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Welcome to Light University and “PCC 200: Advanced Chaplaincy Skills” program of study. 
 
Our prayer is that you will be blessed by your studies and increase your effectiveness in reaching 
out to others. We believe you will find this program to be academically sound, clinically excellent 
and biblically-based. 
 
Our faculty represents some of the best in their field – including professors, counselors and 
ministers who provide students with current, practical instruction relevant to the needs of 
today’s generations. 
 
We have also worked hard to provide you with a program that is convenient and flexible – giving 
you the advantage of “classroom instruction” online and allowing you to complete your training 
on your own time and schedule in the comfort of your home or office. 
 
The test material can be found at www.lightuniversity.com and may be taken open book.  Once 
you have successfully completed the test, which covers the units within this course, you will be 
awarded a certificate of completion signifying you have completed this program of study. 
 
Thank you for your interest in this program of study. Our prayer is that you will grow in 
knowledge, discernment, and people-skills throughout this course of study. 
 
Sincerely, 

 
Ron Hawkins 
Dean, Light University 
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The American Association of Christian Counselors 
 
 

• Represents the largest organized membership of Christian counselors and caregivers in the 
world. 
 

• Known for its top-tier publications (Christian Counseling Today, the Christian Counseling 
Connection and Christian Coaching Today), professional credentialing opportunities offered 
through the International Board of Christian Care (IBCC), excellence in Christian counseling 
education, an array of broad-based conferences and live training events, radio programs, 
regulatory and advocacy efforts on behalf of Christian professionals, a peer-reviewed Ethics 
Code, and collaborative partnerships such as Compassion International, the AACC has 
become the face of Christian counseling today. 

 
Our Vision 
 

The AACC’s vision has two critical dimensions: First, we desire to serve the worldwide Christian 
Church by helping foster maturity in Christ. Secondly, we aim to serve, educate, and equip one 
million professional clinicians, pastoral counselors, and lay helpers throughout the next decade. 
 
We are committed to helping the Church equip God’s people to love and care for one another. 
We recognize Christian counseling as a unique form of Christian discipleship, assisting the church 
in its call to bring believers to maturity in the lifelong process of sanctification—of growing to 
maturity in Christ and experiencing abundant life.  
 
We recognize some are gifted to do so in the context of a clinical, professional and/or pastoral 
manner. We also believe selected lay people are called to care for others and that they need the 
appropriate training and mentoring to do so. We believe the role of the helping ministry in the 
Church must be supported by three strong cords: the pastor, the lay helper, and the clinical 
professional. It is to these three roles that the AACC is dedicated to serve (Ephesians 4: 11-13). 
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Our Mission 
 

The AACC is committed to assisting Christian counselors, the entire “community of care,” licensed 
professionals, pastors, and lay church members with little or no formal training. It is our intention 
to equip clinical, pastoral, and lay caregivers with biblical truth and psychosocial insights that 
minister to hurting persons and helps them move to personal wholeness, interpersonal 
competence, mental stability, and spiritual maturity. 

 
 
Our Core Values 
 

In the name of Christ, the American Association of Christian Counselors abides by the following 
values: 
 
 

VALUE 1: OUR SOURCE 
We are committed to honor Jesus Christ and glorify God, remaining flexible and responsive to 
the Holy Spirit in all that He has called us to be and do. 
 
 
VALUE 2: OUR STRENGTH 
We are committed to biblical truths, and to clinical excellence and unity in the delivery of all our 
resources, services, training and benefits. 
 
 
VALUE 3: OUR SERVICE 
We are committed to effectively and competently serve the community of care worldwide—both 
our membership and the church at large—with excellence and timeliness, and by over-delivery 
on our promises. 
 
 
VALUE 4: OUR STAFF 
We are committed to value and invest in our people as partners in our mission to help others 
effectively provide Christ-centered counseling and soul care for hurting people. 
 
 
VALUE 5: OUR STEWARDSHIP 
We are committed to profitably steward the resources God gives to us in order to continue 
serving the needs of hurting people. 
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Light University 
 

• Established in 1999 under the leadership of Dr. Tim Clinton—has now seen nearly 300,000 
students from around the world (including lay caregivers, pastors and chaplains, crisis 
responders, life coaches, and licensed mental health practitioners) enroll in courses that are 
delivered via multiple formats (live conference and webinar presentations, video-based 
certification training, and a state-of-the art online distance teaching platform). 
 

• These presentations, courses, and certificate and diploma programs, offer one of the most 
comprehensive orientations to Christian counseling anywhere. The strength of Light 
University is partially determined by its world-class faculty—over 150 of the leading Christian 
educators, authors, mental health clinicians and life coaching experts in the United States. 
This core group of faculty members represents a literal “Who’s Who” in Christian counseling. 
No other university in the world has pulled together such a diverse and comprehensive group 
of professionals. 

 

• Educational and training materials cover over 40 relevant core areas in Christian—counseling, 
life coaching, mediation, and crisis response—equipping competent caregivers and ministry 
leaders who are making a difference in their churches, communities, and organizations. 

 
 
Our Mission Statement 
 

To train one million Biblical Counselors, Christian Life Coaches, and Christian Crisis Responders 
by educating, equipping, and serving today’s Christian leaders. 

 
 

 

Academically Sound • Clinically Excellent • Distinctively Christian 
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Video-based Curriculum 
 

• Utilizes DVD presentations that incorporate over 150 of the leading Christian educators, 
authors, mental health clinicians, and life coaching experts in the United States. 
 

• Each presentation is approximately 50-60 minutes in length and most are accompanied by a 
corresponding text (in outline format) and a 10-question examination to measure learning 
outcomes. There are nearly 1,000 unique presentations that are available and organized in 
various course offerings. 

 

• Learning is self-directed and pacing is determined according to the individual time 
parameters/schedule of each participant. 

 

• With the successful completion of each program course, participants receive an official 
Certificate of Completion. In addition to the normal Certificate of Completion that each 
participant receives, Regular and Advanced Diplomas in Biblical Counseling are also 
available.  
 

➢ The Regular Diploma is awarded by taking Caring For People God’s Way, Breaking 
Free and one additional Elective among the available Core Courses. 
 

➢ The Advanced Diploma is awarded by taking Caring For People God’s Way, Breaking 
Free, and any three Electives among the available Core Courses. 

 
 

Credentialing 
 

• Light University courses, programs, certificates and diplomas are recognized and endorsed 
by the International Board of Christian Care (IBCC) and its three affiliate Boards: the Board 
of Christian Professional & Pastoral Counselors (BCPPC); the Board of Christian Life Coaching 
(BCLC); and the Board of Christian Crisis & Trauma Response (BCCTR). 
 

• Credentialing is a separate process from certificate or diploma completion. However, the IBCC 
accepts Light University and Light University Online programs as meeting the academic 
requirements for credentialing purposes. Graduates are eligible to apply for credentialing in 
most cases. 
 

➢ Credentialing involves an application, attestation, and personal references. 
 

➢ Credential renewals include Continuing Education requirements, re-attestation, and 
occur either annually or biennially depending on the specific Board.  

 
 
 



PCC 200: Advanced Chaplaincy Skills 

Light University                                                                                      7 

Online Testing 
 

The URL for taking all quizzes for this course is: http://www.lightuniversity.com/my-account/. 
 

• TO LOGIN TO YOUR ACCOUNT 
 

➢ You should have received an email upon checkout that included your username, 
password, and a link to login to your account online. 

 

• MY DASHBOARD PAGE 
 

➢ Once registered, you will see the My DVD Course Dashboard link by placing your 
mouse pointer over the My Account menu in the top bar of the website. This page will 
include student PROFILE information and the REGISTERED COURSES for which you are 
registered. The LOG-OUT and MY DASHBOARD tabs will be in the top right of each 
screen. Clicking on the > next to the course will take you to the course page containing 
the quizzes. 

 

• QUIZZES 
 

➢ Simply click on the first quiz to begin. 
 

• PRINT CERTIFICATE 
 

After all quizzes are successfully completed, a “Print Your Certificate” button will appear near the 
top of the course page. You will now be able to print out a Certificate of Completion. Your name 
and the course information are pre-populated. 
 

 
Continuing Education 
 
The AACC is approved by the American Psychological Association (APA) to offer continuing 
education for psychologists. The AACC is a co-sponsor of this training curriculum and a National 
Board of Certified Counselors (NBCC) Approved Continuing Education Provider (ACEPTM). The 
AACC may award NBCC approved clock hours for events or programs that meet NBCC 
requirements. The AACC maintains responsibility for the content of this training curriculum. The 
AACC also offers continuing education credit for play therapists through the Association for Play 
Therapy (APT Approved Provider #14-373), so long as the training element is specifically 
applicable to the practice of play therapy. 
  
It remains the responsibility of each individual to be aware of his/her state licensure and 
Continuing Education requirements. A letter certifying participation will be mailed to those 
individuals who submit a Continuing Education request and have successfully completed all 
course requirements. 
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Presenter Biographies 
 
Rich Behers, DMin, BCC, CFHPC is the Spiritual Care Program Manager with Cornerstone 

Hospice & Palliative Care.  He is credentialed as a Board-Certified Chaplain by the Association of 

Professional Chaplains and a Clinical Fellow in Hospice and Palliative Care by the College of 

Pastoral Supervision and Psychotherapy.   

Dr. Behers is the author of Spiritual Care for People Living with Dementia using Multisensory 

Interventions (Jessica Kingsley Publishers).  Also, he authored these pastoral care resources:  

Toward Excellence in Pastoral Care; Algorithms for Spiritual Care and The Users’ Guide; Spiritual 

Care According to Disease Process; How to Write Clinically.  Through his leadership his 

organization is a Clincal Pastoral Education Center accredited by CPE-International where he 

offers 2 units of CPE each year. 

Dr. Behers is a facilitator of a community support group for caregivers with the Alzheimer’s 

Association and also he leads a Cancer Caregivers Support Group.  He has spoken on a number 

of hospice-oriented topics throughout the 7-county region covered by Cornerstone Hospice.   

His influence and teaching on hospice chaplaincy extends to both national and international 
audiences.  He presented workshops for Healthcare Chaplaincy Network on the topic of 
“Quality Improvement: Hospice Chaplaincy Philosophy and Clinical Documentation Strategies”; 
The Association of Professional Chaplains had Rich present on the topic of “Communicating 
Spirituality to Patients with Alzheimer’s Disease and Other Dementias”.  In March of 2017 in 
Chicago, he presented “Spiritual Care According to Disease Process” at the HCCN annual 
conference, and he presented a workshop on quality improvement at the annual conference of 
the Association of Professional Chaplains in Houston, TX, in June of 2017.  He presented on the 
topic of dementia care in Myrtle Beach for Healthcare Chaplaincy Network in May of 2019.  
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Summary 

There are methodologies for caring for hospice patients and their families.  A Chaplain just 

doesn’t rush out to meet these persons but commits to Best Practice.  A Spiritual Care 

Department in the hospice environment needs to subscribe to Outcome Oriented Chaplaincy. 

This style of chaplaincy emphasizes three significant values: accountability, best practice, and 

collaboration.  It doesn’t take long for a Hospice Chaplain to discover these values.  Because many 

hospices do not have a Spiritual Care Manager to provide educational opportunities for 

professional growth it is imperative that the Chaplain reading this module integrate the values of 

OOC and do further study.  

 

Our focus in this module will provide further explanation on OOC and spotlight Best Practice for 

the Home Chaplain, the Facility Chaplain, and the Hospice House Chaplain. This writer believes 

that if the Learner grasps these concepts there will be more effective spiritual support for 

patients and families.  

 

Learning Objectives 

1. Participants will be able to define three key values of Outcome Oriented Chaplaincy. 

a. Accountability 

b. Best Practice 

c. Collaboration 

2. Participants will be able to identify components of Best Practice. 

a. Home Chaplain 

b. Facility Chaplain 

c. Hospice House Chaplain 

3. Participants will be able to address key factors involved in the Family Satisfaction Survey. 

a. Who sends the Family Satisfaction Survey? 

b. What is reviewed by the family regarding spiritual support? 

c. What do the scores mean? 
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I.  Introduction 
 
Hospice chaplaincy is under more scrutiny these days; therefore, it is imperative that chaplains 
are aware of the tools that will assist them to succeed in their work.  By providing a clear 
statement on Outcome Oriented Chaplaincy and its key values, the Hospice Chaplain will give 
full attention to the provision of spiritual support. Understanding what is happening with the 
Family Satisfaction Survey will alert the Chaplain that chaplaincy is no longer a matter of visiting 
and praying for patients.  It is far more than that. 
 
II.   The key values of Outcome Oriented Chaplaincy. 
 
A debt of gratitude is owed to the creators of OOC.  Dr. Brent Peery provided guidance to the 
establishment of this phase of evidence-based chaplaincy.  The three key values are: 
 

A. Accountability—Parish ministers who enter chaplaincy are not totally at ease over the 
concept of accountability.  This is one the major paradigm shift to which the new 
Hospice Chaplain will have to adjust.  It must be kept in mind that the chaplain is 
considered a paid professional.  As a result, the chaplain is accountable to the company 
that pays him or her.  Most every hospice agency I am aware of requires chaplains to 
visit a certain number of patients per day to visit the entire caseload of patients in a 
period of 30 days.  The time element is also an area of accountability.  The chaplain is 
paid for 40 hours of full-time work and is required to invest that length of time each 
week.  Many hospices are now using a GPS monitor for all employees to ensure 
compliance.   

 
B. Best Practice—The concept of best practice identifies standards, processes, and 

procedures that will culminate in excellent spiritual care.   
 

C. Collaboration—To collaborate establishes that the Chaplain is not a Lone Ranger but 
part of the IDT.  This is another paradigm shift for the transitioning Parish Pastor to 
navigate.  The Chaplain is part of the IDT and operates as a team player not independent 
contractor.  Upon completion of a visit to a patient living in a long-term care facility a 
phone call is made to the patient’s Primary Caregiver to inform them of the visit.  An 
email or encrypted message or phone call is also made to the Team Manager or Nurse 
about any changes in the patient’s condition that is obvious to the Chaplain.  In the IDT 
meeting the Chaplain is expected to address the IDT on matters of spiritual concern 
related to patients and their families. 

 
III.  Statements of Best Practice 
 
Best Practice means nothing unless it is codified, exemplified, and certified as an excellent 
means to the end of providing the type of spiritual care a hospice company desires. What 
follows are examples of Best Practice statements for a Home Team Chaplain, a Long-term 
Facility Chaplain, and Hospice House Chaplain. What follows is a set of Best Practice 
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statements.  Because some of the material is repetitious, I shortened the Facility Team Chaplain 
and Hospice House Chaplain statements.  Be wise as you navigate the matter of evangelism.  
From my experience serving thousand of patients, the matter of the afterlife comes up all by 
itself without my prompting.  
 
Helping Patients Live Until They Die: Best Practice for Home Team Chaplains 
 
Basic Hospice Philosophy 

• Always remember patient care comes first. 
 

• Our agenda is driven by our patients and families. 
 
Basic Practice in Chaplaincy  

1. Make contact with each new patient on your Team.  You have a 5-day window to 
contact each new patient.   The 5-day Window is calculated as Day 1 is the day of 
admission to hospice.  All other patients must be seen every 30 days or according to the 
Plan of Care if more frequent 

 
2. Complete the Initial Spiritual Care Assessment within the 5-day window.   

 
3. Documentation of Initial and Routine visits will be completed the day of your visit.  If the 

visit is late in the day, you have 24 hours to complete the documentation. 
 

4. The following provides a primer on functioning with best practices in the patient’s 
home.  Please keep in mind that each family has its own dynamics.  Your professional 
presence skills will assist you to provide support for the patient and family. 

 
Make an Appointment 

1. Contact either the patient or the primary caregiver to make an appointment to visit the 
patient.   

2. We do not approve of stopping by without an appointment.   
 
Entering the Patient’s Space 

1. Remember that the patient’s home is their personal space.   
 

2. Always be respectful in your patient’s home.   
 

3. Create Sacred Space. 
 
Positioning Yourself in the Patient’s Room  

1. Use proper body language as you engage the patient in conversation.  
 

2. Sit in a chair, if possible, so that you are eye-level with the patient.  Do not sit on the 
bed. 
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Touch  

1. Be cautious with physical touching. 
  

a. It is often natural for us to want to touch a patient: To hold a hand or place a hand on 
the head, for example, while praying;  
 
b. To lay a hand on an arm or shoulder as an expression of comfort or reassurance.  
 

2. However, touch can be a “touchy subject”.  
a. The patient may be in physical pain and even a little pressure might make it worse.  
 
b. The patient’s personal history and/or personal temperament may make touch 
unwelcome or threatening.  
 
c. The patient may misunderstand the intent of the touch, especially if their condition in 
any way diminishes their understanding and perception.  
 
d. Whenever possible, if you wish to touch a patient, ask the patient’s permission 
first.  

 
What We Do and Don’t Do  

1. Remember, we emphasize listening. Our first concern, always, is simply TO BE WITH 
patients/families. 

a. To listen.  
b. To let them lead any conversation where they want/need it to go.  
c. To be a quiet presence, if that is what is needed and possible.  

2. We seldom or never:  
a. Give advice.  
b. Try to convince anyone of anything.  
c. Communicate with the patient’s faith community to provide a pastor, priest, Imam, 

Rabbi, or other religious leader should the patient make a request . 
3. We may pray with patients/families.  

a. We will pray:  
▪ If they request it.  
▪ If they agree to our suggestion/offer to pray.  

b. A prayer/blessing example: 
“The light of God surrounds you. 
The love of God enfolds you. 
The power of God protects you. 
The presence of God watches over you. 
Wherever you are, God is. 
And God is love and all is well.” 
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Infection Control Concerns 

1. Follow Hospice infection control protocols. 
 

2. Use alcohol-based sanitizer on your hands before and after each patient visit.  If 
hands are soiled, use soap and water, not the alcohol-based sanitizer.  

 
Reporting Incidents 

1. Report any unusual incidents that may occur in your visit.   
 

2. If the patient falls, get help, fill out an Incident Report, inform your Team Manager and 
Case Manager. 

 
Helping Patients Live Until They Die: Best Practice for Facility Chaplains 
 
Basic Hospice Philosophy 

1. Always remember patient care comes first. 
 

2. Our work is not about us as Chaplains, but about our patients and families. 
 
Basic Practice in Chaplaincy  

1. Make contact with each new patient on your Team.  You have a 5-day window to 
contact each new patient.   Document each phone call. 

 
2.  Complete the Initial Spiritual Care Assessment.  Document this in Allscripts. 

 
3. Documentation of Initial and Routine visits will be completed the day of your visit.  If the 

visit is late in the day, you have 24 hours to complete the documentation. 
 

4. The following provides a primer on functioning with best practices in the facilities.  
Please keep in mind that each facility has its own nuances.  Your professional presence 
will assist you to comply with the nuances of the facility. 

 
 
Checking In 

1. Upon your arrival at the facility, check in at the front desk.  Explain who you are, who 
you represent.  Have your badge prominently placed on your blouse or shirt. 

 
2. Ask for the room number of the patient(s). 

 
3. Thank the person who assisted you. 

 
4. Inform the floor nurse of your presence.  Collaborate with the floor nurse in regard to 

your visit. 
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Entering the Patient’s Room  

1. Remember that the patient’s room and bed are their personal space while they are in the 
facility.  
 a. Knock before entering the room or, even, on the wall near the bed before crossing 
the line of a curtain that defines that patient’s particular area.  
 
 b. If the curtain is completely drawn around the bed, speak outside the curtain and be 
sure you have the patient’s/family’s permission before stepping inside the curtained-off area.  
 
 c. Announce yourself by name, with Cornerstone Hospice, and role and ask if it is OK to 
come in.  For example, “Hello, my name is Rich; I am your Chaplain with Cornerstone Hospice. 
May I come in for a moment?”  
 
 d. Respect for the humanity, privacy, and situation of each patient and the patient’s 
family are essential to what we do.  
 
Positioning Yourself in the Patient’s Room  

1. Position yourself in a sensitive manner.  
 a. Examples, depending upon patient and situation:  

▪ If the patient is at all physically exposed because of gown, equipment, etc., seek 
a facility staff member to cover patient.  Do NOT do this yourself.  

▪ Perhaps the patient is hard of hearing; position yourself and speak clearly to 
maximize the patient’s ability to hear you and/or read your lips.  

▪ Perhaps the patient has a sight deficiency; position yourself accordingly and use 
your voice and/or touch to ensure the patient knows you are there and that you 
have identified yourself, as the patient may not otherwise be able to recognize 
you from a previous visit.  

▪ Sit in a chair, if possible, so that you are eye-level with the patient; however, do 
not immediately sit, because that might signal to the patient that you intend to 
stay for a while – make sure you have determined with the patient/family that 
an extended visit at that time is appropriate and welcomed. (Do not sit on the 
bed.)  

 
 
 
Reporting Incidents 

1. Report any unusual incidents that may occur in your visit.   
 

2. If the patient accuses you of anything, report that to your Team Manager and Spiritual 
Care Manager.  Follow their directions.   

 
3. If the patient falls, get help, fill out an Incident Report, inform your Team Manager and 

Case Manager. 
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4. If you have a conflict with a facility worker report it to your Team Manager. 
 

Care Plan Meetings and Charts 
1. You will be notified of Care Plan Meetings by the Team Social Worker.  Attendance is 

mandatory. 
2. Care Plan Meetings are a positive way to meet the patient’s family that otherwise you 

may not meet.   
3. Regarding #2, it is always best practice that after you visit the patient to contact the POA 

or spouse or other family member to inform them that you were present with the 
patient. 

4. You will place your documentation in the patient’s chart as soon as possible. 
 
Participating in Facility Life 

1. Do participate as you are able and as appropriate by attending functions your patients 
are involved with. 

2. Develop healthy relationships with facility leadership. 
3. Where possible, conduct remembrance programs for facilities.  This will be done only 

after working through the proper channels at the facility.  Never do this on your own. 
 
In the Face of Death: Best Practice for Chaplains Serving in Hospice Houses 
 
Before the Chaplain Enters a Facility 
Serving in a Hospice House will challenge you spiritually, emotionally, and physically.  The stress 
of the position requires the Chaplain to address his or her inner person.  Being spiritually 
centered before you enter the facility is an absolute necessity.  You need to not only be there, 
you need to be ALL there. 
Christy Matta, M.A., writes with clarity about stress reduction and stress management.  Her 
insights on the 5 Signs of Emotional Exhaustion at Work caught my eye.  The work of the 
hospice Chaplain is heavily emotional.  A Chaplain that does not practice self-care is a sitting 
duck for emotional exhaustion.  Chaplains MUST engage in self-care or fall prey to a potentially 
career ending crash.  

1. Negative Feelings: Frustration and irritation at work are common when you're 
emotionally exhausted. Your frustration might be focused on parts of the job, a 
coworker's behavior, or job politics and bureaucracy. 

 
2. Feeling Pressured and Out of Time: When we're emotionally exhausted we don't have 

the resources to handle the pressures of the job. You might find yourself feeling 
pressure to succeed, without time to finish your work or do a good job or without time 
to plan for your day and proactively deal with work demands. 

 
3. Negative Thoughts: Our thoughts are closely linked to our feelings. When we're feeling 

bad, we're also often thinking negative thoughts. Thinking "I'm alone," having overly 
judgmental thoughts towards your co-workers or the organization or thinking harsh 
thoughts about yourself are all common signs of emotional exhaustion. Thoughts that "I 
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shouldn't have to deal with this", "this is unfair", or "my 
coworkers/supervisors/management are incompetent" are judgmental thoughts that 
might be a sign of emotional exhaustion. 

 
4. Strained Relationships: Feelings of isolation and negative thoughts about coworkers…or 

leaving home having had an argument with a spouse/loved one/significant other can 
leave you with strained relationships at work, adding to feeling isolated and leaving you 
emotionally depleted. 

 
5. Counterproductive Work Behaviors: When you're emotionally exhausted, you may feel 

drained or depleted and find that you are more emotional at work. As a result, you may 
end up acting in ways you otherwise wouldn't.  

 
Steps to healthy self-care: 

1.  Recognize you are in the throes of emotional exhaustion. 
2.  Talk to someone you trust about it. 
3.  Make any adjustments you can. 
4.  Take a few days off. 
5.  Evaluate how you spend your off hours. 
6.  Do something that gets your mind off of work. 
7.  Feed your spirit. 
8.  Talk to someone you trust. (not a repetition, just an emphasis) 
9.  Get your body moving. 
10.  Learn to relax.  Most Chaplains don’t know how to do this well at all.   

 
A healthy model for ministry is Jesus Christ.  He said to his weary disciples in Mark 6:31, “Then, 
because so many people were coming and going that they did not even have a chance to eat, 
he said to them, “Come with me by yourselves to a quiet place and get some rest.”   
 
Before you enter the facility, if you are feeling seriously stressed, write down your stressors, 
your emotional pain, or whatever might be a distraction and purpose to deal with it later.  You 
must be clear in your thinking, your sensing, your speaking, and your spirit.  The needs of the 
patients are priority needs.  Again, they need you there and ALL there. 
 
Basic Practice in Chaplaincy  
Because both patient and family members are going through extreme emotional and spiritual 
pain, I am asking that you follow this action plan to ensure high quality spiritual care in the 
Houses: 

1.  Check on each patient daily.  Complete all Initial Assessments the day the patient 
arrives at the Hospice House.  Complete a Routine Assessment for patients that are lucid 
or have family members present for whom you opened a Care Plan (Spiritual Care 
[Family]).  Document a Clinical Note when no one is present and the patient is either 
sleeping or is actively dying. 
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2.  If family members are NOT present at the time you are at the House, contact them by 
phone and write a Clinical Note. 

 
3.  Should the family members or patient request a Priest or other religious leader make 

every effort to contact that faith leader and document your efforts.  This is the 
Chaplain’s responsibility, not the Nurse’s. 

 
4.  Respond as soon as possible to any request by the Nurse(s) for spiritual concerns.  Be 

supportive of all staff at the House. 
 

5.  Make yourself available to provide support to the staff when you are not in direct 
patient care. 

 
6.  Serve as a Hospice Ambassador to ALL who are visiting in your House.  Seek out ways to 

provide care for families that are new to the Hospice House, i.e. getting them coffee, or 
other beverage; providing information about the House; introducing them to key 
leaders in the House that they might interact with.  Remember, this may be routine for 
us as we are familiar with all the systems in the House, but this is their first journey into 
a Hospice House.  Please help make this stressful journey one they will remember in a 
positive manner.  Always be alert to a family member who is seated alone and looks 
distressed.  Be a friend and confidant.  Be Chaplain of the entire facility. 

 
IV.  The Family Satisfaction Survey. 
 
A. Who sends the Family Satisfaction Survey?  As you recall from this module there is an 
emphasis on accountability.  The magnitude of this value cannot be overstated.  At this time 
across the country and in every hospice agency, a Family Satisfaction Survey is sent to the 
Primary Caregiver of the patient that hospice served.  A third-party vendor sends the survey 
and tabulates the results.  The results are forwarded to CMS (Medicare) and to the hospice.  
Medicare has set standards that they expect to be reached by all hospices, both for profit and 
not for profit.  The Medicare Benefit for hospice care is in the billions of dollars.  Accountability 
has been in place for the last decade as hospices have been held to account for how they do 
business.  This is a subject all to its own.  Suffice it to say your work as a Chaplain is being 
monitored through several agencies.  Perhaps at this point, the light has gone on and you now 
understand the emphasis on informed chaplaincy.  
 
b. What is reviewed in the Family Satisfaction Survey regarding spiritual support. To 
provide perspective, there are 58 questions to the survey, one of which relates to spiritual care.  
Item 36—Amount of religious/spiritual support for caregiver.  Too Much, Too Little, Right 
Amount.  That’s it.  You now should grasp why it is you are to call the Primary Caregiver of a 
long-term care facility patient or call the Primary Caregiver of a home patient when the PCG is 
not present. Communication and collaboration can no longer be ignored. 
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c. What do the scores mean?  At some point Medicare will reimburse hospices according 
the scores they attain on the Family Satisfaction Survey.  The metric is already known.  2% will 
be taken from the reimbursement of hospices that do not meet the mark of Medicare.  It 
doesn’t like much but when a hospice receives 2% less in its reimbursement adjustments will 
have to be made.  A key area of vulnerability is Chaplain.  Hospices do their best to make 
adjustments in spending but the highest levels of expenditure is staff and the most vulnerable 
are Chaplains. 
 
Synthesis & Summary 
 
Oftentimes modules have an awakening effect.  Hospice Chaplains do great work.  I am very 
aware of that.  Their value to patients and families is worth its weight in gold.  However, we are 
living in a different era in which what we do is scrutinized as never before.  If your hospice 
organization is not keeping you informed on how their Family Satisfaction Survey scores are 
coming along, by all means ask.  Ask how the Item 36 is scoring.  Do your utmost to integrate 
the Best Practices for wherever you serve.  In truth, patients and families must come first and 
receive the best we have to offer. 
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Summary 

Regardless of where the patient is being served, the Chaplain will develop a spiritual plan of care.  

Creating a spiritual assessment and care plan gives the Chaplain direction in the effective and 

compassionate use of pastoral care encounters.  It is in this arena of Chaplaincy that the wisdom 

of God is vital as the Chaplain seeks to discern the spiritual concern of the patient and builds a 

care plan to meet that need.   

Join Dr. Rich Behers as he presents a very dynamic method of creating the plan of care through 

use of the spiritual assessment.   

 

Learning Objectives: 

1. Participants will be able to use the spiritual assessment tool to discover the patient’s 

spiritual history and needs. 

2. Participants will be able to create a plan of care based upon the spiritual needs of the 

patient. 

3. Participants will be able to integrate specific interventions to meet the spiritual needs of 

the patient.  
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I. Introduction 

The positive effect of spirituality is pervasive in today’s health care environment; therefore, 

there is a need to integrate spiritual assessment into the plan of care so that the spiritual needs 

of the patient are met prior to death. The Chaplain is tasked with identifying what the patient is 

experiencing and working with that patient to tie up the loose ends of life.  This module will 

equip the Chaplain for that endeavor. 

The professional Chaplain takes a studied approach to each patient by presenting as a non-

anxious presence motivated by the love of God.  Through his/her pastoral care skills the 

Chaplain creates a safe haven in which the patient feels at ease sharing their life story and their 

feelings of dying, death, and the afterlife. 

II. Discovering the patient’s spiritual history and needs. 

 

A. A spiritual assessment tool to use in your pastoral conversation. 

1. FACT 

a) F=Faith (and/or Beliefs, Spiritual Practices) 

b) A=Active (and/or Availability, Accessibility, Applicability) 

c) C=Coping (and/or Comfort, Conflict, Concern) 

d) T=Treatment process (how the Chaplain will proceed with spiritual 

support) 

2. Do memorize it 

3. Do not parrot it 

4. Do work it in your conversation 

5. Do not use it as a checklist 

 

B.  A list of possible spiritual needs/concerns that arise from the assessment 

1. Anxiety 

2. Alienation 

3. Depressed mood 

4. Grief 

5. Hopefulness 

6. Hopelessness 

7. Meaning/worth 

8. Reconciliation 

9. Spiritual Resources for Coping 

10. Loss of felt religious/spiritual connection 

11. Anger 
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12. Decision making 

13. Helplessness 

14. Distress 

15. Guilt/shame 

16. Loneliness 

17. Personal control 

18. Ritual observance 

19. Confusion regarding spiritual/religious beliefs 

20. Fear of the unknown 

III. Creating the Plan of Care 

 

A. There are three components to the Plan of Care 

a. The Spiritual Concern—The Chaplain discovers this. 

b. The Desired Outcome—The patient states this. 

c. The Intervention(s)—The Chaplain does this. 

 

B. Common Desired Outcomes  

a. Experience loving and supportive relationships 

b. Actively/intentionally forgives self, family, friends, institutions, God 

c. Establish/re-establish connection with clergy, family, friends 

d. Releases guilt 

e. Overcomes shame 

f. Family members reconcile with patient 

g. Expresses peace about the afterlife 

h. Finds illness enabling rather than disabling 

i. Resolves anger toward God 

j. Feels closeness with God 

k. Experiences peace through provision of religious rituals 

l. Accepts limitations of humanity, medical care 

m. Knows mortality to be inevitable, yet redeeming 

n. Identifies the meaning of suffering 

o. Expresses spiritual/emotional congruence regarding illness and faith 

p. Takes time to commune with God 

 

IV. Integrating Spiritual Care Interventions 

 

A. An intervention is a strategy the Chaplain uses to assist the patient toward 

meeting their desired outcome during the hospice journey. 

B. Possible interventions the Chaplain may employ include: 
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1. Facilitate open expression of feelings 

2. Use open-ended questions 

3. Actively listen 

4. Offer reassurance 

5. Identify conflict with clergy, the church, family 

6. Facilitate positive relationship with clergy, church, family 

7. Provide empathetic pastoral presence 

8. Provide Sacred/Scriptural Readings 

9. Provide prayer 

10. Provide religious ritual, such as, Communion 

11. Engage patient in life review 

12. Assess faith community support 

13. Enquire about patient’s spiritual beliefs, values, practices 

14. Evaluate religious needs 

15. Identify and support patient’s source of spiritual strength 

16. Facilitate sacred space in patient’s surroundings 

17. Identify need for faith community involvement 

 

C. A snapshot of what the Plan of Care looks life: (using a documentation template) 

Patient Information: The patient presented as a 68-year-old Euro-American male who was 

seated in his chair in his room at the facility. 

The purpose of the visit was to initiate the spiritual care relationship and complete the Initial 

Spiritual Assessment. 

Observations 

A. Pain: 0-10 VAS 

B. Safety issues: None observed 

Spiritual Concerns:  Anxiety and Fear of choking and loss of breath 

Goals/Expected Outcomes:  He feels his COPD has caused distance between himself and God.  

This is the source of his anxiety and fear.  He feels unworthy and afraid of God.  He would like to 

experience peace through the provision of religious rituals.  He hasn’t been to his faith 

community in some time and would like to have Communion.  This Chaplain will contact the 

patient’s local faith community to see if they would provide this.  If not, the patient stated the 

Chaplain may provide Communion.   
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Interventions: The Chaplain will provide for religious rituals, offer reassurance, actively listen to 

patient’s story/life review, and identify and support patient’s source of spiritual strength.  The 

Plan of Care will be updated throughout the course of this patient’s hospice journey. 

Response of the patient:  The patient felt relief knowing that the Chaplain listened and 

intended to provide for his religious ritual.  He stated that it took a “burden off of his mind and 

heart to get it all out” referring to his emotions and concerns. 

Collaboration: The Chaplain collaborated with the hospice Nurse regarding his visit with this 

patient.  She had informed the Chaplain that the patient was anxious. 

Subsequent visit:  The Chaplain will follow up with the patient according to the POC. 

 

Synthesis and Summary 

The spiritual assessment and plan of care are the core of spiritual care in the hospice 

environment.  How the plan of care is implemented and engaged in each visit will vary from 

visit to visit.  The Chaplain must never force discussion, but rather, allow the patient to steer 

the conversation.  It is always acceptable for the Chaplain to circle back to a previous 

conversation to seek clarification and review the thoughts of the patient regarding the spiritual 

concern.   

The characteristics the Chaplain displays must be founded in love for God and love for the 

patient.  A non-anxious presence is the foundational element of hospice spiritual care.  

Whatever else a Chaplain may do, being non-anxious is a priority.   

The Plan of Care will be recognized and reviewed by the Chaplain’s interdisciplinary team each 

time they meet.  Progress toward the patient’s desired outcome will be addressed by the 

Chaplain in each meeting.  The snapshot of the Plan of Care is clear and concise as that is what 

is expected in the IDT meeting. 
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Summary 

In researching this topic, I came upon an article in the Journal of Palliative Medicine:  

“Communication Dynamics in Hospice Teams: Understanding the Role of the Chaplain in 

Interdisciplinary Team Collaboration in which several concerns were raised about the role or 

function of Chaplains in the IDT.  Quoting from this article, the researchers noted, “Findings 

revealed that professional role conflict is experienced, primarily with social workers. Informal 

group task and maintenance roles included team spiritual care advisor and conflict manager, 

and structural characteristics consisted of extracurricular communication outside of the 

organization” (Wittenberg-Lyles et al, p. 1330).” Eleven years have passed since this article was 

written.  My purpose in this presentation is to update the record and provide a clear design of 

what Chaplains do within the context of the IDT.   

Learning Objectives 

1. Participants will be able to identify the three key roles the chaplain fills in the IDT. 

a. Spiritual Influencer/Counselor 

b. Contributor 

c. Culture Creator 

2. Participants will be able to identify three characteristics of effective chaplains evidenced 

in the IDT. 

a. Prioritize relationships 

b. Professional identity 

c. Participate effectively  

Participants will be able to integrate the objectives in their current IDT. 
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I. Introduction 

 

Structure confines chaos.  That statement finds its home in the IDT.  An observation of mine 

in the 12 years of hospice work indicates that the IDT is at the mercy of a Team Manager 

(this individual may have other titles, but their responsibility includes running the IDT 

meeting).  Some managers have a strong sense of what the IDT is to do and how it is to 

function.  Other managers are quite the opposite.  A structured IDT functions well.  Chaos 

engulfs the other.  Chaplains, because of their perceived role as spiritual leader, would 

benefit greatly from Egolf and Chester (2013), Forming Storming Norming Performing: 

Successful Communication in Groups and Teams.  We are living in a new era in Western 

culture.  Group work is giving way to solitary, independent operators much like a hillside 

giving way to erosion and weather.  It is an unfortunate reality that many in today’s 

workforce have been overly influenced by the video game culture wherein participants get 

lost in the technology and lose touch with people.  Fast forward to the day when some of 

the participants decide to become a physician, nurse, social worker, chaplain, bereavement 

counselor, volunteer, or CNA and team building and performing can become a nightmarish 

exercise.  

 

The following diagram* is instructive to the chaplain in the endeavor to grasp the concept 

of team functions (the lecture will describe the characteristics of each phase): 
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*https://www.businessballs.com/team-management/tuckman-forming-storming-norming-performing-model/ 

Egolf suggests that a group in the Performing Stage solves problems, generates new ideas, 

discusses/decides and implements.  Are there problems that an IDT confronts? Are new ideas 

or methodologies helpful in caring for hospice patients?  Are discussions and decisions made in 

the IDT?  To each question there is a resounding “Yes!” 

The question, though, is what roles do chaplains fill, what personal characteristics assist in this 

process, and how will the chaplain integrate this in the IDT? 

 

II. Three key roles the Chaplain fills in the IDT. 

 

A. The Chaplain is recognized as the Spiritual Influencer/Counselor.  The Chaplain 

exudes pastoral presence.  The Chaplain opens nearly every IDT in prayer as directed 

by the Team Manager. Further, the Chaplain can provide an inspirational, non-

sectarian anecdote as directed by the Team Manager.   
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B. When called upon during the meeting in which patient care needs are addressed the 

Chaplain will fill the role of Contributor.  Spiritual pain can be a factor in physical and 

emotional distress.  The contribution of the Chaplain’s assessment is enlightening to 

the medical team. 

 

C. The Chaplain, by manner and word, is a Culture Creator.  Some ways the Chaplain 

creates a healthy IDT culture include: 

 

a. Befriending the IDT members 

b. Being available 

c. Humor—appropriate timing 

d. Voice for ethics 

e. Positive affirmation 

f. Being a non-anxious presence at withdrawals to assist other staff who are 

anxious 

g. Keeping in touch with IDT members who are hospitalized or have 

experienced a personal loss 

h. Positive messaging to the IDT 

i. Provide educational opportunities 

j. Use a Prayer Box 

 

III. Three characteristics of effective Chaplains beneficial to the IDT 

 

A. Prioritize relationships--Know each IDT member by name and their role 

 

B. Professional identity—Pastoral care skills and servant leadership shine the light on 

the Chaplain’s professional identity. 

 

C. Participate effectively—Chaplains have a “seat at the table” and need to use it to 

enhance patient care. 

 

IV. The Chaplain/participant will integrate these objectives in their IDT 

 

A.  If these key roles or characteristics have not been evidenced                                                  

  

1. As soon as possible set a meeting with the Team Manager 

2. Your agenda will be bathed in humility 

3. The following points are your agenda: 

a) “I have taken a course focusing on my work with our IDT” 
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b) “I learned some things I did not and have not done” 

c) “I apologize for not assuming my role in our IDT” 

d) “I know now what I am supposed to do” 

e) “May I have your permission to (say what it is you would like to do 

for and with the IDT using the above objectives) 

4. Once permission is granted, serve your IDT and exemplify the following*: 

 

*PM Power Consulting 

Synthesis & Summary 

The Chaplain has a clearly defined role to play within the IDT as we discovered.  Through 

education of both the Chaplain and Team members the likelihood of role confusion is greatly 

diminished.  There is much an IDT must do to further patient care. In so doing time is of the 

essence and cannot be wasted with petty misunderstanding of whose task is whose.  The goal 

of this paper was to lay out to the learners the multiple tasks of the Chaplain in order to ensure 

the Team gets its work done and is provided excellence in spiritual support.  Please avail 

yourself of the bibliography to deepen your understanding. 
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Summary 

If you are a Chaplain that also has the title of Bereavement Coordinator you will find this 

module encouraging and supportive.  The Chaplain/Bereavement Coordinator has a 

monumental task of providing for the spiritual support of patients and families and the 

bereavement needs of those families upon the death of their loved one.  You will counsel 

families of a person who committed suicide; who died in a car accident; who died from a long 

illness; who died suffering.  Survivors will present as being unable to un-see their loved one 

dying; who cannot sleep at night; who condemn themselves with the tyranny of the should.   

You are most likely not a licensed grief counselor or licensed mental health counselor.  Most 

likely you are a Chaplain who has been given the responsibilities of bereavement care. As such, 

I offer a word of caution… “Be careful!” I invite you to re-read the life of Job in the Bible.  He 

was the finest man in his era.  Yet, he literally lost everything.  His grieving wife told him to 

“Curse God and die.”  His so-called friends told him why all of his calamity came upon him.  

Never do that.  Perhaps you have heard the following religiously based statements or 

statements of total ignorance that have been said to grieving persons.  Though well-intentioned 

they are out of place and provide no help at all. 

• God needed one more angel…No, I needed my little angel. 

• God will not put more on you than you can stand…Seriously, I’m about to fall  apart. 

• The Bible says you’ll be fine in time…How long of a time? Does it really say that? 

• At least they aren’t suffering anymore…Gosh, said with the highest level of concern. 

• You’re young. God can still give you another baby…What? How could you say that? 

• Apparently, that’s how they wanted to die (to family of a suicide) …How cold.  

As a non-licensed bereavement counselor, you will have to be very aware of your words. One 

thing I urge, if the person’s loss issue is beyond your ability to triage, please refer the person to 

a licensed grief counselor.  You will be doing the person and yourself a great favor. 

What we will explore together involves the recognition of the painful aspects of grief and how 

these can be transformed from sorrow to celebration, from loss to life, and from mourning to a 

new morning.  

Everyone serving in hospice has a story as you are aware.  My story of grief and loss occurs 

before hospice was in existence.  The Great Generation is known for so many incredible 

accomplishments.  However, when it came to grief that generation came up short.  “Buck up, 

Buttercup” seemed to be their manner of coping with the loss of a loved one. Here is my story: 
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The event that shook my birth-family to its core was the death of my father.  He was 46 when 

he died.  I was 10 years old.  He died on May 24, 1964.  What compounded the impact of my 

father’s death was the fact that my mother was forced into the workplace.  Not only did I lose 

my father to death; I lost my mother to the work world.  The grief counsel I was given was from 

my aunt: “Brave boys don’t cry” and “You are now the man of the house.”  While this was the 

way the Great Generation handled its pain, it created heavy burdens for a 10-year-old.  

Emotions and feelings were not discussed in my home.   

It is very unfortunate that my aunt made such a poor decision in dropping her idea of grief 

counsel upon me.  As a result, I did not mourn the death of my father until I was 30 years of 

age. By the age of 30 I was married with three children, the pastor of a church and neck deep in 

all the trappings of church growth.  Alan Wolfelt is spot on when he writes,  

Living fully requires that you feel fully. It means being completely one with what you are 

experiencing. If you are unwilling or unable to give attention to how loss and grief shape your 

life path, you will project your symptoms into your body, your relationships and your 

worldview. Any unhealed grief will linger, influencing all aspects of your life, your living, and 

particularly, your loving (Retrieved from https://www.centerforloss.com/2016/12/living-

shadow-ghosts-grief-introduction).   

There came a time when I was at the end of my rope with not grieving and mourning the death 

of my father.  I took a professional counselor friend to lunch and told him what I was facing, and 

he provided the first of several sessions there at the dining table.  The counsel he gave was to 

write a letter to my father expressing my feelings.  At first, writing the letter was slow and 

awkward.  However, as I continued to write there were themes of pain that rolled out of my 

heart and onto the paper.  Feelings of abandonment, anger, and disbelief that he would die and 

have me face my teen years without his presence and wisdom caused me to nearly tear 

through the paper as I wrote.  A deep sense of aloneness haunted my life as a result of losing 

him and my mother (to her work world).   Upon completing the letter, I followed the next step 

the counselor gave me.  I went home and read it aloud to my wife.  The dam burst, and I wept 

loudly and deeply from within.  Healing began that day.  I now honor the man my father was.  I 

am grateful that he taught me a solid work ethic and that he loved his country and served it 

well in World War II.  I carry with me the legacy that he left.  I am mindful of aloneness and 

allow others into my life.  I will remain a work in progress.                                                                

What follows is a handbook that will provide direction and understanding of the work of the 

Bereavement Coordinator.   

Learning Objectives 

1. The participant will be able to identify the following types of grief: 
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a. ‘Normal’ Grief  

b. Multiple losses and the accumulation of grief 

2.  The participant will be able to identify key seasons of grief: 

a. The date of the funeral/memorial service—keep a record of this 

b. The holiday season—prepare your clients for this 

c. The anniversary of the death—acknowledge this 

3.   The participant will be able to develop grief support groups. 

a. How to start a Support Group 

b. What materials to use for the Group 

c. For what period of time does a Group meet? 
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I. Introduction 

The journey through grief and loss has many embedded challenges that are religiously based, 

emotionally based, and physically based.  The Chaplain needs to not only be aware of these 

challenges but must take a deep dive into his or her own history of bereavement and beliefs 

about how a person ‘should’ grieve.  Is there a limit on grief?  What do I believe about sickness, 

death and loss?  Am I impatient with the client’s repetitious review of the experience of losing a 

loved one? Your client is coming to you to find inner solace and to find new meaning for life.  

Embedded beliefs about grief can cause your grief counsel to become ineffective.  Review ‘you’ 

before entering into the counseling encounter.  What do you believe about theodicy?  How do 

you address the question of “How could God allow my baby, my son, my husband, my wife, my 

________ to suffer and leave me?”  I dare say that in few other arenas of pastoral care is it 

fundamental that you identify your embedded theology about death, grief, and recovery from 

grief.  Your assignment is to sit down alone with pad and pen and jot down what beliefs have 

been transmitted to you during your church experience, seminary experience, and parish pastor 

experience.  Which of those embedded theologies have stuck to you?  Evaluate those for their 

worth and seek to move to a deliberate theology that reflects your understanding of the 

Scripture and your observed working of God.  I’m certain your deliberate theology will be more 

conducive to effective grief work.  For more on the topic of embedded and deliberate theology 

see Stone and Duke, How to Think Theologically. 

II. Understanding the types of grief.  

There are many types of grief you will encounter. For our purposes here, we will look at only 

two types of grief.  There are many other types of grief to be sure we acknowledge that. 

1. “Normal” Grief—Is there such a thing?   

No, grief is individualized, and no person grieves the same way.  However, a key characteristic 

of this type of grief is that it is temporary, and the majority of survivors gradually feel the 

characteristics of grief dissipate with the passage of time and can begin resuming their natural 

routines and activities.  There is no timetable on grief and please reject all efforts to make the 

client feel pressured to “get better” in a short period of time.  

One thing you will hear from clients is, “I think I’m losing it.  I’m crying all the time.  I get angry. I 

can’t focus.”  It is instructive for us to explore the concept of what is common or normal in 

grief.  Listed below are characteristics of grief that nearly every griever experiences: 

a. Tears, crying or sobbing 

b. Sleep pattern changes, such as difficulty falling asleep or too little/too much sleep 

c. An overall lack of energy 
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d. Feeling lethargic or apathetic about the day's necessary tasks or life in general 

e. Changes in appetite, such as not feeling like eating or consuming too much, particularly 

junk food 

f. Withdrawing from normal/usual social interactions and relationships 

g. Difficulty concentrating or focusing on a task, whether at work, personally, a hobby, etc. 

h. Questioning spiritual or religious beliefs, job/career choices or life goals 

i. Feelings of anger, guilt, loneliness, depression, emptiness, sadness, etc. but still 

occasionally experiencing moments of joy/happiness 

Those who state they are losing their minds are experiencing the pain of grief.  They lost their 

husband, wife, child, close relative, dear friend.  It hurts because these persons mattered to the 

griever.  They are now absent from the life of the griever…for all time.   

Preparing yourself for the task of bereavement work is fundamental to the effectiveness of 

your ministry.  Here is a short bibliography for your personal preparation: 

▪ Westberg, G. (2019) Good Grief. Fortress Press: Philadelphia. 

▪ Houben, L. (2017) Transforming Grief & Loss Workbook: Activities, Exercises & Skills to 

Coach Your Client Through Life Transitions. PESI Publishing and Media: Eau Claire. 

▪ Wolfelt, A. (2009) The Handbook for Companioning the Mourner: Eleven Essential 

Principles.  Companion Press: Fort Collins. 

▪ Neimeyer, R., Editor. (2012) Techniques of Grief Therapy. Routledge: New York and 

London.  

Your Interventions to provide care include: 

o Interactive listening 

o Engage client in a life review highlighting the relationship between client and deceased 

o Providing client with bereavement reading material such as booklets from The Grief 

Centre, Alan Wolfelt’s Center for Loss and Life Transition, or other trusted provider. 

o Encourage journaling 

o Provide Scripture reading 

o Provide prayer  

o Explore issues of forgiveness and reconciliation 

o Review past experiences with loss 
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o Assist in finding the Divine in the midst of suffering 

o Identify need for faith community involvement 

o Explore potential issues of guilt 

o Provide re-assurance 

II. Multiple Losses and the accumulation of grief. 

A common experience with bereavement counseling is to encounter a client, probably one you 

served as the Chaplain, is suffering from the pain of multiple losses.  In my own work, I served a 

family who experienced multiple losses of loved ones within the span of a year.  They no sooner 

buried a beloved grandmother, then a son died, then the father was diagnosed with stage four 

colon cancer.  That is a heavy load of grief to bear.  Most of my work with this family was away 

from the sick bed of the patient.  The conversations centered how they could possibly bear the 

pain of another loss.  They seemed to be numb to the entire situation.  Here is a set of 

interventions I used to assist this family to process their multiple losses and the accumulation of 

grief 

First, we drew up a timeline of losses.  I asked them to start with the loss of the beloved 

grandmother.  Then I asked them to share what other issues the family was experiencing at the 

time that drained them emotionally.  From there we explored the impact the grandmother had 

on the family during her lifetime.  What was discovered was the family experienced a problem 

economically.  They had to declare bankruptcy.  When the grandmother died they were ill-

equipped to pay for the funeral.  That caused family conflict.  Their grief process was 

interrupted by this conflict. 

A few months later their son died unexpectedly.  He was killed in a car accident.  We placed this 

on the timeline and explored the family’s response to this tragedy.  They responded that it was 

about at the same time the father was diagnosed with stage 4 colon cancer.  I asked how they 

coped.  Their response was they didn’t cope well at all.  The carry-over from the family conflict 

at the time of the grandmother’s death, the money issues, the sudden death of the son, and 

the diagnosis of the father felt like an insurmountable weight of pain was placed on them. I was 

careful not to use meaningless and trite religious phrases as they would only compound their 

pain.  I stayed with active listening and journaling their story.  When we completed the timeline 

of grief, we discovered there were at least eight major issues the family was facing. 

Which of these issues needed triage first?  Obviously, they were focused on the father dying 

with cancer.  I discovered that the family was more focused after talking about the past year.  

They mentioned they had not talked much about any of the deaths let alone the family division 
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and economic problems.  Getting the grief and family pain out in the open seemed to rob those 

events of their control over the family.  They seemed better able to focus on the father. 

I was able to connect them with a local church that had Grief Share as a ministry to the 

bereaved.  The spouse and daughter attended the meetings as often as possible.  When the 

father died I was asked to the memorial service.  We met twice after memorial.  They found the 

Grief Share group as a supportive community of sufferers.   

Multiple losses and the accumulation of grief does not resolve quickly but takes time.  For this 

family they worked at dealing with the losses and the other issues they were facing.  My prayer 

for this family was for them to receive from God strength for each day and for inner healing. 

To summarize, we set up a timeline of losses and surrounding family issues first.  We chose 

which of those losses to address first.  They talked…a lot.  I listened and I wrote.  They got 

connected to a grief recovering ministry which embraced them.  I did what I could, and the grief 

recovery ministry did what it could and somehow that had to be enough.  Grief can be a very 

lonely road.  I’m glad this family didn’t feel alone on their journey to wholeness.   

III. The Key Seasons of Grief 

The chaplain will do many funeral/memorial services.  It is always wise to keep a written record 

of each of these services.  A bereaved family may seek you out months after their loved one 

died for whom you officiated the funeral.  They will reference that event in your first meeting.  

Having recall of the funeral will move your session forward in a positive manner.  Therefore, I 

urge that you review your record of the funeral, your Clinical Notes of all pastoral encounters 

with the family while you served them during their hospice journey.  What you are reaching for 

in the first session is connection with the client and/or family so they are at ease with you. 

There are two key seasons that call for your attention to detail.  The first is the anniversary of 

the death.  Soon after the death the Chaplain will sends sympathy card to the family. The 

chaplain shares with the IDT his/her experience with the funeral.  The pressures of the work of 

hospice can cause chaplain and IDT members to move forward quickly to the next series of 

patients that remembering the anniversary of a patient’s death can be a lesser priority.  Not so 

for the chaplain.  A card or a visit if it is welcome is a statement of compassion that will not be 

forgotten.  That act of mercy communicates to the family that you are not just doing a ‘job’ but 

you are truly caring for the family. 

The second season that is crucial for the bereaved is the holiday season and other special days.  

Preparing the family for Thanksgiving and Christmas is essential.  Use relevant and proven 

materials in your efforts.  The empty chair at the Thanksgiving table and the family traditions 

that brightened each Christmas will either not be kept on the first Christmas or greatly muted if 
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they are kept.  One element of pastoral counsel you will give is to allow the family to do or not 

do what they feel is too much for them.  Being supportive and understanding will help them.  

Many grievers comment that they just can’t bring themselves to get into the festive mood.  

Affirm your understanding of that.  Your non-anxious, calm reassurance and response to their 

emotions will play a significant role in their healing.   

IV. Start grief support groups 

The main obstacle to starting a support group is time.  When is the best time of day for grievers 

to meet?  The time and place decisions must be made in the best interest of the group, not the 

chaplain.  If the best time is in the evening you will need to inform your supervisor and 

negotiate flex time.  Normally that is not an issue and you can flex some hours. 

Starting the group with a solid curriculum is the next most important matter.  Grief Share is a 

program that has found success in providing support and wise counsel.  You can develop your 

own program materials from your experience in the work.  Either way you do it, you must 

market the support group.   

Connect with your marketing team to have the support group advertised on social media and 

through direct mail with those whose loved one has died during the past six months to a year. 

Your groups need to be limited to six to 10 persons.  If you need to create another group, that is 

fine but for your own sake you must limit groups to two running concurrently.  Support groups 

perpetuate once they get a foothold in the community.  Keep in mind, CMS (better known as 

Medicare) requires the hospice to include community members in your work of bereavement. 

The next major decision you will have to make is whether the group is open-ended or close-

ended.  My recommendation is to have close-ended groups.  This keeps the focus laser sharp.  If 

you meet for 6 weeks the group will gel quicker than if you have an open-ended group.  Open-

ended groups can lose focus and drift easily.  If some need to attend another session, they can.  

The only caution is if someone can’t seem to break from the group.  If that is the case it might 

be that you meet them for individual sessions and make a referral to a licensed grief counselor. 

 

 

Synthesis and Summary 

The work of the Chaplain is challenging.  In this section I want to be certain I mention the need 

for self-care.  In the role of the chaplain, you will be relating to family from the perspective of 

pastoral care and emotional support.  You will hear about family issues that might skew your 

thinking as you transition to the role of Bereavement Coordinator.  In the course of a year you 
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may serve upwards of 200 patients/families.  That is enough stress and emotional wear and 

tear that self-care is an absolute necessity.  Adding to that stress is the administrative 

challenges of groups and individual counseling.  It is hoped that this combination role is in your 

wheelhouse of strengths.  Having the pastoral care skills for chaplaincy is more than likely what 

got you the job.  Developing grief counseling skills will help you keep the job.   

Absolute necessities: 

1. Read all you can about grief counsel and group work. 

2. Consult with your supervisor about scheduling issues. 

3. Do effective self-care or else you will burn out. 

  



PCC 200: Advanced Chaplaincy Skills 

Light University                                                                                      47 

Recommended Reading 

Adkins, C. (2014) Grieving A Loss: Scriptures On Grief Recovery And Coping With Grief And Loss.  

CreateSpace Independent Publishing Platform. 

Clinton, T., Hart, A., Ohlschlager. (2005) Caring for People God’s Way. Nashville: Thomas Nelson 

Publishers 

Hansen, S. (2015) Grief and Loss Support Group Facilitator's Manual.  CreateSpace Independent 

Publishing Platform. 

Henry, P., Figueroa, A., Miller, D. (2007)  Christian Therapist's Notebook: Homework, Handouts, 

and Activities for Use in Christian Counseling. Routledge: New York and London. 

Houben, L. (2017) Transforming Grief & Loss Workbook: Activities, Exercises & Skills to Coach 

Your Client Through Life Transitions. PESI Publishing and Media: Eau Claire. 

Neimeyer, R., Editor. (2012) Techniques of Grief Therapy. Routledge: New York and London. 

Oates, W. (1997) Grief, Transition, and Loss: A Pastor's Practical Guide. Minneapolis: Fortress 

Press. 

Oppenheimer, M. (2016) Bereavement Support Groups: A Guide for Clinicians and Non 

Clinicians.  Self-published. 

Westberg, G. (2019) Good Grief. Fortress Press: Philadelphia. 

Wolfelt, A. (2009) The Handbook for Companioning the Mourner: Eleven Essential Principles.  

Companion Press: Fort Collins. 

Wolfelt, A. (2004) The Understanding Your Grief Support Group Guide: Starting and Leading a 

Bereavement Support Group.  Companion Press: Fort Collins. 

  



PCC 200: Advanced Chaplaincy Skills 

Light University                                                                                      48 

 

 

 

PCC 205 

Providing Pastoral Care in When Facing 
Moments of Trauma and Crisis 

 
 
 

Rich Behers, DMin, BCC, CFHPC   



PCC 200: Advanced Chaplaincy Skills 

Light University                                                                                      49 

Summary 

It is in the arena of trauma and crisis that the value of the Chaplain is clearly revealed.  The 

professional chaplain is well-trained to recognize the symptoms of the caregiver stress as well 

as patient stress.  Caregiver stress symptoms include the following: 

• Anxiety, depression, irritability 

• Feeling tired and run down 

• Difficulty sleeping 

• Overreacting to minor nuisances 

• New or worsening health problems 

• Trouble concentrating 

• Feeling increasingly resentful 

• Drinking, smoking, or eating more 

• Neglecting responsibilities 

• Cutting back on leisure activities 

When caregivers have neglected their own self-care, they can succumb to caregiver burnout.  

The warning signs of caregiver burnout include: 

1. Caregivers have much less energy than they once had 

2. It seems like they catch every cold or bout of flu that’s going around 

3. They’re constantly exhausted, even after sleeping or taking a break 

4. Caregivers neglect their needs, either because they’re too busy or don’t care anymore 

• Their life revolves around caregiving, but it gives little satisfaction 

• They have trouble relaxing, even when help is available 

• They’re increasingly impatient and irritable with the person they’re caring for 

• They feel helpless and hopeless 

We will explore ways to support the caregiver in their journey and implement a strategy to 

enhance their well-being.   
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Learning Objectives 

1. The participant will be able to identify at least three spiritual care markers caregivers 

experience in attempts to cope with suicide, violent Alzheimer’s patients, and the 

unexpected death. 

2. The participant will be able to identify and list spiritual care interventions that provide 

spiritual support for the caregiver. 

3. The participant will be able to identify crucial components of a self-care model.   

  



PCC 200: Advanced Chaplaincy Skills 

Light University                                                                                      51 

I. Introduction 

When caring for a loved one with a life-limiting illness or an illness that is lengthy with 

progressive decline, a caregiver's own physical, emotional, and spiritual suffering can be 

profound.  Interventions to support the caregiver are crucial to the long-term emotional and 

spiritual health of the caregiver.  Further, because many caregivers neglect themselves 

physically due to total focus on the loved-one what this module will provide is a strategy for 

support for the caregiver. 

II.  Spiritual Care Markers Experienced by Caregivers in Traumatic Events 

 

A. Suicide 

Death by suicide makes the grief process more challenging. For example: 

1. Suicide is considered a disenfranchised type of death and grief experience. 

2. Society in general does not know how engage the bereaved in conversation about 

the death. 

3. The ‘tyranny of the should’ pounds the family unmercifully. After a suicide, these 

‘shoulds’ may be extreme and self-punishing — unrealistically condemning the 

survivor for failing to predict the death or to intervene effectively or on time. 

Experts tell us that in such circumstances, survivors tend to greatly overestimate 

their own contributing role — and their ability to affect the outcome. 

4. Examples 

a. The ALS patient 

b. The hospice patient 

 

B. The violent Alzheimer’s patient 

When Alzheimer’s turns violent the experience strikes not only the physical but the 

emotional well-being of the caregiver.  In my Alzheimer’s Caregiver Support Group, it is 

not unusual for a spouse to come with a black eye or worse.  Others tell stories of violent 

behavior without physical attack characterized by throwing things, screaming, and 

shouting obscenities.  It is a shocking experience for most all caregivers.  Much of the 

literature encourages the caregiver to remain calm and so forth.  That is next to 

impossible when hit or trying to dodge a thrown object.  Here is a list of spiritual markers 

that caregivers of violent Alzheimer’s loved one’s exhibit 

1. Fear 

2. Anger 

3. Despair 

4. Forgiveness issues 

5. Hopelessness 
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C. The unexpected death 

A sudden, accidental, unexpected or traumatic death shatters the world as families 

know it. It is often a loss that does not make sense. We realize that life is not always fair, 

and that sometimes bad things happen to good people. The sudden death leaves the 

caregiver and family feeling shaken, unsure and vulnerable. Along with the primary loss 

of the person, families and loved ones may experience secondary losses: lost income, 

loss of home, loss of social network. The role the loved one held in the family is gone. It 

takes time for the family to reorganize. Relationships that have been strained in the past 

become more stressed as all family members cope with the loss. The family may be left 

feeling in a state of disarray.  The spiritual markers for this require frequent, yet 

unobtrusive visits by the chaplain to listen, to be present, to say little except what is 

appropriate, and to pray.  The primary spiritual markers are these: 

1. Theodicy 

2. Anger 

3. Forgiveness of self, the one who died, God, anyone else 

4. Spiritual confusion 

The grief process for the bereaved family may take a longer time than if the person died 

of a protracted illness.  Patience and compassionate emotional support will assist the 

family through their grief journey.  Long-term emotional and spiritual scars may remain 

even with the best of efforts on the part of the chaplain and/or professional counselor. 

 

III. Spiritual care interventions that provide spiritual support for the caregiver. 

Expectations of a quick cure for these devastating events is not realistic.  These events are 

crushing to families and each family member will react in his/her own way.  The following are 

interventions the chaplain can provide: 

A. A non-anxious presence 

In each of these scenarios, caregivers will need the non-anxious presence of a 

compassionate chaplain.  Do not interpret non-anxious to mean non-caring or non-

engaged.  Quite the opposite, the non-anxious chaplain will make eye-contact, exhibit 

caring body language, be available for each family member, and will offer wise counsel 

when in pastoral dialogue. 

 

B. Wise counsel 

The caregivers/family members may say anything in their state of shock.  The chaplain 

will offer wise counsel which steers clear of judgmental statements or corrective 

statements.  To the family’s questions of “Why?” the chaplain may be tempted to 

explain.  Do not do so.  Trite and defensive answers in a time of trauma serve only to 
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make things worse.  There are no words that can give meaning to the inexplicable.  “I 

don’t know” is the truth.  Say it gently. 

 

C. Faithful visits.  Through their journey through the process caregivers will know that the 

chaplain can be called upon in times of need.  

  

D. Prayer—The chaplain offers prayer with the family if they allow and the chaplain will 

offer prayer away from the family to support them. 

 

IV. Self-care 

Self-care for the caregiver is a challenging topic.  In my experience, caregivers hear you, but do 

not put much into practice.  I have seen a relative take on the role of caregiver for a spouse 

with Parkinson Disease which degenerated into Parkinsonian Dementia.  She went to work, 

leaving him with a paid caregiver, coming home and taking on the responsibilities of care 

herself.  He was a big man. She is a little woman.  This went on for several years.  To this day 

she suffers from back problems and more importantly from emotional issues from his illness 

and death.  However, the chaplain cannot throw hands up in despair.  Instead, the chaplain 

provides for those who will respond.  

A. Support groups—These short-term or long-term groups provide an anchor for those 

who attend.  These are hard to start but when a core group forms, they serve wonderful 

purposes for emotional and spiritual care.  I lead two groups: Cancer Caregivers Support 

Group and an Alzheimer’s Caregiver Support Group. The needs of each group are nearly 

polar opposite.  These are two different disease processes that require an individualized 

approach. 

 

a. Cancer Caregivers 

a. Listening 

b. Empathy 

c. Wise Counsel 

d. Non-anxious presence 

 

b. Alzheimer’s Caregivers 

a. Education 

b. Listening 

c. Emotional support 

d. Availabilty  

 

B. Private Chaplain Counseling 



PCC 200: Advanced Chaplaincy Skills 

Light University                                                                                      54 

 

C. Community Services 

a. Support Groups 

b. Grief Counseling 

c. General Counseling  

 

Synthesis and Summary 

 

These life events of suicide, violent Alzheimer’s patient, and the unexpected death represent 

the most challenging of cases the Chaplain will face.  Having encountered each of this and 

experienced one of them leads me to encourage the Chaplain to be present with compassion 

and skill.  The family caregiver(s) desperately needs the steady hand of a skilled clinician.  Life 

for these people will never be the same.  They have adjustments to make which will have to be 

made for them to live with a new normal.  The forced changes that are brought about by 

traumatic events are not easily accepted.  Your caring presence and words of comfort and 

support will go a long way in ushering in a healing time. 

 

One word to the wise for the Chaplain.  Practice self-care.  Carrying the load of secondary pain 

of this magnitude can wear you down.  Prayer, Scripture reading, personal and corporate 

worship, support from colleagues, and therapy when necessary are wise choices and disciplines 

for the Chaplain to follow.   
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