and asked to participate. HCs, regardlessiohde
consent to participate in the study, agreed to identify and contact HBHPs to wiydmadhe
extended spiritual care and inform them about the study. HBHPs who were willioigsent to
the study contacted the researcher via email or phone. All interviewsliggadly audio-taped

and transcribed verbatim. Interviews occurred at locations and times yetuatenient for
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participants and the interviewing researcher. Only one researcher @hthecinterviews to
help reduce potential variance from the interview protocol.

After informed consent was obtained from each participant, a brief demogsapbey
was completed prior to the beginning of each interview. HCs were asked to resgend to t
following queries verbally: What has been your experience providing spiniopbg from the
hospital chaplaincy service? Please describe the current culture aneé ahirtegt hospital
around spirituality and employees accessing chaplaincy servicesritrad@upport. On a
typical day, what types of personal scenarios might lead employees of thishtosipiteract
with you about a spiritual care or concern? What do you think has been the impact oflthis w
with healthcare providers and other hospital-based employees? What have beehtseme
more impressionable moments without revealing the identity of the person youtedfpbiow
were you made aware of the person(s)’ need? Is there anything that | dgkyou about
related to your care of the hospital employee that you think is relevans siubdy? HBHPs
were asked to respond to the following: What has been your experience reqantingl s
support from the hospital chaplaincy service? Please describe the curienet @odl climate in
the hospital around attending to the spiritual well-being of its employees. @ra gay, what
types of scenarios might lead you to interact with hospital chaplains? Hax@ ever sought
spiritual care from a hospital chaplain for your own personal need, pleasbegscr
experience. What do you think was the impact of the hospital chaplain’s work on yeur well
being? How was the chaplain made aware of your need? Is there anythindjdheot ask you
about related to your experience with one or more of the hospital chaplains that yos think i

relevant to this study? The same interviewer conducted all of the interviedvstdtviews
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lasted between 23 and 55 minutes; the interviews of HBHPs were between 15 and 35iminute
length.
Data Analysis

Colaizzi’'s (1978) phenomenological method of analysis was utilized to concepthalize t
participants’ experiences of providing or receiving hospital chaplaincy servieach
transcription was read multiple times by this researcher and her tagegjuivestigator. Initial
reactions about possible codes were recorded separately. This alloweddsstacked and
double checked throughout the study to assure that the final results are/ gctwadted in the
data and not just in our initial impressions of it. The triangulated investigatorsseatciler
reviewed their work together throughout the entire data analysis procesfc&mgsitatements
and meaning key words and phrases relative to hospital chaplaincy weresdxXtaact
participants’ transcripts, and used to develop meaning statements, which helpedatngdwi
findings into a more manageable form that is easier to interpret. Thenugterslwere
developed by combining similar meaning statements. The triangulated gavestand
researcher determined when thematic saturation occurred. An exhaustivetidesofithe
participant’s lived experiences of the phenomenon was drafted after theategjorzation of
the data was completed. The accuracy of the researcher’s work and aglb@i@alaizzi’'s data
analysis method was verified by the triangulated investigator and peefdetnr assure results
from each stage of the analyses were grounded in the actual interview data.

Verification strategies were utilized to help increase the trustwosthioleresearch
findings. Trustworthiness relates to the level of confidence a qualitate@rcber has in his or
her data; it is measured using four criteria: credibility, dependgtmbnfirmability, and

transferability (Lincoln & Guba, 1985). Among the multiple verification methoasl@yed
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were use of a triangulated investigator, peer debriefer, audit tragh{wisluded a research log,
handwritten dated field notes, analysis and interpretation memos, code book, desfeaothr
findings, complete list of in vivo codes) and a reflexive journal (in which the résgarc
documented her self-reflection relative to the research and analysis ps)cess
Results

Seventy-seven meaning statements and one hundred sixteen significaningsahesme
formulated from the 12 verbatim transcripts. Six themes emerged when theestatevere
collapsed into clusters: (1) Awareness of chaplain availability, (2) Ghagtacus on building
relationships with providers and staff, (3) Chaplains are integrated in varyiregpdexgr certain
hospital units, (4) Chaplains meet providers’ personal and professional needs, (5)®rovide
appreciate chaplains, and (6) Barriers to expanding hospital chaplainseserVable 1
contains a list of the themes along with the associated formulated mearengestiszt The
themes were divided into two groups: hospital chaplains (HCs) and hospital-basedhealthc
providers (HBHPs). Each theme is described in detail below.
Theme 1: Awareness of Chaplain Availability

The awareness and availability of hospital chaplains was an area that biothgrdrt
groups discussed with great interest. Whereas other thematic clustatedewere activity by
the HBHPs, HCs appeared to have more content to add to this category. HCs offered eight
meaning statements about awareness and availability; whereas, HBHiewWS$ resulted in
four. Very “intentional” in their approach, chaplains noted that care can “happeroatenmat
any time [staff] are open.” Often contacted by pager, two of the HCs ackigmsl¢hey “go in
when others are fleeing” particularly when patients are dying or b Haatoccurred. While the

care they provide is influenced by their job description, unit assignments, and lhospies,
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the chaplains reported they assist providers with care all over the hospiahewgh they “are
assigned to specific units and floors.” Chaplains noted that they work to educatie maout
services which are available “on a continual basis as staff is constanttyirgina

HCs noted that while they are engaged in “educational process[es] on the unjts,” the
work to “make them [HBHPs] aware that the chaplains are not here just fottigr@and
families, but for them as well.” Providers confirmed that HCs “are dlaita meet emotional
and spiritual needs of the staff members.” Although care is available, onE Bligtled she
“does not recognize a program for [the] formal delivery of spiritual carprfividers], even
though “the pastoral care services provides electronic notification tastgdfritual care
opportunities.” While it was noted that care can happen at any time, one HBk#el tekat
providers may need to initiate care with chaplains, even seek them out. Iswabated by
three providers that HBHPs may seek care from HCs because of their npgategtions of
other “support” resources which exist within the system (e.g. psychologivates, EAPS).
Theme 2: Chaplains Focus on Building Relationships with Providers an8taff

HCs and HBHPs noted that the interpersonal relationship was a critical cornfmone
whether or not HC services were accessed. HCs offered 10 meaning statemde#iBHPs
revealed seven related to the importance of building relationships as a poiny aftergeeking,
receiving, and maintaining HC support. Both groups appeared to value the relationship
dimension greatly as evidenced by the greater number of meaning statextieat®d under
this theme than previously found under the “awareness of HC availability” ticesheter.

HCs reported feeling accepted by staff. Relationships, however, “are nourisled” a
usually begin with HCs initiating them. While name cards are used by one chapdameans

of introduction and for future contact, others meet staff when making their daily rantbsay
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“hang out with staff” when work demands permit. Multiple HCs expressed that &ssigned

to a unit or area did not necessarily translate into staff feeling any typerwfection” or
relationship with the HBHPs. Being invited to share food with HBHPs was seen sdrecd
acceptance and inclusion, as one chaplain expressed, “they have been acceptedfiivhen [sta
say[s], ‘We are having food tonight; come and join us.” Multiple chaplains explanctision

to be an acknowledgement of “being part of the family,” and indicated staff effgess a sense
of possession or ownership. One noted how he tried “to integrate with [staff] so muitieyhat
really think of us as ‘you’re my chaplain,” which is significant as “d@'snatter of forming
relationships and connections.”

All of the chaplains stressed the important role played by their connection BHR 4
one HC offered: “Because | hang out with them, they [are] open to me. So, it’s likeatreto
get to know me.” Several chaplains reported providers may call on them onceaskipthas
been established and that relationships serve to facilitate them having oppertarptievide
spiritual care to other providers, patients, and families via a “circle ghotten:” “it's kinda a
circle that closes...it constantly goes around opening and closing...l know thgrkntve me,
they come to me, they open the door.”

All but one of the providers noted chaplains had introduced themselves personally, but all
reported knowing that chaplains are willing to assist with the spiritudsrefetheir patients.

One provider indicated they “are very engaged with the staff, nourishing andyastaating
the spiritual needs of the staff, definitely identifying what the individuaitspl needs of the
person are.” While nourishing these relationships, often on a daily basis, all of thesiiBid
HCs “were attentive,” “spent time with them,” and “responded to [providers’] tfe€ise

HBHP’s description appeared to summarize the opinion of those HBHPs intervidied, “
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chaplains have been vital and intentional. The intentionality of the chaplain helgdidlesta
spiritual connection which allowed me to feel comfortable enough to seek help.” Gar ha
the providers indicated they see at least one chaplain as being a friend, andeigedthey
“get attached to some more than others.” Providers reported being more open te theeHC
time, after relationships were established and trust was developed.
Theme 3: Chaplains Are Integrated in Varying Degrees on Certain Hospital hits

Members of both participant groups recognize the significance of integradédahent
teams in patient-centered care. According to the HCs, not all HCsegeated into all of the
different hospital units equally. In some units they are not accessed at aHCSrend HBHPs
each appeared to find this to be of interest with each participant group contritutingeaining
statements to this thematic cluster. Participation under this themessdbkde in the other
themes, but this appeared to be a reflection of lack of opportunity rather than fioterest
individuals in both participant groups.

The chaplains reported varying levels of integration, “depending upon what céireeal
[one is] assigned to.” While assignments “kinda determine how well [one mightbgiated
into that process,” it was noted higher levels of care and involvement typicaligl6geover
time.” The chaplains also explained they are available for collaboratiomeae f§ culture
within culture.” One chaplain explained, “When | first got here, | was as$ignine Medical
Intensive Care Unit and recall going to the ICU and looking at charts atidg/satients and
the staff member saying, ‘We will call you when we need you.” Butd, 8db, I'm going to go
when | see a need to because | am a part of the treatment team.” Anothenctraplaatically
responded, “Yes, definitely [with] that team,” when asked if she felt as though she we

integrated into treatment teams on her respective unit. Yet a differendichexgplained he
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believes the level at which he is involved with the treatment team “depends on siegohty
Another HC expanded the concept of “team” and offered this scenario:

| went to everybody who pushed a broom, everybody who was there, and [said], ‘I've got

80 beds | am responsible for and I'm not going to see everybody. I'm counting on you to

notice anybody’s who in need. | can’t see them all. I'm looking forward to lgefaom

you.” And | was told more than once, ‘You're the first person who ever asked me to do

that.” Especially the housekeeping staff. | said, ‘Well, we're a team. Wedaxak

together.” ‘No one’s ever said that to me before. No chaplain’s ever said that to m

before.’

The providers all recounted experiences where they collaborated withiolsagddout
patients and families, appreciating times when they “would do morning rourdtheisocial
worker, chaplain, OT, PT, and the nurse; [afterwards we would] sit in the sociar\waffee
and talk about each patient.” One provider noted the important role she believes chéplains fi
when team members join in the exchange to “see what is your perspective, yauas jghis is
mine, let’s collaborate, what can we do different[ly]?” While most of the P8EKkplained
chaplains are integrated into their treatment teams, one provider exgressiegire for them to
be more fully integrated. This particular provider did not suggest what an ietk¢eam would
look like; she did, however, report “that is something that we have tried to do...they dife usua
aware of the sick patients and they round on their own, but they are not directly involved in our
medical team plan of care.”

Theme 4: Chaplains Meet Providers’ Professional and Personal Needs
The way HCs met the professional and personal needs of HBHPs failed tohestamie

level of discussion in both participant groups. Interestingly, HBHPs weredimecaontributors
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to this thematic cluster contributing 14 meaning statements as compared todarisgn
statements extracted from the HC interviews.

The chaplains noted they utilized multiple interventions with the HBHPs. All of the
chaplains shared examples when they were available to talk with HBHPs aboungaperatters.
They described the importance of being present, listening to the HBHRsgfend praying
for them. Four of the HCs recounted discussing marital and family mattarsiBHPs. One
shared about a HBHP talking about his children. One had also been present whenvheftelat
a HBHP died; she also accompanied the HBHP to the relative’s funeral. All dfapkaios
shared accounts of praying with HBHPs about personal matters. One chaplassatigimes
when he offered Scripture, therapeutic touch, and songs with HBHPs. The HG=dall cit
providing support and services to HBHPs during times of trauma and deaths. One participa
noted the following example:

Eight days ago, | got a call from Carolina Donor Services...There was al-&lgeboy

who had an argument with his mom and shot himself and was getting ready to be

harvested, |did what | needed to do, asked the family if they wanted me to go down with

their son all the way to the OR...and before they went in to do the surgery, the prayer tha
| did was for the soul of the patient, for the family, and for the staff, and everybody
makes their contribution...And on the way to the OR, the nurses were just crying, just
inconsolent. In the room with the family, they were professional. As soon as welwalke
off the ward, and on to the elevator, they just started crying.

Chaplain respondents reported providers may talk with them about everything from hospital

decisions relative to scrub colors to ethical matters.
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While HBHPs may talk to HCs about a plethora of topics, it appears HCs often responde
with a non-judgmental presence. They reported that HCs listen, are presem¢rinccatnd
“allow the [providers] to vent, share feelings, and feel validated.” Some neeespmessed
while the HCs are “hanging out with the staff’ or after patients have bean §€ne chaplain
quipped, “[L]ots of good things happen ministerally on the smoking porch,” explaining one
HBHP used this venue “to open up about his marriage.” While the HCs interact with HBHPs
during “emergencies, traumas, and deaths,” they also inquire about provider well-being
Chaplains may be “the first to know a provider is seeking employment” elsevdnehe one
who assists an administrator “with [the] organizational structure, probletmstuif on the unit,
personal problems, [and those] with other staff.” They may be the one who offe¥sfpray
staff when a shift has been particularly trying, or the one who accompaniedsiagrbealthcare
provider to a chapel for spiritual contemplation.

All of the providers reported that the chaplains provide care according to theiduradi
and collective needs. One HBHP summed up the care provided by the HCs this veay: “Th
chaplain provided one-on-one attention, time, clear answers, and encouragement.”

While “chaplains are automatically called when a death occurs,” provejgrged that

chaplains follow-up with them to make sure their individual personal needs have beerheyet. T
participate in quarterly memorial services held in the palliative carenohit@p providers “look

at [things] from a more healthy perspective.” The chaplains serve asisoa between HBHPs
and the hospital Ethics Committee. This responsibility has been herald&@HBsHas they
explained the chaplains “listen to [their] input and concerns, and validate[dfé&dinps, kinda
[give them] some direction, [explaining] where [they] need[ed] to go with thatienally and

tangibly.” Over half of the providers explained the HCs helped them “recondiig@énsonal
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confusion relative to [their] spiritual beliefs.” They have also assistél fob stress and
depression.” One provider offered,

Even as a healthcare provider, when you feel as though you have done all you can and

your best just wasn’t good enough is the nature of what we do, but [the chaplains] help us

keep renewed and spiritually healthy to move forward.
Theme 5: Providers Appreciate Chaplains

The HBHPs were appreciative of the care and support they were providedHyshe
While 2 meaning statements emerged from the HC transcripts about feeliagiaigat, 12
meaning statements emerged from the HBHPS’ interviews.

Overall, the HCs who commented under this theme believed they are accepted by
providers and staff and appreciated for their time, efforts, and work eves ifat always
expressed verbally. One chaplain profoundly explained, “I...believe that thevstatly the
nursing staff, have the sense that the chaplain can be valuable...[even though they may not
always] know why that’s true.” Another chaplain noted, “they have come back to mmajrajf
that they are really truly appreciative of the time and care | oti@gther chaplain noted she
believed the HBHPs appreciate their willingness to “run in when everyoneelmning out.”

The providers expressed gratitude to the chaplains for the care they offeied. O
provider indicated a chaplain helped her end her “two-year spiritual strugigea’result of the
spiritual care she received, the provider reported feeling renewed and dpihaadihy enough
to move forward with her workday, and expressed the chaplain helped her “save heal spirit
life.” The continual physical presence chaplains provided during a difftuitiirs an intensive
care unit helped one provider “make it through the shift.” She also remembereghtheasit

importance of the chaplain’s prayers for the unit staff and for her individuallyaliléy to talk
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with a HC without fear of judgment, provided one HBHP a forum wherein she could geallen
her theology while coming to terms with individual and relationship decisions.ningtand
encouragement helped one HBHP cope when she felt she had been unable to provide care to a
dying 17-year-old with whom she could not communicate because of a language barrier.
Another chaplain helped a provider understand the rites of passage adopted by cultures about
which the HBHP had little knowledge. The providers also appreciated rituals thd by
chaplains, such as the “Blessing of the Hands,” which they perform twice gnnual
Theme 6: Barriers to Expanding Hospital Chaplains’ Services

While the HCs are available and provide care, both participant groups noted there are
obstacles that may prevent HBHPs from seeking spiritual support from HCs. TinésH@ws
yielded two meaning statements in this thematic area. Nine stateméateddirom the
interviews of the HBHPs.

Even though the chaplains reported feeling accepted by staff and usuallyapgrec
they did report the care they offered was sometimes rejected. This tended to hagpdéaitiv
traditions held by a provider differed from that of a particular chaplain. Ompdaatha&xplained,

| have only twice been rejected [by patients] on the basis of religiouatadfii There

have been a number of cases during a number of times when people will ask, ‘Why are

you here?’ And | explain the difference between chaplaincy and minlsask if there

are any problems and they say, ‘No, you'll be okay’ [as if to suggest | amhabtor

who they want, but that | will suffice]...one was in my residency and it was anbtatse

of anti-Semitism.

While most of their comments were positive, the providers reported the Smataa

received has “not always been helpful.” There have been times when providenaiéains
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were merely “going through a mental checklist,” rather than attending tomglat be needed.
One provider explained different faith traditions and practices have presarigsti@ when
patients and/or families may desire a religious practice/rituadttaplain on duty did not
perform/practice. Providers recognized they are closer to some chap#irstiiers and may
seek out those with whom they are comfortable, limiting the ability of other ahsypdeprovide
care. One provider, however, explained her position limits how much she can share with the
chaplain she describes as “a friend.” The multiple responsibilities chaplaiassigned is seen
to “stretch the chaplains thin,” and may limit their availability. Thereiarestwhen chaplains
do not appear to know what to do or how to respond spiritually. One provider had a personal
experience years ago when her son was receiving care in the Enydbggractment. She
explained,
| was referred to pastoral services and the particular [chaplain] came Lvas not at
all comfortable with [his] demeanor, with the silence of him not knowing what torsay o
how to say it, the awkwardness of being in the present moment, the lack of comfort. My
son was like, ‘I don’t want any part of [him.]’
The setting of this study has a training program for chaplains; those invoezlyiadr-long
program are called residents and help provide spiritual care within the hospitaévélhef the
residents’ training was cited as an issue by one provider who questioned fitgitaabitend to
highly acute areas, such as the Emergency Department (ED). This proyildémexk
| understand why the chaplain residency program is located in a large hastpinigl léke
[ours.] | disagree that chaplain residents should be placed initially in the agh, $tigh
acute areas like the SICU, MICU, and the ED, until they have some concretiemoger

dealing with people dealing with extremely critical circumstance® chiaplain
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residents themselves may have never been in these high acuity areas and themxpec

to be helpful to the families and staff when they are so inexperienced is umedlreeir

learning experience is more a trial by fire and less than effectiveddamilies in the

ICUs and ED.
Significant, too, is one provider’s concern that hospital administrators, staff, and psowvnds
not understand spiritual services are available to them, and how to accesethizes if and
when they are desired.” This lack of awareness not only limits the sernv@zesan provide, it
hinders HBHPs from accessing care that could improve their well-being.isTgasticularly
noteworthy because the care HCs provide is spiritual in nature and provided at notedist to s
Exhaustive Descriptions

The results were then integrated into two distinct and in-depth exhaustive dessripti
reflecting the phenomenon experienced by HCs and HBHPs. The descriptionsraded to
help readers understand the overall essence of each phenomenon from the participants’
perspectives (Colaizzi, 1978. What was found during the analysis process was geteived
experiences of the HCs and HBHPs differed in depth and breadth across all ticategticies.
Distinct perspectives would have been de-emphasized, and possibly lost, if thetiwiyospar
groups were combined into one exhaustive description. Therefore, the exhaustiytidescri
representing the HCs experience is found in Table 2, while the HBHP’s descigtound in
Table 3.

Discussion

Much of the available research on hospital chaplaincy has been written tatamadlersd

describe the role of HCs and the impact of their work on patient well-being (argizéi

Flannelly, Kudler et al., 2008; Flannelly, Weaver, & Handzo, 2003; Montonye & Calderone,
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2010; Piderman et al., 2008; Sharp, 1991; VandeCreek & Lyon, 1994). Even though there have
been studies conducted with patients and families, this is the first known resedetdltthe
experience of hospital-based healthcare providers who have received professigrersonal
care from HCs. A phenomenological design was employed to explore hospédlHmalthcare
providers’ experience of receiving spiritual care and support from HCs argddndethe
existing knowledge base of literature on hospital chaplaincy and BPS-tb taspital settings.

Participants described the spiritual care provided by HCs in ways ofenrtithe
literature, noting they assist with religious and non-religious interventicexdge, Calles, &
Dillinger, 2011; Handzo, Flannelly, Murphy et al., 2008; VandeCreek & Smith, 1992). More
specifically, the interventions employed were similar to those descnpedimel et al.
(2008): religious and spiritual intervention delivery, counseling, emotional support, agyoca
presence, and adjunct therapy. They also reported performing blessinglsgeoukrates/rituals
(also found in Handzo, Flannelly, Murphy et al., 2008; Hummel et al., 2008). In addition, the
HCs offered insight into how they see themselves. While the chaplains acknowlselged t
spiritual care and support they provided was influenced by their job descriptions, unit
assignments, and hospital policies, they embraced their work as a callingnastd/mAs a
result, the HBHPs, patients, and families are their congregants. Thepimsabthey “go in
when others are fleeing” and sometimes took on the role of being “spiritiaemonders.”
Even though often intense, their accounts elucidated their commitment to their work.

While the HBHPs interviewed were appreciative of the care and support HCs had
provided, citing the significance of their emotional sensitivity (also found in Chagma
Grossoehme, 2002), those interviewed noted that administrators may not recognize the

significance of the care HCs provide (also found in Manns, 1990). It is believéailtims
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appeared to contribute to HCs feeling marginalized (also found in Norwood, 2006), not included
in treatment teams, or permitted access to certain hospital units, which pdetrenseamless
delivery of integrated care, a finding not previously highlighted in the literatur

Unique to this study are the personal accounts of HBHPs who have received|sparié
from HCs. The HBHPs were particularly vocal when discussing how the HG&emepersonal
and professional needs, the appreciation they have for the care provided, as wefi aptmng
barriers to receiving spiritual care. They noted being able to regain focueragtimie in their
work after accessing the support of a HC. Chaplains described how personal &unal spiri
conflicts were resolved. Their accounts yield insight into how they were thetogbstevide
better care to the patients and families as a result of the care theyddounn the HCs.
Training Implications

Participants in the study indicated that when HCs are not comfortable im cgerita that
they become more manualized and less personal. This serves to reduds esféHBHPS’
confidence in the HC service. However, according to the participants, it is HEshpéties and
relationship building skills that gain them better access to patients and psovities may need
more training in providing care across a broader range of units, as well as aswalilish
relationships when time is limited (e.g., emergency department) andiidgnoare less
familiar with their service. Additional rotations in hospital units where H@eeass or
experienced clergy demonstrate minimal experience may help them to bepanreeceptive,
and competent with referrals. Additionally, chaplain residents and new hires ethynoee
supervision and support when working in critical care units and emergency depavmens

providers require that HC are able to think on their feet and act quickly.
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Participants noted that HCs are integrated more fully into some settimgsthieas.
Units such as Palliative Care, Pediatric, Surgical and Medical InteGaneedescribe HCs as
being more fully integrated than the Neonatal Intensive Care Unit. Higheredegfrintegration
allow HCs to be more fully involved in both the treatment of patients and engagement with
HBHPs. Higher levels of involvement may make HCs more present and awaB¢l®sH
needs. The level of integration in highly acute areas such as the EmergendynBeipaary by
the time of day, staff on duty, and/or the chaplain(s) involved. Bringing in outsicersra
skilled in integrated care may help units incorporate HCs, as well as atiptides, more fully
in a co-located or integrated way (Hawkey, Kellar, Reilly, Whalen, & Inkgé05); thereby,
improving the quality and attention given to patients’ biopsychosocial and spiritusthglons.
Clinical Implications

Religion and spirituality have been recognized as critical to one’s haxatand well-
being (Chapman & Grossoehme, 2002). Based on the findings of this study, howevers it seem
staff may not know how to access care. This appears to be true because providers do not
recognize a program for the formal delivery of spiritual care. One ideddoessing this matter
would be to include information about care availability during staff orientatiome todspital.
Signage in staff areas and special notations relative to care in elecoomuunications to staff
could prove beneficial. Focus groups conducted with hospital employees couldexisosajht
about additional needs they have, which could be addressed by HCs. This information could be
used by the Pastoral Care Department to expand existing services. Reg#rtiese methods
to increase clinical access, HCs will need to target administrators eypaoh understand the
benefits of HC services for their patients, families, and employees. Admatarstwill want

guantitative evidence of HCs clinical success to complement qualitainessiTherefore, HCs
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will want to partner with researchers to help design program evaluation studiggdoe the
data that supports the biopsychosocial impact of HC services.
Research Implications

This study has opened up opportunities to understand further the value of chaplaincy
services beyond those which impact patient care directly (FlannellyngasitGalek, Braun-
Storck, & Kreger, 2009; Parkum, 1985; VandeCreek, 2004) or which are financial in nature
(Cadge, Calles, & Dillinger, 2011, Clark, Drain, & Malone, 2003; Yankelovich Partners, 1997).
This study expanded findings of how chaplaincy intervention could improve the provision of
healthcare (also found in Balboni et al., 2009; Florell, 1973; Hover, Travis, Koenig, &Bear
1992; Sheehan & Wathen, 1982) by highlighting how their work enabled staff to provide
effective patient care when staff had experienced multiple losses eweountering personal
struggles, and were having a difficult time focusing on their work. While HBElRtwted the
HCs’ work, time, and efforts to be helpful, the full impact of the spiritual and emotiarel c
provided by the HCs is not known, nor is the degree to which the care made a londeerm ef
on the HBHPs. A provider/staff retention study could yield insight into theaeffiof care. A
longitudinal study which examines how well HBHPs are able to perform tispectve job
responsibilities, be retained in their positions, as well as patient and providiaicsian with
their work could provide information about the longstanding impact of HC services t&@$IBH
A comparative effectiveness study could also offer insight into which chapleaterventions
are seen to be most effective with HBHPs on different units and in which situatiois eac
appropriate.

Additional research into the effectiveness of care when the HCs are iategoald help

strengthen the quality of clinical care while recognizing the contributionstean members
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(IOM, 2003). While each team member is trained in a different discipline, the various
individuals may not recognize or acknowledge each others’ strengths and/oesssskantil a
time of crisis. A mixed method study examining the team makeup, team psycease tasks,
and environmental tasks (Fried, Topping, & Rundall, 2000; IOM, 2003) in which HCs are
integrated at various degrees is recommended as a means to gatherioricab@it how the
various team members respond in different scenarios. Such an investigation could provide
information about how the various team members communicate, establish leadgeship r
handle conflict, and are able to secure needed resources. Insight about how eatttainslivi
prepared for the responsibilities of his respective job assignment could aleabedjlas well
as new policies introducing employees to chaplaincy services, includinguaiabdity for
staff spiritual care, during orientation. An outcome of this study might includggsolvhich
require training for all HCs in varying types of care settings, asasgirotocols for referrals to
HCs, and integrated care treatment teams. A randomized control trial couialgle insight
into HC effectiveness. Hospital-based healthcare providers could be randsighed at
orientation to receive an initial consult from a HC and a monthly check in versusi@Hérs
who are informed by the normal orientation process about HC services. Ineestagaild track
provider wellbeing, work satisfaction, patient satisfaction scores, andoatipsychosocial
indicators to determine if there is a difference between the groups. @&tdha the study, data
gathered through mixed-methodology would be reviewed to see the impact of H@akpirit
support.

Limitations. While this study breaks new ground into the dynamic role of the HC, the
HBHPs appeared to share more details about their HC experiences, while therd @sone

succinct in their accounts. It is surmised the HBHPs offered more detail ed¢lcays
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remembered the intensity of their needs and the resulting relief gainedsasta It is possible,
too, that the HBHPs who agreed to participate had more positive interacttorteeMHCs than
those who did not choose to participate. The HCs were not as expressive when diadessing
thematic clusters (personal and professional needs, appreciation, and barhens)ack of

detail may exist because of the confidential nature of their work, senskedinatork is a result
of a calling versus a job, and possibly an inability to recognize how the demands of thei
respective assignments limit their wider availability to statfmés (VandeCreek & Burton,
2001).

Also, of the seven who consented to participate, six were registered nurses. Their
participation and connections with HCs highlights the finding that nurses often embrac
spirituality, access, and make more referrals to HCs than other heajthaf@ssionals (e.g.,
Flannelly & Galek, 2006; Fogg, Flannelly, Weaver, & Handzo, 2004; Galek, Flannelly, Koenig
& Fogg, 2007; Hover, Travis, Koenig, & Bearon, 1992), and do so more often than those in other
disciplines found in the hospital setting (Flannelly & Galek, 2006; Galek et al., 20818; Sc
Gryzbowski, & Webb, 1994; Taylor & Amenta, 1994). The fact that nurses were easlest
most willing to participate in the study may either be a limitation in hovicgzahts were
recruited or telling about the frequency with which nurses solicit HC sspiicereby making it

easy for HCs to identify them as having used their services.
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Table 1

Thematic Clusters and Meaning Statements

Thematic Clusters and Meaning Statements

Theme 1: Awareness of Chaplain Availability

Meaning Statements of HCs

Meaning Statements of HBHPs

Availability is influenced by job descriptions, tini
assignment, and hospital policies

Providers may seek care from chaplains because of
perceptions within system of other resources

Administrators may not be aware of what chaplains
contribute to healthcare system

Pastoral care services provide electronic notificato
staff of spiritual care opportunities

Care can happen anytime or anywhere with patients,
families, and providers/staff/administrators

Care can happen at anytime

Chaplains are intentional about the care they peovi

Providers may need to initiate care with chaglaio
seek them out

Chaplains are called upon to assist providers with
personal and professional needs

Chaplains often “go in when others are fleeing”

Chaplains are available by page and usually conenw
called

n

Theme 2: Chaplains Focus on Building Relationshijils Providers and Staff

Meaning Statements of HCs

Meaning Statements of HBHPs

Chaplains feel accepted by staff

Chaplains aregedyavith providers in multiple ways

Relationships are nourished as they are seen to be
important for care to occur

Chaplains go out of their way to meet providers and
nourish a relationship with them

Chaplains are often made to feel as though they are
members of the healthcare family

Chaplains are attentive and respond to providedsiee

Relationships with staff often lead to staff intuathg
them to patients and staff who may need spiritaed ¢

Chaplains spend time with providers when rounding,
during breaks, during emergent situations, and when
providers desire time with them

Staff may call on chaplains for spiritual and pssienal
care when they have a relationship with them

Chaplains seem to be intentional in care provisiot
connection with providers

Providers may access chaplains more after reldtipas
are established and a level of trust has developed

Providers consider chaplains to be friends

When providers trust a chaplain, they will confidere
in him/her

Providers feel closer to some chaplains than others

Chaplain personalities/personal traits aid in reteghip
establishment

Chaplains work to educate/remind providers of sewi
which are available

Chaplains often check on staff before or after wisit
with patients and families

Daily contact with providers helps build relatioish
between chaplains and providers

Theme 3: Chaplains Are Integrated in Varying Degrae Certain Hospital Units

Meaning Statements of HCs

Meaning Statements of HBHPs

Chaplains experience a higher level of integratiith
healthcare teams over time

Chaplains are better integrated into certain units

Chaplains are called upon by providers to collatsooa
patient care

Theme 4: Chaplains Meet Provi

ders’ ProfessionalRedonal Needs

Meaning Statements of HCs

Meaning Statements of HBHPs

Chaplains listen, are present and attentive, make

providers feel important and heard

Chaplains follow up with providers to make surdrthe
needs have been addressed
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Chaplains allow providers to vent, share feelirigs|
validated

Chaplains are automatically called whenever a death
occurs within the hospital

Chaplains interact with providers during emergescie
traumas, and deaths

Chaplains perform religious rituals

Chaplains pray for providers when requested toodo s

Providers call chaplains when they have reatli si
patients

Chaplains model self-care for providers

Chaplaip with the impact of death and dying

Chaplains help providers discuss and reconcileopaits
confusion relative to spiritual beliefs

Chaplains offer spiritual resources to providerg.(e
chapel access, books)

Chaplains provide professional assistance withlfami
have emotional difficulties

Chaplains help providers with ethical issues/comger

Chaplains initiate Ethics Committee consults

Chaplains assist with job stress and depression

Chaplains round and assess well-being of staff

Chaplains are open to discussion with staff

Chaplains participate in quarterly memorial sersice

Chaplain has talked with administrator about megetin
spiritual care needs of staff

Chaplains provide care according to staff need and
contact

Theme 5: Providers Appreciate Chaplains

Meaning Statements of HCs

Meaning Statements of HBHPs

Staff members believe chaplain services to be Wédua

Staff believe chaplains are compassionate

Providers are vocal about their appreciation optdia
time, efforts, and work

Chaplains help providers feel renewed and spititual
healthy enough to move forward

Chaplains helped provider “save [her] spirituad’lif

Chaplain helped provider regain focus and enabéed h
ability to concentrate fully

Chaplains helped provider end 2-year struggle

Providers are grateful for chaplain care

Chaplains helped provider view her job in a healthi
manner

Provider described chaplain contact of comforting

Provider believes chaplain support is availableh#n
needed

Providers feel they can talk with chaplains withfaar
of judgment

Chaplain work, time, and efforts are seen to bpfhkl

Chaplains have provided refreshment breaks to
providers (ice cream, fish fry)

Theme 6: Barriers to Expanding Hospital ChaplaBesrvices

Meaning Statements of HCs

Meaning Statements of HBHPS

Chaplain care is sometimes rejected by patients,
families, and staff

Providers reported care may not always be helpful

Chaplains may have faith traditions which are défe
than those who seek help/care

Providers do not recognize a program for formal
delivery of spiritual care

Chaplains are stretched by multiple responsildlitie

Staff may not have a good understanding of how to
access services from hospital chaplaincy

Patients and staff may have different faith traisi than
chaplains and can find it difficult to seek careaaesult
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Lack of preparedness by chaplain residents foil lefve
care on certain units

Some chaplains appear to be going through “mental
checklist” versus building relationships with pat®and
staff

Administrators find chaplains can offer them aeatiént
perspective

Providers may not understand services are avaitable
them and how to access services if/when desired
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Table 2

Exhaustive Description of Spiritual Care Provision to Hospital-based HeatRoaviders:
HC Perspectives

Hospital chaplains (HCs) believe the spiritual and emotional care theylproespital-based
healthcare providers (HBHPS) to be part of their ministry. Because of thef tataover in
HBHPs, the HCs engage in educational sessions to assure HBHPs are ahasenfites
available to them. Intentional in their work, HCs describe connections withcstsdf t
significant, as staff members are more willing to talk with them aboubmarand professional
concerns when a level of comfort and familiarity exists. HCs explainaihiéy relationships by
introducing themselves to HBHPs and check in with them daily when rounding theotnespe
assigned units, making every effort possible to assure the personal and prdfasgidsaf
HBHPs are addressed. They discuss patient care with HBHPs, coordinetessand
participate in varying degrees on treatment teams. The HCs descrgersbeal scenarios that
cause them to interact with staff to range from being in the trenchessidgreauma and
emergent patient needs with HBHPs to hanging out with them when work demands permi
Because the HCs recognize HBHPs work in stressful situations under dureas aagdity be
impacted by their job responsibilities, the HCs explain they offer their peegerayers, and
even therapeutic touch to HBHPs during these times in particular. HCs note, hopievea) s
care may be challenged by lack of unit access/acceptance of spinieuahdaa religious fit
between faith of chaplain and those they are helping.
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Table 3

Exhaustive Description of Spiritual Care Provision to Hospital-based HeatRoaviders:
HBHP Perspectives

Hospital-based healthcare providers (HBHPS) believe hospital chaplainsgi¢Gd)entive and
responsive to their spiritual and emotional needs. Willing to assist, the HCsanbeld as

being friendly, vital, and intentional in the care they provide. The HCs introduce thiestse
HBHPs and are engaged with staff on a daily basis because of their job fetipessiThe

HCs assess the well-being of staff when rounding and try to spend time wighs@afémember
individually. The visibility, exposure to, and culture of interaction of HCs often hBbtPs
develop friendships with HCs and they become closer to some HCs than others, which is
particularly significant when HBHPs seek a compassionate and objectverigsear, and/or a
place to ventilate. HBHPs appreciate the one-on-one attention, time, clwarsrad
encouragement the HCs provide them. The HBHPs find the HCs are a source of educationa
insight when they encounter dilemmas and situations about which they need directibey whet
profession (such as end-of-life rituals of various ethnic groups), caleéed, ethical, or matters
of spiritual confusion. They are available to spend time with HBHPs, havel siwoks and
resources, and helped lessen the impact of death, dying, and multiple losseneagdry
HBHPs, helping them feel renewed and healthy enough to move forward and work the balanc
of their shifts. The spiritual care HCs have provided has helped HBHPs recberileligious
beliefs, helping providers feel as though their spiritual lives have been saved; prelpieers
regain focus and enabled them to concentrate once more; they have lessargdeeli
inadequacy, taken the pressure off the system, and helped HBHPs approach their work in a
healthier manner. They provide a gamut of care that ranges from attenditeglguaemorial
services in the Palliative Care Unit and offering prayer to HBHPs to dotiemnpeonsults and
providing ice cream breaks and a fish fry for all the HBHPs on a unit. While al foroggam

for spiritual care delivery does not appear to be operative, HCs are availahléli&H®s reach
out to them. It is recognized, however, that HCs are stretched thin by thesSgined
responsibilities. Different faith traditions can be a barrier to approgsiome HCs, as well as
the fact HBHPs feel closer to some HCs than others. HBHPs may also hieealecut

spiritual care when experiences with HCs has made them feel as tho@did kbt know how

to address a certain situation or if their respective training has not preparet therk in

highly acute settings, as may be the case with chaplain residents. HBHPs/@ho ha
administrative jobs may limit the care they access from HCs and HCs anéegoated into
treatment teams and care in all hospital units, even though HBHPs wish tleeyBven though
HBHPs do not believe the availability of HC services is advertised enougljdleppreciate

the care HCs provide.
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CHAPTER 5: DISCUSSION

The articles presented in this dissertation contribute to the growing botigrafure on
the biopsychosocial-spiritual (BPS-S) approach to healthcare, in parasularelates to the
importance of spiritual care in the hospital setting. Foundational insight into howedcaitat
hospital chaplains into hospital-based healthcare delivery systems adithmgtiv the Institute
of Medicine’s 2003 mandate to address the spiritual needs of patients and faiikss
findings are particularly significant to this researcher, too, as she isliadiEamily Therapist
and systemic thinking who looks at medical and mental health care from a BRS-3\le
limited body of literature addresses the merits of spiritual support for tpgdddzased
healthcare provider. The purpose of this dissertation was to expand and enhancattire iiter
this area and discuss clinical, training, and research implications and rendatrans.

Chapter One provides a general introduction to the topic and anchors the need for this
research in the Institute of Medicine’s (IOM, 2003) call for a patient- amayf-centered model
of care. The IOM stresses the importance of attending to patients’ resgpotferences, needs,
and values” (IOM, 2003, p. 6), including those which are spiritual, as well as promoting the
move toward integrated care models and approaches that help reduce recidegsriaile
some studies exist on the merits of having hospital chaplains work directly wihtpand
families (e.g., Fitchett, Meyer, & Burton, 2000; Piderman et al., 2008; Vande&®mith,
1992), no one has attempted to systematically review the literature on hospitainshapipact
with regard to patient and provider care, satisfaction, and BPS-S health outcomes.

In Chapter Two, the results of this systematic literature review wesemted. The
purpose of the review was to analyze research-based literature on the ratgvatnesaof

hospital chaplains in spiritual care provision, examine the affect of spicaualprovided by



hospital chaplains on health outcomes, organize the literature, and analyze thegssand
knowledge. Outcomes and implications from this review are described later is¢hssiibn.

The third chapter (i.e., article one) was written to present the methodolabfousieis
dissertation. The study applied a phenomenological method (Husserl, 1901) to address the
following query, “Can hospital-based healthcare providers provide better care winen the
spiritual and emotional needs are met?” Rigorous verification strategiesamalysis
procedure that resulted in thematic saturation helped to raise confidencerustiverthiness of
the findings (Lincoln & Guba, 1985). Chapter four (i.e., article two) includes tloéeartiended
for publication that was written to report the study’s findings. It yieldadational insight into
the need to integrate hospital chaplaincy support and spiritual care into hosgthhbakhcare
delivery systems, as well as the merits of caring for the hospital-baakbdare provider
(HBHP). What follows is a discussion about the possible implications of both the afystem
literature review and research study chapters, offering insight intolthand impact of hospital
chaplains (HCs) and recommendations that hospital systems provide morat@utegire
services and include HCs on these teams.
Article One

The various components of the BPS-S approach (Engel, 1977, 1980; Wright, Watson, &
Bell, 1996) allow for providers to address patient needs in a more holistic mannapprbach
is used to encourage providers to assess patient’s biomedical, psychologidalasd@piritual
dimensions and prepare treatment plans which reflect a more comprehensmeofei
patient’s whole health. While spirituality is the least explored of these denvaithin hospital
settings, chaplains are assigned the responsibility of attending to thea$pieeds of patients,

families, and staff. Five themes emerged when the 68 research-basg¢arétarticles written
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on the role and activities of HCs were reviewed: (@) spiritual care provibjothdplain
activities and interventions, (c) satisfaction with chaplaincy interventiomtgyisciplinary
team work and collaboration, and (e) referral patterns. Researchers foundritia spre
provision not only has a positive effect on health outcomes and patient satisfatttiomedical
care, it decreased patient demands placed on nurses (e.qg., Florell, 1973; liena@béns
Camac, 2001), as well as patient length of stay (e.g., ller, Obenshain, & Caasgs were
consistently cited as providing more referrals to chaplains than other healgmoviders (e.qg.,
Chapman & Grossoehme, 2002), even though few referral protocols exist for makirajséfe
HCs (Taylor & Amenta, 1994). Chaplains also shared their desired to be mogeeagaactive
members of interdisciplinary treatment teams (e.g., Norwood, 2006; Wittenblegy-Ojiver,
Demiris, Baldwin, & Regehr, 2008). While offering an understanding of the careledavy
hospital chaplains, the review highlighted clinical, research, and training opiies.

Among the areas where additional research is suggested is that whichtoeBR& S
outcomes of including HCs in healthcare treatment teams. At the presemdipblished
gualitative studies have been found on ways to integrate HCs into interdisciplezment
teams. While there are multiple research questions which could be explorethtjualyti(e.g.,
randomized control trials, biopsychosocial and spiritual data chart audits, patidivige or
provider/staff retention studies, patient/provider well-being and satmfastudies, as well as
focus groups), it is possible hospital systems could benefit more if an initightjualfocus
group study were conducted so the model could be tailored to their specific organizational
structure, geographic location, and population demographics (e.g., race, agepsoanec
well-being, faith, and levels of spirituality). Results can be used to asgishtegrating

trainings related to inclusion of HCs and spirituality as a part of medi@treatment, and help
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researchers hone in on key variables that would be important in tracking andgtd@yin
effectiveness. Not only could this training boost the confidence providers havessiagse
patients’ spiritual needs, it could also be used to develop metrics to be used in out@ime bas
assessments on the merits of attending to patients, family members, and prepideral well-
being.

While trained to meet the emotional and spiritual concerns of patients, fagmipers,
and staff members, HCs are overtly or covertly given the responsibilitieofiang to the
system at the patient, family, staff, and system levels. The empoaed heretofore has been
on the care HCs have provided patients and families, with no known research published on the
lived experience of HBHPs who have received support or spiritual care frorafbokstplains.

A qualitative study followed by a mixed method investigation which exploresxherience of
HBHPs who have received emotional and spiritual support from HCs would not only serve to
expand existing knowledge, it could inform the reach of the BPS-S approach. Driven by t
guery, “Can hospital-based healthcare providers provide better care wherakant emotional
needs are met?”, findings will help to highlight outcomes of having HCs on staff naiysly
realized through research (e.g., cost reductions/off set, staff retemgbHBHPs quality of

life).

Research is also needed to better understand how referrals are made o H@s a
unique barriers in different hospital settings (e.g., rural vs. urban; large alf). svihile it has
been found that patient and family members desired to have their spiritual needsdtd
(e.g., Koenig, McCullough, & Larson, 2001; VandeCreek & Gibson, 1997) and HCs often relied
on other treatment team members to make referrals (e.g., Chapman & Grasse@bizn

Daaleman & Frey, 1998; Fogg, Flannelly, Koenig, & Fogg, 2004), it seems EiAps failed
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to see the link between biomedical, emotional, and spiritual issues (e.g., Da&lémay, 1998;
Flannelly, Galek, Bucchino, Handzo, & Tannenbaum, 2005; Hover, Travis, Koenig, & Bearon,
1992). Little understanding exists about why some HBHPs (e.g., hospital-baseubpisysi
make fewer referrals than other hospital-based healthcare providersuesgs)n Likewise, it is
not known why HCs are not included more on hospital-based integrated and non-integeated ¢
teams. An ethnographic study could help elucidate the characteristictuoésuherein
referral protocols to HCs result in successful connections between pdaemtes, and
HBHPs. Insight obtained from such an investigation could also help transform systeans
effective transdisciplinary integrated care that is biopsychosoeiatlyspiritually based
However, before studies on the inclusion of HCs on integrated care teams takea [geeater
understanding and appreciation for the depth and breadth of their work with HBHPdad.nee
Article two was written to address this gap in the literature. It is based omanpéeological
study designed to expand and enhance researchers understanding of the role Ghrptay
support of HBHPs.
Article Two

The purpose of this study was to explore the lived experience of HBHPs who deceive
emotional and spiritual support from a HC. A phenomenological design (Husserl, 1901) was
utilized to explore possible benefits HBHPs might receive when their péesahapiritual
needs are addressed by HCs. The research was conducted in a southeasteicraeda=tin
center and included qualitative data from 12 interviewees, 5 of whom were HCs, and the
remaining 7 were HBHPs who had received care from HCs at a prior timezZCsléi978)
phenomenological method of analysis was used to conceptualize the participaeterees.

Distinct themes emerged when the data were collapsed into the followihgsiattc clusters:
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(a) Awareness of chaplain availability, (b) chaplains focus on building relbipsnith
providers and staff, (c) chaplains are integrated in varying degrees on bedpital units, (d)
chaplains meet providers’ personal and professional needs, (e) providers épplepéains,
and (f) barriers to expanding hospital chaplains’ services. Distinctive tdutisare
comments made by HBHPs who reported the care they were provided helped thremefeed,
able to focus more on medical tasks and patient care, and become spiritually évealidpy to
forwarder-engage in patient care. Even though the HBHPs appreciated treceased, and
were able to provide better patient care as a result, they noted that theurief the care
provided may not be recognized by administrators or be widely known by all HBHP$ackhe
of HC inclusion on treatment teams in some hospital units caused questions to be raised about
the existence of seamless care delivery. Implications from this seer@yapplied to clinical,
research, and educational opportunities in the area of hospital chaplaincy.

Clinical implications. While many HBHPs acknowledged the value HCs provide within
their respective medical settings, it was noted that HBHPs may not know hogess aare for
themselves if and when desired. While some providers explained they watches tHE)g a
attended to their patient-centered job-related responsibilities, and evehwiltkéhem daily as
the chaplains rounded, the lack of a formal program for the delivery of spiaingaiacstaff
members caused providers to have uncertainty about both how to access care and if doing so
were appropriate. This apparent gap in awareness could prevent staff fronmgague that
would assist in their day-to-day functioning.

The responsibility of meeting patients’ BPS-S needs can be challengidgIfPs,
especially if they are encountering professional and personal concertsombid hamper care

delivery. Matters related to their respective individual and family issarebe exacerbated
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when patients share similar dynamics. For example, when a HBHP is providirfgrca dying
16-year-old male youth, thoughts may surface of his or her own adolescent child, making i
harder to separate psychologically from the care. A HBHP who has an agng\piin a
terminal illness may find it harder to work with geriatric populations providimgyof life care.

If HBHPs were aware that HCs were available to talk with, this mayrhere welcome
resource for some HBHPs who are spiritually aware and/or who may not find digatisgih a
supervisor or mental health provider appropriate or needed. While it would seem that
highlighting available services during orientation trainings, electrootiéications from the
Pastoral Care Department, as well as signage throughout the meditgldagld alleviate the
lack of awareness, it is possible chaplains and hospital administrators maydideda
training on how to market the respective skills of HCs and how to integrate them ottgdreal
units where they are not found as often. Focus groups conducted with hospital employees coul
also be used to identify resources for employees’ spiritual needs. A coompdéparticipant
concerns would not only help elucidate existing HBHP spiritual needs, it could guid&hospi
leaders as they plan ways to assist employees and design healthier egogkpiaonments. In
particular, research findings could be utilized by the Pastoral CaretPepato expand the
services they provide, strengthen their clinical skills, and foster bettezlsnaidcollaboration
with other disciplines to enhance existing services.

Training implications. HCs and HBHPs noted that the HCs do not always appear and
feel comfortable in settings that are less personal in nature. While peieerald training
strengthen HCs’ ability to build and foster relationships, challenges exidtingseand
circumstances which do not lend themselves for chaplains to enjoy extended pelmndsof t

build relationships. HCs receive experience providing spiritual care in amtyuladicine as
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part of their training for certification. However, additional training witambulatory and critical
care units, and in integrated care, could help chaplain residents as they gainpanenes
working on teams with difficult and traumatic cases and scenarios. Supervisiontdasag
experiences can help HCs learn additional skills, gain mastery of situattnghwch they will
have to deal in their professional lives, as well as address their own resatrdmst they have
encountered. Additional hours of training and supervision could serve to not only strengthen
chaplain skills, but also give other healthcare team members greater canfiéme chaplain’s
ability to work in difficult situations.

While annual in-service trainings within the hospital could help HCs expand and
strengthen existing skills, in-service educational opportunities destgretrengthen the
interprofessional skills of treatment team members assigned to units coutdéenmealth
outcomes. Educational opportunities conducted by individuals who understand systemic
dynamics and integrated care, such as Medical Family Therapistd,hmlg all participants
gain greater understanding into collaborative care models wherein the indiésloatces of
each provider is integrated for optimal health outcomes (CIHC, 2010). The elements of
collaboration (respect, trust, shared decision-making, and partnerships) woukbbedsand
team members would learn that to work effectively, roles and communication nulstibe
Training which focuses on interprofessional skills would also help establistap&rdent
relationships between team members. These relationships would foster confidamte
knowledge of one’s own discipline as well as that of other team members (BC €naype
Framework for IPC, 2008; CIHC, 2010).

Research implications. The HBHPs heralded the work, time, and efforts of the hospital

chaplains and cited how the HCs attended their respective needs. Providers noted esethey
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able to focus more clearly and attend to patient needs as a result of thecazedived from
HCs; but, it is not known how much this care could reduce medical costs and improve care over
time. At a time when economists are struggling to make healthcare modabléiit is
believed that additional research could solidify understanding of the systemacofdiCs
within medical settings. How healthcare is impacted when HCs are i@ gnéd healthcare
teams could be significant. A longitudinal study which examines providers’ copfmg laad
post chaplaincy intervention could offer insight into how HBHPs’ ability to focusedl as
provide patient care, is altered by means of the intervention; it would also beemhgltb see
which interventions are most effective. A qualitative inquiry into the effeicéiss of healthcare
teams when HCs are integrated might add clarity not only to the impact ohichaplusion but
also into how patients respond when their spiritual care needs are addrespad a$ ateam-
based care model versus a direct referral to a HC off the unit. Intervieganoimembers could
add insight into how each provider feels the team works well together, the contritadion e
team member makes to team functioning, as well as what interventions mighpfogess and
systemic changes.
The Connection

At present, the healthcare climate is changing. Amidst the alteratemnsoaements
toward more integration and less fragmentation of health care provision (BC Coaoypete
Framework for IPC, 2008; CIHC, 2010; IOM, 2003). The resulting environmental shits ha
systems and providers looking for modalities of care which incorporate biaheadd
psychosocial care. The BPS-S approach (Engel, 1977, 1980; Wright, Watson, & Bell, 1996)
offers a means whereby biomedical, psychological, social, and spiritupboemts can be

addressed, whether one is looking at the patient, provider, or system level.
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While article two was written to review the existing literature and actas for growth
and enhancement, this study responded to one area of need and offers insight into the lived
experience of HBHPs who have received emotional and spiritual support from H®s. Bot
articles highlight the continued struggle that chaplains have being integrtdubspital
systems. The IOM (2001) recommended healthcare providers cooperatgrasritéeams, as
doing so can help optimize “patient-centered care that is safe, timelygeffextve, efficient,
and equitable” (p. 15), as well as address spiritual concerns However, patienéadand
family-focused care involves partners in group decision-making, operatogdang to
interdependent relationships characterized by professional conduct, flgxdnlil adaptability.
The need for additional interprofessional training and BPS-S education couldreetjiretn the
elements of collaboration for HCs, as well as other HBHPs, as respect amairbstfostered
and partnerships forged. Interprofessional training could help prepare chaplains aterptovi
offer collaborative care more effectively.

The research presented in this dissertation offers insight into the lived expesfe
HBHPs who have received emotional and spiritual support from HCs. While multiple zee
implications beg to be addressed, findings can inform future researchers, eqjacator
clinicians in their attempts to provide biopsychosocial-spiritual care infardable and
integrated way. The logical deductions one might make when surmising thatesgiaire could
improve staff's ability to offer care, as well as the belief tha¢ offiered by means of integrated
treatment teams should include chaplains in their constituency, must be founded araeémpiri
data, especially at a time when outcomes are so heralded and healthcareszbsihe

contained.
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APPENDIX A
Researcher’s Qualifications, Biases, and Assumptions

Researcher’'s Background and Training

For many years of my life, | have served in various roles within the churchciiklal
played the piano and organ for my local congregation. When | became a young adtgt] | star
directing choirs and working with various youth ministries, both in my local egagjon and
denomination, where | have been engaged in music, teaching, and missions work. tim order
gain a better understanding of ministry, | completed an undergraduate degtiggoin aad
philosophy. After working for two years as a children’s writer for a Bap#nomination, |
became editor for the agency. During this time, | continued to work within variasgal
ministries in my local church, directed a summer encampment for adoledaagtg within my
church’s educational program, and studied sacred writings, as well asdfiegeaf the church
and historical church leaders. | also married a minister and worked with himtiplenul
capacities.

Throughout my life, | have known many individuals who were hospitalized. Likewise, |
have visited many who were gravely ill, experiencing trauma, as well asvéooneere dying.
It has not been uncommon for me to be present in medical settings when chaplains sitould vi
with and/or offer spiritual care to individuals and families | was visitingvehfriends who are
hospital chaplains, and have presented several didactic sessions for chaptaingg. These
experiences have helped provide me with insight into the demands of offering spareiahd
the personal struggles those providing care can have.

As time has passed, | have continued my formal training. At present, | havesisters|

degrees, one in biblical counseling and the other in Marriage and Family Theodipyf these



degrees have given me additional skills in listening to individuals and hearingttrggs. | am
able to glean the narratives being presented, while simultaneously doing-amalysis of how
the individual, couple, and/or family system processes the story being poeséhtive also
continued my education and am a doctoral candidate in East Carolina Univéisitital
Family Therapy degree program. This training has expanded my knowledge paswmllgsn
the area of working with individuals and families experiencing medical isasegell as with
collaborating with healthcare providers within medical contexts. Requatsrfa this degree
have included supervised clinical work within the behavioral health unit of UHSHRItit¢
Memorial Hospital. My internship was done in the Greenville, NC, satellitigyauf the
pastoral care department of North Carolina Baptist Hospital in WinstemSBC (CareNet
Counseling East). At present, | am a full-time therapist in the GreenwaitleNet office.

Each aspect of my education, ministerial experience, and therapeutiogtiamai
experience has contributed to my preparation to conduct the proposed study. Not only can |
empathize and understand the life of one who ministers, | am also capable @rbeljgctive
observer and analyzing responses provided. Even though | am a licensed Marriageignd
Therapist, | am self-aware and understand that | have assumptions and biasestdkrbat
my role as a researcher calls for me to utilize different skills. lmootisly engage in reflexivity
and efforts to “bracket” my experiences, theories, beliefs, assumptions, sesl bia
Researcher’s Biases

| believe in a loving God who desires to be in relationship with men and women. As a
higher power, God “calls” some people such as clergy or ministers into spreaalof service

for Him. These individuals serve in a capacity wherein they help bring othersdiusea
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relationship with Him. It is my assumption that these individuals serve gy tlecause of their
beliefs in God, which is called “faith,” as well as their desire to help others.

There are many venues in which clergy members serve in the ministhough serving
as the leader of a church, or pastor, is often perceived as a major callingefgyareember, |
recognize there are multiple places where the work of clergy can ootmgahese places is a
hospital, wherein an individual can serve as a chaplain. Hospital chaplains zpéciali
providing spiritual care to individuals within medical settings. Care can be pdovgetients,
the family members of patients, as well as hospital staff membessurha that hospital
chaplains experience stress as a result of their work, as they ofterledeipah to minister to
those in trauma and crisis. | assume that hospital chaplains know their job aescripthile |
recognize that serving as a hospital chaplain can be stressful, |siseeathat the role can be
pleasant, satisfying, and fulfilling.

It is my assumption that hospital chaplains may believe that helping othérgisand
noble calling, and one that makes all the demands and pressures encountered of little or no
consequence. My belief that individuals are created with purpose helps to serve as the
foundation for this assumption. It is thus assumed that persons who serve as chaptains ar
only operating according to and within their divine calling, but they are servingeassns of
the Divine, operating on earth but transcending the realm of the natural to ceithebtat
which is spiritual. Attending to the spiritual needs of another would be a normassrpref
one’s faith and calling. | realize my own beliefs about meeting the spingeals of another
could cause me to apply my own beliefs, experiences, and assumptions to the re$mtes o
chaplains and healthcare staff and personnel participating in the study. To thienesibility,

| will keep my beliefs about hospital chaplaincy and the role of spirituatity fnfluencing my
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interpretations and findings. It is also hoped that this research will providmatfon about the
current culture and climate that exists in the hospital environment aroundapyriand hospital
chaplaincy services.

| am aware that | expect hospital chaplains to have near-daily opporttmipies/ide
spiritual care and support to hospital-based healthcare providers. | beliey®itlaose who
work within medical settings have chosen to do so because of their desire to irhpriwest of
others, primarily by helping to meet their physical or medical needs. Rechtiss desire, |
assume these providers will be more open to having their own needs met, thebding ena
hospital chaplains to have opportunities for meeting their spiritual needs. | ase bel
individuals who have their spiritual needs met find life to be more enjoyable. Tlsssinha
hospital-based providers will be positively impacted by having their spinaeds met by

hospital chaplains.
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APPENDIX B:
Interview Protocol
INTERVIEW GUIDE FOR CHAPLAINS
Over the next few minutes | will be asking you about your experiencb@spéal
chaplain when providing spiritual support to hospital providers for personal and professional
reasons. The literature includes several studies detailing the support rdsgptalns extend to
patients but nothing has been done detailing the work that you do to support spiritually the
healthcare providers employed at this hospital. Please know | do not want ydiptegsared
to answer any question. If at any time | ask something you prefer not to ajusivesll me you
do not want to reply and | will move to the next question. Do you have any questions leefore w

begin?

Overarching Question:

What has been your experience providing spiritual support to the providers of this
healthcare system?
Sub Questions:

1. Please describe the current culture and climate in the hospital around |#yiatc

employees accessing chaplaincy services for spiritual support.

2. On atypical day, what types of personal scenarios might lead employees of thi

hospital to interact with you about a spiritual care or concern?

3. What do you think has been the impact of this work with healthcare providers and

other hospital-based employees?
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4. What have been some of the more impressionable moments without revealing the

identity of the person you supported?
5. How were you made aware of the person(s)’ need?

6. Is there anything that | did not ask you about related to your care of the hospital

employee that you think is relevant to this study?

INTERVIEW GUIDE FOR INTERDISCIPLINARY CARE TEAM MEMBERS
AND SUPPORT STAFF
Over the next few minutes | will be asking you about any experience yphawa had
working with a hospital chaplain. 1 would ask that you be comfortable and share yaghitthou
with me. Please know | do not want you to feel pressure to answer any quesaibanyitime |
ask something you prefer not to answer, just tell me you do not want to reply and dovelkon

the next question. Do you have any questions before we begin?

Overarching Question:

What has been your experience receiving spiritual support from the hospitairtyapla
service?
Sub guestions:

1. Please describe the current culture and climate in the hospital around Igpiatch

employees accessing chaplaincy services for spiritual support.

2. On atypical day, what types of personal scenarios might lead employees of thi

hospital to interact with hospital chaplains about a spiritual care or concern?
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. What do you think has been the impact of this work with healthcare providers and

other hospital-based employees?

. If you have ever sought spiritual care from a hospital chaplain for your owanpérs

need, please describe your experience.

. What do you think was the impact of the hospital chaplain’s work on your well-

being?

. How was the chaplain made aware of your need?

. Is there anything that | did not ask you about related to your experience with one or

more of the hospital chaplains that you think is relevant to this study?
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APPENDIX C

Informational email for Hospital Chaplains

Dear Hospital Chaplain:

| am inviting all chaplains employed by University Health Systems @eiille, NC, to
participate in a research study which will examine spiritual care hbspéplains provide to
hospital-based healthcare providers. Your participation in this study vallyeeld to my
research and help me better understand how hospital chaplains not only carerfty Ipatialso
hospital employees.

All responses will be strictly confidential and will be reported in a mannepthgects identity.
Participation in this study is voluntary and should take no longer than 60 minutes to complete.
There is no payment or direct benefits provided to you for your participation istuidig.

However, your responses will contribute to existing knowledge and advance cteraire.
Information will be used by the researcher in her dissertation. Thene gerceived risks for
participating in this study; and, you can decide to end your participation atrenwiihout any
negative effect on yourself and/or your job. | will be contacting you by phohehie next

week to discuss this opportunity with you.

If you have any questions about this study, please contact Janie Taylor, M$, phfEipal
investigator, afaylorj94@students.ecu.edu (252) 714-0612; or Jennifer Hodgson, PhD,
LMFT, research supervisdtiodgsonj@ecu.edor (252) 328-1349. If you have questions about
your rights as a research subject, you are encouraged to contact NorgaABpimistrative
Director, OHRI, (252) 744-1971.

Thank you for your participation,

Janie Taylor, MS, LMFT
Primary Investigator

Jennifer Hodgson, PhD, LMFT
Research Supervisor
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APPENDIX D

Informational Sheet for Hospital-based Healthcare Providers

HAS A HOSPITAL CHAPLAIN EVER OFFERED YOU

SUPPORT OR MET A SPIRITUAL NEED?

If so, are you willing to help advance researcdifigs in the area of spirituality
and healthcare? Contact Janie Jones Taylor, Nigijpal investigator, for
The Shared Experience of Personalized Spirituat Sarvices Between Hospital
Chaplains and Hospital-Based Healthcare ProviderdyS
Completion of a short demographic survey and & Bfeminute interview igll

that is requested of providers.

PRINCIPAL INVESTIGATOR: Janie Taylor, MS, LMFT, Daaral Candidate
East Carolina University
(252) 714-0612
Taylorj94@students.ecu.edu

RESEARCH SUPERVISOR: Jennifer Hodgson, PhD, LMFT
East Carolina University
(252) 328-1349
Hodgsonj@ecu.edu
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APPENDIX E:
Informed Consent
Informed Consent to Participate in Research
Information to consider before taking part in research that has no more tharahniskn

Title of Research: The Shared Experience of Personalized Spiritual €areeS Between
Hospital Chaplains and Hospital-based Healthcare Providers

Principal Investigator: Janie Taylor, MS, LMFT, Doctoral Candidatet Easolina University
Research Supervisor: Jennifer Hodgson, PhD, LMFT, East Carolina University
Institution/Department or Division: Department of Child Development & Familgtias
Address: 130 Rivers Building, Greenville, NC 27858

Telephone: (252) 714-0612

Why is this research being done?

The purpose of this research is to describe hospital-based healthcare provplishers of
being a recipient of spiritual care from a hospital chaplain and hospital cigggperiences
providing spiritual care to hospital-based healthcare providers. There is no knowohresea
the possible benefits of spiritual care provision to healthcare providers. No knoasthese
exists either on how spiritual care provision might impact a provider’s allptk within his
or her respective job environment. It is believed that by interviewing both haspagalains and
hospital-based healthcare providers’ insight can be gained into the providers’ anthshapla
experiences of the care received and the impact of that care.

Why am | being invited to take part in this research?

You are being invited to take part in this research because you are a Pitt CoomugidVie
Hospital (PCMH) hospital chaplain or staff member who has indicated that yoptosweed or
have received spiritual care in your role as a hospital chaplain or a hbsysiéal-healthcare
provider. The decision to participate in this research is voluntary.

Are there reasons | should not take part in this research?
| understand | should not volunteer for this study if | am under 18 years of age, am mo longe
employed by PCMH, or if | am unable to fluently communicate and read in English.

What other choices do | have if | do not take part in this research?

Participation in this research is voluntary, and you can decide not to partatiatgtime.
Your feedback on spiritual care extended or received by hospital chaplains wilek a of
value to this study. We also welcome suggestions and concerns regardless ofigaur tie
participate in this research.

Where is the research going to take place and how long will it last?

The research will take place in a confidential location convenient to you arssitdedy the
researcher. The interview will take no more than 60 minutes.
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What will | be asked to do?

You are being asked to participate in an interview which will last no more than 60 snifilée
researcher will contact you to schedule the interview at a time that is canvenyeu. At any
time, you may refuse to answer any question, or if you choose, withdraw frotadiie ¥our
responses will be audio-taped and notes will be recorded by the interviewer. Ratidrels
destroyed (via shredding) after three years for paper documents anddatg@es will be
erased and destroyed after three years. No identifying information wafidzkin the research.
Every effort will be made so there is no direct link between you and your recomuerieace or
between a recorded experience and those individuals described in it.

What possible harms or discomforts might | experience if | take place ithe research?
There are minimal risks to you by taking part in this study. However, queations a spiritual
care interaction you had at work may upset you. This is considered an indirect righoalidd s
this or any other situation occur, you will be provided with a list of therapistsabieaih your
area.

What are the possible benefits | may experience | may experience fromking part in this
research?

If you take part in this study, there may be no immediate, direct benefit to gauevidr, by your
taking part in this study, the researcher hopes to learn more about yourregasea hospital
chaplain or receiving care from a hospital chaplain. Results of this study adkty [Rirther
research and/or policies that may enhance your job satisfaction as altb@s@thhealthcare
team member and hospital chaplain employed within a hospital setting.

Will | be paid for taking part in this research?
We will not be able to pay you for the time you volunteer to be in this study.

What will it cost me to take part in this research?
There are no monetary costs to you associated with taking part in this study.

Who will know that | took part in this research and learn personal information about me?
Every attempt will be made to maintain your confidentiality during and #iitestudy. As part
of maintaining confidentiality, you will be identified by a non-related numbdrfalse name.
All information will be held confidential. Your actual name and other identifyafigrination
will not be used in connection with any data reported from this study. Your actualihalso
never be used in any presentation or publications of the study results.

How will you keep the information collected about me secure? How long wifou keep it?
The information you provide will be kept for three years after the study ipleted. The
information will be kept in a secure area (i.e., locked filing cabinet) and nmadthy the
investigator or the investigator’s faculty supervisor.

What if | decide | do not want to continue in this research?

If at any time you do not wish to continue in the study, for whatever reason, youitndsaw.

You do not have to give a reason for no longer continuing in the study. If you withdrawh&om t
study, it will not impact your employment.
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Who should | contact if | have questions?

The people conducting this study will be available to answer any questionriagdéirs
research, now or in the future. You may contact the Principal Investigator, dgtoe, at
(252)714-0612.

If at any time during the course of this study | feel | have been inadegudtemed of the

risks, benefits, or that | have been encouraged to continue in this study beyond my wish to do s
| can contact Dr. Jennifer Hodgson, Dissertation Committee Chair and Resepechisor, at
(252)328-1349.

If you have questions about your rights as someone taking part in research yycall riiree

OHRI at phone number (252)744-2914 (days, 8:00 a.m.-5:00 p.m.). If you would like to report a
complaint or concern about this research study, you may call the OHRI Attatiues Director,

Norma Epley, at (252)744-1971.

Neither the Principal Investigator, any individual assisting in the reseaor their family
members have conflicting interests associated with this research.

| have decided | want to take part in this research. What should | do now
The person obtaining informed consent will ask you to read the following and if yee, ggu
should sign this form:

e | have read (or had read to me) all of the above information.

e | have had an opportunity to ask questions about things in this research | did not
understand and have received satisfactory answers.

e | know | can stop taking part in this study at any time.
e By signing this informed consent form, | am not giving up any of my rights.

e | have been given a copy of this consent document, and it is mine to keep.

Participant's Name (PRINT) Signature Date

Person Obtaining Informed Consent | have conducted the initial informed consent process. | have
orally reviewed the contents of the consent document with the person svbighed above, and
answered all of the person’s questions about the research.

Person Obtaining Consen{PRINT) Signature Date

Principal Investigator (PRINT) Signature Date
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APPENDIX F:

Demographic Questionnaire forChaplains

Participant #:

Date: / /

What is your date of birth?

/ /

What is your age?

What is your gender?

D Male
| | Female

Which of the following languages can you
speak and read fluently?

1 English

Spanish

Chinese

French

Urdu

Others (please explain)

(I I B B O B B

What is your current marital status?

Divorced

Living with another
Married

Separated

Single (nor married)
Widowed

Would rather not say

N Y O B B

152

How many years have you worked in the
medical field?

<1
2-5
5-10
10-15
15-20
> 20

(0 I B O B A

How many years have you worked at
your current location?

<1
2-5
5-10
10-15
15-20
> 20

N O B o

What best describes your current
employment status?

L] Full-time (>32 hrs/week)
L] Part-time (<32 hrs/week)

|| Practicum/Intern Student



What best describes your position at the

medical center? Check all that apply.

|| Staff Chaplain

[] Chaplain Resident

[] Chaplain Intern

How would you classify yourself?

A

African-American/Black
Asian/Pacific Islander
Caucasian/White
Hispanic

Latino

Multi-racial

Would rather not say
Other (please explain)
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APPENDIX G:

Demographic Questionnaire for Hospital-based Healthcare Providers

Participant #:

Date: / /

What is your date of birth?

/ /

What is your age?

What is your gender?

D Male
| Female

Which of the following languages can you

speak and read fluently?

English

Spanish

Chinese

French

Urdu

Others (please explain)

N N o B A

How many years have you worked in the

medical field?

<1
2-5
5-10
10-15
15-20
> 20

N Y O o O B O

How many years have you worked at

your current location?

<1
2-5
5-10
10-15
15-20
> 20

N Y O o I B O

What is your current marital status?

Divorced

Living with another
Married

Separated

Single (not married)
Widowed

Would rather not say

N Y O B B

What best describes your current

employment status?

L] Full-time (>32 hrs/week)
L] Part-time (<32 hrs/week)

D Practicum/Intern Student
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What best describes your position at the
medical center? Check all that apply.

[]

N I I N R B A A

[]

Administration

Nursing Assistant/LPN
Registered Nurse

Nurse practitioner

Physician’s Assistant

Physician

Resident Physician (year )
Behavioral Health Provider
Substance Abuse Specialist

Other

How would you classify yourself?

[

s I B I A

African-American/Black
Asian/Pacific Islander
Caucasian/White
Hispanic

Latino

Multi-racial

Would rather not say
Other (please explain)

Which of the following languages can you
speak and read fluently?

[

(I I N R B A

English
Spanish
Chinese
French
Urdu
Other

What is your current marital status?

[

N I B B O

Divorced

Living with another
Married

Separated

Single (not married)
Widowed

Would rather not say

How many years have you worked in the
medical field?

[]

N I N oy

<1
2-5
5-10
10-15
15-20
> 20

How many years have you worked at
your current location?

[]

(I I N B A

<1
2-5
5-10
10-15
15-20
> 20

What best describes your current
employment status?

L] Full-time (>32 hrs/week)
L] Part-time (<32 hrs/week)

D Practicum/Intern Student



APPENDIX H

Institutional Review Board Approval Form

EAST CAROLINA UNIVERSITY

Lirareratr & Medic] Center Insninmioral Review Board Office

L2 Brody Wedical Scdences Haibdinge f0 ove Homlsvan o Cinsenalle, WO 77814
Diffee 252-T44-2H4 » Fan 152-744-23R4 + wwweon.edufich

Ty Jamiw Jones Toylor, ME. LMFT, Dodoral Coedidoe, Cept. of CDFR, Callege of Hunman Bzolagy, BOU
FRI¥M: UMUCIRB I1

DATE: August 4, W |

RE: Expedited Caegory Research Sudy

NTLE: "The Sharcd Lxpericnccs of Morsonalizcd Spintua Cae Services Daweon Hepital Chaplii and

Hospital-Hased Heslthoire Froviders Study™
LSECIIE A10-0217

Thes reseaxch sudy has undergore review ond appeoval using expedied review on 80501, This ressarch sty 1x
l.‘|||._l'|.‘|l|‘ fini Feview nindes ain |“IJI:II|II1: edlegiory namber § & T which inchde collesdion of data from voies, video,
digital, or image recordings made for reseanch purposes and it s alsoa resecanch onindividul orgroap chamcterisics o
behavor {nchuding. banae [lded v, research on perceprion, Cogitomn, mon vation, Mentily, knguige,
comiunicition, cullural beliels or practices, and social behavios) or resesrch emploving sumvey. interview. ol hitory,
foews groan, program evaluation, human fHeres evaluaion, of quality assurmee methedologies, (NOTE: Some research
a0 U catggen v ey Tae cagapt Gioon e HHS qgelatinns U il prosciien of human sbjeos, 43 CFR 40, 100(bE 2
and (i3], Thiz lsting refers anly 1o wesearch that = mol exempt.}

Towe Chairperson (or designesh deemed this unfunded siuwdy wo more than minimal risk reuirng a comimaing review
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