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Session One – Introduction to Visiting

What are your reasons for visiting?

· ______________________________________________________________

· ______________________________________________________________

What kind of visits have you done before?

· ______________________________________________________________

· ______________________________________________________________

Think of one visit.  Who did you visit? ______________________________________

____________________________________________________________________

Why did you visit them? Circumstances? ___________________________________

The Visit_

· Preparation and Expectation?______________________________________

· Conduct. What did you do when you visited them?_____________________

· Conclusion.  How did you end the visit?______________________________

· Follow-Up What did you do after the visit?____________________________

Life Celebration & Disease and Spiritual Loss

Death, loss and disease, in medical understanding, is centred in the physical body, with symptoms and treatments.  A more ancient perspective on disease is that it is spiritual first, a sort of ‘soul loss’; a loss of connection, of meaning, of purpose, of essence. It includes the body, certainly, but not limited to the physicality of disease. In this light the medical system is seeking to offer healing to spiritual loss - offering the ‘retrieval of the soul’ – through the physical healing of the body. Thereby treating and healing a whole person by acting on only one part of that person, which often will only result in partial healing; while the injury or physical ailment may be treated the spiritual brokenness/loss may still exist.

We do not need to bring a spirituality into visits, to develop a particular spiritual practice, or make this about church or any religious organization. The spirituality is already there in the person, and their pre-existing fellowship [family and friends] in the beliefs and life practice that they already have. However, it is important to recognize we are always on spiritual ground, that there is no split between the sacred and the secular for most everyone. Before we offer our experience and advice, we need to be open to the living spiritual life of the person we are visiting.

“Health care, which serves life, is a spiritual practice. Recovery of the sacred is not an academic or even scholarly pursuit.  The sacred is an experience.  It is also a universal human capacity, and a human need.  When this need goes unfulfilled, we may become ill.

Furthermore, the sacred is a way of perceiving the world, a way of seeing that is deeply inclusive.  There are not experts in the sacred.  It is our human birthright.  Every one of us has the capacity to experience, participate and manifest the sacred.

The recovery of the sacred is not about becoming “something more.”  It is not even about “fixing” yourself.  Even our idea of spirit may be a part of what gets in the way.  Recovering the sacred is remembering something we’ve forgotten, something we may have hidden from ourselves.  It is about uncovering and discovering the innate wholeness in ourselves and in the world.” [Ref. Rachel Naomi Remen M.D.]

“DR. WATERS – 6 “C’s’ GOOD PASTORAL CARE GIVER”

1. COMMITMENT to the conviction of what happens to people is most important

· people matter

· use things and love people often the reverse

2. CONGRUGENCE – not being phoney

· letting our inside manage match outside

· if you can’t care, let someone else

· moving toward an authentic human relationship

3. COMPETENCE

· keep building skill – do what you do to the best of your ability

· part of this is reflection

4. COMPASSION/EMPATHY – Allowing yourself to feel with someone rather than feeling about someone’s situation

· willingness to stand with, be present, but not be central

5. CONSCIOUSNESS

· what you believe – where you start

· how you relate to life’s big questions

· “love and justice that relate to aging”

· hope born of the experience that someone cares

· Caring – may mean helping someone let go

6. CO-OPERATION – not solo operation – not in competition with others

· part of a community of faith;  sometimes we reap what others sow –

others may reap what we sow
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RESPECT / TRUST:

We seek to demonstrate respect and trust by:

· Treating everyone equally

· Encouraging patient involvement in achieving desired health goals

· Creating an environment where Department members feel their opinions are of value

· Maintaining confidentiality

· Valuing the opinions of others

COMPASSION / CARING:

We seek to demonstrate compassion and caring by:

· Acting in a professional manner

· Supporting the members of our team

· Going the extra mile

· Making each individual feel valued

· Showing kindness to others with whom we work

INTEGRITY:

We seek to demonstrate integrity by:

· Respecting the other’s point of view

· Taking responsibility for one’s own actions

HONESTY / FAIRNESS:

We seek to demonstrate honesty and fairness by:

· Stating assertively one’s point of view when problems arise

· Sharing information openly

· Giving others the benefit of the doubt

ACCOUNTABILITY:

We seek to demonstrate accountability by:

· Adhering to the Values and Guiding Principles of the Pastoral Care Department

· Continually seeking ways to improve the tasks we are doing

· Following through on requests and referrals

QUALITY:

We seek to demonstrate quality by:

· Making decisions based on fact

· Listening and responding to the needs of our external and internal customers

· Striving to continually improve

Positive SELF AWARENESS Review

It is important to value, appreciate, understand and love yourself, before helping others do the same:

1. Circle the words that you believe best describes your character [talents, gifts]

talented
motivated
supportive
outgoing
mature 
understanding

creative
responsible
organized
reserved
a leader
passionate

caring

professional
athletic

attractive
faithful

compassionate

playful

artistic

devoted
fun loving
musical
determined

cautious
 patient           curious           ambitious           listener             humorous

2. Write three positive words that describe you.

A. __________________  B. ____________________  C. ___________________

3. What single factor contributes most to your self-esteem? Explain briefly.

________________________________________________________________________

4. What do you consider to be your greatest accomplishment? 

____________________________________________________________________________________________________________________________________________________________________________

5. Name, briefly, what you are most proud of:  (ex: Accomplishing a difficult job, A goal you reached, An award you received, A habit you changed, A compliment you received)

___________________________________________________________________________________

6. What would your best friend say is your most positive attribute?____________________________

7.  What would you most like to be remembered for in your life? _____________________________

_______________________________________________________________________

Adapted from: Developing Self Esteem, by Connie Palladino
Exercise - Stepping Stones

Reflect on your life and to divide it into 8 “stepping stones.”  Imagine these as different “transitions” that separate your life into different phases.

1_______2 _______ 3 _______4_______5_______6_______7_______8_______

What are these transitions?  What caused these transitions to happen? How does each phase differ from the one before, or the one after? Do you see a pattern linking these phases? As you look back, what have you gained as a result?  What have you lost?

Is there any unfinished business that you may want to deal with?  If yes, what are some ways that you could deal with this unfinished business?

Pastoral Care Enhances Healing:

"By responding to the patient's spiritual concerns such as the meaning of suffering, the value of life and "why me"?,The hospital increases the patient's ability to cope with illness and to participate in health recovery.  Affirming the spiritual dimension can help transform negative circumstances to a broader, positive encounter with the patient." (NB Health Care Management Review, Winter/86, p. 48).

Session Two: Where to Visit and How to Visit

Part 1 The Hospital (Clinic, Care Facility, etc)

In the Corridor
A hospital corridor can be a mysterious place, a terrible and holy threshold upon the boundary of the soul.  Here you will find an opening through which you might apprehend and embrace unexpected aspects of God.  Uprooted from your ordinary days, the hospital confounds the peaceful soul with the realization that the God of daily living is also the God of sudden dying.  The God if the comforting parish sanctuary is also the God of the Intensive Care Unit.  The God of beeswax candle and incense is the God of vomit and pus; the God of white linen and embroidered chasuble is the God of plastic curtain and sweaty sheet; the God of organ and flute is the God if squeaky gurney wheels and crying children; the God of deep port wine and delicately embossed communion bread is the God of infected blood and wounded flesh.

- SUZANNE GUTHRIE: in Grace’s Window
Walking Around the Hospital
Take 15 minutes to go for a walk around the clinic/care home.  (Go through several areas, particularly entrances and stations.)  Imagine that you have come to this facility for the first time.  You are either coming to be admitted, or to visit a friend or family member.  What does it feel like to enter the facility.  What do you notice?  What do people look like? What is the "feeling tone" of this facility? (happy?, sad?, impatient?, frustrated?, bored?, relieved? overwhelmed? confused?)   Allow yourself to see this facility with "fresh eyes", with perhaps visitor’s eyes.

Write down your impressions.   Use the following questions as a guide.  But, do not feel limited by them.

1) How do you feel?  Did your mood change as you visited?  If so how?

2)  Does anything surprise you?  Startle you?

3) What do you like or dislike about this hospital?  Why?

4) Would you feel comfortable staying here?  Why?  Why not?

5) What suggestions would you make for improvements that could be helpful to you as a patient or visitor?

Share your impressions with another person, and reflect on their response.

Effects of Hospitalization

 Illness and hospitalization is often a time of significant life-reassessment.

When we are hospitalized, we are removed from our usual network of relationships.  Our lives are disrupted.  

When we are hospitalized, we are confronted with losses.  

a) Loss of our familiar environment (home, work, social events, etc.)

b) Loss of familiar routines (movement around a space)

c) Loss of privacy 

d) Loss of control
e) Loss of our dignity (even through loss of clothing)

f) Loss of status and significant roles 

When we are hospitalized, we find ourselves dependent on others.

For many of us, the fear of (the process of) dying is much greater than the fear of death itself.   We fear the loss of control, we fear the loss of dignity, we fear the pain of dying, we fear the burden that our families and friends will bear as they support us.  When we are hospitalized, we are confronted with our mortality.

We are confronted with the fear that our loss of health, or decreased abilities, may be permanent and that we may be forced to look at permanent changes in our level of functioning.

We worry about our finances - can we afford the extra costs of being in hospital, especially in the face of potential long term care, and the costs of medicines that we may need when we go home.  We would worry about how our inability to work while we are ill, and if that will affect our job or our place in society and all we might lose if our abilities are permanently impaired.

We worry about changes in our appearance: loss of attractiveness, loss of our ability to enjoy our sexuality, or simply our ability to socialize.  We wonder if our spouse still finds us sexually attractive and interesting, or perhaps sees us as a burden.

The title "Patient" is significant. We are usually waiting for a physician, a nurse, or for a social worker, or even our clergy person.  We are waiting for medications, for tests, for a treatment, or for a diagnosis, or even our meals and snacks. And, we are waiting and hoping for a positive prognosis, or at least a comfortable future arrangement. 

We are waiting for a visit. 

We are hoping to go home.

When and if we return home, our time in the hospital will diminish in importance.  However, the effects on us, emotionally, psychologically and physically may be permanent.   This is particularly true if there has been a permanent change in our functioning or in the way we view the world (or God) as a result of our hospitalization.

During this time in the hospital, a visitor can help us to reflect on the significance of what we are experiencing.  When someone with effective listening skills listens to us, we are helped to mobilize our emotional, physical and spiritual resources and to begin renew our life as we return home.
Hoping YOU have a good visit . . .


· Why do you want to volunteer to be a visitor? Why do you want to add pastoral visiting as a skill along with social visiting?

· Have you ever been in a situation where you had people visit? Types of visits – reactions

· What makes for a quality visit? What are your expectations?

· Will these expectations inform  the kind of visit you will conduct?

Remember . . . As long as we remain teachable, the best way to learn is “by doing”.  We should always reflect on our experiences as a means of improving for the next time.

The three zones of visiting

Before, During & After

1.BEFORE YOU VISIT:

Be sure of who you are.   

Recognize that you do not need to play the part of anyone else but yourself.  Be personally present.

Be yourself. Be authentic!

Know why you are visiting.   

We have a good model for what we are doing.  

Christ Jesus said, “I came not to be served but to serve and give my life.”  

We visit not to meet our own needs, but the needs of others.

Determine your own confidence.   

To what extent are you able to keep a trust, not simply a secret, but to be honest about the information that the visit makes you privileged to experience. Failure at this point disqualifies you as a visitor.  You may have to make your heart a graveyard for personal confidences shared, because you are witnessing at a time of confusion, vulnerability and unusual openness.

Respect, but reject your negative moods.  

Do not allow personal moodiness to keep you from visiting.  You may be surprised by joy. This speaks of knowing who you are, but specifically in that time and place. Know your past, but know how your present is informing how you are present.

Our Expectations:

When we visit, we enter a room and bring ourselves into the visit.  We bring our fears, doubts, hopes, dreams and expectations to each visit.

We bring our expectations to the visit.  How do we expect the visit will go?  What do we want to happen in this visit?

We bring previous experiences to the visit.  What has happened in previous visits we have had, either with this person, or with previous people?  Who does this person or this situation remind us of?

We bring our feelings into the situation.  How are we feeling as we enter the room... anxious, anticipatory, reluctant, optimistic, happy, sad, apprehensive, confident....

We need to ask ourselves, "What is happening to me during this visit?"  Sometimes while visiting, our mood may change, we may begin to feel depressed, agitated, anxious, frustrated.  If we feel that this is happening we need to ask ourselves, "What is happening to me during this visit?"

Quality is more important than quantity.  If something meaningful, moving, enlightening, or disturbing happened to you - take a break.  Have a tea or coffee or go to the Chapel for a time of prayer.  Allow yourself the breathing space you need before continuing your visits. 

Deciding who to visit
Lists

Patient lists are a matter of confidentiality. Be aware of the privacy policy of the institution you are visiting, and also the organization you may be representing and honour those expectations and rules. If the list before you is long prioritize based on acuity of care, availability of patient, relation to your organization, presence or absence of family/friends, and the expectation you have placed on yourself.

Referral 

When you know of someone who may require or be requesting a visit and you do not feel up to filling the role of visitor to that person (personal conflict, illness, uncomfortable situation), your duty is to pass on your concern to another visitor. 

DIFFERENCE BETWEEN A SOCIAL AND PASTORAL VISIT

	
	Social Conversation -

  Concentrates on:


	Pastoral Conversation -

   Concentrates on:



	1.
	External subjects - weather, world events, local events


	The person (soul, self/mind, body)

	2.
	Maintaining a congenial atmosphere


	Accepting tension areas

	3.
	Comfort through avoiding


	Comfort through facing

	4.
	Sharing stories, experiences, mutual


	Helping the person share himself

	5.
	Being pleasant, positive
	Being understanding, sympathetic



	6.
	What we feel should be
	What is (as a step to what should be)



	7.
	Generalizing … universalizing, what they say … what people do


	Being specific … what you do, think, feel

	8.
	Being helpful by entertaining


	Being helpful by intimate sharing

	9.
	Religion … difference between churches, services, ministers


	God … and my, your, relationship to God

	10.
	People in general


	The person’s significant relationships




2. DURING YOUR VISIT:

If unacquainted, identify yourself briefly.  Do not fall into traps of talking about yourself at length.   

Throughout your visit, keep your ears open more than your mouth.

Love listens – Remember, you do not have all the answers.

Observe the atmosphere for its messages, cards, and pictures.  All tell story.

Resist being “nosey”.  Certain things about a patient are none of your business.

Be sensitive to what “being a patient means” The patients is experiencing losses – some of which may be surprising or may seem strange to you.

Make it a Personal Visit:  Be personal with integrity.  Visit as a whole person who is responding to a whole person.  Focus on patient but do not stare.

3. AFTER THE VISIT:

Confidentiality:  You cannot share confidential information with anyone without receiving permission.  If you want to share the information with your pastor or put them on the prayer list – ASK THE PATIENT FIRST! Build this into your.

Information sharing:  Only share pertinent information with pertinent people – after gaining permission.  If you are part of a visitation team you will share pertinent information with the Pastor/Head of team.

Take time for appropriate self care after the visit:  That may include prayer, a time for reflection, a coffee break or walk.

Role Definition: A Key to Effective Visiting

Imagine you are a patient and a person comes to take your blood.  How do you know why they have come to do this?  How would they introduce themselves and explain why they are there? _________________________________________________________________

_________________________________________________________________

Imagine someone enters your room.  How would you come to know who they are and why they have come to visit you?

______________________________ ___________________________________

_________________________________________________________________

When you are visiting it is important to know why you are visiting and who you are visiting.  Three keys are: 

· Why are you visiting?

· Who are you visiting?

· Who has authorized you to visit?

If you are not clear about the answers to this question, take time to reflect on them?  For example, if you arrive and your family member is lying in the bed – are family or are you a pastoral visitor?  Once you determine this, what would you do? 

__________________________________________________________________

__________________________________________________________________tc \l2 "Visiting the Elderly in Long Term Care FacilitiesThere are significant differences between visiting in Long Term Care Facilities and visiting in Acute Care Hospitals.In Acute Care Hospitals:  Patients are in acute care hospital due to a health crisis.  Most patients receive medical treatment and usually return home in a few days.  Sometimes it may take several months for them to return home.   Their "illness" may be more severe and take longer to resolve, they may need physiotherapy and/or occupational therapy or other supports may need to be put into place.  But, these patients expect to return home.  For them, hospitalization is temporary.  Others will die in the hospital.This may be expected (i.e. palliative patients) or not expected (a sudden crisis that ends in death.)  But again, hospitalization for these patients is temporary.Some patients will be unable to return home.  These patients will be assessed as needing Intermediate or Extended Care in Long Term Facilities.  They are then placed on a waiting list which may be over six months long.   This situation is very difficult for these patients and their families.  It is difficult for many of them to give up their homes, their independence, their daily activities, and the life they have had with a spouse.  Many of them also are cognitively impaired and cannot understand why they cannot return home.  It is hard on the family who may feel guilty that "Mom" or "Dad" can't go home and that they cannot take care of them.  "Mom" and "Dad" may often direct their anger and resentment against their families.  This time is hard on everyone.When you visit in an active hospital you may need to fit your visit around the medical needs of the patient.  But, in general, you are visiting someone who is asking questions about their hospitalization, the reasons for it, and what will happen to them.In a Long Term Care Facility: you are visiting "residents" who are probably going to live in that facility for the rest of their life.  They are not "patients", they are "residents" and the facility is their "home."  Because of this, the kind of visiting needed is quite different.1)  It is important to establish Long term relationships with the person you visit.  The person is cut off from much of what was important to them.  By visiting, you can help them to maintain a connection with the world outside of the residence they live in.2)  It is also important to be reliable in your visiting.  The lives of the residents are often quite structured with set meal times, nap times, bath times, grooming (such as hair cuts), physiotherapy, and activities coordinated by the recreational therapists.  The activities are developed as part of a care plan that takes the emotional, spiritual, psychological, physical and social needs of the resident.  Visits need to be coordinated with these activities in mind.  The staff can also  provide information about the resident that will facilitate visiting with them.3)  When you visit someone in their room, remember that this is their home.  Ask permission before entering.  Ask if you may sit down.  Treat them the same as anyone else you would visit in their home.4)  Be respectful.  Call them "Mr. Smith" or "Mrs. Jones" until you receive permission to call them by their first name.Issues to be Aware of When Visiting(Based on Materials Provided by the SonShine Society)Physical:1) Dimming Vision:  Vision is a problem for most older people.  Do not make sudden, fast movements.  Do not approach a resident and touch them from the side or back.  They may not see or hear you and be startled.2) Impaired Hearing: Speak deliberately to the individual.  Do not shout.  Many depend partially on hearing and lip reading.  As one ages, back ground noises become harder to filter out.  A room with background noise may make it difficult for them to hear.3) Impaired Mobility:  Those who walk may have difficulty balancing, may have painful joints, and may walk slowly.  Others may use walkers. Yet others, may use wheelchairs.  Co-ordinate your "speed" with theirs.  When talking to someone who is sitting, if possible, sit down as well.  When going somewhere with a person in a wheelchair, ask if they wish to go as well.  Before moving the person's wheelchair let them know that you are about to move them, and talk to them as you are moving them (ie: "Mr. Jones, are you ready to go to the Dining Room?"   "Where would you like to sit?  The end table?"  "Here we are."  Do you need help with your wheelchair brakes?")Always talk to the person in the wheel chair - not to the person pushing the wheelchair. (Do Not Say: "How is Mrs. Jones doing today?"  Rather say: "Hi Mrs. Jones, how are you today.")4) Cognitive Impairment:  Some residents may have some cognitive impairment.  They may have Alzheimers or some other disorder that causes confusion.  They may have some days of confusion and some days of lucidity.  If you suspect there is some cognitive impairment talk to the staff.  The person may be preoccupied or may have a hearing disability that makes it difficult to understand what you are saying.  Note: be hesitant to label someone as cogitively impaired without investigating further.  Mental and Social Problems:1)  Loneliness: Residents live in an institution separated from family and friends. No one may know what  they were like before they became a resident.  Their life accomplishments may be forgotten. Their spouse, if still living, may be at home or in an other institution.  Their spouse may be unable to visit.2)  Fear of the Unknown/Anxiety:  Familiar surroundings is important for all of us.  Residents have lost most of what is familiar to them.  Physical frailty, limitations and dependency on others who may not consult with them before imposing changes may create anxiety as well.  Regular visitors can help provide familiarity and consistency.3)  Suspicion:  "Why are you visiting?"  What is your agenda?  So many people have visited previously with an agenda.  Why do you want to visit?4)  Feelings of Inadequacy/Loss of Status: Someone who has contributed to society, who has "counted" for something, who has cared for family and friends is now dependent on others basics such as bathing and person hygiene.5) Sense of Rejection:  It is difficult to not feel rejected when one's family has placed them in an "institution" and when many of those that they may have seen  frequently are now seen infrequently.This is a common concern among residents.  Some are concerned because their finances are being administered by others, others are concerned about mismanagement of their finances, others are concerned that their money may be used up by the costs of staying in the Long Term Care Centre.  One may listen, but avoid becoming embroiled in this issue.Emotional and Spiritual Issues1) Exaggerated Thoughts:  Because many residents have a lot of time to think about their lives, their disabilities, and what they have lost, they may become preoccupied with their losses.  This may lead to exaggerated thoughts about their abilities, disabilities, pain, shortcomings, or even their own goodness.  They may brood about past injustices.  As a result they may be sensitive to even the smallest slight.2) Bitterness:  They may be bitter against God, their families, their pains and disabilities, their life and how it turned out.  Having someone who empathises with them and allows them to air their frustrations may help reduce their bitterness.3) Depression:  resignation may lead to depression.  They may withdraw and want to be left alone.  They may want to die and go to heaven.   Life may be hopeless and they may be filled with despair.  This may be a temporary adjustment to a new situation or it may become a chronic condition.  They may not want to see you - or you may be the one person they wish to see. Note:  You will find that these some of  these categories may not be relevant for the person you are visiting.  These are guidelines only.   Before visiting, always consult with staff.  As much as possible, arrange the timing of your visits around their needs.  Their alertness, or energy level may differ from day to day.  The staff can alert you to issues that may be affecting them.If a resident asks you to visit another resident, or to pray for them, consult with the staff first.  There may be spiritual, or emotional concerns that you will need to know about prior to visiting.  The person may be cognitively impaired, or they may not wished to be "prayed" with. As you get to know the person you are visiting, you will come to appreciate the personal qualities and richness of experience that person has.  Label will become less important and disabilities will diminish, and you will thank God for the opportunity to come to know another special friend.My Friend Emily TalksMy friend Emily talksWhether or not she has anything to say;She goes on and on.People keep away from that old chatterbox.Even her son, I think, makes up excusesNot to come and see her.But Emily wasn't always a chatterer.Married at seventeen, she was a tall, strong, quiet girl,Practical.  More for canning peaches than for reading books,Widowed with a baby at twenty-two,She took her crippled father-in-law and cared for himAll his life; he adored her till the day he died.She did it for her own father, too.And when her son and his wife divorced,She raised their children.Now most everyone she cared for is deadOr grown and gone;It's them she talks about.Everything else - the weather, the daily news -Leads up to "my Richard this, my Peggy that."She tries to bring them back by talking about them.People say, "who wants to hear that old biddy EmilyYackety-yak about her family?"Comfort her God; send memories of those she cared forTo people her loneliness.Give her a sense of their presence and of Yours,And give meThe strength to listenWhen she chatters on and on.Green Winter: Celebrations of Old Age, by Elise Maclay
Bearing the Burden

 As visitors, we find and fulfill meaning and purpose through visiting.  We respond to the charge from God in our personal gifts and abilities to minister to others in need.  In this, many of us are burden bearers; carrying the burdens of others who struggle to carry them for themselves.  We tend to feel empathy when others are hurting.  These tendencies can also cause us to be affected by the burden that are re not ours and  to over identify with the suffering of others. We may even feel helpless when we cannot alleviate their suffering.  While this is gift to be able to take the burden off others, this tendency makes it hard to let go of the burden we carry from the visit.  

As a result we endure depression, anger, or frustration. We may find ourselves becoming cynical.  Or, we may stop visiting entirely. 

We may also find that our "stuff" connects with the "stuff" that is happening to the person we are visiting.   As the conversation continues we may be reminded of things that have happened to us, or to others we care for.   The visit may stir up deep feelings in us.  We should not try to deny them.  Recognize that this happens.  We will often carry these feelings with us and they will have an effect on us.  These feelings will accumulate if we don't deal with them.  They can affect us emotionally or physically and may affect our relationships with family and friends.

Because of this, it is important to stop and "listen" to ourselves often when we are visiting needy people.  After each visit we need to take a few moments to ‘visit with yourself’ identify what happened to us as a result of this visit.  We need to take the time to ask ourselves:

· How do I feel about the visit?

· How have I been affected?    

· How do I feel now?  What did I feel like before the visit?  Is there a difference in me?

· If I could sum up this visit in a few words, what would I say?

· What has happened to me as a result? 

Reasons why you should say ‘no!’

· Because it makes you feel uncomfortable

· Because you can’t afford it (financial or otherwise)

· Because its against your principles 

· Because you have absolutely no obligation to please or obey the other person

· Because you’ve been had in the past

· Because you’re not interested

· Because you have doubts

· Because you don’t believe in it

· Because your intuition never wrongs you

· Because you feel pressured by the other person or that person really insists

· Because you have the right to say no

Reasons why you should say “yes!”

· Because it’s a person you love making the request

· Because it pleases you to do the favour

· Because its an offer you cannot pass up (and may never come your way again)

· Because you need a change

· Because it might be fun to try

· Because you really believe it’s for the best

· Because it will be your good deed for the day

· Because tomorrow it will be too late

· Because you’re listening to your inner voice

Let your yes be yes, and your no be no!

Hospital/Clincal  Visiting 

DO’S AND DON’TS

A big topic is patient safety in the hospital, sounding warnings about medication errors, wrong site surgeries, hospital acquired infections and other perils that present themselves in a setting where so many people are so sick or injured. 

Among those hospital safety hazards are visitors, who potentially introduce problems to the patients they hope to cheer, assist or care for. The problems may be directly related to physical harm, or may even be mental or emotional. 

It can be difficult to visit a patient in the hospital, but you can have a positive influence on your friend or loved one's recovery if you follow some simple visitor guidelines. Knowing the do's and don'ts may give you the confidence you need. 

Here are some "do's" for hospital/clinical visitors:

Do try to ask your patient's permission to visit before you arrive. Ask her to be candid with you, and if she prefers you not visit, ask her if another day would be better, or if she would prefer you visit once she gets home. Many patients love visitors, but some just don't feel up to it. Do your patient the courtesy of asking permission. 

Do wash your hands and sanitize them before you touch the patient or hand the patient something you've been touching. If you wash your hands, then touch something else, like a telephone or TV remote or even the bed linens or your jacket, wash your hands and sanitize them again. Infections come from almost any source and the pathogens can survive on surfaces for days. You can't risk being responsible for making your favorite patient even sicker than she already is. 

Do take balloons or flowers as long as you know your patient isn't allergic to them, and is in a room by herself. If your patient shares a hospital room, you won't want to take either, because you don't know if the roommate has an allergy. Most solid color balloons are latex, which is rubber, and some people are allergic to rubber. When in doubt, take mylar balloons or don't take any at all. 

Do consider alternatives to balloons and flowers: a card, something a child has made for you give to the patient, a book to read, a crossword puzzle book, even a new nightgown or pair of slippers are good choices. The idea isn't to spend much money; instead it's about making the patient feel cared for without creating problems that might trigger an allergic reaction. 

Do turn off your cell phone, or at least turn the ringer off. Different hospitals have different rules about where and when cell phones can be used. In some cases, they may interfere with patient-care devices, so your patient can be at risk if you don't follow the rules. In other cases, it's simply a consideration for those who are trying to sleep and heal and don't want to be annoyed by ring tones. 

Do stay for a short time. It's the fact that you have taken the time to visit, and not the length of time you stay, that gives your patient the boost. Staying too long may tire her out. Better to visit more frequently, but for no more for a half an hour or so each time. 

Do leave the room if the doctor or provider arrives to examine or talk to the patient. The conversation or treatment she provides is private, and unless you are a proxy, parent, spouse or someone else who is an official advocate for the patient, that conversation is not your business. You can return once the provider leaves. 

Here are some "don'ts" for hospital visitors:

Don't enter the hospital if you have any symptoms that could be contagious. Neither your patient nor other hospital workers can afford to catch whatever you have. If you have symptoms like a cough, runny nose, rash or even diarrhea, don't visit. Make a phone call or send a card instead. 

Don't take young children to visit unless it's absolutely necessary. Even then, check with the hospital before you take a child with you. Many hospitals have restrictions on when children may visit. This may be completely different when visiting a care home or long term place of medical care.

Don't take food to your patient unless you know the patient can tolerate it. Many patients, especially those with certain diseases or even those who have recently had anesthesia for surgery, are put on special diets while in the hospital. Goodies could cause big problems. 

Don't visit if your presence will cause stress or anxiety. If there is a problem in the relationship, wait until after the patient is well enough to go home before you stress her out by trying to mend that relationship. 

Don't expect the patient to entertain you. Your friend or loved one is there to heal and get healthy again, not to talk or keep you occupied. It may be better for your patient to sleep or just rest than to carry on a conversation with you. If you ask her before you visit, gauge her tone of voice as well as the words she uses. She may try to be polite, but may prefer solitude instead of a visit. 

Don't stay home, on the other hand, because you assume your friend or loved one prefers you not visit. You won't know until you ask, and your friend or loved one will appreciate the fact that you are trying to help her by asking the question. 

Don't smoke before visiting or during a visit, even if you excuse yourself to go outdoors. The odor from the smoke is nauseating to many people, and some patients have a heightened sense of smell while taking certain drugs or in the sterile hospital environment. At most it will cause them to feel sicker and if your friend is a smoker herself, you'll cause her to crave a cigarette, and that may be problematic. 

When we visit others, we become involved.  After all, we visit because we care.  When we become involved we can become overwhelmed.  In this session we will discuss ways in which we can care for ourselves so that we can care for others.

To Let Go Takes Love

TO LET GO
Does not mean to stop caring, it means I can’t do it for someone else

TO LET GO
Is not to enable, but to allow learning from natural consequences.

TO LET GO
Is to admit powerlessness, which means the outcome is not in my hands.

TO LET GO


Is not to care for; but to care “about.”

TO LET GO
Is not to judge, but to allow another to be himself or herself.

TO LET TO
Is not to be in the middle arranging all the outcomes, but to allow others to determine their own destinies.

TO LET GO
Is not to be less protective but to be willing to let things happen

TO LET GO
Is not to dominate but to be willing to let things happen.

TO LET GO
Is not to betray the past, but to have faith in the future

TO LET GO
Means to fear less, and to love more.
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Thinking Errors

	Type of Error
	Examples

	Personalizing
	Thinking all situations and events revolving around you.  “Everyone was looking at me and wondering why I was there.”

	Magnifying
	Blowing negative events out of proportion.  “This is the worst thing that could happen to me.”

	Minimizing
	Glossing over the saving and positive factors.  Overlooking the fact that “nothing really bad has happened.”

	Either/or thinking
	“Either I’m a loser or a winner.”  Not taking into account the whole continuum.

	Taking events out of context
	After a successful interview focusing on one or two tough questions.  “I blew the interview.”

	Jumping to conclusions
	“I have a swollen gland.  This must be cancer.”

	Over generalizing
	“I always fail – I fail at everything I ever try.”

	Self-blame
	“I’m no good.”  Blaming total self rather than specific behavior that can be changed.

	Magical thinking 
	I am cursed. “Everything is bad because of my past deeds.”

	Mind Reading 
	“I could tell that everyone thought I was fat and ugly.”

	Comparing
	Comparing one’s self negatively because of one characteristic with someone else and ignoring other characteristic where you may compare favorably.  “Cheri has a better figure than mine.”

	Catastrophizing 
	Putting the worst possible construction on events.  “My daughter will never want to see me again.”


Session Three:  How Do We See The People We Visit?
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Developing Assessment Skills

When we visit we need to see the person we are visiting, to hear what they are saying, and to understand what they are going through.  As we improve our ability to assess the person and their situation, we can visit them more effectively.

The Ladle and the Teahouse

The Japanese tea master Sen no Rikyu built a teahouse on the side of a hill overlooking the sea.  Three guests were invited to the inaugural tea ceremony.  Hearing about the beautiful site, they expected to find a structure that took advantage of the wonderful view.  After arriving at the garden gate, they were perplexed to discover a grove of trees had been planted that obstructed the panorama.  Before entering the teahouse, the guests followed the traditional custom of purifying their hands and mouth at the stone basin near the entry.  Stooping to draw water with a bamboo ladle, they noticed an opening in the trees that provided a vision of the sparking sea.  In that humble position they awakened to the relationship between the cool liquid in the ladle and the ocean in the distance, between their individuality and the ocean of life.

Our senses & assessment

When we visit, we want our visits to be as helpful as possible. When we are able to "assess" their situation, our visits can be more effective.  A major part of "assessment" is listening with our eyes, ears, heart and mind.

1)
We listen with the eyes:  We make eye contact and look at the person - what is the person doing with his/her body/appearance.  What is the person's environment - his/her room, bed, pictures on wall etc.  How has this changed since a previous visit (if you have visited them before?)  What does this say about how the person is feeling and about how they are affected by his/her situation.

2)
We listen with the ear:  What is he/she saying - do you hear what is being said?  Is their appearance, expression, tone of voice consistent with those words?

3)
We listen with the Heart:  What is our attitude to the person and his/her situation?  Can we empathise with them and their situation, or does it bother us?    Is this our issue, or their issue?

4)
We listen with the mind:  Are we able to focus our concentration on the person we are visiting, to think about what is relevant to the present conversation?

(Based on "Listening Techniques" developed by Rev. May Sanders)

Intensive Pastoral Visiting is not easy:  

Our assessment of the visit begins prior to our visit and why we decide to make that particular visit, it carries on through the visit and continues after the visit when we reflect on what has happened during the visit.

During the visit, it is easy to be distracted from the conversation or to find that the concerns of the person we are visiting triggers something in ourselves.  We often find that the visit does not fit our "agenda".  The conversation may not go the way we would expect.  That last 5 minute visit before we go home may last an hour, while that visit we have been looking forward to may be cut short.  We often only realize after the visit is over, what was significant about the visit.  We may never know how the person was affected by the visit.  Leave the visit, and all that occurred in God's hands.  Above all, we need to allow ourselves to be surprised.

"Listening is trying to see the problem the way the speaker sees it, which means not sympathy, which is feeling for her, but, empathy, which is experiencing with her.  Listening requires entering actively and imaginatively into the other person's situation and trying to understand a frame of reference different from your own."    - 

Dr. S. J. Hayakawa - 

SPIRITUAL ASSESSMENT

In the current practice of Pastoral Care, assessment generally focuses on the spiritual needs and issues as well as the faith resources of the client and their primary relationships.  Most current literature indicates the thorough assessment of spiritual issues facilitates clearer intervention for all involved disciplines (members of the team) and better client involvement.  For the chaplain, assessment and specific direction of the clients' personal and community faith resources effectively reduces the client's adaptation and treatment time, and provides the basis for community re-integration.

While the areas assessed vary with local systems, resources, program needs and the defined clinical involvement of pastoral care, the spiritual needs and issues of the individual are usually:

dread/courage




aloneness/unity

helplessness/power



bondage/freedom



greed/charity




 brokenness/wholeness

curse/blessing




foolishness/blaming




guilt/grace



          shame/redemption



injustice/justice




despair/hope

apathy/compassion



revenge/mercy

misery/joy




arrogance/humility


ingratitude/gratitude



meaninglessness/purpose

These are seen as the client's faith/belief continuum as it affects or is affected by the presenting problem identified by other assessments.

The pastoral visitor interprets these details of the presenting problems in the context of the client's faith practice and support including:

- Current and historic faith practices of the client and their significant others.

- Problem perception of the family and intimate community

- Personal myths and beliefs

- Moral locus of the client's community

The client's intrinsic personal, congregational and denominational resources are identified.  These would include:

- Faith group identity, adherence and practice

- Spiritual and moral authorities

- Ultimate values

- Experience of transcendence, immanence and sacrament.

- Specific faith group and congregational supports available for the client and their supporting significant others.

- General support available from local faith groups or congregations.

- Supports and programs available from the facility's informal congregation (if in a long term care facility)

- The client's council of intimates by role.

- The clients' personal practice of prayer, meditation, discipline, worship and stewardship.

While Assessment is client-directed, in Pastoral Care it is also systematic.  Usually, the pastoral volunteer programmes and facility congregations are heavily affected by trends of client needs and resources.                           

 ---Stuart J. Schroeder, December 9, 1991
FICA Spiritual History Tool

The FICA Spiritual History Tool was developed by Dr. Christine Puchalski and a group of primary care physicians to help physicians and other healthcare professionals address spiritual issues with patients. Spiritual histories are taken as part of the regular history during an annual exam or new patient visit, but can also be taken as part of follow-up visits, as appropriate. The FICA tool serves as a guide for conversations in the clinical setting.

The acronym FICA can help structure questions in taking a spiritual history by healthcare professionals.

F – Faith and Belief

Do you consider yourself spiritual or religious?" or "Do you have spiritual beliefs that help you cope with stress?" If the patient responds "No," the health care provider might ask, "What gives your life meaning?" Sometimes patients respond with answers such as family, career, or nature.

I – Importance

"What importance does your faith or belief have in our life? Have your beliefs influenced how you take care of yourself in this illness? What role do your beliefs play in regaining your health?"

C – Community

"Are you part of a spiritual or religious community? Is this of support to you and how? Is there a group of people you really love or who are important to you?" Communities such as churches, temples, and mosques, or a group of like-minded friends can serve as strong support systems for some patients.

A – Address in Care

"How would you like me, your healthcare provider, to address these issues in your healthcare?"

As with any other part of the patient interview, the spiritual histories should be patient-centered. Thus, the tool is meant to create an environment of trust by indicating to the patient that the physician or other healthcare professional is open to listening to the patient about his or her spiritual issues, if the patient wants to talk about those issues. There are ethical guidelines to which the physician or healthcare provider should adhere when taking a spiritual history. Healthcare professionals are encouraged not to use the FICA tool as a checklist, but rather to rely on it as a guide to aid and open the discussion to spiritual issues. 

Accompanying recommendations for healthcare providers taking a patient's spiritual history:
1.Consider spirituality as a potentiality important component of every patient's physical/mental well being.
2.Address spirituality at each complete physical examination and continue addressing it at follow-up visits if appropriate. In patient care, spirituality is an ongoing issue. 
3.Respect a patient's privacy regarding spiritual beliefs; don't impose your beliefs on others. 
4.Make referrals to chaplains, spiritual directors, or community resources as appropriate. 
5.Be aware that your own spiritual beliefs will help you personally and will overflow in your encounters with those for whom you care to make the doctor-patient encounter a more humanistic one. 

Source: The George Washington Institute for Spirituality and Health
                                            Website: http://www.gwumc.edu/gwish/clinical/fica.cfm
ARE YOU A GOOD LISTENER?

	
	YES
	NO

	1.  Do you frequently find yourself thinking about something else when someone is talking to you?
	
	

	2.  Do you doodle, shuffle papers, knit, or look at the clock or out the window?
	
	

	3.  Do you argue silently with each person while he is talking?
	
	

	4.  Do you listen only for facts or ideas that seem to fit in with what you believe?
	
	

	5.  Do you feel that most people have little that is important or interesting to talk about?
	
	

	6.  Do you listen passively without any changes in facial expression?
	
	

	7.  Do you frequently interrupt others in the middle of a sentence when he seems to be at a loss for words?
	
	

	8.  Do you try to complete another person’s sentence when he seems to be at a loss for words?
	
	

	9.  Do you criticize a speaker’s looks, voice, and manner of speaking?
	
	

	10.  Do you frequently have to ask a speaker to repeat something because you have forgotten what he said?
	
	


Listen doc.7
WHY LISTEN?

You probably have been told again and again that you ought to listen more.  However, until you see that there is some real value in such activity, you’ll probably continue to act the way you always have.  Consequently, let’s briefly examine some of the values of good listening.

1.  LISTENING CAN REDUCE TENSIONS  -  Giving the other person a chance to get his problem or viewpoint off this chest may help to “clear the air” of tension and hostility.

2.  YOU CAN LEARN BY LISTENING  -  You can learn about the subject being discussed, or about the person speaking.  What you learn can be increased if you (1) listen past words to meanings;  (2)  listen for the facts behind the words;  (3)  if you listen for answers to the questions you ask;  (4)  if you listen to the context of what is being said;  (5)  if you listen to the person who says it (considering his emotions, intelligence, temperament, skill with words;  reaction, habits, etc.)

3.  LISTENING CAN WIN FRIENDS  -  The speaker will like you for letting him talk and for listening attentively to him while he does express himself.

4.  LISTENING MAY SOLVE THE PROBLEM FOR THE OTHER PERSON  -  Giving a person a chance to talk through his problem in front of you may (1)  clarify his thinking about the subject;  and (2)  provide the necessary emotional release.

5.  LISTENING HELPS SOLVE MUTUAL PROBLEMS AND RESOLVE DISAGREEMENTS  -  You can’t agree or disagree intelligently with the other person until you understand his point of view.  Only when you understand each other, can you co-operatively seek solutions to your problems.

6.  LISTENING LEADS TO BETTER WORK AND CO-OPERATION FROM OTHERS  -  When a person feels that you are really interested in him and his problems, thoughts and opinions, he both respects you and the organization you represent.  In addition, he is inspired to co-operate with you.

7.  LISTENING CAN STIMULATE THE SPEAKER  -  Eager, alert, active listening helps the speaker do a better job of presenting his ideas.

8.  LISTENING HELPS YOU MAKE BETTER DECISIONS  -  Through listening you can draw upon the experience of people who also work in the same area, thus helping you to develop better judgement as well as to uncover additional facts.

9.  LISTENING CAN HELP YOU DO A BETTER JOB  -  Try asking the people you work with, work for, or work alongside for suggestions as to how you can do a better job, and then LISTEN.  You may be surprised at the good ideas you can pick up this way.

10.  LISTENING CAN HELP YOU SELL  -  Ask the right questions of people, and then LISTEN.   “What advantages can you see in doing the job this way?”  “If you were to try to tell a neighbour the best features of this tractor, what would you say?”  “What are the best ways we could get such a program started in this area?”  Let them tell you and sell themselves on the idea or product at the same time.

11.  LISTENING CAN PREVENT TROUBLE  -  Frequently when we talk before we listen to the other party in a discussion, we stick our necks out, make decisions we later wish we could withdraw, state criticism we later regret, or commit ourselves to action we can’t or won’t carry out.   LISTEN  -  then speak.

12.  LISTENING CAN GIVE YOU CONFIDENCE  -  If you follow the trend of the discussion, you can be confident that what you say is relevant.  If you listen to and understand the opponent’s arguments, you can be confident of accurate rebuttal.  If you listen, you can spot loopholes in the other person’s argument, and gain confidence in your own case.  If you listen, you will be confident that your report of the discussion will be more accurate than the report of most others.

13.  LISTENING CAN INCREASE YOUR ENJOYMENT  -  Good listening can increase your enjoyment of a play, a movie, a lecture, a television program.  In addition, it may help you to develop better standards for all that you hear.

LISTENING CAN GIVE YOU TIME TO THINK  -  The average speaking rate is about 125 words per minute and your capacity to listen is about 400 to 600 words  a minute.  Thus, while you are listening, you have about 75% of your time free.  You can use this extra time not only to improve your understanding of what is being said, but to think up answers, make decisions, plan actions to be suggested.  At times, you might deliberately ask questions to stall for time to think.
GUIDELINES FOR CREATIVE LISTENING

The first duty of love is to listen
1. Look at your attitude and how you feel about the person who is talking to you.  Are you looking up or down at them?  Can you accept the person totally?

2. Listen for feelings behind what is said, to the tone of voice, and the body language as well as the words themselves.

3. Be attentive and try not to let your mind wander in your own thoughts and reactions.  Good listening requires a quiet atmosphere without distraction.

4. Test your understanding by “feeding back” what you have just heard and felt.  This helps focus and clarify thoughts and feelings.

5. Interpret questions as door-openers.  If an answer is really being sought, the question will be repeated.  Most questions require no answer except to share the feelings behind them,

6. Remember the person speaking is in control, and that the listener can help only as much as allowed.  If you follow the mood of the person, you will have no difficulty laughing together over the absurd events of the day, or seriously considering some of the mysteries of life.

7. Examine your own feelings.  Too often we are sympathetic to the other.  Sympathy in the listener is self-centred, and is not helpful to the person.  In contrast, an empathetic response hears the feelings of the other, and seeks to understand.  It is centred in the other person and can lead to further understanding.

8. Are you projecting your own feelings onto the other person?  Projecting distorts the accuracy and depth of understanding and leads to many errors in listening.

Adapted from Hospice Victoria 

STOP TALKING – 

YOU CAN’T LISTEN WHILE YOU ARE TALKING

LISTENING SKILLS

Attending Behaviour

1. Eye contact

2. Natural relaxed posture

3. Natural gestures

4. Verbal following (no interruptions, questions or new topics)

Paraphrasing

1. Listen for the basic message (feeling and content)

2. Provide a concise summary of that basic message

3. Look for a cue which confirms or disconfirms the accuracy of my paraphrase.

Clarifying

What is it?

· bring vague material into sharper focus

· go beyond a paraphrase

· guess the person’s basic message and offer it to her or him.

Why?

To help me to better understand and help another in clarifying personal thoughts, feelings and meaning.

When?

If the wording is vague, the message confusing, the reasoning muddled or the style complex.

For example?

“I don’t understand.  Can you tell me more?”

“I am confused about what you mean.  Can you help me out?”

“I lost you there.  I am not clear how you feel about your Mom.”

“Could you go over that again and give me an example?”

“I think you are focusing on something but the ideas just seem to tumble over one another.  I wonder if we could start all over?”

Or, Is this what I am hearing?

Perception Checking

What is it?

A request that I make to another to confirm my understanding of what he or she said.

Why?

To insure direct and clear communication.

To go beyond assuming that we understand each other.

When?

Usually after several statements.

How?

· I paraphrase what I think I heard.

· I ask the other to confirm my understanding of what she or he said.

· I allow the other to correct my perception if I was wrong.

For example?

“You seem to be annoyed with me right now.  Is that so?”

“You appear to have some doubts, now and then.  Is that true?”

“I am wondering if that choice is what you really want?”

“Let me check this out.  You say that your Dad is good to you yet you can’t stand all the controls he places over you.  You seem to have hot and cold feelings for him.  Is that how you experience him?”

To be a good listener ....

· I must want to understand

· I must accept and trust the other

· I must have confidence in other people’s abilities to solve their own problems and to establish their unique abilities.

For me ...

· Listening is an art

For the other ...

· Listening is a gift

Types of Helpful Responses:

Responses can be cast in a statement or a question format – what matters most is the real nature of the response.

Statement:  “I think God calls me to a deeper prayer life.”

1. UNDERSTANDING     (Not to add or lose anything) “I see, you feel God drawing you to prayer”

2. SUPPORTIVE     (encourages with personal affirmation or approval)    “Good, and I’m sure you’ll want to deepen that as the retreat goes on.”

3. PROBING     (need more information)    “Do you mean He wants you to pray longer or more frequently?

4. DIDACTIC    (teach a little, offer information)     “That’s often true as we come to see what prayer really is, that is, prayer as an expression of the loving and loved presence of God.”

5. CRITICAL    (tends to call into question or point out the flaw)     “That’s good but doesn’t that seem to be a bit contradictory with what you aid yesterday about sometimes ‘escaping’ into prayer to avoid community?”

6. CHALLENGING    (tends to draw the person further)     “Probably so and what do you see  that doing to you life on all levels, not just prayer.”

7. INTERPRETIVE    (makes a judgement or draws a conclusion)      “Perhaps you feel you haven’t been quite as faithful as you would have liked thus His call is really to fidelity.”

One not too helpful but often typical response:

DEFENSIVE    (Protects or vindicates the director, expresses director’s insecurity)     “That’s exactly what I’ve been saying all these days.  I’m glad the Lord finally got through.”

Understanding tends to be the least threatening response; interpretive the most threatening.

5-7 – assume prior knowledge and relationship

1-3 – good to use in the early stages of a relationship; help to develop the relationship or reinforce it if it falters.

4-7 – work best once a relationship is established.

Based on handout for spiritual directors developed by Becknel, Benjamin, McDecrett for Jubilee Community, Vancouver, B.C.
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I need a Friend

I need a friend to sit with me,

To help me struggle through

The sadness and the anger.

The crying I will do.

I need a friend to sit with me,

To help me work this out,

The guilt and the anguish, 

The times I'll want to shout.

I need a friend to sit with me,

To help me through my pain,

The longing and the emptiness,

The need to speak his name.

Lily Barstow, The Compassionate Friends, Abbotsford, B.C.

Pen-Parents of Canada, Spring, 1995

MINISTERING TO CHILDREN (Supervised Hospital Visitation – Victoria General Hospital 1967)

1. How to Talk with Children

Remember that the child is just as important as you are.  Talk with the child as person to person.  This does not mean you talk down to the child’s level, or force him/her to try to act as a mature adult.  YOU BOTH ARE WHAT YOU ARE!

We must avoid seeing the child as a stereotype – “patient”.  We should see him/her as a person who also has an inner life of his/her own.  We are talking with a specific, unique, distinctive individual.

2. Enter the Child’s World

This can be done only when we allow the child to express whatever is on his/her mind.  Two things must be remembered:

a) he/she cannot do this until he/she is sure that he/she can trust you.

b) he/she communicates by play and action as much as by words.

3. What is the “hospital world” for the child?

We all live in different worlds.  The child structures his world according to his/her needs and conditioning.

Nurses, doctors, long needles, a bed, food, other children.   Each child structures the parts of the picture differently.

4. Possible religious significance of hospital experience
Keep in mind that this experience is different for each child.  Consider the religious significance of the following:

· limitation

· weakness

· special attention

· other sick children

· things that hurt, but are good for you

5. Letting the child into your world

You want the child to let you in – so you have to reciprocate.   Children know if you are treating them as an “object”.  Be a “person” to the child.  Unhurried, undivided attention.

[image: image2.wmf]
Session Four: Living and Dying - Loss and Transformation

LIVING AND DYING

Directions:
If a statement is true or mostly true as applied to you, circle “T”.



If a statement is false or mostly false as applied to you, circle “F”.

	1.   I am very much afraid to die.
	T
	F

	2.   The thought of death seldom enters my mind.
	T
	F

	3.   It doesn’t make me nervous when people talk about death.
	T
	F

	4.   I dread to think about having to have an operation.
	T
	F

	5.   I am not at all afraid to die.
	T
	F

	6.   I am not particularly afraid of getting cancer.
	T
	F

	7.   The thought of death never bothers me.
	T
	F

	8.   I am often distressed by the way time flies so very rapidly.
	T
	F

	9.   I fear dying a painful death.
	T
	F

	10.  The subject of life after death troubles me greatly.
	T
	F`

	11.  I am really scared of having a heart attack.
	T
	F

	12.  If I had a choice, I’d rather not care for the terminally ill.
	T
	F

	13.   I shudder when I hear people talking about World War III.
	T
	F

	14.  The sight of a dead body is horrifying to me.
	T
	F

	15.  I feel that the future holds nothing for me to fear.
	T
	F


	Have you experienced the death of a relation or friend?
	YES
	NO

	If yes, when (most recent) ______________________________________________

	Relationship to the deceased ____________________________________________

	Have you, personally, ever been close to death (dying)?
	YES
	NO

	If yes, when? __________________  Circumstances? _________________________
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death/grief doc. 3

Grief and Bereavement

1.  What do we mean:  “Grief”  /  “Bereavement”?:
a.  A response to feelings of separation, realization of loss that involves dread, apprehension (anxiety) and fragmentation, inadequacy, self-accusation, guilt (depression).  It is a psycho-physical syndrome.

b.  [image: image23.wmf]The response is affected by:  personality structure of the bereaved;  social relations surrounding him/her;  involvement of the lost object in his/her life system;  and, system of values held by the bereaved.

c.  The duration depends upon his/her “grief work”:  “emancipation from the bondage to the (lost object), readjustment to the environment in which (it) is missing, and the formation of new relationships (from the time of bereavement)” (Linderman).
2.  Sources for “Grief”  /  “Bereavement”:

a.  Separation from a spouse:  through death, sickness, occupation, military life, divorce, unfaithfulness, institutionalization, sins (past or present), anticipated death.  Emotional sources may be security and dependent feelings about the person or habits of antagonism and combat with him/her or guilts concerning attitudes, failures and behaviour with him/her.

b.  Separation from a child or other dependent:  through death, marriage, sickness, institutionalization, leaving for military service, school or job, “growing up” to independence.  Some emotional sources may be dependency upon the child or his/her dependency upon the parent.

c.  Separations regarding vocation:  through changes from one position or location to another, promotions of others to desired positions, loss of a superior or being promoted into his/her position, “lay-off” for illness or depression, etc.

d.  Cultural separations:  refugee displacement or immigration to new countries, re-location from urban to suburban to rural or the reverse, social or economic status change, inter-marriage (race, national, religious, cultural).

e.  Separations from images of the self:  not strictly and customarily within the range of sources, yet elements of bereavement appear when the realization of loss is felt in separation from:  parts of the body valued for security, general physical vigor and productivity as in aging.
3.  The Grieving Person:

a.  Somatic distress:  tightness in throat, sighing, emptiness, dryness, exhaustion or weakness, loss of appetite.

b.  Preoccupation with the image and increased emotional distance from others.  May spend much time and thought “with” the other.

c.  Blame and accusations from a sense of guilt may be directed towards self, others and God.

d.  Outbursts of hostility about what was done, left undone or should have been may be directed toward any who dealt with the deceased, toward those who might have or towards self.

e.  Restlessness, aimlessness, confusion, disorganization comes in changes and loss of patterns of conduct.   Living seems fragmentary and motivation seems empty.

f.  Identification with the deceased, adoption of characteristics and mannerisms, compulsion to fulfill his/her life-hopes may become a way of life for the bereaved.

g.  Disruption of interpersonal relations and loss of contacts.
The Mourning and Grief Process
Bereavement

Bereavement is the state of having suffered a loss.  To be bereaved means to have had the experience of loss.  “Bereave” derives from the same root as the term “rob.”  Both imply an unwilling deprivation by force, having something withheld unjustly and injuriously.  A stealing away of something valuable - act of which leave the person victimized. 
Mourning

Mourning refers to the conscious and unconscious process and courses of actions that promote the (3) sets of operations, each with its own particular focus:

1. gradually undoes the psychological ties that had bound the mourner to the loved ones, and ultimately facilitate the development of new connections to the loved ones.

2. helps the mourner to adapt to the loss.

3. helps the mourner learn how to live healthily in the new world without the deceased.

Grief
The death of a loved one is one of the most difficult, stressful crises that any of us will ever endure.  It gives rise to an overpowering and disorienting reaction called “grief.”  In some ways, grief behaves almost like a physical illness or injury.  We are struck a blow; we go through a process of discomfort and impaired function; and then we heal.  Grief therefore refers to the process of experiencing the psychological, social and physical reactions to the perception of loss.
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Important Clinical Implications of the definition of Grief
a)  Grief is experienced in each of three major ways/behaviour, relationships and emotions.

b)  Grief is a continuing development (process).

c)  Grief is a natural expectable reaction.

d)  Grief is a reaction to all types of loss, not just death.

e)  Grief is dependent on the individual’s unique perception of loss.

It is commonly thought that grief is an orderly process with specific stages that follow one another in logical order, but most people do not react that way.  There is no “correct” way to grieve.  Each of us reacts to a particular loss in a different way and many emotions and reactions occur in many different ways.  Brief descriptions of the most common reactions follow.

SUPERNATURAL THOUGHTS:
More than half of all newly bereaved people report that they have had some kind of supernatural contact with their loved ones after their deaths.  No one knows how or why these experiences occur, but the vast majority of people who have them say that they find them comforting and helpful in recovery.

HIGH RISK FACTORS AFFECTING GRIEF/MOURNING

1.  [image: image25.jpg]


A relationship with the deceased which has been markedly angry, ambivalent or dependent

2.  Sudden, unanticipated death (especially when it is traumatic, violent or mutilating)

3.  History of mental health problems.

4.  History of perceived concurrent losses, crises or stresses.

5.  Perceived lack of social supports.

6.  Loss of a child.

7.  Preventative deaths.

8.  Multiple losses.
Re actions to Loss/Trauma

"Healthy" people function in a network of relationships and activities.  Examples are family, work, school, hobbies.  These provide meaning and significance to each person.  Each person has their own constellation of significant relationships and activities.  Each of us, in our daily lives, face smaller or larger adjustments to our constellation of relationships.  Examples are catching the flu, getting a promotion at work, having our children go from elementary school to secondary school.  In spite of these adjustments we expect that our lives will continue more or less as before.  We will age, get the flu, have our children grow up, become grandparents, retire.  Maybe some day we will need to enter an old age facility or even die.  But that is something that will happen in the future sometime.  It doesn't really concern us right now.  

 When an individual experiences a significant change in one or more of these relationships (for example, a parent dies), his/her life can be destabilized.  These changes may be "positive" or "negative" - they may be "self initiated" or " externally imposed".  These changes may be sudden or gradual.   They become de-stabilizing because they undermine an area of significance in the person's life that affects values, beliefs, self-image or competence.  The importance of these areas will differ from person to person and from one time to another.  When one of these significant areas are shattered, the person feels intense loss, pain and grief.

The trauma is heightened when multiple losses are involved, or when a loss causes the person to reconnect with previous losses.  For example, being placed in a long-term care facility is the result of a loss of the ability to take care of one's self.  This affects our self-esteem.  Being placed in a long-term care facility can also result in the loss of independence, a loss of one's home, separation from a spouse they have lived with for decades, separation from friends and neighbors, and loss of familiar activities and routines.  They may now share a small room with two or more strangers.  They may have to sell, or give away, valued possessions.

People react to trauma in different ways.  They may:

1) Deny what they heard (i.e. "I don't know how I'm doing; no one has said anything to me" when you heard their physician tell them that they had cancer of the liver) or may not even hear what was said.

2) Try to minimize the loss so they can minimize the pain.  This may be done by either saying "its not so bad," or "the Doctor said Molly is going to get better," or sound flippant.
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May only hear part of what was said because they may lock into what is first said and not hear the whole sentence.  ("You have Cancer" may be heard as "You have Cancer and therefore you have no hope.")

4) Get angry, teary, or upset and swing wildly between those emotions. 

5) May be unable to pray, even if they want to pray, or else they may not want to pray at all.

6) May want to withdraw or be left alone.  They may say "just leave me alone!  I don't want to see anyone!" or "Why would you want to see someone like me anyway?"

7) May tell you that they have nothing left to live for and just want to die.  They may feel useless and a burden to others.  This is different from what an old person who is content, but ready to die, may say ("I've had a good life, but I'm ready to go to be with the Lord.")

Sometimes a particular reaction may not make sense to us.  Remember that this is not our reaction, but theirs.  We do not know the reasons for their particular reaction.  Their comments may be quite different during a subsequent visit.  Allow the person to feel what they feel, when they feel it.  We are here to support them during this time of crisis.  The best thing that we can do is to listen to them.

Guidelines for Supporting a Grieving Person

1) Be with the person who is grieving.   Listen.  Listen.  Listen.  You don't have to say the "right thing."  (Often there is no "right thing" that you can say.)  You are there because you care.  A kind heart and loving gestures say more than words.

2) Validate their experience.  Be prepared to enter the pain with the one who is grieving.  Recognize that feelings may shift rapidly and may seem contradictory.  Each person's feelings about the same event will often differ widely.  (i.e.: Each parents' feelings around the death of a child and how each of them responds to those feelings, may differ markedly from each other's.  As a result of this, is that many marriages breakdown after the death of a child).

3)  Offer our burdens to God.  Recognize that although we are to bear each other's burdens, that ultimately God can bear all of our burdens.  The burdens that we can give to God are not just the griefs of others, but our own feelings and issues as well. Though not everyone will share your spiritual perspective, the whole pint of spirituality is to have a connection beyond what we can know and see. 

4)  Recognize that we can pray for one another - and that prayer is intimate communication with God.  If someone doesn't want to pray - or or can't pray - at a particular time - that's alright. They may ask you to pray for them if they are not yet capable of praying for themselves.   There is a time for prayer and a time when the person is not ready for prayer.  You can pray for them later.

5) Don't try to defend God or to justify what happened.  Allow the person to be angry, hurt, disappointed, full of doubt.   

6) Allow the person the time they need to grieve.  Grief takes time.  There is no arbitrary "right time" to get one's act together.

7) Grief is complicated and multi-levelled.  There is no right way to grieve.  Grief takes time.  There may be peaks and valleys (i.e. days when the worst seems to be over followed by days when intense grief returns.)

8)  One loss may remind them of another loss - you may not be aware of this.  The marriage of one child may reminder them of the death of another child.

9) Recognize that you may be affected as well.  Someone else’s loss may bring up a loss that you may have experienced.  Or, it may make you aware that they may be grieving a loss that you have never experienced.  Listen for feelings of loss, anxiety, anger, or for feelings that you may be experiencing that don’t make seem to make sense (i.e. why am I feeling angry right now!)  If you need space, or time, take it.

10) Visits do not have to be long.  They can be interspersed with phone calls, cards etc.  ("I was just thinking about you and I thought that I would call and check to see how you are doing.") The regularity of contact is what is most important.

Exercise: REFLECTION PAPER - GRIEF / DEATH

PURPOSE:
· To become sensitized to our grief process - which is going on all the time.

· To become more sensitive to the grief process in others - assist them in their process.

· It can be a process in which growth takes place, awareness increased, a relationship formed.

· Feelings will be stimulated.   Don’t push them away.

· If you agree say so, if you disagree or have another idea, share it.

· We learn from one another.

1. In seven words or less write your own epitaph.  This inscription will be read by passers-by.  Let it indicate the key attitudes/values of your life.

2. Write your own obituary.  Make it personal.  Give date of death.  List the accomplishments you consider the most important; the ones you would like others to remember.

3. If you were to die now, what would be the most difficult thing to give up.

4. What does death mean to you?  What fears do you have about death?

5. How would you want it to happen?

6. What do you consider the most redeeming factor about death?

Finding Happiness

Each one of us with out bodies, our hearts, our minds is beautiful.

Each one of us has our own cycle of growth which brings with it ups and downs, summer and winters, good times and bad times; set backs and times of drought are part of life. They are phases we have to go through, and a new start is always possible.

Jean Vanier, Seeing Beyond Depression, p. 43

Understanding Different Grieving Patterns in Your Family

Grief is a family affair.  When one member of a family is ill and then dies suddenly, the entire family is affected, as each person grieves their own personal loss in their own unique way.  Roles and responsibilities shift; relationships change; communication and mutual support among family members may suffer.  Over time the family must identify whose job it will be to execute those duties now, and learn how to compensate for their absence.
Men women and children are very different from one another, not just in personality patterns that affect how they think feel and behave, but also in how they grieve.  When someone dies, they will not experience or express their reactions in the same way.  Failure to understand and accept these different ways of grieving can result in hurt feelings and conflict between partners and among family members during a very difficult time.
Personality patterns differ within a family.  Different personality patterns among family members will affect how each one individually expresses, experiences and deals with grief.  While we all have the same capacity to think and to feel, personality research shows that typically a person trusts and prefers one pattern of response over the other.

Thinkers experience and speak of their grief intellectually and physically.  They are most comfortable with seeking accurate information, analysing facts, making informed decisions and taking action to solve problems.  Remaining strong, dispassionate and detached in the face of powerful emotions, they may speak of their grief in an intellectual way, thus appearing to others as cold and uncaring, or as having no feelings at all.

Feelers experience a full, rich range of emotions in response to grief.  Comfortable with strong emotions and tears, they are sensitive to their own feelings and to the feelings of others as well.  Since they feel strong feelings so deeply, they’re less able to rationalise and intellectualise the pain of grief, and more likely to appear overwhelmed and devastated by it.
Still others may experience profound grief and have very strong feelings about it, but for one reason or another are unable or unwilling to express it.  Such individuals are more likely to turn to drugs or alcohol in an effort to numb the pain of loss, or to lower their inhibitions so they can let their emotions loose.
In general, when men suffer the loss of a loved one they tend to put their feelings into action, experiencing their grief physically rather that emotionally.  They deal with their loss by focusing on goal-oriented activities, which activate thinking, doing and acting.  Rather than endlessly talking about or crying over the person who died, for example, a man may throw himself into time-limited tasks such as planting a memorial garden or writing a poem or eulogy.

Such activities give a man not only a sense of potency and accomplishment as he enters his grief, but also a means of escaping it when the task is done.  If a man relates the details of his loss to his closest male friends, it’s likely to be around activities like hunting, fishing, sporting events and card games.  Although a man may let himself, cry I his grief, he’ll usually do it alone, in secret or in the dark – which may lead some to conclude that he must not be grieving at all.

Women, on the other hand, have been socialized to be more open with their feelings.  They may feel a greater need to talk with others who are comfortable with strong emotions and willing to listen without judgement.  Unfortunately, while it may be more acceptable for women in our culture to be expressive and emotional, all too often in grief they’re criticized for being too sentimental or overly sensitive.
Children grieve, just as deeply as adults, but depending on their cognitive and emotional development, they will experience and express their grief differently from the grownups around them.  Their response will depend upon the knowledge and skills available to them at the time of the loss.  More than anything else, children need their parents to be honest with them.  They need accurate, factual information, freedom to ask questions and express their feelings, inclusion in decisions, discussions and family commemorative rituals, stable consistent attention from their caretakers, and time to explore and come to terms with the meaning of their loss.

Allow for individual differences among family members.  The way we grieve is as individual as we are, and our own gender biases may influence how we “read” another gender’s grieving.  Some females are “thinkers” who grieve in traditionally “masculine” ways, and some males are “feelers” who will grieve in traditionally “feminine” ways.  Regardless of differences in personality, gender and age, however, the pressures of grief are still present for all family members, and the tasks of mourning are the same:  To confront, endure and work through the emotional effects of the death so that the loss can be dealt with successfully.  Grief must be expressed and released in order to be resolved, and all family members need encouragement to identify and release emotions, to talk about and share their thoughts, and to accept help and support from others.

Copyright@ 2003-2005 by Martha M. Tousley, APRN, BC, CT.  Websource:  www.griefhealing.com
MOVING THROUGH GRIEF

Working through grief is not a steady uphill climb but rather a back and forth, in and out, constantly changing process.  It may leave one confused and frightened.  It is not how one would know oneself to be.   Here are some suggestions that may be helpful.

EAT HEALTHY – When people are grieving they often have no desire to eat, or forget to eat.  Fresh fruit, vegetables and juices help the body to cope.

BREATHE – When we are under stress we do not breathe properly.   Take a good deep breath, hold for a few seconds to allow the maximum oxygen to be absorbed into the body and exhale deeply.  Try to do ten of these, three times a day.

EXERCISE – Take walks with friends, walk to the store to get the paper or the milk.  Physical exercise changes the chemical balance in our bodies and helps us to feel better.  It will not take away the grief but will give one more energy to cope with the stressful times.

MEDITATION – Use stress management and relaxation techniques. Learn to meditate, there is a state similar to runner’s high that can be achieved by persisting.

TALK – Visit with friends, find a support group, or in any other way, keep talking.  It helps with the healing.

JOURNAL – Keep track of one’s experience through writing.  Log thoughts and feelings.   If one has lost someone, write about them in a journal.

FIND A COUNSELLOR – Friends can help but even friends may want one to move through grief faster than one is ready.  Having a counsellor gives one a place to take the grief without question.

Finally, be gentle with oneself.   Dealing with grief is hard work.  Give oneself permission to grieve.  The way out is the way through. 



by Sue Hogman and Toby Snelgrove, Ph.D
Reconnecting with the Loss

Death does not in itself constitute loss or trigger debilitating grief. Rather, the death of someone dear challenges survivors to engage in a complex process of constructing meaning. To be sure, such constructions may often include the sense of inalterable deficit - hopelessness, fear and remorse. However, the most uplifting message contained within this volume is that loss may be reconstructed in myriad ways that go beyond the negative…

We find, for example, that death as a gift, a sacrifice, an opportunity to celebrate the life of the lost one, an opportunity to rekindle family or community ties, or a challenge to live more fully - all are vital forms of reconstructing loss. A dedication to a more fully engaged life may also function as a continued honoring of the deceased and a means of daily carrying him/her within us.

Robert Neimeyer

TASKS OF THE DYING

1.  Dealing with discomfort/incapacity and other symptoms of illness/injury.

2.  Management of stress of special treatments and different settings.  (Sometimes away from home/unfamiliar treatments/prosthetic devices, etc.).

3.  Developing and maintaining adequate relationships with caregiver team.  How can you be honest with those who are treating you?

4.  Preserving a reasonable emotional balance by managing upsetting feelings aroused by illness (i.e., anxiety, anger, alienation, inadequacy, guilt).  Maintaining hope!!!!

5.  Maintain sense of mastery and competence while preserving self-image amid losses readjusting of goals.  Finding an acceptable balance between accepting help and taking an active responsible part in own life.

6.  Maintaining meaningful relationships with significant others in life.  Need for continued contact and open and honest communication.

7.  Preparing for uncertain future (anxiety over uncertainty along with grieving current and potential losses).

8.  Person must arrange for a variety of personal business/affairs.  (Wills, debts, power of attorney, insurance policies, funeral arrangements, messages for those left).  Uncomfortable but give person a sense of control.

9.  Coping with loss of self and loved ones.  How will my death impact on others?  (Great opportunity for team to help).  Must also accommodate self to its own loss.  Fears!!!!  Combination of reaction to loss of self and empathy with sorrow of loved ones.  Dealing with death encounter.

10.  Must plan for future, time remaining.  Set priorities.

11.  Anticipate for future pain/discomfort and loss of abilities.  Plan for a time when not able to carry out personal plans.

12.  Decide to give in and let go or fight.

13.  Must deal with a great variety of psychosocial problems:

· Control

· Suffering (note difference between pain and suffering)

Rando/Grief, Dying and Death

	"Healthy grieving eventually comes to a resolve; a letting go; a moving on into the positive living of life.  Unhealthy grieving is like an "infected wound" which sends unhealthy poison into the total emotional system of a person.  It drains the person of energy for the positive living of life."

    -May Sanders, University of Alberta Hospitals
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“THE COURAGE TO GRIEVE”

Things to be done after a death occurs:

1. Decide on time and place of funeral or memorial service(s).

2. Make list of immediate family, close friends, and employer or business colleagues.  Notify each by telephone.

3. If flowers are to be omitted, decide on appropriate memorial to which gifts may be made (as a church, library, school or some charity).

4. Write obituary.  Include age, place of birth, cause of death, occupation, college degrees, memberships held, military service, outstanding work, list of survivors in immediate family.  Give time and place of services.  Deliver in person, or phone, to newspapers.

5. Notify insurance companies.

6. Arrange for members of family or close friends to take turns answering door or phone, keeping careful record of calls.

7. Arrange appropriate child care.

8. Co-ordinate the supplying of food for the next days.

9. Consider special needs of the household, as for cleaning, etc., which might be done by friends.

10. Arrange hospitality for visiting relatives and friends.

11. Select pallbearers and notify.  (Avoid men with heart or back difficulties, or make them honorary pallbearers).

12. Notify lawyer and executor.

13. Plan for disposition of flowers after funeral (hospital or rest home).

14. Prepared list of distant persons to be notified by letter and/or printed notice, and decide which to send each.

15. Prepare copy for printed notice if one is wanted.

16. Prepare list of persons to receive acknowledgements of flowers, calls, etc.  Send appropriate acknowledgements (can be written notes, printed acknowledgements, or some of each).

17. Check carefully all life and casualty insurance and death benefits, including Social Insurance.

18. Check promptly on all debts and instalment payments.  Some may carry insurance clauses that will cancel them.  If there is to be a delay in meeting payments, consult with creditors and ask for more time before the payments are due.

19. If deceased was living alone, notify utilities and landlord and tell post office where to send mail.

Session Five: Support for Disabled & Elders
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“Will you still love me when I’m 64? 74? 84? 94?....”

Take a few minutes to imagine that you are one of these ages…..  

Reflect on the following questions.

· What will your health be like?  

· What will your mobility be like?  How will you cope if there are changes?

· What kind of activities will you enjoy?

· Are there some you might give up?  Which ones?  Why?

· Where will you be living?

· Who will be close to you?

· If you have children, where would they be living?  What about your grandchildren?

· Will you have been able to keep up with all the changes around you – technological, political, musical, social?  Will you even care?

· What kind of significant losses might you have gone through?

· What losses might you be facing?

If you could sum up your life in a phrase of brief paragraph what would you say?

Did you enjoy having to sum up your life?

	Listening from the Heart
Listening from the heart involves paying attention and seeking understanding...  It encourages and perceives meaning that can only be discovered from the inside, not imposed from outside…we become aware of the spirituality in people’s lives and are better able to support their spiritual needs.” - “Creating Awareness of Spiritual Issues for Health Care Professionals,” Donald Koepke


CRABBY OLD MAN
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When an old man died in the geriatric ward of a nursing home in North Platte , Nebraska , it was believed that he had nothing left of any value.

Later, when the nurses were going through his meager possessions, they found this poem. Its quality and content so impressed the staff that copies were made and distributed to every nurse in the hospital. One nurse took her copy to Missouri . 

The old man's sole bequest to posterity has since appeared in the Christmas edition of the News Magazine of the St. Louis Association for Mental Health. A slide presentation has also been made based on his simple, but eloquent, poem.

And this little old man, with nothing left to give to the world, is now the author of this 'anonymous' poem winging across the Internet.

Crabby Old Man
What do you see nurses? . . . .. . What do you see?
What are you thinking . . . . . when you're looking at me?
A crabby old man . . . . . not very wise,
Uncertain of habit . . . . . with faraway eyes?

Who dribbles his food . . . . .. and makes no reply.
When you say in a loud voice . . . . . 'I do wish you'd try!'
Who seems not to notice . . . . . the things that you do.
And forever is losing . . . . . A sock or shoe?

Who, resisting or not . . . . .. lets you do as you will,
With bathing and feeding . . . . .. The long day to fill?
Is that what you're thinking? . . . . . Is that what you see?
Then open your eyes, nurse . . . . .. you're not looking at me.

I'll tell you who I am. . . . . . As I sit here so still,
As I do at your bidding, . . . . . as I eat at your will.
I'm a small child of Ten . . . . .. with a father and mother,
Brothers and sisters .. . . .. . who love one another.

A young boy of Sixteen . . . . with wings on his feet.
Dreaming that soon now . . . . . a lover he'll meet.
A groom soon at Twenty . . .. . . my heart gives a leap.
Remembering, the vows . . . . . that I promised to keep.

At Twenty-Five, now . . . . . I have young of my own.
Who need me to guide . . . . . And a secure happy home.
A man of Thirty . . .. . . My young now grown fast,
Bound to each other . . . . . With ties that should last.

At Forty, my young sons . . . . . have grown and are gone,
But my woman's beside me . . . . .. to see I don't mourn.
At Fifty, once more, babies play 'round my knee,
Again, we know children .. . . . . My loved one and me.

Dark days are upon me . . . . . my wife is now dead.
I look at the future . . . . . shudder with dread.
For my young are all rearing . . . . .. young of their own.
And I think of the years . . . . . and the love that I've known.

I'm now an old man . . . . . and nature is cruel.
T’is jest to make old age . . . . . look like a fool.
The body, it crumbles . . . . . grace and vigor, depart.
There is now a stone . . . . where I once had a heart.

But inside this old carcass . . . . . a young guy still dwells,
And now and again . . . . . my battered heart swells.
I remember the joys . . . . . I remember the pain.
And I'm loving and living . . . . . life over again.

I think of the years, all too few . . . . . gone too fast.
And accept the stark fact . . . . that nothing can last.
So open your eyes, people . . . . .. open and see.
Not a crabby old man . . . Look closer . . . see ME!!
Remember this poem when you next meet an older person who you might ignore without looking at the young soul within….  We have a living soul and we need to celebrate each other in all that life is!

AGING IN THE WORLD'S RELIGIONS 


Questions about meaning and purpose in human life have traditionally been under the purview of religion, yet contemporary culture reflects an understandable skepticism about the relevance of religion to the experiences of aging. How can the religious traditions-developed hundreds or even thousands of years ago-respond to the significant challenges faced by today's elders and those who care for them? 


Although differing in many ways from one another, the world's five major religions say much about the experience of aging. Each challenges conceptions of the elderly that tend to dominate contemporary secular culture. They ask, for example: How can the elderly maintain their sense of self in the face of potentially momentous physical, emotional, and social changes? How can they communicate their experience and wisdom to others? And, ultimately, how do elders make sense of increased dependency, loss, and death? 
 
The religious traditions insist that the elderly can play a valuable role in developing the cultural, political, and economic priorities of their communities. When older people are able to encounter and learn from the spiritual challenges of aging, they can bring to the public arena particular qualities only they possess: a long-term perspective encompassing wisdom, faith, and compassion that can be present despite loss. As the religious traditions assert, when elders are not integrated in society, the dignity and integrity of all are compromised. Society's first challenge, then, is to create an environment conducive to elders' spiritual aging and social involvement. The second challenge is to transform younger people's attitudes toward the elderly so that the culture does not cast them into the role of "other." This transformation requires coming to know elders deeply and fully. 
Broadly speaking, religious perspectives on aging originate in a seeming paradox: Humans experience growth in the midst of physical decline. The religious traditions reconcile this challenge by viewing Loss-be it physical, psychological, or social-as fertile ground upon which spiritual growth can flower. The losses associated with age catalyze the beginning of a spiritually rich phase of life. As individuals grow and change, the most difficult circumstances often shape their spiritual lives. 

 

The conditions of later life, including the awareness that death is inevitable, often bring renewed urgency to the spiritual quest. In this way, the events of later life-the possible or actual loss of family, friends, work, health, mobility-might be viewed as an invitation to meet with particular vitality the spiritual challenges of aging. These challenges encourage older people to reflect inward, evaluate their relationships and choices, and come to terms with what was and what is in their lives. Thus, from the perspective of many religious traditions, the later years are not the denouement of the life story; rather, they represent the meaningful culmination toward which life has been tending (see Box, p. 14). 


Despite their historical and theological differences, the spiritual traditions of Judaism, Christianity, Islam, Hinduism, and Buddhism have all reflected considerably on the aging process and on the significance of the elderly for society. Each tradition's sacred texts point to late life as an honorable phase of the life cycle that presents distinct opportunities for spiritual growth and community involvement. In From Age-ing to Sage-ing, Zalman Schachter-Shalomi and Ronald Miller note that "all the world's spiritual traditions hold up models of realized elders. There are the roshi in Zen Buddhism, the lama in Tibetan Buddhism, the sheikh in Islam, and the rebbe in Hasidic Judaism. Each tradition offers a set of practices, handed down through an unbroken lineage, that leads to self knowledge."' This self knowledge proceeds, in part, from the development of a perspective on life that only longevity affords. As Bernice L. Neugarten puts it, "One special satisfaction that old people talk about is that you now understand life in ways that no young person can understand it. That you have a certain new kind of wisdom."5 
The elderly can take stock and reexamine and shape new meanings from a whole life for the benefit of themselves and others. Many religious traditions consider later life a contemplative period. As individuals age, the roles and responsibilities of work and family diminish, freeing them to focus their attention on questions of meaning, purpose, and the work of integration. In this sense, older people have the privilege of time, the opportunity to modify activities no longer possible for them and develop ways to live with new and different capacities. Sometimes this change involves a letting-go to permit, in the words of Schachter Shalomi and Miller, "shifting identity from the smaller self, which is concerned with personal survival and wellbeing, to the larger self," which acts out of a deeper awareness of and concern for the whole of creation and one's place in it.6 Aging may involve a shrinking of the external world but, from religious viewpoints, there can also be a "broadening of the mind and expansion of the spirit."7 


THE ELDERLY IN COMMUNITY 


The religious traditions tend to view the elderly as bearers of collective memories and valued knowledge, which makes them particularly deserving of respect, regardless of their mental or physical capacities. From the Hebrew commandment to "honor thy father and thy mother" to the practice of honoring ancestors in Buddhist prayer rituals, respect is a powerful religious obligation. Respect for elders presupposes a community of interests-rarely available in today's world-shared by the young, the middle-aged, and the elderly, to which the elderly make a particular contribution. This contribution, in religious terms, honors the elderly not for what they do but for being fully who they are. 
 
This focus directly confronts mainstream American cultural norms, which value individual autonomy, activity, and productivity. These American preoccupations can easily lead one to devalue the relative inactivity and interiority of later life and to overlook the contributions elders can and do make, even when impaired. Rejecting the values and viewpoints cultivated in this time of life causes many to forget that, in religious terms, "growing older gives us an opportunity to practice dispositions essential for growth in the spirit, such as gentleness, joy, gratitude, and surrender."8 Such qualities contribute to the greater harmony of self and society, and are an important counterpoint to the intensity and busy-ness of our earlier years. 


This idea points to one of the most critical contributions that religions make to the discussion of aging. Each tradition calls on older people to take up important roles and responsibilities vis- -vis their communities, roles we do not expect to see filled by younger people. From the religious viewpoint, these roles, broadly conceived as "wisdom givers," can be filled only by elders whose life experience gives testimony to the larger truths of existence. 


Elders are called first and foremost to play a role in mediating the relationship between the temporal and the eternal. As the PRC interviews affirmed, death is a constant aspect of life for nursing home residents. But, like most older people, nursing home residents are more comfortable talking about it than are staff and families. We can learn from their level of comfort. Being in the company of the elderly-and encouraging them to talk freely-can remind younger people that the present moment is precious, whether that moment is difficult or delightful. Seeing an older person struggle to walk or even to talk, observing an older person relish the company of others, younger people can remember and be grateful for all that they have and do in this moment of their lives. Thus, from the religious perspective, elders can teach that life is always a gift. 

According to some traditions, older people are also witness to the eternal. Again, the value many religions place on being helps society perceive elders' presence as a reflection of eternity. For Christians, this may be an understanding of heaven; for Hindus, it might be the unity of Brahman. Elders, occupying a place of relative stillness and contemplation, are perhaps closer to the divine or, as in Buddhism, to some greater truth about the nature of existence. 


From the religious viewpoint, then, one honours God by honouring the elderly who suggest the presence of the spirit in the fullness of their age. By virtue of their long lives, older people also share a broader and deeper perspective on what is important in life. They can teach-either by positive or negative example-lessons about love, faith, forgiveness, and acceptance, if only someone will listen. 


RELIGIOUS REALISM AND AGING 
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Although the religious traditions view aging as a vital and integrated phase of the life cycle, they do not ignore its more negative aspects. Indeed, each tradition frankly acknowledges its disadvantages. One Buddhist text openly acknowledges the sufferings of old age: 
Painful is it to see one's body 
Becoming frail and quite worn out 
Who can help but feel dismayed 
At the threat of growing older?9 


As our interviews showed, many older people today acutely feel the sense of loss, uneasiness, and isolation expressed in these ancient verses, a sense confirming the relevance of religion to the contemporary experience of aging. 
 
Enormous variety marks the human experience of aging, and the religious perspective calls on all believers to value this diversity just as they are to value the diversity of all creation. Whether it is the 80-year-old who just earned her college degree or the 80-year-old who has been bedridden for several years, each older person has something different to teach those around him or her. Older individuals who can neither speak nor move can nevertheless demonstrate how one can find peace in stillness. They can also show how life can be less than ideal but still rich with meaning and possibilities. Other older people, still active and vigorous, inspire others to live life fully, even within the limitations of age. 


As Henri Nouwen observed, "Aging is the turning of the wheel, the gradual fulfillment of the life cycle in which receiving matures in giving and living makes dying worthwhile. Aging does not need to be hidden or denied, but can be understood, affirmed, and experienced as a process of growth by which the mystery of life is slowly revealed to us."10 This religious insight goes to the heart of the contemporary experience of aging: Longer lives afford more time to learn to live with compassion and wisdom. 


The Park Ridge Center project was made possible by funding from the Nathan Cummings Foundation; the Open Society Institute (Project an Death in America); the Mather Foundation; Robert A. Pritzker,; and the Emily Davie and Joseph S. Kornfeld Foundation. The educational program The Challenges of Aging: Retrieving Spiritual Traditions, as well as the handbook of the same name, from which parts of this article were adapted, is available from the Park Ridge Center, 211 E. Ontario, Chicago, IL 60611; phone 312-266-2222.

	"Listening is trying to see the problem the way the speaker sees it, which means not sympathy, which is feeling for her, but, empathy, which is experiencing with her.  Listening requires entering actively and imaginatively into the other person's situation and trying to understand a frame of reference different from your own."    - Dr. S. J. Hayakawa




Visiting the Elderly in Long Term Care Facilities
There are significant differences between visiting in Long Term Care Facilities and visiting in Acute Care Hospitals.

In Acute Care Hospitals:  Patients are in acute care hospital due to a health crisis.  Most patients receive medical treatment and usually return home in a few days.  Sometimes it may take several months for them to return home.   Their "illness" may be more severe and take longer to resolve, they may need physiotherapy and/or occupational therapy or other supports may need to be put into place.  But, these patients expect to return home.  For them, hospitalization is temporary.  Others will die in the hospital.  This may be expected (i.e. palliative patients) or not expected (a sudden crisis that ends in death.)  But again, hospitalization for these patients is temporary.

Some patients will be unable to return home.  These patients will be assessed as needing Intermediate or Extended Care in Long Term Facilities.  They are then placed on a waiting list which may be over six months long.   This situation is very difficult for these patients and their families.  It is difficult for many of them to give up their homes, their independence, their daily activities, and the life they have had with a spouse.  Many of them also are cognitively impaired and cannot understand why they cannot return home.  It is hard on the family who may feel guilty that "Mom" or "Dad" can't go home and that they cannot take care of them.  "Mom" and "Dad" may often direct their anger and resentment against their families.  This time is hard on everyone.

When you visit in an active hospital you may need to fit your visit around the medical needs of the patient.  But, in general, you are visiting someone who is asking questions about their hospitalization, the reasons for it, and what will happen to them.

In a Long Term Care Facility: you are visiting "residents" who are probably going to live in that facility for the rest of their life.  They are not "patients", they are "residents" and the facility is their "home."  Because of this, the kind of visiting needed is quite different.

1)  It is important to establish Long term relationships.  The person is cut off from much of what was important to them.  By visiting, you can help them to maintain a connection with the world outside of the residence they live in.

2)  It is also important to be reliable in your visiting.  The lives of the residents are often quite structured with set meal times, nap times, bath times, grooming (such as hair cuts), physiotherapy, and activities coordinated by the recreational therapists.  The activities are developed as part of a care plan that takes the emotional, spiritual, psychological, physical and social needs of the resident.  Visits need to be coordinated with these activities in mind.  The staff can also  provide information about the resident that will facilitate visiting with them.

3)  When you visit someone in their room, remember that this is their home.  Ask permission before entering.  Ask if you may sit down.  Treat them the same as anyone else you would visit in their home.

4)  Be respectful.  Call them "Mr. Smith" or "Mrs. Jones" until you receive permission to call them by their first name.

Issues to be Aware of When Visiting
(Based on Materials Provided by the SonShine Society)

Physical:

1) Dimming Vision:  Vision is a problem for most older people.  Do not make sudden, fast movements.  Do not approach a resident and touch them from the side or back.  They may not see or hear you and be startled.

2) Impaired Hearing: Speak deliberately to the individual.  Do not shout.  Many depend partially on hearing and lip reading.  As one ages, back ground noises become harder to filter out.  A room with background noise may make it difficult for them to hear.

3) Impaired Mobility:  Those who walk may have difficulty balancing, may have painful joints, and may walk slowly.  Others may use walkers. Yet others, may use wheelchairs.  Co-ordinate your "speed" with theirs.  When talking to someone who is sitting, if possible, sit down as well.  When going somewhere with a person in a wheelchair, ask if they wish to go as well.  Before moving the person's wheelchair let them know that you are about to move them, and talk to them as you are moving them (i.e.: "Mr. Jones, are you ready to go to the Dining Room?"   "Where would you like to sit?  The end table?"  "Here we are."  Do you need help with your wheelchair brakes?")

Always talk to the person in the wheel chair - not to the person pushing the wheelchair. (Do Not Say: "How is Mrs. Jones doing today?"  Rather say: "Hi Mrs. Jones, how are you today.")

4) Cognitive Impairment:  Some residents may have some cognitive impairment.  They may have Alzheimer Disease or some other disorder that causes confusion.  They may have some days of confusion and some days of lucidity.  If you suspect there is some cognitive impairment talk to the staff.  The person may be preoccupied or may have a hearing disability that makes it difficult to understand what you are saying.  Note: be hesitant to label someone as cognitively impaired without investigating further.  

Mental and Social Problems:
1)  Loneliness: Residents live in an institution separated from family and friends. No one may know what they were like before they became a resident.  Their life accomplishments may be forgotten. Their spouse, if still living, may be at home or in another institution.  Their spouse may be unable to visit.

2)  Fear of the Unknown/Anxiety:  Familiar surroundings are important for all of us.  Residents have lost most of what is familiar to them.  Physical frailty, limitations and dependency on others who may not consult with them before imposing changes may create anxiety as well.  Regular visitors can help provide familiarity and consistency.

3)  Suspicion:  "Why are you visiting?"  What is your agenda?  So many people have visited previously with an agenda.  Why do you want to visit?

4)  Feelings of Inadequacy/Loss of Status: Someone who has contributed to society, who has "counted" for something, who has cared for family and friends is now dependent on others basics such as bathing and person hygiene.

5) Sense of Rejection:  It is difficult to not feel rejected when one's family has placed them in an "institution" and when many of those that they may have seen  frequently are now seen infrequently.

6) Financial Concerns: These are common among residents.  Some are concerned because their finances are being administered by others, others are concerned about mismanagement of their finances, others are concerned that their money may be used up by the costs of staying in the Long Term Care Centre.  One may listen, but avoid becoming embroiled in this issue.

Emotional and Spiritual Issues
1) Exaggerated Thoughts:  Because many residents have a lot of time to think about their lives, their disabilities, and what they have lost, they may become preoccupied with their losses.  This may lead to exaggerated thoughts about their abilities, disabilities, pain, shortcomings, or even their own goodness.  They may brood about past injustices.  They may be sensitive to even the smallest slight.

2) Bitterness:  They may be bitter against God, their families, their pains and disabilities, their life and how it turned out.  Having someone who empathises with them and allows them to air their frustrations may help reduce their bitterness.

3) Depression:  resignation may lead to depression.  They may withdraw and want to be left alone.  They may want to die and go to heaven.   Life may be hopeless and they may be filled with despair.  This may be a temporary adjustment to a new situation or it may become a chronic condition.  They may not want to see you - or you may be the one person they wish to see. 

Note:  You will find that these some of  these categories may not be relevant for the person you are visiting.  These are guidelines only.   Before visiting, always consult with staff.  As much as possible, arrange the timing of your visits around their needs.  Their alertness, or energy level may differ from day to day.  The staff can alert you to issues that may be affecting them.

If a resident asks you to visit another resident, or to pray for them, consult with the staff first.  There may be spiritual, or emotional concerns that you will need to know about prior to visiting.  The person may be cognitively impaired, or they may not wished to be "prayed" with. 

As you get to know the person you are visiting, the personal qualities and richness of experience that each person has will become more important than any “condition” the person may have.

In the central place of every heart there is a recording chamber.  So long as it receives a message of beauty, hope, cheer, and courage - so long are you young.  When the wires are all down and our heart is covered with the snow of pessimism and the ice of cynicism, then, and only then, are you grown old.  ~Douglas MacArthur
SUPPORT AT THE END OF LIFE

How do we assist the Elderly?

1. Psychologically – Spiritually – Physically – to prepare for the final stage of life.

2. How do we handle our grief at that time?

Henri Nouwen has said that “old age is not a reason for despair, but it is an occasion for hope.”   Old age is a part of life;  and it is vitally important for those who are working with seniors to help them see, to help them understand that the last stages of life are really not an end, but just indeed a stage in the ongoing process of life.  I would say to be a bit biblical, in the old testament, old age is weighed in the balance and not found to be wanting.   I think that one of the first things that needs to be acknowledged is the quality of the relationship that we, as support group people have with seniors, affects the quality of life in their, this the final stage of their earthly life, and the quality of care that we offer to them and support we give to them will greatly affect how they deal with life after the death of a spouse, and after the death of others around them.  One of the important things for us to do, is to find ways to help families to help in this final stage of life, so that the families are not left out, and it is not the elderly off in a corner by themselves.

Needs of the Elderly:

I think it is vitally important for people, particularly support people, who are working with older persons to clear our minds of misconceptions that we have of the aging process.  All older persons are not alike, and all do not have the same spiritual needs.   On the contrary, older persons are more unique than members of any other age group.   Each elderly person has experienced his or her lifetime of joys and sorrows, successes and failures, dreams and losses.  They are unique to each individual, and if we can grasp this reality as a person involved in the caring and support of the elderly, we will then be able to approach each aging person with a sense of wonder, and open to learning some of the mystery of this person’s life.

The universal spiritual need is to come to grips with the question of the meaning of life.  And this question is never more significant and pressing for a person than in the final stages of their life.  The question takes different forms and is viewed from different angles, and indeed it calls for different answers, according to the character and the experience of the questioner.

For the purpose of my paper today, I would like to divide the elderly into three particular groups:  the young old, the middle old and the fail old.  I will not go into any of the particular needs of the young old, because they are probably not the ones that the support group people would be dealing with, and rather I will talk with the middle old.   These are people who are in transition between independence and dependence, between health and chronic illness, and differentiate these from fail old, who suffer health problems and require specialized care.

Death is a concern that most haunts the middle old.  All of us, if we think about death and dying, wonder how we will act if we undergo agonizing pain or lose our ability to speak and to act for ourselves.   For the middle old though, each experience of illness brings this question closer to home.   Each new physical limitation and the slowing down of power accentuates the fear that aging will bring senility or complete dependence.   The most difficult fact is that the decline they experience and they see happening in all of their friends around them inevitably ends in death.

Persons who provide support for their particular group of people should not try to obliterate this reality in the lives of these people.   They should not deny it, the role of the helper to this particular group of people is to help them to accept the reality of what may come, to be prepared to do it in peace.   One of the ways they can do this is by helping them come to terms with various segments of their life.   Their past and their present and their future.

The Frail Old:
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The frail old are those people with a wide range of health problems – people with increasingly dependent conditions and need for extensive care.  These people become very concerned about suffering and the providential care of God, especially as they experience crippling and what seems to be catastrophic illnesses.

A German theologian, Dorothy Soelle, has described three phases of suffering in the frail elderly.   There is the mute suffering – this phase is characterized by feelings of abandonment.   Prayers seem to go unanswered and the person really seems to be forsaken by God.  All their physical and emotional energy is consumed in fighting the pain and the weakness.  Seemingly reluctant to drag another into the mire of pain, the person tries to shrug off the sympathy and compassion of those who would offer help, by saying “Don’t bother about me, I’m OK.  I’m older now.”  The person remains self isolated out of fear of becoming a burden;  a burden that will probably cause people to desert them.

The second phase is called the cry of lament.   In this phase, the individual may conclude that suffering is the consequence of something that he or she has done earlier in life.  The elderly person may ask “what have I done to deserve this?”   For one who has little left in life but accumulated memories, little to look forward to, but suffering and loneliness, these troubles seem like the unremitting punishment of God.   Those who work with people in this particular stage of life can become a bridge of compassion which stretches out to the lonely island of pain from the mainland of a caring community.

The third phase is liberation for change.   If caregivers support people, reach out as that kind of a bridge for people who are in pain and suffering, the suffering person may finally come to the third stage.  Not all do, but many do in which he/she is liberated from the island of loneliness and feels that the anguish is being shared by another out of genuine concern.   In this genuine sharing, the elderly person can begin, with help, to ask themselves the question “how can this suffering be used?”   The task of the visitor, the support person, is to help the elderly person to find the inner power that will see them through this, and to find hope, even in the midst of a suffering situation.  Even if this task is accomplished, the support person, the caregiver, cannot answer or dismiss the final question, “why?” has to be dealt with.

Life Review:
One of the more significant things that support people for the elderly can do, is to help them accept their past, to be alive to the present and have hope for the future.   One of the things that helps them to do this is a life review.   All elderly persons review their lives and support people can assist in this, by making this review a very positive growth experience.   Studies have shown that people who reminisce in a positive way or have the courage to do so, are less likely to be depressed, are better adjusted and enjoy a greater survival rate than those who do not.   Reminiscence helps to awaken the mental and the emotional faculties and it delays further deterioration.   If support people are able and willing to give a considerable amount of high quality time and energy that is needed for listening to these persons, they can help them develop self-esteem and self-identity, they can help these persons, the elderly, to deal with the anxieties that are associated with decline and with aging.   They can help them face the final stages of life with the final stage of life, with a healthier attitude as they put their whole life in perspective.

In conclusion; there is an increasing demand for support volunteers for the elderly, with some pastoral listening skills because of the increased number of elderly and increasing needs that are there.   If we are to serve this portion of our population, it is going to require a lot of time and a lot of energy and a lot of interest on our parts.   The elderly in nursing homes and other settings play a high priority on being offered spiritual reassurance, on being heard, on being understood.

Unfortunately though, recent studies have shown that 54% receive no pastoral visitation.   Of those who have received pastoral visitation, 35% say that their visits are 15 minutes of less.   Parish clergy may see this as an adequate length of time, but for the residents who experience loneliness, feelings of diminished self-worth, depression, facing the future, this is particularly true of the long-term bed-ridden patients.

May 19. 1987 - Ron Maund
A man's age is something impressive, it sums up his life:  maturity reached slowly and against many obstacles, illnesses cured, griefs and despairs overcome, and unconscious risks taken; maturity formed through so many desires, hopes, regrets, forgotten things, loves.  A man's age represents a fine cargo of experiences and memories.  ~Antoine de Saint-Exupéry, Wartime Writings 1939-1944, translated from French by Norah Purcell

Spirituality & the Elderly: A Jewish Perspective

How can we age like Abraham and Sarah?

By Jacquelyn Dwoskin 

With people generally living longer lives today than in the past, many have sought to articulate a unique spirituality for those facing the questions, challenges, and joys that come with old age. In the following piece, the author discusses how we might think of a Jewish spirituality of aging.   
In Genesis (25:8), we learn that the patriarch Abraham died at age 175, having reached a "good ripe age, old and contented." In Deuteronomy (34:7-8), we learn that Moses died at the age of 120, with eyes "undimmed and vigor unabated." Both men set out on their transformative journeys at older ages. Abraham was 75 when he left Haran. Moses was 80 when he led the Israelites out of Egypt.

There are many references to the decline and challenges of growing old in Jewish texts, but these references clearly teach us that there is good in old age, that there is health and strength. Do these texts point to a spirituality of Jewish aging? Can growing older be a time when we do not end our journeys, but begin them? And if we do, what is the journey that allows us to obtain a good old age, to retain vitality?

Embarking on the Journey

When we speak or write of spirituality, the word itself evokes many shades of meaning. Ask a group of people what the word means to them, and you will receive many different answers. For some, spirituality means connection to God. For others, the word implies a connection to some force greater than themselves, the universe, nature.

[image: image31.jpg]I'M NOT OLD
1 woke up,
Llifted my arms,
I moved my knees,
I turned my neck.
Everything made the same nois:
‘CrmrrTrmTaaaaaaaasasaaacecek!’

«..d came ta a conclusion:
1 am not old,
1am crispy!



An essence that underlies the many definitions is the sense of connection that goes beyond one's sense of self. For Jews, this sense may be captured in Abraham Heschel's well-known phrase, "radical amazement." To look at the world in this manner, is to have a spiritual experience. The deeper context of Heschel's phrase implies the covenantal relationship between God and humankind. Our awe is rooted in a sacred connection.

Both Abraham and Moses hear God's call. Abraham is told, "Go forth from your native land and from your father's house to the land that I will show you (Genesis 12:1). Moses stops to regard the wondrous sight of the burning bush (Exodus 3:3) and hears God's call, "Moses, Moses," answering , "Here I am."

Our ancestors begin their journeys as older men, older men to whom God speaks differently. Abraham hears God tell him to go forth. Moses hears God calling his name. In beginning a spiritual journey at an older age, both Abraham and Moses have accumulated multiple life experiences. They have passed through childhood and adolescence. They have worked and married. They have been part of a community and family. Both men hear God's commanding voice.

Being older, is Abraham more open to and willing to set forth on a radically new path? Being older, is Moses more sensitive, has he become quieter within himself that he can stop and look and hear? Does reaching an older age bring with it a unique ability to explore spirituality?

Commanded Not to Feel Old

There is a phrase attributed to the Hasidic master Reb Nachman of Breslov, or perhaps it is a variation on a theme: Jews are forbidden to feel old. It takes courage to face the limits of life, and the losses that invariably come with it. But if Reb Nachman forbids Jews to feel old, then he is using the commanding language of Sinai. This is not an option, but a must.

Abraham and Moses challenge common notions of growing old. Contrary to coming of age as young men, they come of age as old men. Abraham dies content; Moses dies with eyes undimmed, with the ability to see and understand things clearly, and with vigor, with vitality. By following God's call, both men have gone beyond the limits of their expected routines. They are able to venture into the unknown. They become leaders, transforming themselves and others in the process.

As one grows older, our tradition offers this model. While being in a covenantal relationship with God is what makes us Jewish from birth or the moment of conversion--a relationship reaffirmed at the time of a bar or bat mitzvah--the possibilities of reaffirming this relationship again, of perhaps hearing the call in a new way when we grow old, presents an opportunity for spiritual transformation. The spiritual transformation offers strength and vigor that go beyond the purely physical, and may have little to do with our physical states. As we grow closer to the limits of life, there is work to do for ourselves that will benefit the next generation.

Honoring Our Elders

In Berakhot, a book of the Talmud, there is a tractate that deals with the question: How far does the honor of parents extend? In this tractate, comes a story of Dama the heathen (Baba Metzia 58b). There are two brief versions in which Dama is offered a large sum of money from representative Sages of the Jewish community, first for "merchandise," and secondly, for "jewels for the ephod," a special priestly breastplate.

In order to make the deal, Dama must awaken his father, for the key is lying beneath his father's pillow. This Dama refuses to do. Disturbing his father's rest is unacceptable; he places a higher value on honoring his father than on financial profit. Later on in the story, Dama is rewarded by God. A red heifer is born to his flock. Such a heifer is rare and necessary for the priests of the holy Temple for purification purposes.

The tractate ends with an ethical precept articulated by Rabbi Hanina. To our modern ears, the climax is surprising and counterintuitive. The story is not about a heathen whose treatment of his old father is exemplary, exemplary enough to be rewarded by God. The story is teaching us how to fulfill this obligation. The Rabbi tells us that great honor is due an elder, while emphasizing that if one who is not commanded to follow the law is rewarded, how much greater the reward for following the law? For following the law means that we have answered a call and are in a sacred relationship.

Connecting to the Limitless

In the Garden of Eden, there is no death, there is no old age (Genesis 3). Limits are restricted to only one rule: not to eat of the fruit of two trees. Death is introduced as Adam and Eve come to toil outside the Garden, but there is no old age. Old age is first introduced when we meet Abraham, who dies "a good old age." Abraham has responded to the commanding voice of God. His life becomes the journey with which we are all familiar: "Go forth," "Go by yourself," Go for yourself," "Go to yourself." All of these interpretations are part of our tradition.

If spirituality claims a universal aspect of being human, an intuitive sense that we are not alone in the universe, then Jewish spirituality takes that sense and particularizes it. We are not alone because we are choosing to be in relationship to the God of Abraham. We are choosing to accept the commanding voice. But we first must be willing to hear the call, to hear the challenge. There are few older adults who do not recognize the challenges that come as we age.

When we hear the call and reaffirm the covenant, we are accepting limits. At the same time we connect to what is limitless, for God has no boundaries. As we grow older, we may be uniquely able to feel this truth. We may experience increasing awareness of limits, in diminished physical capacity, and in the knowledge that our own lives will end. And yet, on a spiritual level, what we are capable of understanding transcends the physical experience.

In the Torah, there are no accidents. It is no accident that the first to follow the commanding voice is Abraham, an elder. Our first elder does not live in retirement, but rather begins a journey and continues to grow, learn, and achieve. The individual Abraham is blessed. His blessing is to become the father of a great nation, to grow from individual to community, a community bound to God. Our first elder is our first role model for growing older. Therefore, Reb Nachman can tell us that we are forbidden to feel old, even if we are old in years.

Moses is willing to stop and see the miracle of the burning bush. Even willing to look, he must hear his name called twice before he answers, for the call is a demanding one that signals change. But Moses' answer is clear: Hineni, I am here. His blessing is to lead the Jewish people out of slavery into freedom. This elder does not remain a shepherd, but also continues to grow, learn, and achieve.

Older adult spirituality has a unique place in Jewish tradition. Older ears may be distinctly able to hear and follow the commandment to continue going forth. We must be wise enough to reach a good old age by traveling new paths for ourselves and for those who will follow us. By choosing to be commanded, we are choosing a sacred relationship. We are taught that the reward is great.

Jacquelyn Dwoskin is a Professor and Project Specialist in Gerontology at Nova Southeastern University Fischler School of Education and Human Services.
My Friend Emily Talks

My friend Emily talks

Whether or not she has anything to say;

She goes on and on.

People keep away from that old chatterbox.

Even her son, I think, makes up excuses

Not to come and see her.

But Emily wasn't always a chatterer.

Married at seventeen, she was a tall, strong, quiet girl,

Practical.  More for canning peaches than for reading books,

[image: image32.jpg]


Widowed with a baby at twenty-two,

She took her crippled father-in-law and cared for him

All his life; he adored her till the day he died.

She did it for her own father, too.

And when her son and his wife divorced, 
She raised their children.

Now most everyone she cared for is dead

Or grown and gone;

It's them she talks about.

Everything else - the weather, the daily news -

Leads up to "my Richard this, my Peggy that."

She tries to bring them back by talking about them.

People say, "who wants to hear that old biddy Emily

Yackety-yak about her family?"

Comfort her God; send memories of those she cared for

To people her loneliness.

Give her a sense of their presence and of Yours,

And give me

The strength to listen

When she chatters on and on.

Green Winter: Celebrations of Old Age, by Elise Maclay

Session Six: Spirituality, Faith, Theological Reflection

Spirituality and Religion

SPIRITUALITY is the way we make meaning out of our lives. It helps foster purpose, meaning, and direction to life.

RELIGION expresses a person’s understanding of the Divine. 

RELIGION is usually connected with a community of faith such as a church, synagogue, mosque or other religious community. These communities have a system of beliefs, values, rules for conduct and rituals.  It provides an avenue for spiritual development and support during times of crisis.

FAITH is inherent in both spirituality and faith.  In spirituality faith may be expressed through things like – faith that when you turn on your car that it will start.  In religion faith is rooted in belief in a benevolent God who cares for us.

People with the same “religion” may have quite differing spiritualities.   For one person their faith is expressed through worship and the sacraments.  For another it may be expressed through serving God.  For another, it may be expressed through the study of scriptures and through prayer.  All of them may attend the same church and profess faith in the same God.  But, how they are nurtured may be quite different.

When we visit we listen to how they express their faith.  We respond to their themes and language – and the issues they are dealing with.  It is their faith that is discussed, not ours.

Connection between Religious Beliefs and Health

What is the connection between religious belief and health? Does that connection have to be taken on faith, or is there scientific proof? Harold Koenig, M.D., author of The Healing Power of Faith, has devoted his career to examining scientifically the healing powers of religious belief. He directs Duke University's Center for the Study of Religion/Spirituality and Health, the first research facility in the world to study how religious faith affects believers' physical and emotional health. This center's research has led to more than 70 data-based, peer-reviewed papers published in medical and scientific journals. Some of the findings include: 

· People with strong faith who suffer from physical illness have significantly better health outcomes than less religious people. 

· People who attend religious services regularly have stronger immune systems and lower stress than their less religious counterparts. 

· Religious faith seems to protect the elderly from cardiovascular disease and cancer. 

· Religious patients recover from hip fractures and open-heart surgeries better than nonreligious patients

SIGNS OF A SPIRITUAL DILEMMA

1.
NEED FOR MEANING AND PURPOSE IN LIFE:

BEHAVIOUR AND CONDITION:

1.  Expresses that he/she has no reason to live & Questions the meaning in suffering and death.

2  Expresses despair

3  Exhibits emotional detachment from self, peers, and family

4  Expresses sense of hopelessness and futility.

5  Jokes about life after death.

6 preoccupied with "Heaven" or "Life After Death."

2.  NEED FOR LOVE AND RELATEDNESS:

BEHAVIOUR AND CONDITION:
1.   Worries about how the rest of his/her family will manage after his/her death

2.   Expresses feeling of loss of faith in God.

3.   Expresses fear of dependence.

4.   Does not discuss feelings about dying with significant others.

5.   Does not call on help from others when he/she needs it.

6.   Expresses fear of tests and diagnosis.

7.   Expresses feeling lack of supportive others

8.   Behaves as he/she "should" by conforming to the behaviour of the "good" patient or person.

9.   Refuses to co-operate with the health care regimen.

10. Expresses feelings of guilt

11. Confesses thoughts and feelings of which he/she is ashamed.

12.  Expresses anger with self or others

13.  Expresses ambivalent feelings towards God.

14.  Expresses despondency during illness or hospitalisation.

15.  Expresses resentment toward God.

16.  Expresses loss of self-value due to decreasing physical capacity.

17.  Expresses fear of God's anger.

18. Worries about financialsof family during hospitalisation or about his/her separation from them.

19.  Worries about separation from others through death.

20.  His/her affect does not correspond with verbal communication.

21.  Expresses inability to pray.

3. NEED FOR HOPE AND CREATIVITY:

 BEHAVIOUR OR CONDITION:
1.   Expresses fear of loss of control.

2.   Is unable to pursue creative outlets due to high level of physical disability.

3.   Expresses boredom during illness and hospitalisation.

4.   Expresses overly dependent behaviour.

5.   Expresses anxiety about inability to pursue career, marriage, and parenting because of illness.

6.   Expresses fear of therapy.

7.   Denies the reality of his/her condition.

May Sanders, University of Alberta Hospitals, revised: Lidvald Haugen-Strand
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Spiritual Impact of Trauma

· Changed view of God

· Loss of faith

· Loss of a sense of meaning and purpose

· World no longer seems trustworthy or safe

· Discouragement and loss of hope

· Sense of alienation and isolation

· Struggling with questions such as suffering, evil, justice, 

· The role of God/Higher Power in traumatic events

· Significant change in normal spiritual practices

· Profound sense of guilt or inability to forgive 

When we grieve a traumatic loss it is like:

Sorting through the ashes after a fire…. 

Looking for continuity… 

Is there a future?   

How will it begin to unfold???
Diversity
As our society becomes more diverse we are all faced with the issue of diversity.  Diversity refers to the wide range of differences in people that we need to be aware of as we minister to them.

Diversity covers issues such as:



Age (infant, child, youth, young adult, middle aged, elderly)


Sex


Married or single (if single are they unmarried, divorced or widowed?)


Economic status


Employed or unemployed, if employed are they employed full-time or part time


Ethnic Background


Health or lack of Health


physical challenges such as hearing, vision, frailty, being wheelchair bound


Religion or lack of Religion


Faith group


Denomination and their background within a particular denomination


Education 


Sexual orientation

And combinations of the above.

When you visit someone in the hospital:  You hear that their ethnic background is Vietnamese.  Are they Christian or Buddhist?  If Christian are they Protestant or Catholic?  Are they ethnic Vietnamese or Chinese?  From what part of Vietnam did they come from?  Were they boat people?  Can they speak or understand, English?  If so, how well?  What age are they?  Do they have a family?  Is their family in the Canada?  

Issues related to diversity may be even more difficult to deal with if the person is a member of the same faith (denomination) tradition.  It is easy to assume that they "speak the same language of faith" as you do.  Their understanding of faith, grace, redemption or God's faithfulness may differ from yours.  The experience that they are undergoing may affect their understanding of God (i.e. "God is punishing me through this illness?  Why is God punishing me?)

How can we become more sensitive to the issues that arise with diversity?

What approaches do you feel might be helpful?

How can I deal with my areas of discomfort?

How do my areas of discomfort affect my ability to “see” them and to “hear” them and respond to the specific issues that affect them?

Communicating with People of Different Languages and Cultures

Language barriers
Communication in any language involves far more than just words. Much of what is conveyed in a spoken message is done so instinctively and unconsciously, using a whole host of features including intonation, emphasis, volume, pace, contact and non-verbal gestures. 

Second-language speakers have great difficulty unlearning these aspects of language, and may even be unaware of such differences. This can result in communication problems even if they use the correct grammar and vocabulary, particularly when they feel under stress, as they may well do in the healthcare environment. This also applies to forms of English spoken by, for example, Caribbean or Indian communities, which are likely to employ different cultural features: in such cases, the language barrier may be more significant because it is not perceived as such.

paralinguistic features
The tone of a conversation in British English may be conveyed using paralinguistic features including:

· Conversation structure – which for most European languages, tends to follow the convention of stating the main point first. Speakers of other languages may build up to what is important, and may lose the interest of British English speakers who are unaware of this difference. 

· Emphasis – which is placed on a word to give it more importance within a sentence; for example, 'I told her that the diet was important' has subtly different inferences depending upon where the emphasis is applied. If 'told' is emphasised, the speaker may be conveying their own feelings of frustration at their ignored advice, but emphasis placed on 'I' points to ownership of the action. Other languages may employ the use of repetition, extra words or a change in the pace or pitch of their speaking, to convey their feelings or the relevance of something. 

· Intonation – which can turn a phrase into a question without the need to restructure the sentence. This can be very confusing to someone who has been taught English as a second language in a more formal manner. A second-language speaker may also have a much greater range of tones, or linguistic tunes, with which they convey friendliness, respect or interest, and may be confused or offended by our limited tonal range, which they feel conveys lack of respect or boredom. Some languages, for example Chinese, place great importance on intonation, which is used to give a single word numerous different meanings. Speakers of such tonal languages may be perceived as angry or arrogant by British English speakers. 

· Listening – which is shown by eye contact, nodding or encouraging noises, can very easily be misunderstood by second-language speakers, who may employ silence, stillness and even looking away to demonstrate their attentiveness. 

· Silence – which usually conveys unease, but may equally indicate that a second-language speaker is taking the topic of conversation very seriously. 

· Turn-taking – where only one person at a time speaks, and interruptions are viewed as rude. A speaker may indicate that it is someone else's turn to speak by lowering their voice, slowing down, becoming repetitive or pausing. Even the length of pauses varies, with British English speakers employing relatively long pauses. In other languages, people may speak over each other to show that they are actively involved in the conversation. If someone is unaware of the turn-taking conventions, they may feel frustrated or offended that it never seems to be their turn to speak. 

· Volume – which is normally fairly low, with a noticeable increase used to gain attention and emphasise what is being said. It can also convey strong feelings, and so speakers of languages that are generally louder can come across as upset, threatening or rude. 

non-verbal signals
Non-verbal behaviour is instilled in us and therefore difficult to manipulate. Cultural differences between the use of non-verbal signals can easily lead to confusion over intentions and reactions. If someone displays what we feel to be inappropriate non-verbal behaviour, we tend to simply label them as rude and not pursue the matter with them. Non-verbal signals include the following:

· Eye contact – which British English speakers tend to use to indicate attentiveness or honesty, but when used too much can make the recipient feel quite uncomfortable. However, in South Asia, eyes are lowered as a sign of respect, and too much eye contact indicates insolence or aggression. A British English speaker talking to someone from South Asia may feel that they do not know the answer to their question, do not understand or are being dishonest, when they are simply being humble towards them, particularly if they are a member of the medical profession. 

· Facial expressions – which can also be misleading. For example, the Japanese tend to be straight-faced when happy, and smile to mask unpleasant feelings such as anger or sadness. 

· Gestures – which may have totally opposite meanings, most notably the nodding/shaking of the head. In Islamic cultures, the left hand is considered unclean and it is offensive to use it to offer something to someone. A left-handed non-Islamic person may quite unwittingly cause offence by simply passing someone a pen or offering them a biscuit. 

· Personal space – which is an important aspect of feeling comfortable in the presence of others. Acceptable physical distance varies not only between cultures, but also within them according to relationships. If someone stands too close to another, that person may then step back to a distance with which they are comfortable, and this may well happen repeatedly. 

· Posture – which can have quite unexpected cultural differences. For example, folded arms, which are felt to indicate defensive or even hostile behaviour in the West, indicate that someone is relaxed and friendly in the East. With no equivalent in the West, in the East it is offensive to sit with your feet pointing towards someone. 

· Touch – which is used relatively rarely in the British culture, increasing only with more-intimate relationships. The level of use varies between the sexes, and even within families. Those from cultures that tend to employ more physical contact may cause great offence by simply acting naturally. 

Politeness/Respect
Politeness is a very important part of both written and verbal communication and includes the following features:

· Greetings – which are used at varying levels in different cultures. In British English, their use is relatively limited and this may cause offence to those from cultures where they are used as often as at the beginning and end of every encounter with someone. They include shaking hands, joining the palms of hands, smiling and bowing. 

· Please and thank you – which are widely used in British English, such that their absence tends to be taken as a sign of arrogance or ignorance, especially if the speakers do not have equal social status. In other cultures, their lack of use is not important because they are implied by the tone of voice or specific choice of verb or pronoun (for example, 'tu' or 'vous' in French). Also, they may be regarded as superfluous in the context of someone's job, by both the provider and user of the service. In some cultures, gratitude may be shown by a kind look or gesture, or the giving of gifts, possibly money. If someone is unable to accept a gift of thanks, the giver is likely to be offended. 

· Saying no – which in many cultures is considered to be rude, particularly to someone of a higher status. Alternative ways of refusing a request or showing disagreement include changing the subject, procrastinating, being non-committal or using particular language that may cause great confusion when translated. British English speakers tend to avoid conflict and may try to make a joke or apologise rather than say 'no' directly. This behaviour could be interpreted as somewhat dishonest to those from cultures that use a more-direct approach. 

· Anger – which is something that British English speakers tend to avoid showing as far as possible; its effect therefore has a greater impact when it is expressed. In other cultures, anger is less of an issue, and is often expressed, received and forgotten as a matter of course. Again, British English speakers may come across as dishonest to those who are more open about their feelings. At the far extreme, in Japanese and Chinese cultures, it is totally unacceptable to express anger because it is felt to have a destructive effect. 

· Taboo words – which are often based on bodily functions and body parts, and are therefore likely to be an issue in a healthcare environment. There is usually a preferred medical alternative, for example, 'stool' rather than 'poo', which patients may prefer to use, but even British English speakers have to think twice before using them. Second-language speakers may not know or recognise them at all, and could accidentally cause offence by using the taboo form. 

Lessons to be learned when trying to communicate across cultures
When trying to communicate with those from other cultures, it may be useful to:

· be aware of the reasons (many of which are listed above) why communication may fail, or not entirely succeed; 

· try to become more aware of your own automatic responses so that you can learn to keep them in check; 
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give the other person the benefit of the doubt and assume that their intentions are not unkind; 

· try to gauge other people's reactions to you and be prepared to adapt your approach. 

From: http://www.ethnicityonline.net/ 

May we all be Coffee
 A young woman went to her mother and told her how things were so hard for her. She did not know how she was going to make it and wanted to give up. She was tired of fighting and struggling. It seemed as one problem was solved, a new one arose. Her mother took her to the kitchen. She filled three pots with water and placed each on a high fire Soon the pots came to boil. In the first she placed carrots, in the second she placed eggs, and in the last she placed ground coffee beans. She let them sit and boil, without saying a word.

In  twenty minutes she turned off the burners. She fished the carrots out and placed them in a bowl. She pulled the eggs out and placed them in a bowl.  Then she ladled the coffee out and placed it in a bowl. Turning to her daughter, she asked, "Tell me what you see." 

"Carrots, eggs, and coffee," she replied.

Her mother brought her closer and asked her to feel the carrots. She did and noted that they were soft. The mother then asked the daughter to take an egg and break it. After pulling off the shell, she observed the hard-boiled egg. Finally, the mother asked the daughter to sip the coffee. The daughter smiled as she tasted its richness and savored its aroma.

The daughter then asked, "What does it mean, mother?"


Her mother explained that each of these objects had faced the same adversity - boiling water. Each reacted differently.

The carrot went in strong, hard, and unrelenting. However, after being subjected to the boiling water, it softened and became weak. The egg had been fragile. Its thin outer shell had protected its liquid interior, but after sitting through the boiling water, its inside became hardened.

The ground coffee beans were unique, however. After they were in the boiling water, they had changed the water.
"Which are you?" she asked her daughter. "When adversity knocks on your door, how do you respond? Are you a carrot, an egg or a coffee bean?"

Think of this: Which am I? Am I the carrot that seems strong, but with pain and adversity do I wilt and become soft and lose my strength?

Am I the egg that starts with a malleable heart, but changes with the heat? Did I have a fluid spirit, but after a death, a breakup, a financial hardship or some other trial, have I become hardened and stiff? Does my shell look the same, but on the inside am I bitter and tough with a stiff spirit and hardened heart?

Or am I like the coffee bean? The bean actually changes the hot water, the very circumstance that brings the pain. When the water gets hot, it releases the fragrance and flavor. If you are like the bean, when things are at their worst, you get even better and change the situation around you.

When the hour is the darkest and trials are their greatest, do you elevate yourself to another level? How do you handle adversity? Are you a carrot, an egg or a coffee bean?
May we all be COFFEE!
Appendicies

Appendix One

VISITATION REPORT

Visitor’s Name _____________________________   Date: __________________

1. INITIAL FACTUAL INFORMATION

a) Patient’s Name: _____________________________________ Age: ________

b) Length of stay in hospital: __________________________________________

c) Reason for Visit: _________________________________________________

d) Patient’s appearance: _____________________________________________

_________________________________________________________________

e) Brief Summary:  ______________________________________________

_________________________________________________________________

_________________________________________________________________

2. CONVERSATION THEME

a)
List the topics discussed:  _______________________________________  

_________________________________________________________________

_________________________________________________________________

b)
Which topics seemed most significant to the person you visited and what did this indicate to you?
____________________________________________


____________________________________________________________________________________________________________________________________

3. FEELING TONE OF THE RELATIONSHIP

a) What feelings did the patient express verbally and non-verbally to you?  _________________________________________________________________

_________________________________________________________________
_________________________________________________________________

b) How do you describe your feelings as you went and as you visited with this person?  __________________________________________________________

_________________________________________________________________

_________________________________________________________________

VISITATION EVALUATION
a) Date of Visit: _________________________   Length of Visit ___________

b) Name of Visitor: _______________________________________________

c) Approximate % of conversation by patient _________ by visitor _________

d) Did the person have a major presenting problem?  If so, what was it? 

_________________________________________________________________

_________________________________________________________________

e) If so could it be stated theologically?  ______________________________

_________________________________________________________________

_________________________________________________________________

f) As you reflect what do you consider was the value of the call to the patient?  ___________________________________________________________________________________________________________________________________

_________________________________________________________________

_________________________________________________________________

g)
What would be the single most important goal in a second call on this person?  Why?  __________________________________________________________________________________________________________________________________

_________________________________________________________________

_________________________________________________________________

g) What tasks/follow up do you need to do as a result of this visit? 

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________
Appendix Two

Theological Reflection 

(Based upon materials developed by Tom Bulman)
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Theology:  A written model of God’s relationship to the world, the world’s relationship to God, logically done and lovingly done so that one’s awareness of God’s acting in the world and in our lives is enhanced.

Discovering, correcting, strengthening the correlation between these three polarities under the notion of grace (i.e. no magic, no “laws of nature,”) the notion of the priority of grace assumed divine priority in all three poles -but the controlling criteria for discernment of grace is in the incarnational event.

Authority                                      Empathy
	Apostolate
	Servant

	Shepherd - looking at the context - where the sheep is.
	Poor person - Vagabond, couldn't go into the temple - lived in the sheepfold

	Wise one - teacher, challenger, helps integrate
	Fool - talking of the "counter order"

	Healer
	Wounded - marginal (Mary by the Cross)

	Priest
	Tube or Reed


	Prophet
	Crazy


Appendix Three

Theological Reflection
Choose a significant interaction (or relationship) that you have had with a patient, family member or staff member.  (This can be one incidence, several incidences or a situation). Describe the interaction or situation in one or two paragraphs.

Following this introduction, reflect on the situation:

1) 
What is the person’s situation?  

2)
How are you involved?

3)
What do the scriptures have to say about this situation?

4)
What do the teachings of the church (or your denomination) have to say about this situation?

5)
What person in the bible comes to mind when you think about this situation?

a) 
How does the situation of that person differ?  How is it similar?

b) 

What light does this shine on this situation?

6)
Is God absent or present in this situation?  How?

7)
If God is acting in the situation what are some of the signs of this activity?

8) How is God using you in this situation?

Appendix Four

Verbatim Interview

From a Patient's Viewpoint 

(Please leave 3" margin at right hand side of page)

Date Submitted: _______

Date of Visit:___________ Time of Day: ______  Estimated Length: (i.e. 45 min.)

A.
Preliminary Data about myself: provide pertinent data such as, age, sex, marital status, religion, ethnic background, diagnosis, admission date (length of stay), patient status (Acute Care, Long Term Care etc.), occupation etc.  

Example:
Male, 84 years old, widowed, two living children, one child deceased, retired college professor, Admitted December 10th, Long Term Care waiting for placement, Anglican, immigrant from England, 1953.

B.
What was my situation prior to this visit?:
a)
Acknowledging your feelings about the day, the unit, etc.?

b)
Spiritually?

c)
What was I doing prior to this visit?

C.
Observations: 

1.
Describe the chaplain as they began the visit.    What does the patient look like?  What are they wearing?  Are they happy, sad, discouraged, sleepy, alert?  Are they carrying anything?  Can I identify who they are and what their role is?

2.
How are you affected as they enter the room, see you, etc?

D.
Pastoral Interaction:
This should describe the actual conversation as closely as possible.  Report pauses, interruptions, facial expressions, sounds (i.e. sighs), actions and other clues which reveal the relationship between you and the patient during the interaction.  Record prayers in full.  Do not abbreviate parts of the conversation.

E.
Analysis:
1.
 
Feelings:  What feelings did the patient express verbally and non-verbally?  What feelings were being hidden?

2.

Pastoral Identity:  How was their understanding of ministry and their identity as a minister revealed by this encounter?  Could I “see” them as a minister to me?

3.

Theology:   Where is God in this encounter?  What does this visit reveal about their experience of God?  Was I able to express my understanding of God in their presence?

4.

Ministry:  Ministry:  How was their understanding of ministry and their identity revealed by this encounter?  Could I Identify them as a chaplain who could minister to me? 

5.

Prayer/Reflection: What is your prayer/conversation with God about this situation?

F.
Pastoral Opportunities
1.
How did the chaplain minister to me?

2.
How did I minister to the chaplain?

3.
Would I appreciate another visit from this chaplain?  Why?

G.
Summary
If I could make one suggestion that would improve the effectiveness of this chaplain what would it be?
Appendix Five

Theological Reflection 

Name ________________________​______________   Date: _________________

Location: __________________________________   Date: __________________

1. Why did you choose to write up this particular event?  

2. Preliminary to Encounter

How did you prepare for the encounter?  What you were doing or feeling? What did you do to prepare emotionally and spiritually?
Observations:  Describe the situation before the event? The patient, their environment, 

Preliminary Data:  Person’s involved. Situation prior to the event, pertinent information, etc.

3. What happened:

Briefly described what happened.  Tell the story, use note, describe the event etc.  Use pieces of conversation if helpful.  How did the encounter begin, continue and end?

4. After the encounter

What changed in you?  What changed in the others in the situation?  What was the result of the encounter?  

5. Follow Up

What actions followed the event?  Was follow up needed?  If so, what?
6. Theological Reflection

From your religious or spiritual framework discuss some of the theological significances of this visit for you, your faith and your functioning.  Is there a scripture or faith story or an image that comes to mind?

What is God action’s in and through this situation?

What is God, as you know God, saying through this encounter and through your reflection?  Where is God in this encounter and in the “patients’ situation?

What is your prayer/conversation with God about this situation?

7. Summary Question

What is the most significant thing that you have learned?

Appendix Six

Outline and Questions for Case Studies

Break into small groups of 3 to 6 people.  Each group choose one of the suggested readings to reflect upon together.  At the end of 15 minutes, each group will be asked to present this story to the larger group.

Take time to "listen" to the story.  Let it soak in.  The following questions are only suggestions to help you think about the story.

1)
Who is the main character in the story.  What is their situation as the story begins?

2)
What happens in the story?  How are they affected?  Who tells them the "News".  How do they react?

3)
What does it feel like to be that person and "hear" the "news" and feel the impact of the "news."

4)
How do you feel as you read this story?

5)
Is there anything you can do to "comfort" them?  If so, what would it be?
Case Study One

There was a man whose name was Elkanah, an Ephraimite. He had two wives; the name of the one was Hannah, and the name of the other Peninnah. Peninnah had children, but Hannah had none.

Now this man used to go from his town every year to worship and to sacrifice to the LORD of hosts at Shiloh, where the two sons of Eli, Hophni and Phinehas, were priests of the LORD. On the day when Elkanah offered his sacrifice, he would give portions to his wife Peninnah and to all her sons and daughters; but to Hannah he gave a double portion,* because he loved her even though the LORD had closed her womb.  Her rival used to provoke Hannah severely, to irritate her, because the LORD had closed her womb.  So it went on year by year; as often as they went up to the house of the LORD, Peninnah used to provoke her. Therefore Hannah wept and would not eat.  Her husband Elkanah said to her, "Hannah, why do you weep? Why do you not eat? Why is your heart sad? Am I not more to you than ten sons?" After they had eaten and drunk at Shiloh, Hannah rose and presented herself before the LORD.* 

She was deeply distressed and prayed to the LORD, and wept bitterly.  She made this vow: "O LORD of hosts, if only you will look on the misery of your servant, and remember me, and not forget your servant, but will give to your servant a male child, then I will set him before you as a Nazirite* until the day of his death. He shall drink neither wine nor intoxicants,* and no razor shall touch his head." Now Eli the priest was sitting on the seat beside the doorpost of the temple of the LORD. 

As she continued praying before the LORD, Eli observed her mouth.  Hannah was praying silently; only her lips moved, but her voice was not heard; therefore Eli thought she was drunk.  So Eli said to her, "How long will you make a drunken spectacle of yourself? Put away your wine."  But Hannah answered, "No, my lord, I am a woman deeply troubled; I have drunk neither wine nor strong drink, but I have been pouring out my soul before the LORD.  Do not regard your servant as a worthless woman, for I have been speaking out of my great anxiety and vexation all this time."  Then Eli answered, "Go in peace; the God of Israel grant the petition you have made to him."  And she said, "Let your servant find favour in your sight." Then the woman went to her quarters,* ate and drank with her husband,* and her countenance was sad no longer.*

Case Study Two

There was a man named Francois who left the town of Caraquet in New Brunswick to live in the province of Alberta with his wife and his two sons. This was during an economic downturn when the mills had shut down and there was no other work for him.  So they moved to Fort McMurray where there was lots of work and settled there. 

 Soon after, Francois was killed when his car hit a moose. His wife was left alone to raise their two sons. It was hard to support them but she worked hard and managed to raise them alone. Her sons married two lovely young women.  She had worked hard but it had been worth it! She loved her daughters-in-law and was looking forward to having grandchildren. Then one day she received a phone call from the RCMP.  Her sons had been killed in an industrial accident while working for Syncrude. She was left alone without her husband or her two sons. 

She had no reason to stay in Fort McMurray and she had heard that the economy had improved in Miramichi so she and her daughters-in-law got ready to leave Alberta and return home.  She said to her two daughters-in-law, "Stay here.  This is your home town. You can find new husbands and start your own families." 

When she kissed them women good-bye, they began to cry out loud. They said to her, "No, we love you; we want to go with you to your people." 

 But she said, "My daughters, return to your own homes. Why do you want to go with me? I cannot give birth to more sons to give you new husbands; go back, my daughters, to your own homes. I am too old to have another husband or have any more children. I have nothing to live for.  Don't come with me, my daughters. My life is much too sad for you to share, because God has been against me!" 

 1The women cried together out loud again. Then one daughter-in-law kissed her mother-in-law good-bye and left. The other one held on to her tightly. 

 She was touched by this sign of devotion but she said, "Look, your sister-in-law is going back to her own people and her own gods. Go back with her." 

 But her daughter-in-law said, "Don't beg me to leave you or to stop following you. Where you go, I will go. Where you live, I will live. Your people will be my people, and your God will be my God. And where you die, I will die, and there I will be buried. I ask that God would punish me terribly if I do not keep this promise: Not even death will separate us." 

 When she saw that her daughter-in-law had firmly made up her mind to go with her, she stopped arguing with her. So they took the bus and travelled to Miramichi. When they arrived at Miramichi, all the people became very excited. The women of the town said, "Is this really Naomi?" 

 She answered them, "Don't call me Naomi. Call me “Dried Up and Shrivelled Inside” because God has made my life very sad.  When I left, I had my husband and my sons, all I wanted, but now, the Lord has brought me home with nothing. Why should you call me Naomi when the Lord has spoken against me and God has given me so much trouble?" 

Case Study 3

 There was a man who had many sons but he loved one more than any of his other sons, because he had been born to him in his old age.  He made a richly ornamented robe for him. When his brothers saw that their father loved him more than any of them, they hated him and could not speak a kind word to him.   One day this son when was tending the flocks with his brothers he brought their father a bad report about them.

 One day the father said to his favourite son, "As you know, your brothers are grazing the flocks on the other side of the hill by the old brook. Go and see if all is well with your brothers and with the flocks, and bring word back to me." 


When he arrived a man found him wandering around in the fields and asked him, "What are you looking for?"

He replied, "I'm looking for my brothers. Can you tell me where they are grazing their flocks?" 

"They have moved on from here," the man answered. "I heard them say, 'Let's go to Dothan.' “So he went after his brothers and found them near Dothan. But they saw him in the distance, and before he reached them, they plotted to kill him. 

"Look at him wearing his fancy robe!" they said to each other. "Come now, let's kill him and throw him into one of these wells and tell our father that a ferocious animal devoured him. Then we'll see what comes of his dreams." 

When the oldest brother heard this, he tried to rescue him. "Let's not take his life.  Don't shed any blood. Throw him into this well, but don't lay a hand on him." Reuben said this so he could rescue him and take him back to his father. 

So when he arrived, they stripped him of his fancy robe and they took him and threw him into the well. The well was dry. 

As they sat down to eat their meal, they looked up and saw a group of traders loaded with merchandise.

So one brother suggested, "Come, let's sell him instead of laying our hands on him; after all, he is our brother, our own flesh and blood.“ His brothers agreed.  So they pulled him out of the well and sold him. 

When the oldest brother returned and saw that he was not there, he went back to his brothers and said, "The boy isn't there! Where can I turn now?"  Then they took the robe, slaughtered a goat and dipped the robe in the blood.  They took the blood stained robe back to their father and said, "We found this. Is this your son's robe?" 

He recognized it and said, "It is my son's robe! Some ferocious animal has devoured him. Surely he has been torn to pieces." 

He mourned for his son many days. All his sons and daughters came to comfort him, but he refused to be comforted. "No," he said, "in mourning will I go down to the grave and join my son in death." 

Appendix Seven

LAY PASTORAL VISITATION TRAINING PROGRAM

“CASE VIGNETTE”

Mr. T. is a 54 year old male, from a small town in rural New Brunswick.  Oat cell cancer of the lung, no known metastasis, was diagnosed in August 1998.  Since then he has had two chemotherapy treatments.  He was told last week that these have not been effective and that the cancer is now in both lungs.  Having been at home he was admitted to Emergency three days ago with extreme respiratory difficulty and is now a patient on the Oncology floor.

According to his chart, Mr. T. has been separated from his wife for 19 years and has been living common-law with another woman for 14 years.  There are two children from the marriage who are living in the West.  Since his admission it has been learned that Mr. T. was raised a Baptist and was active in a conservative Baptist church until his separation.

Since then he has felt rejected by the pastor and people of the Baptist Church in his community.  Yesterday, Mr. T. said he realized he didn’t have long to live and wondered aloud, while a nurse was with him, whether there was anything after death.


Do you identify:

a) any spiritual needs

b) any pastoral needs

c) any religious needs

If so, who should respond? ___________________________________________

 And how would you make the referral? __________________________________

:

Appendix Eight 

STAGES OF EMOTIONAL RESPONSE

	1.   Dealing with Catastrophic Events:
· Crisis/Chaos/Shock

· Denial

· Hoping against hope


	Needs:

· Comfort/Support/Empathy

· For confusion – help finding resources

· Crisis intervention/prognosis

· Empathy for pain

	2. Learning to Cope:

· Anger/Guilt/Resentment

· Recognition

· Grief


	Needs:

· Vent feelings / keep hope

· Education/self care/networking

· Skill training/Letting go

· Co-op from system

	3.   Moving into Advocacy
· Understanding

· Acceptance

· Advocacy/Action
	Needs:

· Activism/Restoring balance in life

· Responsiveness from system


Appendix Nine

The ‘New’ Stages of Grief: 5 Tasks, No Timeline

What bereaved survivors wish they’d known about the grieving process.

By Paula Spencer

Bereaved people often brace for the so-called stages of grief, only to discover their own grieving process unfolds differently. The stages of grief — popularized from earlier theories put forth by Elisabeth Kübler-Ross in her 1969 book On Death and Dying, and later modified by others — initially described responses to terminal illness: denial, anger, bargaining, depression, acceptance. While some find those responses relevant to coping with death, psychologists increasingly believe that the idea of “stages” oversimplifies a complex experience. And grieving survivors seem to agree.

“When we’re confronted with emotional chaos, we yearn for clarity, and the Kübler-Ross stages of grief serve as a kind of road map,” says Robert Neimeyer, a professor of psychology at the University of Memphis who studies grief. “But it’s more accurate to think about phases of adaptation rather than stages of grief. And they overlap rather than fall in sequence.”

No two people mourn the same way. The grieving process is shaped by one’s relationship to the deceased and the nature of the death, Neimeyer says. For example, “non-normative losses” — sudden or untimely deaths (accidents, homicides, deaths in youth or life’s prime) — tend to trigger more intense anger and disbelief, and longer depression.

What all survivors share: Death presents challenges, from processing the loss and coping with grief symptoms through reformulating a relationship to the late loved one — tasks that can take months and years to work through.

Grief task #1: Acknowledging the reality

The finality of death is always a shock, even after a known terminal illness. After helping her 62-year-old husband battle a brain tumor for four years, Maureen McFadden thought she’d girded herself for his eventual passing. “A nun warned me that for all the pain I’d already gone through, I would not be prepared for what grief is. She was right,” says the Brooklyn, New York, widow. “Even though I understood the outcome when he was first diagnosed, I had no idea that I was still hoping. When someone dies, you’re just not prepared for that, because humans don’t know how to live without hope.”

It wasn’t until after the busy period of nursing, funeral planning, and the memorial services that the truth struck — “as if I’d been shot,” McFadden says. Later, one of her husband’s physicians told her that people who are constantly at a dying loved one’s side often have the hardest initial response. “He said they seem to hold an unarticulated belief that just by virtue of their presence and determination, they will keep the person alive,” she says. “The eventual death seems like a terrible failure.”

Accepting that death is real (and not your fault) isn’t the same as being OK with it. It merely means absorbing the truth of what has happened. This can be as difficult and painful as smacking through the first high breakers at the ocean’s shore. For some people, acknowledgment happens quickly; others remain in disbelief for months or years (or experience disbelief in periodic bursts).

What helps:

Experiencing the rituals of death. Lise Funderberg and her sisters allowed someone else to organize a quick memorial service because “we were so out of it, floating in Jell-O.” Looking back, she wishes they had done it themselves. “We didn’t even put anything in the papers. I wish we had known how a ritual of closure is really important for everyone in the community of the deceased, everyone who loved him,” says the author of Pig Candy: Taking My Father South, Taking My Father Home. “It’s not like we would be doing another one.”

Knowing there are no shortcuts through grief. “Grief can begin even before death, during caregiving. But grief doesn’t end until we do,” says Sherry E. Showalter, a social worker in Tarpon Springs, Florida, who’s the author of Healing Heartaches: Stories of Loss and Life.

Practicing your faith traditions. Some research shows that survivors with a spiritual life tend to absorb grief more quickly, possibly because — psychologists believe — people who eventually find meaning in loss are generally better able to cope with it.

Grief task #2: Weathering the stress of separation

Mourning brings many physical and emotional hallmarks: crying, being unable to cry, sleeplessness, not eating, numbness, feeling forlorn, withdrawing socially, and so on. The exact mix is different for everyone.

Anger is a common response, especially to a violent or untimely death. “My anger was so primal and intense, that this good person, my dad, had to die. It was illogical. I was mad at the world. I even thought, ‘Why couldn’t it have been my mom?’ who was already sick and not a contributing member of society,” says Harriet, a San Francisco producer whose father died at 69 after a cancer diagnosis.

Intense emotions can be a way to “hang on” to the deceased person, bereavement counselors say. It’s a tangible connection to the person who died. “It feels like power, like life,” one widow says of her white-hot anger. Letting go of the emotion, or learning to live with it, can feel like letting go of the person who died. Naturally, there can be a built-in reluctance to do that.

Another confusing emotion: Relief. “I felt horribly guilty that I was so relieved when my mom died,” says the daughter of an alcoholic. Caregivers, for example, often feel surprise (and, in turn, guilt) that they feel a lifting of a physical and/or emotional burden when caregiving ends. This is a natural response that’s separate from the sadness of losing the person. It’s entirely possible, and normal, to feel two such different emotions at the same time.

What helps:

Letting yourself experience turbulent emotions rather than shutting them down. “Wallowing is good,” says Cherie Spino, a mom of four in Toledo, Ohio, whose mother was killed at age 69 by a drunk driver. “You have to go through it, dwell on the person and your sadness, cry.”

Redirecting anger. Within a few years of her dad’s death, Harriet, the producer, “used my rage to fuel my passion” for a new project about cancer.

Asking what the deceased person would suggest. Maureen McFadden, whose husband died of a brain tumor, says she partly transitioned out of anger when the thought struck her, “What would Jim want from me?”

Reading about others’ experiences. Literature about grief can point out common threads. Survivors often point to Joan Didion’s The Year of Magical Thinking and A Grief Observed, by C.S. Lewis.

Seeking bereavement support. Professionally led support groups or individual counseling provide skilled guidance as you navigate confusing or painful emotions. The goal isn’t to make the feelings go away but to help you embrace their purpose. Some people are ready immediately for this kind of help while some come to it long after the loss, and others do fine on their own.

Grief task #3: Adjusting to absence

After the funeral and burial, mundane life patterns such as shopping and working must eventually resume, now in altered form. “Everyday life” often leaves survivors experiencing long-term reactions on top of the more familiar emotional and physical manifestations of grief.

Most common: yearning (intense longing for the person who has died), stress, and depression. These can prevail whether the relationship was happy or turbulent.

“Whatever unresolved issues you have, they get magnified and are elusive at the same time; you feel alone in the world,” says Ellie, whose parents and sister all died within five years. “I felt so isolated in my grief.”

What helps:

Not rushing yourself. “Being without my parents knocked me down and kept me down for a long time; it was as if something had been severed in me,” says Ellie. “Time and new experiences helped, but it was mostly a matter of putting one foot in front of the other.”

Ignoring the “grief police.” Don’t let others rush your adjustment. Turn a deaf ear to the well-meaning comments people make that miss the mark — including “It’s time to move on.”

Getting help as needed with practical tasks. Handling finances, cooking, yard work, and so on can swamp a bereaved person, especially if they’re unfamiliar duties. This just adds to stress and prolongs pain.

Inching toward new ways of doing things. One woman who had a standing Saturday morning long phone call with her late mother felt bereft at that hour each week. “I switched my walking time to then and called my sister while I walked, which shook up my routine and dulled the pain.”

Not expecting you can medicate the pain away. Antidepressants have a place in helping someone who has a chemical imbalance causing depression. But antidepressants can also impede the grieving process, and they can’t remove the yearning that’s associated with depression. The goal should be to think about the deceased with less pain, over time, and to derive a measure of comfort from such thoughts.

Grief task #4: Revising your relationship to the deceased

Your relationship to the person who died doesn’t end with his or her death; it changes. “The goal of grieving is not to let go but to find a way to hold on with less pain,” Neimeyer says.

Simon Ruben of Israel’s University of Haifa describes the grieving process as being “two-tracked,” with two processes happening simultaneously. On one track, we cope with the visible symptoms and emotions (anger, depression, sleeplessness, and so on). On the other track, less obvious but equally important, we’re working to reframe our relationship to the loved one who has died.

Nobody forgets a loved one. The question is, how do we hold him or her in our memory, our rituals, and our conversation in a way that’s manageable, possibly even comforting, rather than painful?

What helps:

Reminiscing aloud. “Loss is so taboo in American culture. You’re supposed to have a funeral and move on,” says Jennifer Amandari of Los Angeles, who lost her mother when she was 16 and then lost an infant daughter six years ago. “But not talking about the person stunts your ability to heal and work the loss into your life.”

Having your grief witnessed. When psychologist Robert Neimeyer’s teenage son got choked up at Thanksgiving on realizing he was seated in his late grandmother’s chair, the table conversation came to a halt. Rather than rushing the awkward moment, someone shared his own memory of her. “We all began to recall ‘Gloria stories,’ and it was a beautiful moment that allowed us to continue a connection to her,” Neimeyer says.

Reflecting on the legacy of the person who died (alone or with others). How did he or she inspire you? What was his or her life’s meaning and purpose? Questions like these help shape a perspective on the seeming meaninglessness of death.

Following rituals that celebrate or honor the deceased. Victorians made an art of the rituals of remembrance, from wearing black and jewelry made from the hair of the deceased to producing funeral cards and postmortem photography. Such traditions help survivors maintain a connection and continuity. Family members join Lisa Byers of Toledo, Ohio, on an annual visit to the grave of her late husband, who died of a heart attack at age 46. Patti Anderson, who lives in Cincinnati, joins her out-of-state sisters in annual trips for their mother’s birthday. They’ve turned it into a memorial to her, complete with a special dinner devoted to reminiscing. Another family sends balloons aloft on the anniversary of their father’s death — followed by a dinner at his favorite restaurant.

Creating a memorial. Cherie Spino and her sisters plan to make a wall hanging from scraps of their mother’s clothing that they’d saved. Others have found solace in creating scrapbooks or PowerPoint presentations with old photos, symbolically lighting a Caring candle and posting a dedication, or planting a tree or garden.

Grief task #5: Rewriting the storyline of your life

“Grief is more than an emotion; it’s a process of reconstructing a world of meaning that’s been challenged by loss,” psychologist Neimeyer says. When our life is closely entwined with anther’s, and that person dies, it’s as if a main character in a book dropped out. How can future chapters be rewritten so the book makes sense?

And yet there must be a rewrite, because life is a narrative. An important part of grieving is to gain a perspective on the meaning of the loss and to reconstruct a world in which you can live effectively afterward. Who will now do the things that your loved one once did for you? Who will you confide in about your promotion or your child’s first steps? Will you ever be able to walk into a hospital or nursing home again? Be able to love again? How has the meaning of your life changed?

One challenge: This involves integrating the reality of death into a cultural system that likes to pretend death doesn’t exist.

What helps:

Finding compassion in the workplace, one’s place of worship, and social organizations. It can be incredibly useful to reintegrating into life after a loss to have it acknowledged, rather than ignored without comment. Example: a manager stepping forward to say, “I’m sorry for your loss; let’s talk about what you feel like tackling now.”

Putting your life story on paper. Neimeyer has his patients write the chapter titles of their life stories. Then he asks them to reflect, in writing, on specific questions: How did you organize the flow of your self-narrative? What are the major themes that tie it together? If you were to give a title to your self-narrative, what would it be?

Recognizing that you’re not the same person as before. Losing any loved one is a trans-formative experience. Expect and embrace change, rather than avoiding it and expecting to return to your “old self.”

Expecting the intensity of your grief to vary. “Whenever I go to a funeral, I cry and cry now — for my own loss,” says one woman. Mother’s Day, birthdays, and anniversaries can ignite surges of depression years later — or there may not even be an obvious trigger.

Being open to help. It’s worth noting that there may be a syndrome called complicated grief, in which grief reaches a point where therapy can be useful. Is prolonged grief a new psychological disorder? Many psychologists now think so and want to see it become a recognized disorder. But more relevant than labels is being open to help if you feel stuck.


A “Happy” Ending?
Important point: Completing these five tasks doesn’t “end” the grieving process. They may never be fully completed. Grief isn’t a disease, after all; it’s a transition.
“Grief is like a room we may enter or leave again and again, for years,” psychologist Robert Neimeyer says. “The character and quality of grief may change across time, but it remains available to us as a resource that we can revisit.”

That positive word, resource, is a deliberate choice: “Being able to revisit earlier losses and their implications for us can enrich our lives and make our narrative more coherent about who we are and how we got to be who we are,” Neimeyer adds.

“I still feel such a sense of loss,” says writer Lise Funderberg of her father’s death in 2006. “But qualities of that experience were incredibly moving — the compassion and charity shown to me and witnessed by me. It’s strange to hold two opposing ideas in your head: that an experience can be horrible and yet have good effects. Things were stirred up by my dad’s dying that are pretty incredible and life-affirming. I now know that if you’ve loved a person, you will always grieve them. It just changes over time.”

Appendix Ten

Listening Skills Exercise

When a person enters a hospital, he brings along his spiritual beliefs - possibly intensified by his illness.  These beliefs can affect both his recovery rate and his attitude toward treatment.  If you try to understand his beliefs - and respect them -  you’ll avoid embarrassment and problems.

1.  “I’ll get well if that’s how it’s meant to be.  If not, there’s nothing I can do about it.

FEELINGS:  _______________________________________________________________

WHAT IS THE PATIENT SAYING?:  ____________________________________________

2.  “God has been with me for three score years and ten.  He’ll not leave me now.”

FEELINGS:  _______________________________________________________________

WHAT IS THE PATIENT SAYING?:  ____________________________________________

3.  “They found a spot on my kidneys during a routine examination.  Why did this happen to me and why now?”

FEELINGS: _______________________________________________________________

WHAT IS THE PATIENT SAYING?:  ____________________________________________

4.  “I’ve been wondering what really will happen to me when I die.”

FEELINGS:  _______________________________________________________________

WHAT IS THE PATIENT SAYING?”  ______________________________________


_________________________________________________________________________

Exercise: PASTORAL RESPONSES

1.  Mary  -  Oh, I’m going home today and I know I should be happy.

FEELING EXPRESSED:  _____________________________________________________

POSSIBLE RESPONSE:  ____________________________________________________

2.  Mary  -  I’ve got eight children, no conveniences and a lot to put up with.

FEELING EXPRESSED:  ____________________________________________________

POSSIBLE RESPONSE:  ____________________________________________________

3.  Mary  -  They don’t let you stay in hospital any time even after a baby.

FEELING EXPRESSED:  ____________________________________________________

POSSIBLE RESPONSE:  ____________________________________________________

4.  Mary  -  Sometimes, I don’t know whether I can go on or not, and who do you turn to these days, everybody’s so busy or don’t care.

FEELING EXPRESSED:  _____________________________________________________

POSSIBLE RESPONSE:  ____________________________________________________ 

Listen doc.9
Appendix Eleven

Case Study

Mr. T. is a 54 year old Anglo-Saxon male, from a small town in rural New Brunswick.  Oat cell cancer of the lung, no known metastasis, was diagnosed in August 2010; since then he’s had two chemo-therapy treatments.  He was told last week that these have not been effective and that the cancer is now in both lungs.  Having been at home, he was admitted to Emergency three days ago with extreme respiratory difficult and is now a patient on the oncology floor.

According to his chart, Mr. T. has been separated from his wife for 19 years and has been living common-law with another woman for 14 years.  There are two children from the marriage who are living in the West.  Since his admission, it has been learned that Mr. T. was raised a Baptist and was active in a conservative Baptist church until his separation.

Since then he has felt rejected by the pastor and people of the Baptist Church in his community.  Yesterday, Mr. T. said he realized he didn’t have long to live and wondered aloud, while a nurse was with him, whether there was anything after death.

What needs do you identify?

a) Spiritual Needs

b) Pastoral Needs

c) Religious Needs

If so, who should respond and how should the referral be made?

Appendix Twelve

	Do’s and Don’t of Hospital Visits

	  Do
1. Call first to determine patient availability for a visit. 

2. Check with the nursing staff about the visit – the staff can inform you about precautions, if the patient is unavailable due to test and if the patient is sleeping want to be woken or not.

3. Knock before entering a room and introduce yourself. 

4. Observe signs, notices, and precautions on patient’s door (and ask for guidance if necessary). 

5. If possible, sit where you can maintain comfortable eye contact with the patient. 

6. Be cheerful, make pleasant conversation. 

7. Shape the tone and substance of your conversation from cues offered by the patient. 

8. Listen attentively by giving the patient your undivided attention. 

9. Let the patient know he/she can talk about sensitive subjects. 

10. Be prepared to excuse from the room yourself when the doctor enters the room. 

11. Ask if they wish you to share Scripture or pray.  If they wish prayer ask if they have special needs as you prepare to pray. 

12. While respecting confidentiality, inform the Spiritual and Religious Care Department of your visit if necessary. 
	  Don’t
1. Be insulted by a patient’s words/attitudes or register shock at a patient’s appearance. 

2. Offer false optimism or participate in criticism about the doctor or treatment.

3. Try to defend God against their anger, frustration or sense of abandonment. 

4. Touch equipment or sit on patient’s bed. 

5. Tell patient unpleasant news — including your troubles. 

6. Whisper when talking to family members or medical staff. 

7. Break hospital rules or violate confidentiality issues.

8. Visit outside of regular visiting hours (unless it is an emergency)

9. Awaken the patient unless nurse gives approval. 

10. Help patients get out of bed or give food or drink without the nurse’s approval. 

11. Assume anything. 
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The System Has to be Kept Human: *
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One of the abiding challenges of modernity and especially that prevalent in professional health care is to maintain and cherish the humanity of those for whom we care and to whom we relate. Far too often the experience of hospitalization feels like a temporary exile in a foreign land where we do not normally live and a diminishing of our spirituality as we are subjected to the mechanized and sometimes dispassionate professionalism of the therapists. This article explores the importance and value of spirituality in the road to recovery as well as personal growth as a human person. It is a plea for the health professional to recover compassion as a necessary resource to their role in facilitating their patient’s recovery from sickness and return to healthy living.

It’s official. Spirituality is to inform and resource how patients receive treatment within the National Health Service (NHS) in the UK. The subject was placed second in importance in the Patient’s Health Charter during the John Major era and its importance was subsequently ratified under the Labour government. At the heart of this has been the focus upon holistic care; ensuring that the patient is not subjected to the status of a disease being treated but a person receiving care. Indeed, Archbishop Barry Morgan emphasized this point in his recent speech marking the 60th anniversary of the NHS in Swansea. He said that effective healthcare “has to recognize the importance of the personal in a world of targets, accountability and value for money.” 1Archbishop Morgan extended this humanizing of care to staff who, like their patients, are in need of receiving respect and dignity in an increasingly mechanized society.

Defining Spirituality

However, before we can discuss ways of honoring and attending to the spirituality of patient need, we must understand what is meant by spirituality. A definition offered in a recent document by the Mental Health Foundation 2 states that spirituality is “... that aspect of human existence that gives it its ‘humanness.’ It concerns the structures of significance that give meaning and direction to a person’s life and helps them to deal with the vicissitudes of existence. As such it includes such vital dimensions as the quest for meaning, purpose, self-transcending knowledge, meaningful relationships, love and commitment, as well as (for some) a sense of the holy amongst us” (p. 4-5).

All of these core values are set on a collision course when we become ill and find ourselves in hospital, a far country, where we are liable to be disorientated and in need, not just of the best surgical care, but of being helped to understand ourselves and what may be happening to us. Persons experience a sense of loss of connection with themselves and consequently it is important that as patients, they are respected and involved in the healing journey in which they have been placed. Our need is both one of cure and care. It is here that we observe a parallel journey in the world of Christian healing.

The Parallel Journey of Christian Healing

Christian healing, far from being just an issue of curing people of their sicknesses, is also about empowering people to walk in newness of life. Neither is it just an emphasis upon the ability of God to cure us by a supernatural act of grace but also about that same grace being found in the world and skills of professional healthcare. Two brief examples from the New Testament Gospels will help to underline these principles. The first is in the healing which Jesus bestows on a man who had attended a healing event for over 30 years (John 5:1-14). The reasons for selecting him above all the other needy people there that day are not given but as we shall see, this seems to be a case of an individual diagnosis rather than a universal diagnosis for those who are physically invalid. Following his sudden healing there comes a private moment of dialogue in which the man is encouraged to radically alter his moral life style or his spiritual disease will carry bigger penalties than his former illness. The concern is for the man to live a whole life rather than just be glad he is not physically ill any more. The second account is the healing of ten lepers (Luke 17:11-19). All ten are encouraged to return home to Jerusalem and to seek out the priest who functions rather like a general practitioner. It is his responsibility to check that all contagion has been removed so that he can pronounce healing and the patient be allowed to re-enter normal community as opposed to quarantined community. Here there is no immediacy of cure but the journey of faith which involves the expertise of the general practitioner. The interesting twist in this story is that one of the ten lepers would not be welcome at the door of the temple in Jerusalem because he was a Samaritan. The physical healing they all received exposed the deeply embedded racial prejudices which had been temporarily suspended when they shared the same life-threatening predicament. Yet when the Samaritan returns alone to Jesus, he is pronounced whole and not merely cured. This underlines the importance of health and healing as being not just the removal of disease but the empowerment to walk in a greater maturity with an improved and greater connectedness with the world: the very core of how spirituality has been defined within the NHS.

Core Dynamics of Christian Healing

In attending to this commitment to an improved quality of wholeness of life, Christian healing agencies have offered a variety of resources. Alongside of the opportunities to receive prayer with the laying on of hands in the context of church services there are examples such as Burrswood Christian Hospital in Kent which offers palliative care through a collaborative team consisting of medical and nursing staff, clerical support and professional counseling. There are other initiatives such as the Christian Medical Fellowship, Nurses Christian Fellowship, The Association of Christian Therapists and Wholecare which have encouraged the implementation of Christian principles within professional healthcare. My own society, Acorn Christian Healing Foundation, has encouraged the use of trained listeners within primary healthcare trusts and hospital chaplaincies. There are over 100 residential healing homes in the UK where visitors come to share their needs in a climate of spaciousness and confidentiality and receive counselling and extended prayer. In addition to this, professional counseling centres have emerged staffed by Christians who see spirituality as a core need of their clients but who nonetheless are careful not to impose their faith perspective upon them. Despite the many differences of style and engagement in caring that these examples provide we can observe certain core dynamics that lie at the heart of their therapies.

They are:

 The importance of patient narrative.

 The primacy of listening

 The journey of reconciliation

The Importance of Patient Narrative

We all have stories to tell and we are diminished when we are deprived the opportunity to share them when most needed. Our stories are the windows we offer to others in order that they may see and understand where we think we are on our journey of life. If you do not see me, what makes you think you can help me? Christian healing is enabling people to share their wounded stories for two reasons; the first is that the sharer can feel understood and supported and the second is that we may attend accurately to their need. This translates well to the context of professional healthcare such as the NHS. A narrative approach to medicine has emphasized the importance of the patient’s experience and understanding of their health problems. The story they tell reflects their beliefs about health and their understanding of how they became ill. Whether their narratives are medically accurate or not in their understanding, they do nonetheless give the doctor and the nurse an insight as to where the patient is coming from and this should not be minimized or ignored.

Our story-focused approach recognizes the complex, multi-factorial nature of the causes of ill health. Therefore a headache, whilst having a common final physical pathway, may be caused by a physical disease (tumor), or a psychological condition of depression, or a social condition of stress due to over-work or finally, a spiritual condition of a broken relationship due to hurt and unforgiveness. It is here that an integrated team comes into its own. The doctor is no longer the single-handed healing professional although he or she may be at the centre of this team consisting also of nurses, the chaplaincy team and other careers who may be needed. Naturally this calls for good communication and commitment within the team.

Judith Shelly and Arlene Miller in their book Called to Care (1999) 3 see a special significance in narrative sharing in the role of the nurse. They relate how it is so easy for the patient and nurse to be caught up in medical procedures such as medication that needs to be given, the lab tests that need to be taken, the assessments that need to be documented and the charting that needs to be completed. The patient is in danger of becoming merely that shadow behind these tasks. The nurse has a primary task of accompanying the patient on the journey through statistics and keeping their humanity and story in view. This sometimes means being the silent presence on the road of suffering and other times of engaging in conversations about meaning and reconstructing identity and values as the patient struggles to come to terms with what is happening to them. Undergirding this approach is the belief that recovery of health is a step on the redemptive journey towards ‘shalom’ or wholeness which is precisely the objective of all Christian healing ministries. Yet the telling of stories is an interrupted journey if it is not done in the presence of an authentic listener.

The Primacy of Listening

It was the late Dame Cicely Saunders, the founder of the first modern hospice in the UK, who said that people will say more in a climate of listening. Listening lies at the heart of Christian healing and as such is modeled on the ministry of Jesus in the Gospels. The physician Luke tells the familiar story of the two leaving Jerusalem on the Emmaus road (Luke 24:13-35). They encounter the risen Christ but fail to recognize him because they are preoccupied with all that had gone wrong in the city. What follows is fascinating. They spill out the story of Jesus. They tell of his love and untimely and brutal death on the cross, a story he knew only too well and yet he lets them speak and does not interrupt them. Nothing they told him was a surprise to him but their ability to comprehend what had actually happened, namely the resurrection, is only engaged once they have told their tale. It is only after they have spoken that Jesus tells them the rest of the story. The process is interesting to observe; first comes the story and then comes the diagnosis which both connects with where they are and then helps to move them on. This is translatable to all spheres of healthcare.
An example of this is Acorn’s partnership with hospital chaplaincies and their volunteer teams. The Rev. Phil Sutton, Head Chaplain at the John Radcliffe in Oxford, pioneered a listening resource within the A and E departments of the Royal Bath and Wells hospitals. His volunteers were trained in listening skills and delivered this resource to patients and their relatives. They were encountering people at the point of greatest need and dealing with the shock and trauma that relatives often feel when faced with bad news concerning their loved ones. He reported that the levels of hostility, often focused on the ward staff, decreased as patients and relatives were given the opportunity to talk about their feelings of shock and sense of disorientation. He also noted that the ability to talk in a climate of listening was of real benefit to those patients and relatives who felt that their world was under immediate threat. They felt respected and understood and this enabled them to better connect with the medical needs and conditions at hand. One can immediately see the benefit of such skills being part of the induction training for all physicians and nursing staff.

Yet listening alone is only part of the journey to recovery and healing. It often brings us to the place of needing to make choices as to how we face up to what is going on in our lives and bodies. This is the challenge of reconciliation.

The Journey of Reconciliation

At its heart, reconciliation is about one’s ability to either change or restore something broken or to be given the ability to transcend and live with what cannot be fixed. Sometimes this is a journey that the ones offering the ministry of healthcare and healing have to undergo alongside of the persons for whom they are caring. The providers may be hoping and praying for healing or remission from a life threatening cancer and no matter how much they pray and hope, the person is not getting better. Then the time comes to reassess the journey and pray and administer treatment with a different focus. That new focus may well be to prepare the person for a good ending and the faith and strength to face into it. The same is true for patients who come in hoping that surgery will work. It is more often the nurse who is the accompanier on this walk and he or she is in a prime position to enable the patient and their family, with the support of the surgery team, to accept a different journey if surgery does not resolve the condition. This is a sacred task and one that requires much compassion. At such times people may want to resolve unfinished business or put things right with another whom perhaps they need to forgive. Nurses must learn to listen well rather than too swiftly cancel the story unfolding and abruptly refer the patient to the chaplain. Once they have listened to the story and honored the patient in so doing, then comes the moment for the chaplain’s turn in the team. It is here that prayer and confession with absolution or perhaps the sacrament of Holy Communion may be offered. However, let us not underestimate the need of the nurse and the physician to help open the path to reconciling the patient to the changed journey they are on.

Conclusion

We have seen that spirituality matters within healthcare and that this is a parallel journey with Christian healing ministries. Perhaps this is the time to explore ways where a closer collaboration may be encouraged that includes the whole of the medical and nursing staff along with the chaplains, to become that multi-disciplinary team that demonstrates our care of the whole person and so restore a fuller humanity to those who pass through our hospitals.
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The technological advances of the past century tended to change the focus of medicine from a caring, service oriented model to a technological, cure-oriented model. Technology has led to phenomenal advances in medicine and has given us the ability to prolong life. However, in the past few decades physicians have attempted to balance their care by reclaiming medicine's more spiritual roots, recognizing that until modern times spirituality was often linked with health care. Spiritual or compassionate care involves serving the whole person—the physical, emotional, social, and spiritual. Such service is inherently a spiritual activity. Rachel Naomi Remen, MD, who has developed Commonweal retreats for people with cancer, described it well: 

Helping, fixing, and serving represent three different ways of seeing life. When you help, you see life as weak. When you fix, you see life as broken. When you serve, you see life as whole. Fixing and helping may be the work of the ego, and service the work of the soul (1).

Serving patients may involve spending time with them, holding their hands, and talking about what is important to them. Patients value these experiences with their physicians. In this article, I discuss elements of compassionate care, review some research on the role of spirituality in health care, highlight advantages of understanding patients' spirituality, explain ways to practice spiritual care, and summarize some national efforts to incorporate spirituality into medicine.

The word compassion means “to suffer with.” Compassionate care calls physicians to walk with people in the midst of their pain, to be partners with patients rather than experts dictating information to them.

Victor Frankl, a psychiatrist who wrote of his experiences in a Nazi concentration camp, wrote: “Man is not destroyed by suffering; he is destroyed by suffering without meaning” (2). One of the challenges physicians face is to help people find meaning and acceptance in the midst of suffering and chronic illness. Medical ethicists have reminded us that religion and spirituality form the basis of meaning and purpose for many people (3). At the same time, while patients struggle with the physical aspects of their disease, they have other pain as well: pain related to mental and spiritual suffering, to an inability to engage the deepest questions of life. Patients may be asking questions such as the following: Why is this happening to me now? What will happen to me after I die? Will my family survive my loss? Will I be missed? Will I be remembered? Is there a God? If so, will he be there for me? Will I have time to finish my life's work? One physician who worked in the pediatric intensive care unit told me about his panic when his patients' parents posed such questions. It is difficult to know what to say; there are no real answers. Nevertheless, people long for their physicians as well as their families and friends to sit with them and support them in their struggle. True healing requires answers to these questions (3). Cure is not possible for many illnesses, but I firmly believe that there is always room for healing. Healing can be experienced as acceptance of illness and peace with one's life. This healing, I believe, is at its core spiritual.

Two examples illustrate ways to deal with questions related to meaning in life. Many studies have shown that people desire to be remembered (4). Some wish to fulfill this desire through their family, and others through their life's accomplishments or impact. One of my patients has had ovarian cancer for 7½ years. Recently, the cancer metastasized and is no longer as responsive to chemotherapy. She has been involved in lecturing to a class of my medical students for a 2-week period each semester, talking about medical care from a patient's perspective. Now that she is facing the end of her life, she is determined to continue those lectures; she finds purpose in the significant impact they have had on future physicians. Her treatment team was able to work around certain therapeutic protocols to enable her to achieve her dreams and goals. Another patient was dying of breast and ovarian cancer in her early 30s, and she was depressed. Antidepressants weren't helping. Through talking with her, I understood the cause of her suffering: a fear that her 2-year-old daughter would not remember her. I suggested that she keep a journal to leave to her daughter; the hospice nurses videotaped her messages to her children. These activities helped resolve her depression.

Erik Erikson has written about certain developmental tasks that he suggests children, adolescents, and adults need to accomplish as part of the normal developmental and maturing process (5). Spirituality has been recognized by many authors as an integral developmental task for those who are dying (6, 7). Unfortunately, people who are dying are often ignored. DNR—do not resuscitate—is often interpreted as “do not round.” As these patients deal with issues of transcendence, they need someone to be present with them and support them in this process. We need to advocate for systems of care in which that can happen.

Attending the dying patient is an important experience for physicians as well. In an article entitled “When mortality calls, don't hang up,” Sally Leighton wrote: “The physician will do better to be close by to tune in carefully on what may be transpiring spiritually, both in order to comfort the dying and to broaden his or her own understanding of life at its ending” (8). One Baylor nurse I spoke with said that her patients give back 400% more than she gives them. I have to echo that sentiment. Being in the presence of people who are struggling and are able to transcend suffering and pain and see life in a different way is inspiring for me, and I'm grateful for those experiences.

RESEARCH ON THE ROLE OF SPIRITUALITY IN HEALTH CARE

The effect of spirituality on health is an area of active research right now. Besides being studied by physicians, it is studied by psychologists and other professionals. The studies tend to fall into 3 major areas: mortality, coping, and recovery.

Mortality

Some observational studies suggest that people who have regular spiritual practices tend to live longer (9). Another study points to a possible mechanism: interleukin (IL)-6. Increased levels of IL-6 are associated with an increased incidence of disease. A research study involving 1700 older adults showed that those who attended church were half as likely to have elevated levels of IL-6 (10). The authors hypothesized that religious commitment may improve stress control by offering better coping mechanisms, richer social support, and the strength of personal values and worldview.

Coping

Patients who are spiritual may utilize their beliefs in coping with illness, pain, and life stresses. Some studies indicate that those who are spiritual tend to have a more positive outlook and a better quality of life. For example, patients with advanced cancer who found comfort from their religious and spiritual beliefs were more satisfied with their lives, were happier, and had less pain (11). Spirituality is an essential part of the “existential domain” measured in quality-of-life scores. Positive reports on those measures—a meaningful personal existence, fulfillment of life goals, and a feeling that life to that point had been worthwhile— correlated with a good quality of life for patients with advanced disease (12).

Some studies have also looked at the role of spirituality regarding pain. One study showed that spiritual well-being was related to the ability to enjoy life even in the midst of symptoms, including pain. This suggests that spirituality may be an important clinical target (13). Results of a pain questionnaire distributed by the American Pain Society to hospitalized patients showed that personal prayer was the most commonly used nondrug method of controlling pain: 76% of the patients made use of it (14). In this study, prayer as a method of pain management was used more frequently than intravenous pain medication (66%), pain injections (62%), relaxation (33%), touch (19%), and massage (9%). Pain medication is very important and should be used, but it is worthwhile to consider other ways to deal with pain as well.

Spiritual beliefs can help patients cope with disease and face death. When asked what helped them cope with their gynaecologic cancer, 93% of 108 women cited spiritual beliefs. In addition, 75% of these patients stated that religion had a significant place in their lives, and 49% said they had become more spiritual after their diagnosis (15). Among 90 HIV-positive patients, those who were spiritually active had less fear of death and less guilt (16). A random Gallup poll asked people what concerns they would have if they were dying. Their top issues were finding companionship and spiritual comfort—chosen over such things as advance directives, economic/financial concerns, and social concerns. Those who were surveyed cited several spiritual reassurances that would give them comfort. The most common spiritual reassurances cited were beliefs that they would be in the loving presence of God or a higher power, that death was not the end but a passage, and that they would live on through their children and descendants (17).

Bereavement is one of life's greatest stresses. A study of 145 parents whose children had died of cancer found that 80% received comfort from their religious beliefs 1 year after their child's death. Those parents had better physiologic and emotional adjustment. In addition, 40% of those parents reported a strengthening of their own religious commitment over the course of the year prior to their child's death (18).

These findings are not surprising. We hear them repeated in focus groups, in patients' writings and stories: When people are challenged by something like a serious illness or loss, they frequently turn to spiritual values to help them cope with or understand their illness or loss.

Recovery

Spiritual commitment tends to enhance recovery from illness and surgery. For example, a study of heart transplant patients showed that those who participated in religious activities and said their beliefs were important complied better with follow-up treatment, had improved physical functioning at the 12-month follow-up visit, had higher levels of self-esteem, and had less anxiety and fewer health worries (19). In general, people who don't worry as much tend to have better health outcomes. Maybe spirituality enables people to worry less, to let go and live in the present moment.

Related to spirituality is the power of hope and positive thinking. In 1955, Beecher showed that between 16% and 60% of patients—an average of 35%—benefited from receiving a placebo for pain, cough, drug-induced mood change, headaches, seasickness, or the common cold when told that the placebo was a drug for their condition (20). Now placebos are used only in clinical trials, and even there, generally about 35% of people respond to them. Study of the “placebo effect” has led to conclusions that our beliefs are powerful and can influence our health outcomes. Herbert Benson, MD, a cardiologist at Harvard School of Medicine, has renamed the placebo effect “remembered wellness” (21). I see this as an ability to tap into one's inner resources to heal. Benson, myself, and others see the physician-patient relationship as having placebo effect as well—i.e., the relationship itself is an important part of the therapeutic process. Benson suggests that there are 3 components that contribute to the placebo effect of the patient-physician relationship: positive beliefs and expectations on the part of the patients, positive beliefs and expectations on the part of the physician or health care professional, and a good relationship between the 2 parties (21).

Specific spiritual practices have been shown to improve health outcomes. In the 1960s, Benson began research on the effect of spiritual practices on health. Some people who practiced transcendental meditation approached him in the 1960s and asked him to determine if meditation had beneficial health effects. He found that 10 to 20 minutes of meditation twice a day leads to decreased metabolism, decreased heart rate, decreased respiratory rate, and slower brain waves. Further, the practice was beneficial for the treatment of chronic pain, insomnia, anxiety, hostility, depression, premenstrual syndrome, and infertility and was a useful adjunct to treatment for patients with cancer or HIV. He called this “the relaxation response.” Benson concluded: “To the extent that any disease is caused or made worse by stress, to that extent evoking the relaxation response is effective therapy” (22).

Different studies suggest that 60% to 90% of all patient visits to primary care offices are related to stress. I teach the relaxation response to many of my patients, and I have found it particularly useful for patients with chronic pain, high blood pressure, headaches, and irritable bowel syndrome. It takes only a few minutes to describe the meditation and to practice it with your patient in the office. The patient then needs to practice the technique at home. I usually suggest people follow up with me in the office more frequently initially as they are learning the technique. After a few semimonthly visits, they switch to brief monthly visits, which can then be tapered. Some of my patients follow up with me by phone if coming to my office frequently is difficult.

ADVANTAGES OF BECOMING FAMILIAR WITH PATIENTS' SPIRITUALITY

Do patients want physicians to address their spirituality? Research studies have also addressed this issue. In the USA Weekend Faith and Health Poll, 65% felt that it was good for doctors to speak with them about their spiritual beliefs, yet only 10% said a doctor had had such a conversation with them (23). A study of pulmonary outpatients at the University of Pennsylvania found that 66% agreed that a physician's inquiry about spiritual beliefs would strengthen their trust in their physician; 94% of patients for whom spirituality was important wanted their physicians to address their spiritual beliefs and be sensitive to their values framework. Even 50% of those for whom spirituality was not important felt that doctors should at least inquire about spiritual beliefs in cases of serious illness (24).

From a physician's standpoint, understanding patients' spirituality is quite valuable as well: 

· Spirituality may be a dynamic in the patient's understanding of the disease. For example, when I was a resident I saw a 28 year-old woman whose husband had just left her. She found out that her husband had AIDS, and she asked to be tested. When I met with her to tell her that the test result came back positive, I tried to explain that her illness was diagnosed early and that there had been recent advances in the treatment of HIV that were allowing people to live longer with their illness. She kept referring to God and about why God was doing this to her. I recognized that we weren't connecting, so I asked her about her comments. She proceeded to tell me about being raped as a teenager and having an abortion. In her belief system, that was wrong. I remember her exact words: “I have been waiting for the punishment, and this is it.” She did not want to discuss treatment or preventive care such as immunization. I encouraged her to see a chaplain, which she did regularly. In the meantime, I kept seeing her, and I talked with her about her issues of guilt and punishment as well as some education about HIV. But it was not until 1 year later that she was willing to seek treatment. She needed time to work out her own issues of guilt before being able to accept her illness and deal with it. Now, she tells me that had I not addressed her spiritual issues in that first visit, she would never have returned to see me or any other physician. In many patients' lives, spiritual or religious beliefs may affect the decisions they make about their health and illness and the treatment choices they make. It is critical that we as physicians and health care providers listen to all aspects of our patients' lives that can affect their decision making and their coping skills. 

· Religious convictions may affect health care decision making. Jehovah's Witness patients rejecting blood transfusions is a classic example, but there are also beliefs around use of ventilators and feeding tubes. One of my patients was an 88-year old man dying of pancreatic cancer in the intensive care unit. He was on a ventilator. When the treatment team approached his family about withdrawing support, at first they refused, saying that their father was in God's hands and keeping him on support might make a miracle possible. After an ethics consult and a consult with a chaplain, the family had the chance to reframe their own thinking. Eventually, they saw that a peaceful death and their father's union with God could be the miracle. The critical elements in helping the family deal with the situation were the medical team's respecting and not ridiculing the family's beliefs and the chaplain's skill in counseling and helping the family reconcile their religious beliefs with the reality of their father's dying. 

· Spirituality may be a patient need and may be important in patient coping. This was true of a patient of mine who died 2 weeks ago. She used her religious beliefs and practices to help her live with serious chronic illness. Many of the 1500 people at her funeral commented on her deep faith and how her spirituality helped her cope with her multiple strokes and diabetes. Towards the end of her life, she was in a coma. Her family asked me to join them in their prayer around their mother's bedside. During the prayer, the family was able to express both their hope in her recovery, but also their request to God for strength to deal with her death if that was to be the outcome. So, for both my patient and my patient's family, spiritual beliefs and practices were the main resource they used to cope with suffering and loss. And this patient and her family wanted me, their physician, to be aware of these beliefs and to be open to hearing their spiritual expressions in the clinical setting. Patients may want to discuss their spirituality with their physician, to use their church group as a social support, or to join faith-based organizations for support and guidance. 

· An understanding of the patient's spirituality is integral to whole patient care. One of my patients, a 42-year-old woman with irritable bowel syndrome, had several signs of depression, including insomnia, excessive worrying, decreased appetite, and anhedonia. Overall, she felt she had no meaning and purpose in life. She did not respond to medication and diet changes alone. I taught this patient the relaxation response as an adjunct to the medical treatment and counseling she received. She improved when meditation and counseling were added to the treatment regimen. As shown in the first example of the woman who was HIV positive, some spiritual stances can lead to negative coping: more depression, poorer quality of life, and callousness towards others. This is seen when patients view a crisis as a punishment from God, have excessive guilt, or have absolute belief in prayer and a cure and then can't resolve their anger when the cure does not occur. Generally, however, spirituality leads to positive coping. Patients seek control through a partnership with God, ask God's forgiveness and try to forgive others, draw strength and comfort from their spiritual beliefs, and find support from a spiritual or religious community. These actions lead to less psychological distress (25).

ASPECTS OF SPIRITUAL CARE

What is involved in serving patients and providing compassionate care? Physicians can begin with the following: 

· Practicing compassionate presence—i.e., being fully present and attentive to their patients and being supportive to them in all of their suffering: physical, emotional, and spiritual 

· Listening to patients' fears, hopes, pain, and dreams 

· Obtaining a spiritual history 

· Being attentive to all dimensions of patients and their families: body, mind, and spirit 

· Incorporating spiritual practices as appropriate 

· Involving chaplains as members of the interdisciplinary health care team

Throughout these activities, it is important to understand professional boundaries. In-depth spiritual counseling should occur under the direction of chaplains and other spiritual leaders, as they are the experts. The physician should not initiate prayer with patients, as this blurs the boundary of physician and clergy. Leading prayer involves specific skills and training that physicians do not have. Furthermore, a physician leading a prayer might lead a prayer from his or her tradition, which could be offensive or inappropriate for the patient. If the patient requests prayer, the physician can stand by in silence as the patient prays in his or her tradition or can contact the chaplain to lead a prayer. Finally, the spiritual history is patient centered, and proselytizing and ridiculing patients' beliefs are not acceptable.

It is important to recognize that patients come to physicians to seek care for their medical condition. In delivering this care, physicians can be respectful and understand the spiritual dimension in patients' lives. But to go beyond that, e.g., to lead prayer or provide in-depth spiritual counseling, is inappropriate. Physicians are in a position of power with patients. Most patients come to us in vulnerable times. If the physician suggests a certain religion/spiritual belief or ridicules a patient's belief, the patient might adopt that physician's belief or lack of belief out of fear of disagreeing with a perceived authority. Therefore, it is critical that when discussing spiritual issues with patients, the physician listens and supports and does not guide or lead.

Many physicians are not familiar with spiritual histories. I've developed the “FICA” questions to guide the conversation (Table ​(Table11). I teach medical students and physicians to take a spiritual history as part of a social history, at each annual exam, and at follow-up visits as appropriate. A spiritual history helps physicians recognize when cases need to be referred to chaplains. It opens the door to conversation about values and beliefs, uncovers coping mechanisms and support systems, reveals positive and negative spiritual coping, and provides an opportunity for compassionate care.

NATIONAL RECOGNITION OF THE VALUE OF SPIRITUAL CARE

Several prominent organizations have recognized the importance of spiritual care. The Joint Commission on Accreditation of Healthcare Organizations has a policy that states: “For many patients, pastoral care and other spiritual services are an integral part of health care and daily life. The hospital is able to provide for pastoral care and other spiritual services for patients who request them” (26).

The American College of Physicians convened an end-oflife consensus panel that concluded that physicians should extend their care for those with serious medical illness by attention to psychosocial, existential, or spiritual suffering (27). In addition, the Association of American Medical Colleges (AAMC) has embarked on a study of medical education. It convened a consensus group of deans and faculty of medical schools to determine the key elements of a medical school curriculum. In its first report, it listed the essential attributes of physicians. The first attribute is that physicians should be altruistic: “Physicians must be compassionate and empathic in caring for patients.… In all of their interactions with patients, they must seek to understand the meaning of the patients' stories in the context of the patients' beliefs and family and cultural values.… They must continue to care for dying patients even when disease-specific therapy is no longer available or desired” (28).

In 1992, 3 medical schools offered courses on spirituality and health. In 2001, 75 of the 125 schools offer courses. Many of those courses are required. At The George Washington University School of Medicine, spirituality is interwoven with the rest of the curriculum throughout the 4 years of medical school so that the students learn to integrate it into all of their care. Most of the other schools follow this model of integrating spirituality into ongoing parts of the medical school curriculum. The reason for this is that it is a good model for teaching principles of care. Since the goal of good medical care is attention to the whole patient, not just the specific illness, courses that are taught holistically, rather than by symptoms only, emphasize whole patient care. So, when learning about a patient with diabetes, students learn not only about the pathophysiology of diabetes but also about the psychosocial and spiritual issues that patients with diabetes may face. Thus, when learning to take a history, students learn all aspects of the history—physical, social, emotional, and spiritual.

The John Templeton Foundation supports the development of curricula on spirituality and medicine in medical schools and in residency training programs. The grant program has been successful: not only do the schools and programs continue the curricula after the funding ends, but even schools that have applied and not received funding continue to offer the course. One of the requirements to apply for the award is to have approval from the dean and necessary education committees to offer the course. Once this is done, many schools elect to offer the course even if funding is not awarded. This suggests that medical school faculty find the topic of spirituality and health relevant to medical education and patient care.

The AAMC has also addressed the curriculum in spirituality, cultural issues, and end-of-life care. In its third report, the association outlined outcome goals and learning objectives for spirituality (Table ​(Table22). First, the consensus group noted that we are coming to understand health as a process by which individuals maintain their sense of coherence and meaning in life in the face of changes in themselves such as illness (29). So, spirituality can be seen as that part of people that sees coherence, meaning, and purpose in their lives. The AAMC's definition of spirituality is a broad one: 

Spirituality is recognized as a factor that contributes to health in many persons. The concept of spirituality is found in all cultures and societies. It is expressed in an individual's search for ultimate meaning through participation in religion and/or belief in God, family, naturalism, rationalism, humanism, and the arts. All of these factors can influence how patients and health care professionals perceive health and illness and how they interact with one another (30).

Furthermore, the consensus group of faculty that developed the definition also developed guidelines and learning objectives for teaching these courses. One of the basic premises of these courses is that focusing on the spiritual aspect of patients enables one to deliver more compassionate care.

In summary, spirituality can be an important element in the way patients face chronic illness, suffering, and loss. Physicians need to address and be attentive to all suffering of their patients—physical, emotional, and spiritual. Doing so is part of delivery of compassionate care. I think we can be better physicians and true partners in our patients' living and in their dying if we can be compassionate: if we truly listen to their hopes, their fears, and their beliefs and incorporate these beliefs into their therapeutic plans.

Appendix Fifteen

Common Ground 


When Suffering is More than Physical Pain 

Efforts to Control Emotional Trauma Show Dark Side of Palliation

by Dan Dugan
Mr. Murphy, the 76-year-old patient with lung cancer, died about 1:45 pm in his room on a medical floor at Montrose Memorial Hospital. His wife of 51 years, Lynette, threw herself on her husband's chest, and shuddered, moaned, and wept. The nurse, entering the room, saw Lynette's suffering, and saw that her two daughters were holding each other, sobbing. "Would your mother like something to help her with her pain?" the nurse asked the eldest daughter. The daughter stared blankly at the nurse. Two minutes later the nurse returned with six physician-authorized tablets for the Murphys, along with the necessary forms regarding personal belongings and mortuary designation that would need the family's signatures.
This nurse is "medicalizing" the emotional pain of Mr. Murphy's family, treating their suffering with drugs and serving the interests of institutional efficiency. On the surface, the nurse seems to be providing good palliative care, managing the pain and symptoms of Mrs. Murphy and her daughters. In the current context of escalating demands for health-care providers to provide more pain and symptom control to suffering persons, however, this nurse's welding of compassion to the medical model shows the dark side of palliative care.

Palliation — the art and science of alleviating the suffering of the sick — is a central goal and duty of medicine. Medicine's primary mission is to cure the sick, and restore their abilities to function. When the disease or injury is incurable, medicine's sole mission is palliation: mitigating pain and suffering as much as possible.

The term "palliation" comes from the same root as "pallor" and "pallbearer," connoting the act of "covering over" or "making palatable" on the surface that which, beneath the surface, is beyond human control. The World Health Organization defines palliative care as "active, total care of patients whose disease is advanced, irreversible and non-responsive to curative treatment," and "the management of physical and emotional symptoms, as well as the provision of social and spiritual support for both patient and family during the course of progressive illness that is beyond the reach of cure."1
Palliative care initiatives — supported by foundations, professional medical associations2, and federal agencies — are proliferating in hospitals and health-care systems nationwide. The federal government is preparing to approve guidelines for Medicare to reimburse physicians and hospitals for palliative-care treatments. For terminally ill persons and the fragile elderly, the re-emergence of palliative care represents a viable alternative to the options of high-tech rescue medicine, and physician-assisted death. Palliative care has been neglected for too long.

Not all pain is physical, nor is it confined to the sick. For family members and professional caregivers, the universal human experience of pain and suffering associated with significant loss — especially when patients die — is more of the soul than the body. Alleviating suffering calls for something more than "covering over" or enshrouding the pain, and eliminating grief's symptoms. Grief is not a sickness to be "fixed," but a healing process to be acknowledged and nurtured.

Modern hospitals, employing scientific medicine and institutional efficiency, often view grief as a threat and disruption. When other forms of eliminating expressions of grief fail, tranquilizers and sedatives are frequently employed as a way of maintaining order and control. The pain of loss is quickly covered over, the symptoms reduced and eliminated. This type of palliation is inappropriate.

Sufferings of the soul cannot be addressed nor ameliorated by chemicals and distractions. In fact, mourning is the beginning of an inner restorative and healing process. Instead of using more appropriate curative or therapeutic measures, attempts to palliate inner suffering can actually disconnect the sufferer from pain and from the healing process of grief.

Dosing grieving family members with tranquilizers numbs their perceptions, and postpones pain and grief. This type of palliation may even intensify the grieving process by delaying it to a time when family and friends may no longer be available for support. In this way, the "successful" palliation of patients' and families' can amount to inflicting unnecessary pain upon them, which violates the ethical duty to prevent or minimize unnecessary harm.3
Religion, like medicine, embodies a deeply human drive to wholeness, which pain and suffering fragment or diminish. All religions provide a wealth of resources (wise counsel, stories, rituals) to endure suffering. For instance, the "noble truths" at the foundation of Buddhism acknowledge: (1) Existence is pain. (2) The cause of pain is attachment to that which passes. (3) Release from pain consists in detachment. (4) The middle way between the extremes of self-indulgence and self-denial is the path to bliss.

Similarly, the central symbol of Christianity — the death and resurrection of Jesus — clearly presents an image of spiritual well-being that acknowledges the universality and centrality of suffering. In many religious traditions, the potential for expanded self-understanding, deepened relations with others, and even intimacy with God are all affirmed as possible with suffering.

The great world religions emphasize that compassion helps cure the suffering soul. Compassion or "suffering with" is fundamentally different from palliation. Instead of covering up symptoms, compassion seeks connection with the sufferer, without seeking to negate the suffering. Compassion aids in the genuine healing that comes from grieving and mourning. Palliation is a caring, appropriate response to the suffering of the sick. Compassion is a caring, appropriate response to the emotional and spiritual suffering of persons that accompanies human experiences of significant loss.

Faith-based hospitals, medical centers, and health-care systems embody both medicine's commitment to palliation, and religion's support of the natural healing process of grieving. That means accepting its expressions — beginning with tears. Crying is the body's most effective means of excreting toxic chemicals and alleviating the emotional tension and pain accompanying such loss. Tissues, not tranquilizers, fulfill the ethical obligation of health-care professionals to alleviate suffering. Making room for crying and other forms of grieving behavior (e.g., compassionate listening, assistance with practical needs, arranging space for families to be with one another) assist the healing process. In a word, pastoral care, not palliative prescription, is the best medicine for the pains of the soul.

Health-care professionals who attend churches, mosques or synagogues might well experience dissonance at work if they succumb to institutional pressures to tranquilize patients' and families' experiences of loss. The wisdom of their religious traditions (e.g., "Happy are those who mourn, for they shall find comfort"—Matt. 5:4) is at odds with our widespread current scientific-medical ethos. A hospital, medical center or health-care system interested in keeping palliation in its place will sustain a vigorous and present pastoral care team, whose staff bring the compassion that heals to those experiencing loss.

If Mr. Murphy's nurse is too uncomfortable or too busy to sit with his wife and daughters, to accept their tears and listen to their stories and give them tissues and time, she should ask pastoral care staff to offer this kind of support to them. Time, validation, and compassion, not palliation in service of a quick fix, help suffering souls begin their healing.

1 D. Doyle, G. Hanks, and N. MacDonald, eds., Oxford Textbook of Palliative Medicine (Oxford: Oxford University Press, 1993).

2 C. Cassell C. and B. Vladeck, "ICD-9 Code for Palliative or Terminal Care," New England Journal of Medicine 335 no. 16 (October 17, 1996): 1232-3; and American Board of Internal Medicine, "Defining and Evaluating Physician Competence in End-of-Life Patient Care—A Matter of Awareness of Emphasis," Western Journal of Medicine 163 (Sept. 1995): 297-301.

3 Rem B. Edwards, "Pain and the Ethics of Pain Management," Social Science Medicine 18 no. 6(1986): 519.

Appendix Sixteen

A spiritual role for the elderly

Health Progress,  Mar/Apr 2000  by Holstein, Martha
Older People Can Teach Us about Love, Faith, Forgiveness, and Acceptance-If Only We Listen 
The theologian Reinhold Niebuhr once observed that confronting "the deeper terrors of the soul" gives meaning to human experience. For many people, old age is one such terror. Older people, especially those who are sick or frail, remind us visually and often viscerally of what we wish to evade for as long as possible. The young, with few exceptions, see the old as "other," while the middle-aged distance themselves from images of their future selves. Yet most of us will grow old, and at least some of the terrors we once held at bay will likely visit us. 

 

To come to know the old in the first person is a step toward transforming our terror into a source of meaning. First-person knowing can alter our perceptions of aging and old age, help us see beyond wrinkles, white hair, shuffling gait, or stroke-induced paralysis to a whole person with a past, a present, and an identity. Believing that the world's religious traditions can assist in that process of "seeing beyond," the Park Ridge Center for the Study of Health, Faith, and Ethics (PRC), Chicago, undertook a three-year project called The Challenges of Aging: Retrieving Spiritual Traditions. 


A major source of wisdom for the project's researchers was the stories and concerns of older people, especially when they talked about the religious and spiritual dimensions of their lives. These interviews, combined with an exploration of how the five major religious traditions think about aging and old age, became the foundation for a program that could be used to teach members of religious congregations: 
 
What their traditions have to say about old age 
How they might apply this wisdom in visits with older people in nursing homes 


THE PROJECT 


PRC researchers visited three nursing homes in the Chicago area and talked with more than 45 residents, staff members, and administrators. All three homes were affiliated with not-for-profit organizations. All three had a high quality of care; high levels of staffing; some connection to surrounding communities; and a variety of programs and activities, including religious ones, available to residents. All residents interviewed were very elderly, nearly all were white, many had dementia, and most came from the same general economic background and were of the same religious backgrounds (Jewish and Christian) as other residents of the homes. 
Although residents interviewed talked with relative ease about death and spoke of using the time they had left to take stock of their lives, their nursing homes are very much "about" living. In that regard, religious activities served multiple social and psychological functions. They offered-in addition to worship, ritual, and other specifically religious activities-social interaction, spiritual enrichment, and emotional interaction with staff and others. Even those residents with advanced dementia often participated in prayers, singing, and other religious rituals. 


The researchers also explored views of aging as reflected in the literature of Christianity, Islam, Judaism, Buddhism, and Hinduism. They found in these very different traditions a number of common themes that could be used to form a foundation for the PRC training materials on Christianity and Judaism. This comprehensive training program-which includes a trainer's manual, participant's workbook, handbook, and two videos weaves together the voices from interviews, the words of the Hebrew Bible and the New Testament, and other religious literature. The program thus fashioned focuses on aging as a spiritual journey, as a blessing, as an honor, as a covenant, as faith, and (for Christians) as grace. 
As the researchers began to use the training materials with members of religious congregations, it became clear that each of these themes deeply engaged participants and revealed possibilities for wider cultural relevance. These religious views, if taught and made part of the day-to-day worldview of anyone who knows and cares for and about frail older people, can help launch a process of cultural transformation. They also can, more modestly, affect the quality of public and private relationships with elders. 

THE CONTEXT 


During the course of the project, researchers saw first-hand how vital the cultural dimension is to the quality of the aging experience. The way American culture understands the role and importance of the elderly has an enormous impact on how we experience old age. 


Indeed, for most of its history, America has struggled with old age. In colonial times, the great Protestant divines emphasized the honorable place of the aged in God's great plan for humankind. By the early 19th century, though, the great age of Jacksonian democracy and the need to master a new continent left little tolerance for those unable to keep up, to manifestly live the quickening spirit of the age. For more than a century, old age conjured negative images of decline and loss, while a variety of writers announced the social and intellectual uselessness of people over 45 or 50.1 
 
In 1969 Robert Butler, a psychiatrist who became the first director of the National Institutes on Aging, coined the term "ageism," reminding his audience that systematic negative stereotyping directly harmed the well-being of older Americans.2 With that gauntlet thrown down, the effort to rescue older people from the culturally imposed myths and stereotypes has proceeded apace. New images-slim and trim 70-year-olds on the golf course or riding bicycles through hilly terrain both tame and glamorize old age. It is not so unlike middle age after all; we can age "successfully" and "productively," reserving the nursing home bed or the bedpan for the hidden few. 


But myths and stereotypes are not so easily overcome. They serve useful functions in a culture that wants to distance itself from both death and old age. By emphasizing the positive features of old age, one can obscure a great deal-that, for example, the ability to age "well" depends in large measure on living in safe and nontoxic communities, having regular access to good healthcare (access that many cannot afford), and possessing the other benefits that an adequate income and supportive community provide. 


Americans also need to learn, as our Puritan ancestors knew so well, that the positive and negative poles of aging are always simultaneously present. A culture that devalues mental or physical slowness cannot see-as does Jungian analyst Florida Scott Maxwell-that though drab on the outside, many elders burn inside with a fierce energy that can no longer be expended.3 It is easy to watch John Glenn, in blooming health, go once again into space; it is hard to watch the woman searching the halls of a nursing home for her long-dead child. Both are part of the aging experience. 
 
The PRC interviews with nursing home residents revealed that religious reflections about old age could challenge the dominant culture's inadequate understanding of the aging process. The religious traditions offer a way to reconcile the good and the bad, the positive and the negative, by encouraging a view of aging that blends the realities of loss with a potential for growth and change. They also integrate, rather than implicitly marginalize, older people with physical or mental disabilities. In the tradition of covenantal relationships, religion also reminds us that at no time are we excluded from responsibilities, although those responsibilities change as our abilities change. 

Appendix Seventeen

Summary of Different Faiths

The information provided below is intended to provide a short introduction to the major world religions as defined classically. Each description has been kept very short so that it is easy to read straight through all of them and get a general impression of the diversity of spiritual paths humanity takes to live the kind of life God wants. As a result, a great many things have been omitted. No omissions are intentional and readers are encouraged to consult other resources on the web as well as books for more in-depth information.

For an excellent introduction to Hinduism, Buddhism, Islam, Confucianism, Christianity, and Judaism, Huston Smith's "The World's Religions" is highly recommended.

	[image: image6.png]



	Hinduism - 4000 to 2500 BCE*


The origins of Hinduism can be traced to the Indus Valley civilization sometime between 4000 and 2500 BCE. Though believed by many to be a polytheistic religion, the basis of Hinduism is the belief in the unity of everything. This totality is called Brahman. The purpose of life is to realize that we are part of God and by doing so we can leave this plane of existance and rejoin with God. This enlightenment can only be achieved by going through cycles of birth, life and death known as samsara. One's progress towards enlightenment is measured by his karma. This is the accumulation of all one's good and bad deeds and this determines the person's next reincarnation. Selfless acts and thoughts as well as devotion to God help one to be reborn at a higher level. Bad acts and thoughts will cause one to be born at a lower level, as a person or even an animal.

Hindus follow a strict caste system which determines the standing of each person. The caste one is born into is the result of the karma from their previous life. Only members of the highest caste, the brahmins, may perform the Hindu religious rituals and hold positions of authority within the temples.

Hinduism Books - Check out the most popular books concerning Hinduism and Hindus.
Sacred Texts of Hinduism - Hindu sacred texts available for free online viewing at sacred-texts.com.
Hinduism at OCRT - Article on Hinduism at the web site of the Ontario Consultants for Religious Tolerance. 
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	Jainism - 420 BCE


The founder of the Jain community was Vardhamana, the last Jina in a series of 24 who lived in East India. He attained enlightenment after 13 years of deprivation and committed the act of salekhana, fasting to death, in 420 BCE. Jainism has many similarities to Hinduism and Buddhism which developed in the same part of the world. They believe in karma and reincarnation as do Hindus but they believe that enlightenment and liberation from this cycle can only be achieved through asceticism. Jains follow fruititarianism. This is the practice of only eating that which will not kill the plant or animal from which it is taken. They also practice ahimsa, non-violence, because any act of violence against a living thing creates negative karma which will adversely affect one's next life.

More Resources on Jainism

Jainism Books - Check out the most popular books concerning Jainism.
Sacred Texts of Jainism - Jain sacred texts available for free online viewing at sacred-texts.com.
Jainism at OCRT - Article on Jainism at the web site of the Ontario Consultants for Religious Tolerance. 
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	Buddhism - 560 to 490 BCE


Buddhism developed out of the teachings of Siddhartha Gautama who, in 535 BCE, reached enlightenment and assumed the title Buddha. He promoted 'The Middle Way' as the path to enlightenment rather than the extremes of mortification of the flesh or hedonism. Long after his death the Buddha's teachings were written down. This collection is called the Tripitaka. Buddhists believe in reincarnation and that one must go through cycles of birth, life, and death. After many such cycles, if a person releases their attachment to desire and the self, they can attain Nirvana. In general, Buddhists do not believe in any type of God, the need for a savior, prayer, or eternal life after death. However, since the time of the Buddha, Buddhism has integrated many regional religious rituals, beliefs and customs into it as it has spread throughout Asia, so that this generalization is no longer true for all Buddhists. This has occurred with little conflict due to the philosophical nature of Buddhism.

More Resources on Buddhism

Buddhism Books - Check out the most popular books concerning Buddha and Buddhism.
Sacred Texts of Buddhism - Buddhist sacred texts available for free online viewing at sacred-texts.com.
Buddhism at OCRT - Article on Buddhism at the web site of the Ontario Consultants for Religious Tolerance. 
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	Shinto - 500+ BCE


Shinto is an ancient Japanese religion, closely tied to nature, which recognizes the existance of various "Kami", nature dieties. The first two deities, Izanagi and Izanami, gave birth to the Japanese islands and their children became the deities of the various Japanese clans. One of their daughters, Amaterasu (Sun Goddess), is the ancestress of the Imperial Family and is regarded as the chief deity. All the Kami are benign and serve only to sustain and protect. They are not seen as separate from humanity due to sin because humanity is "Kami's Child." Followers of Shinto desire peace and believe all human life is sacred. They revere "musuhi", the Kami's creative and harmonizing powers, and aspire to have "makoto", sincerity or true heart. Morality is based upon that which is of benefit to the group. There are "Four Affirmations" in Shinto:

1. Tradition and family: the family is the main mechanism by which traditions are preserved. 

2. Love of nature: nature is sacred and natural objects are to be worshipped as sacred spirits. 

3. Physical cleanliness: they must take baths, wash their hands, and rinse their mouth often. 

4. "Matsuri": festival which honors the spirits. 

More Resources on Shinto

Shinto Books - Check out the most popular books concerning Shinto.
Sacred Texts of Shinto - Shinto sacred texts available for free online viewing at sacred-texts.com.
Shinto at OCRT - Article on Shinto at the web site of the Ontario Consultants for Religious Tolerance. 
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	Confucianism - 500 BCE


K'ung Fu Tzu (Confucius) was born in 551 BCE in the state of Lu in China. He traveled throughout China giving advice to its rulers and teaching. His teachings and writings dealt with individual morality and ethics, and the proper exercise of political power. He stressed the following values:

· Li: ritual, propriety, etiquette, etc. 

· Hsiao: love among family members 

· Yi: righteousness 

· Xin: honesty and trustworthiness 

· Jen: benevolence towards others; the highest Confucian virtue 

· Chung: loyalty to the state, etc. 

Unlike most religions, Confucianism is primarily an ethical system with rituals at important times during one's lifetime. The most important periods recognized in the Confucian tradition are birth, reaching maturity, marriage, and death.

More Resources on Confucianism

Confucianism Books - Check out the most popular books concerning Confucianism and Confucius.
Sacred Texts of Confucianism - Confucian sacred texts available for free online viewing at sacred-texts.com.
Confucianism at OCRT - Article on Confucianism at the web site of the Ontario Consultants for Religious Tolerance. 
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	Taoism - 440 CE


Taoism was founded by Lao-Tse, a contemporary of Confucius in China. Taoism began as a combination of psychology and philosophy which Lao-Tse hoped would help end the constant feudal warfare and other conflicts of his time. His writings, the Tao-te-Ching, describe the nature of life, the way to peace and how a ruler should lead his life. Taoism became a religion in 440 CE when it was adopted as a state religion.

Tao, roughly translated as path, is a force which flows through all life and is the first cause of everything. The goal of everyone is to become one with the Tao. Tai Chi, a technique of exercise using slow deliberate movements, is used to balance the flow of energy or "chi" within the body. People should develop virtue and seek compassion, moderation and humility. One should plan any action in advance and achieve it through minimal action. Yin (dark side) and Yang (light side) symbolize pairs of opposites which are seen through the universe, such as good and evil, light and dark, male and female. The impact of human civilization upsets the balance of Yin and Yang. Taoists believe that people are by nature, good, and that one should be kind to others simply because such treatment will probably be reciprocated.

More Resources on Taoism

Taoism Books - Check out the most popular books concerning Taoism.
Sacred Texts of Taoism - Taoist sacred texts available for free online viewing at sacred-texts.com.
Taoism at OCRT - Article on Taoism at the web site of the Ontario Consultants for Religious Tolerance.
Exploring Tao with Fun - Informative site written by Taoists for beginners and non-beginners.
Images of Taoism from Lao Tzu's Tao Te Ching - Illustrated Tao Te Ching based on Jeff Rasmussen's "Spirit of Tao Te Ching", introduction to Taoism, literal pictograph-by-pictograph translation, annotated links. 
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	Zoroastrianism - 1000 BCE


Zoroastrianism was founded by Zarathushtra (Zoroaster) in Persia which followed an aboriginal polytheistic religion at the time. He preached what may have been the first monotheism with a single supreme god, Ahura Mazda. Zoroastrians belief in the dualism of good and evil as either a cosmic one between Ahura Mazda and an evil spirit of violence and death, Angra Mainyu, or as an ethical dualism within the human consciousness. The Zoroastrian holy book is called the Avesta which includes the teachings of Zarathushtra written in a series of five hymns called the Gathas. They are abstract sacred poetry directed towards the worship of the One God, understanding of righteousness and cosmic order, promotion of social justice, and individual choice between good and evil. The rest of the Avesta was written at a later date and deals with rituals, practice of worship, and other traditions of the faith.

Zoroastrians worship through prayers and symbolic ceremonies that are conducted before a sacred fire which symbolizes their God. They dedicate their lives to a three-fold path represented by their motto: "Good thoughts, good words, good deeds." The faith does not generally accept converts but this is disputed by some members.

More Resources on Zoroastrianism

Zoroastrianism Books - Check out the most popular books concerning Zarathushtra and Zoroastrianism.
Sacred Texts of Zoroastrianism - Zoroastrian sacred texts available for free online viewing at sacred-texts.com.
Zoroastrianism at OCRT - Article on Zoroastrianism at the web site of the Ontario Consultants for Religious Tolerance. 
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	Judaism - 2000 BCE


Judaism, Christianity, Islam and the Baha'i faith all originated with a divine covenant between the God of the ancient Israelites and Abraham around 2000 BCE. The next leader of the Israelites, Moses, led his people out of captivity in Egypt and received the Law from God. Joshua later led them into the promised land where Samuel established the Israelite kingdom with Saul as its first king. King David established Jerusalem and King Solomon built the first temple there. In 70 CE the temple was destroyed and the Jews were scattered throughout the world until 1948 when the state of Israel was formed.

Jews believe in one creator who alone is to be worshipped as absolute ruler of the universe. He monitors peoples activities and rewards good deeds and punishes evil. The Torah was revealed to Moses by God and can not be changed though God does communicate with the Jewish people through prophets. Jews believe in the inherent goodness of the world and its inhabitants as creations of God and do not require a savior to save them from original sin. They believe they are God's chosen people and that the Messiah will arrive in the future, gather them into Israel, there will be a general resurrection of the dead, and the Jerusalem Temple destroyed in 70 CE will be rebuilt.

More Resources on Judaism

Judaism Books - Check out the most popular books concerning Judaism.
Sacred Texts of Judaism - Jewish sacred texts available for free online viewing at sacred-texts.com.
Judaism at OCRT - Article on Judaism at the web site of the Ontario Consultants for Religious Tolerance. 
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	Christianity - 30+ CE


Christianity started out as a breakaway sect of Judaism nearly 2000 years ago. Jesus, the son of the Virgin Mary and her husband Joseph, but conceived through the Holy Spirit, was bothered by some of the practices within his native Jewish faith and began preaching a different message of God and religion. During his travels he was joined by twelve disciples who followed him in his journeys and learned from him. He performed many miracles during this time and related many of his teachings in the form of parables. Among his best known sayings are to "love thy neighbor" and "turn the other cheek." At one point he revealed that he was the Son of God sent to Earth to save humanity from our sins. This he did by being crucified on the cross for his teachings. He then rose from the dead and appeared to his disciples and told them to go forth and spread his message.

Since Christianity and Judaism share the same history up to the time of Jesus Christ, they are very similar in many of their core beliefs. There are two primary differences. One is that Christians believe in original sin and that Jesus died in our place to save us from that sin. The other is that Jesus was fully human and fully God and as the Son of God is part of the Holy Trinity: God the Father, His Son, and the Holy Spirit. All Christians believe in heaven and that those who sincerely repent their sins before God will be saved and join Him in heaven. Belief in hell and satan varies among groups and individuals.

There are a multitude of forms of Christianity which have developed either because of disagreements on dogma, adaptation to different cultures, or simply personal taste. For this reason there can be a great difference between the various forms of Christianity they may seem like different religions to some people.

More Resources on Christianity

Christianity Books - Check out the most popular books concerning Christianity.
Sacred Texts of Christianity - Christian sacred texts available for free online viewing at sacred-texts.com.
Christianity at OCRT - Articles on Christianity at the web site of the Ontario Consultants for Religious Tolerance. 
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	Islam - 622 CE


Islam was founded in 622 CE by Muhammad the Prophet, in Makkah (also spelled Mecca). Though it is the youngest of the world's great religions, Muslims do not view it as a new religion. They belief that it is the same faith taught by the prophets, Abraham, David, Moses and Jesus. The role of Muhammad as the last prophet was to formalize and clarify the faith and purify it by removing ideas which were added in error. The two sacred texts of Islam are the Qur'an, which are the words of Allah 'the One True God' as given to Muhammad, and the Hadith, which is a collection of Muhammad's sayings. The duties of all Muslims are known as the Five Pillars of Islam and are:

1. Recite the shahadah at least once. 

2. Perform the salat (prayer) 5 times a day while facing the Kaaba in Makkah. 

3. Donate regularly to charity via the zakat, a 2.5% charity tax, and through additional donations to the needy. 

4. Fast during the month of Ramadan, the month that Muhammad received the Qur'an from Allah. 

5. Make pilgrimage to Makkah at least once in life, if economically and physically possible. 

Muslims follow a strict monotheism with one creator who is just, omnipotent and merciful. They also believe in Satan who drives people to sin, and that all unbelievers and sinners will spend eternity in Hell. Muslims who sincerely repent and submit to God will return to a state of sinlessness and go to Paradise after death. Alcohol, drugs, and gambling should be avoided and they reject racism. They respect the earlier prophets, Abraham, Moses, and Jesus, but regard the concept of the divinity of Jesus as blasphemous and do not believe that he was executed on the cross.

More Resources on Islam

Islam Books - Check out the most popular books concerning Islam.
Sacred Texts of Islam - Muslim sacred texts available for free online viewing at sacred-texts.com.
Islam at OCRT - Article on Islam at the web site of the Ontario Consultants for Religious Tolerance.
www.jannah.org - Independent site on Islam with good information on the response of mainstream Muslims to terrorism.
The Islam Page - One of the oldest Islam pages on the web. Many articles/books and resources.
Islamic Circle of North America - Great resource with news, articles, family, youth pages, etc.
Islaam.com - Tons of informative articles and information. 
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	Bahá'í - 1863 CE


The Bahá'í Faith arose from Islam in the 1800s based on the teachings of Baha'u'llah and is now a distinct worldwide faith. The faith's followers believe that God has sent nine great prophets to mankind through whom the Holy Spirit has revealed the "Word of God." This has given rise to the major world religions. Although these religions arose from the teachings of the prophets of one God, Bahá'í's do not believe they are all the same. The differences in the teachings of each prophet are due to the needs of the society they came to help and what mankind was ready to have revealed to it. Bahá'í beliefs promote gender and race equality, freedom of expression and assembly, world peace and world government. They believe that a single world government led by Bahá'ís will be established at some point in the future. The faith does not attempt to preserve the past but does embrace the findings of science. Bahá'ís believe that every person has an immortal soul which can not die but is freed to travel through the spirit world after death.

More Resources on Bahá'í

Bahá'í Books - Check out the most popular books concerning Bahá'í.
Sacred Texts of Bahá'í - Bahá'í sacred texts available for free online viewing at sacred-texts.com.
Bahá'í at OCRT - Article on Bahá'í at the web site of the Ontario Consultants for Religious Tolerance.
www.bahaifaith.com - Gateway to the official sites of the Bahá'í Faith. 
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	Sikhism - 1500 CE


The Sikh faith was founded by Shri Guru Nanak Dev Ji in the Punjab area, now Pakistan. He began preaching the way to enlightenment and God after receiving a vision. After his death a series of nine Gurus (regarded as reincarnations of Guru Nanak) led the movement until 1708. At this time these functions passed to the Panth and the holy text. This text, the Shri Guru Granth Sahib, was compiled by the tenth Guru, Gobind Singh. It consists of hymns and writings of the first 10 Gurus, along with texts from different Muslim and Hindu saints. The holy text is considered the 11th and final Guru.

Sikhs believe in a single formless God with many names, who can be known through meditation. Sikhs pray many times each day and are prohibited from worshipping idols or icons. They believe in samsara, karma, and reincarnation as Hindus do but reject the caste system. They believe that everyone has equal status in the eyes of God. During the 18th century, there were a number of attempts to prepare an accurate portrayal of Sikh customs. Sikh scholars and theologians started in 1931 to prepare the Reht Maryada -- the Sikh code of conduct and conventions. This has successfully achieved a high level of uniformity in the religious and social practices of Sikhism throughout the world. It contains 27 articles. Article 1 defines who is a Sikh:

"Any human being who faithfully believes in:

· One Immortal Being, 

· Ten Gurus, from Guru Nanak Dev to Guru Gobind Singh, 

· The Guru Granth Sahib, 

· The utterances and teachings of the ten Gurus and 

· the baptism bequeathed by the tenth Guru, and who does not owe allegiance to any other religion, is a Sikh." 

More Resources on Sikhism

Sikhism Books - Check out the most popular books concerning Sikhism.
Sacred Texts of Sikhism - Sikh sacred texts available for free online viewing at sacred-texts.com.
Sikhism at OCRT - Article on Sikhism at the web site of the Ontario Consultants for Religious Tolerance.
A Sikh Youth Site - Excellent Sikh site with lots of information and resources for youths and others. 

Religion Statistics and General Info

GeoHive - Country by country listing detailing the religious makeup of each.
Adherents.com - Major religions of the world ranked by the number of adherents.
Interfaith Calendar - Calendar of important days in the world's major religions. 

* The dates are given in BCE (Before Common Era) and CE (Common Era). These years correspond to the same dates in BC and AD but by defining the current period as the "Common Era" the nomenclature attempts to treat all religions and beliefs as equal.

Much of the material on this page was adapted from the descriptions of the different world religions at the web site of the Ontario Consultants on Religious Tolerance. Please visit their site if you would like more information on these faiths. They also have many links to resources on the net for each faith.

Helpful Websites

http://www.ethnicityonline.net/good_practice_guidelines.htm

http://www.ethnicityonline.net/ethnic_groups.htm

http://www.transculturalcare.net/Cultural_Competence_Model.htm

Appendix Eighteen

Transition Rituals : A faith-by-faith guide to rites for the deceased 

Baha'i: Belief about death
Death is regarded as a 'messenger of joy' for the deceased. Baha'is believe the soul lives on after the body's death and embarks on a spiritual journey. 

Funeral practices
Baha'i dead must be buried within an hour's travel distance from the place of death. Baha'is do not embalm or cremate their dead. The dead body is washed and wrapped in a shroud. Baha'is are often buried wearing a Baha'i burial ring. The only ceremonial requirement of a funeral is the recitation of the Prayer for the Dead.

Mourning rituals
There are no Baha'i mourning rituals. 

Buddhism: Belief about death
Death of the physical body is certain, but only a part of an ongoing process of re-incarnation until one receives enlightenment. After death it is believed that the dead person goes through a transformation in which they discover death, and prepare for their rebirth (if there is one).

Funeral practices
In early times and commonly today, Buddhists cremate the bodies of their dead. The first seven days after death are the most important for final and funereal prayer.

Mourning rituals
Prayers are said weekly, during a 49-day funeral period. It is during this period that the prayers of the mourners are believed to help the deceased during the post-death transformation and awaken their spirit to the true nature of death.

Catholicism: Belief about death
Catholics see death as a passage from this life to the new, everlasting life promised by Christ. The soul of the deceased goes on to the afterlife, which includes Purgatory as well as Heaven and Hell. According to Catholic belief, the bodies of the dead will be resurrected at the end of time.

Funeral practices
The Catholic funeral service is called the Mass of the Resurrection. During it, Jesus Christ's life is remembered and related to that of the deceased. Eulogies are not allowed during the funeral mass, but may be delivered at a wake or other non-religious ceremony. There is also a final graveside farewell, and additional traditions depending on the region. The Church encourages Catholics to be buried in Catholic cemeteries. In 1963, the Vatican lifted the ban on cremation for Catholics. However, the cremains must be interred, not scattered or kept at home. 

Mourning rituals
The community and the church support mourners through the funeral mass and through non-religious services like wakes. 

Eastern Orthodox: Belief about death
Orthodox Christians believe believe death is a necessary consequence of human life, due to original sin. Death is necessary to achieve everlasting life.

Funeral practices
The Eastern Orthodox hold a special vigil over the dead called the parastasis or panikhida, as a time of contemplation on death. The funeral service includes hymns, chants, and bible readings. Burial is preferred but the Orthodox Church allows cremation if the law of the country requires it. 

Mourning rituals
Orthodox Christians pray special prayers for the departed asking God to have mercy on the souls of the dead.

Hinduism: Belief about death
Hindus believe death is part of the continuing cycle of birth, life, death, and rebirth. The soul of the dead transfers to another body after death.

Funeral practices
Hindus generally cremate their dead. In preparation for cremation, the body is bathed, laid in a coffin, adorned with sandalwood paste and garlands, and wrapped in white cloth. In the cremation ceremony, the body is carried three times counterclockwise around the pyre, then placed upon it. The chief mourner hits the cremation switch.

Mourning rituals
The days of mourning are considered a time of ritual impurity. Mourners cover all religious pictures in the house and do not attend festivals or visit swamis or take part in marriage ceremonies. Mourning period length varies, though Hindu scriptures caution against excessive mourning. 

Islam: Belief about death
Muslims believe that there is another world after death for which the believer should prepare during their lives on earth.

Funeral practices
The corpse is bathed, wrapped in a plain cloth (called a kafan). The deceased is buried in the ground after the funeral service. Only burial in the ground is allowed according to Shari' ah (Islamic law).

Mourning rituals
Mourners gather and offer Janazah, prayers for the forgiveness of the deceased. Once the body is buried, Muslim mourners offer one final Janazah prayer.



Judaism: Belief about death
Jews believe death in this life will eventually lead to resurrection in a world to come. 

Funeral practices
The dead are buried as soon as possible. The body is washed to purify it, dressed in a plain linen shroud. The casket, a plain wooden coffin, remains closed after the body is dressed. The body is watched over from time of death till burial, as a sign of respect. The kaddish, a prayer in honor of the dead, is said. 

Mourning rituals
There is an intense seven-day mourning period, called shiva, following the burial. Mourners traditionally rent their garments as a symbol of grief. Today, people often wear a black ribbon instead of tearing their clothes. Mourners also cover mirrors, sit on low stools, and avoid wearing leather. The full mourning period lasts a year, after which mourners observe the dead's yahrzeit, or yearly anniversary of the death. 

Lutheran: Belief about death
Many Lutheran groups believe that death goes against what is naturally intended for us by God. It is thought that because of humankind's rebellion against God, death was created as a punishment. 

Funeral practices 
There is usually a funeral burial service for the dead. The service takes place in a church, but can also be held in a private home, funeral home or crematory, if desired. 

Mourning rituals A last viewing before the beginning of the funeral service takes place, after which the funereal coffin is closed. Mourners may also be invited to pray at the burial site, and those nearer to the grave may throw handfuls of earth onto the coffin as it descends into the earth.

Mormonism: Belief about death
Mormons believe that at death, the spirit and the body separate. People go to judgment by God. Death is something to mourn but is also a time of hope because it is seen as a step into the next life and eternal life with God

Funeral practices
Funeral services are usually held in an LDS chapel or mortuary. Burial is preferred to cremation because internment in the earth symbolizes the return of dust to dust.

Mourning rituals
The gravesite of the deceased is viewed as a sacred spot for the family to visit and tend.

Pagan: Beliefs about death
Pagans believe that physical death is not the end of life. The dead become unborn, and enter into a state where they may find temporary rest, after which healing and renewing energy for rebirth into a new life occur.

Funeral practices
Believers in the pagan goddess traditions wash the dead body with a mixture consisting of spring water, a few drops of ocean water (or water from another special place), scented oil, and the herb rosemary for purity and protection. While washing, a special blessing is usually said. Then, the body is smudged (or censed) with appropriate incense for the cleansing. Finally, the body is wrapped or dressed in simple cloth or clothing.

Mourning rituals
Pagans hold funerals and memorial services, during which, special prayers are said to help guide the dead to healing in their afterlife journey to rebirth. Rituals include offerings to nature and the ancestors, invoking spirits, music, chanting, sharing stories and more.

Presbyterianism: Belief about death
Presbyterian Christians believe that whether the reward of heaven or the punishment of hell, the consequences of life have a bearing on where you end up after death, and they begin immediately after death. 

Funeral practices 
Most funerals take place two to four days after the death. Most services are held in the church sanctuary. Funeral practices vary from person to person. No one form of interment is either encouraged or discouraged among worshippers. 

Mourning rituals
Worshippers are encouraged to provide the "ministry of presence" to those who have experienced a loss. Whether one calls, writes or visits the bereaved, the act of being present for them is enough. 

Appendix 19 – Spiritual Resources Prayer & Care

Self-Care Assessment Worksheet

This assessment tool provides an overview of effective strategies to maintain self-care. After completing the full assessment, choose one item from each area that you will actively work to improve.

Using the scale below, rate the following areas in terms of frequency:

5 = Frequently

4 = Occasionally

3 = Rarely

2 = Never

1 = It never occurred to me

Physical Self-Care

___ Eat regularly (e.g. breakfast, lunch and dinner)

___ Eat healthy

___ Exercise

___ Get regular medical care for prevention

___ Get medical care when needed

___ Take time off when needed

___ Get massages

___ Dance, swim, walk, run, play sports, sing, or do some other physical activity that is fun

___ Take time to be sexual—with yourself, with a partner

___ Get enough sleep

___ Wear clothes you like

___ Take vacations

___ Take day trips or mini-vacations

___ Make time away from telephones

___ Other:

Psychological Self-Care

___ Make time for self-reflection

___ Have your own personal psychotherapy

___ Write in a journal

___ Read literature that is unrelated to work

___ Do something at which you are not expert or in charge

___ Decrease stress in your life

___ Let others know different aspects of you

___ Notice your inner experience—listen to your thoughts, judgments, beliefs, attitudes, and feelings

___ Engage your intelligence in a new area, e.g. go to an art museum, history exhibit, sports event, auction, theatre performance

___ Practice receiving from others

___ Be curious

___ Say “no” to extra responsibilities sometimes

___ Other:

Emotional Self-Care

___ Spend time with others whose company you enjoy

___ Stay in contact with important people in your life

___ Give yourself affirmations, praise yourself

___ Love yourself

___ Re-read favorite books, re-view favorite movies

___ Identify comforting activities, objects, people, relationships, places and seek them out

___ Allow yourself to cry

___ Find things that make you laugh

___ Express your outrage in social action, letters and donations, marches, protests

___ Play with children

___ Other:

Spiritual Self-Care

___ Make time for reflection

___ Spend time with nature

___ Find a spiritual connection or community

___ Be open to inspiration

___ Cherish your optimism and hope

___ Be aware of nonmaterial aspects of life

___ Try at times not to be in charge or the expert

___ Be open to not knowing

___ Identify what in meaningful to you and notice its place in your life

___ Meditate

___ Pray

___ Sing

___ Spend time with children

___ Have experiences of awe

___ Contribute to causes in which you believe

___ Read inspirational literature (talks, music, etc.)

___ Other:

Workplace or Professional Self-Care

___ Take a break during the workday (e.g. lunch)

___ Take time to chat with co-workers

___ Make quiet time to complete tasks

___ Identify projects or tasks that are exciting and rewarding

___ Set limits with your clients and colleagues

___ Balance your caseload so that no one day or part of a day is “too much”

___ Arrange your work space so it is comfortable and comforting

___ Get regular supervision or consultation

___ Negotiate for your needs (benefits, pay raise)

___ Have a peer support group

___ Develop a non-trauma area of professional interest

___ Other:

Balance

___ Strive for balance within your work-life and workday

___ Strive for balance among work, family, relationships, play and rest

Source: Transforming the Pain: A Workbook on Vicarious Traumatization. Saakvitne, Pearlman & Staff of TSI/CAAP (Norton, 1996)
Scriptures  For self care and personal preparation for visiting
Read Matthew 11:28-30

What does Jesus tell us about bearing our burdens?  Who do our burdens belong to?

Read: James 5:13-18

What does James have to say about prayer?

Read Matthew 6:5-15

What does Jesus tell us about prayer?  

With what attitude are we to pray?

Read Mark 5:25-34.

Who is the main character in the story?  What condition has she been struggling with?  How has it affected her?

What had she done to try and be "cured?"

Imagine that you are having a conversation with her before she touches Jesus?  What would it be like?  Take a few minutes to "listen" to her.

1)
Listen with your eyes.  What do you notice?

2)
Listen with your ears.  What do you hear?

3)
Listen with your heart.  What do you feel?

4)
Listen with your mind.  What thoughts, insights come to mind?

What would your assessment of this woman physically, emotionally, socially and spiritually be?

A.  Before she met Jesus?

B.  After she met Jesus?

C.  What has changed?

D. Does this affect the way you would visit someone like her?

     How?

Every gathering is a worship – “Our Faith”

Leader:
We give thanks to you o God; we call on your name.

Group:
We make known your deeds among the peoples!

Leader:
We sing to you, we sing our praises to you.

Group:
Tell of all God’s wonderful works!

Leader:
In your holy name we glory;

Group:
Let the hearts of those who seek you rejoice!

Leader:
We seek you O God and we seek your strength,

Group:
We seek your presence continually!

Leader:
Remember the wonderful works that you have done,

Group:
The wonders you brought forth, the judgments you have uttered.

Leader:
O give thanks to our God, who is good.

Group:
Whose steadfast love endures forever!

Our Commitment

Leader:
Believing that every person is of infinite concern to God, 

Group:
I commit myself to loving service.

Leader:
Believing that God intends my life to be an expression of this love, 

Group:
I commit myself to expressing God’s love.

Leader:
 Believing that God’s healing presence can be expressed through

  

community and that we express God’s love through our presence.

Group:
I commit myself to a new joy in the task.

Leader:
Recognizing that whereas GIVING may be a finished act, SHARING is a never-ending enriching inter-relationship.

Group:
I commit myself to sharing of all that God has shared with me.

Prayer:

Gracious God, thank you for the fellowship we share which draws us together.

We thank you for the opportunities to serve you in love.

We thank you for the tasks in your service you have put before us.

Give your blessing to our daily work that we may do it faithfully.

Grant us the ability to be your witnesses in all that we say and do.

May your spirit work through us as we minister to those for whom we care.

We dedicate ourselves to serve you by serving one another in faith, hope and love. AMEN

A LITANY OF SPIRITUAL CARE

Almighty God, we come before you in praise and thanksgiving for the life you have given, and the strength that we have been given to serve you.

Gracious God, Hear Our Prayer

For all prisoners and captives and all who suffer oppression, that they will find hope.

Gracious God, Hear Our Prayer

For all who are suffering, sick in body, mind or spirit they may find their strength through your Holy Spirit.

Gracious God, Hear Our Prayer

For all who are losing hope and meaning and who need their faith strengthened
Gracious God, Hear Our Prayer

For all who are passing through the valley of the shadow of death, and for those grieving the loss of friends and loved ones.

Gracious God, Hear Our Prayer

We pray for all who minister to the needs of your people.

Gracious God, Hear Our Prayer

For political and municipal authorities, 

Gracious God, Hear Our Prayer

For those who work with children, the sick, the elderly.

Gracious God, Hear Our Prayer

For all workers in hospitals, nursing homes and all other institutions of caring.

Gracious God, Hear Our Prayer

For the clergy, chaplains and volunteers who minister to your suffering people.

Gracious God, Hear Our Prayer

For religious leaders and those who administer the churches, institutions and programs by which your people are fed and cared for.

Gracious God, Source o Life and Healing - Hear our Prayer

And finally, O God, as you look upon your world, we ask that you will hear and answer our prayers and intercessions according to your will and make us worthy channels of your grace and love.
Amen.
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