
Pastoral Care
in Illness and
Healthcare Settings

Core question: How do pastoral caregivers become clinically humble, spiritually useful, and ethically trustworthy in healthcare systems?
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Learning outcomes
What students should be able to practice by the end

Navigate

hospital etiquette, visitation boundaries, infection control expectations, privacy, and staff communication.

Assess

spiritual distress, coping resources, social needs, family systems, and urgent safety concerns.

Apply

biopsychosocial-spiritual, person-centered, narrative, trauma-informed, palliative, and systems lenses.

Intervene

with presence, prayer/ritual when invited, meaning-making, advocacy, documentation, referral, and 
follow-up.

1-hour flow: setting → etiquette/process → assessment → theories → specialized contexts → 
cases
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Illness changes the pastoral conversation
Healthcare compresses vulnerability, fear, systems, and meaning

“The patient is not merely a body in a bed, but a person in a story, a family, a culture, a faith-world, and a 
healthcare system.”

Working thesis for the lecture

Loss of control

procedures, waiting, dependence, exposure

Meaning pressure

“Why me?” “Where is God?” “What now?”

System pressure

rules, time, jargon, inequity, handoffs

Relational pressure

family roles, conflict, caregiving burden

Pastoral care in healthcare is often short, interruptible, and high-stakes. Competence requires both compassion and procedure.

3Sources in deck include WHO quality/people-centred care; Joint Commission spiritual needs; APC chaplaincy standards.



The healthcare setting is not one setting
Pastoral care adapts to clinical tempo and patient condition

Emergency Dept.

fast triage, crisis, uncertainty, violence risk, brief 
contacts

ICU

machines, sedation, family decision-making, moral 
distress

Medical/Surgical

procedures, recovery, discharge planning, boredom, 
anxiety

Oncology/Chronic Illness

long arcs, identity changes, treatment fatigue, hope 
realism

Palliative/Hospice

goals of care, symptom burden, legacy, family 
conferencing

Behavioral Health

safety, trauma, boundaries, consent, team 
coordination

Care question: What does this room require of me now?
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Before the visit: orient to the system
Good pastoral care starts before the knock

PRE-VISIT SCAN

1. Check whether visits are allowed and whether the patient has declined spiritual 
care.
2. Review known faith/cultural preferences without assuming they define the person.
3. Ask unit staff about timing, restrictions, procedure schedule, and safety concerns.
4. Wash/sanitize hands; follow PPE and infection-control signage without 
improvising.
5. Clarify your role: visitor, congregational pastor, staff chaplain, student, or 
counselor.

Process discipline protects dignity. It also earns the trust of nurses, 
physicians, and families.
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Hospital visitation etiquette: the first 90 
seconds
A bedside visit succeeds or fails quickly

Knock

even when the door is open; pause and wait.

Introduce

name, role, affiliation; avoid assuming 
recognition.

Ask permission

“Is this a good time?” “Would you like a visit?”

Notice the room

pain, fatigue, privacy, alarms, visitors, staff.

Sit wisely

at eye level if invited; do not block access to 
care.

Leave gracefully

when staff enters, a procedure begins, or the 
patient tires.

Helpful opener: “I’m here to support you, not to take over. What would be useful right now?”
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A simple visit protocol: READ the room
A field-tested sequence for short clinical encounters

R
Recognize context

Who is present? What is the medical tempo? 
What level of distress?

E
Explain role

“I’m part of spiritual/emotional support.” 
Clarify confidentiality limits.

A
Ask/attune

Open question; listen for fears, hopes, 
supports, beliefs, and immediate needs.

D
Discern next step

Presence, prayer, ritual, family support, staff 
liaison, referral, documentation, follow-up.

Use READ when you have 3 minutes, 30 minutes, or only a hallway encounter.

• Never promise outcomes, confidentiality beyond policy, or theological certainty you cannot deliver.
• Always know how to contact unit staff, security, and the on-call chaplain/supervisor.
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Privacy, consent, and pastoral boundaries
Trust depends on disciplined speech and role clarity

Consent

Ask before entering spiritual topics, prayer, touch, contacting clergy, or including 
family.

Confidentiality

Know your setting: congregational pastoral care, hospital chaplaincy, counseling, 
student placement.

HIPAA awareness

Do not seek or share protected health information outside role and policy; 
minimize details.

Boundaries

No medical advice, no pressure to disclose, no coercive theology, no secret 
alliances with family.

Rule of thumb: the patient controls the invitation; policy controls the information; ethics controls the power.

In U.S. hospitals, patient-rights regulations include privacy, safety, visitation policies, and advance directives; institutions implement these locally.

8Sources: 42 CFR §482.13; HHS/OCR HIPAA guidance; institutional policies vary.



Spiritual assessment: from curiosity to care 
plan
Assessment should deepen dignity, not interrogate belief

USEFUL FRAMES

FICA

Faith/belief; Importance/influence; Community; 
Address in care.

HOPE

Sources of Hope; Organized religion; Personal 
spirituality/practices; Effects on care/end-of-life.

7×7 / Chaplaincy assessment

Holistic domains including spiritual pain, resources, relationships, ethics, meaning, and plan of care.

Better question than “Are you religious?”

“What is giving you strength right now, and what feels most 
threatened?”

9Sources: Puchalski’s FICA; Anandarajah & Hight’s HOPE; Fitchett’s 7×7 model; Joint Commission spiritual-needs guidance.



Theological resources in illness: use with 
consent and humility
The goal is not to explain suffering away

Lament

Allows protest, grief, fear, and honesty before God 
and community.

Incarnation

God with us: embodied presence, vulnerability, 
touch with consent, ordinary care.

Hope

Not denial; faithful possibility, endurance, 
companionship, resurrection imagination.

Sabbath / finitude

Human limits, rest, dependence, and the refusal to 
reduce worth to productivity.

Communion / community

Illness can isolate; care reconnects person, body, 
table, story, and people.

Blessing / ritual

Words, oil, prayer, scripture, silence, song, 
confession, forgiveness, legacy.

Theological care becomes harmful when it silences pain, blames the patient, or rushes mystery into certainty.
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Biopsychosocial-spiritual care
Illness affects interconnected systems of meaning and functioning

Biological

symptoms, pain, medications, disability, 
prognosis

Psychological

fear, coping, depression, anxiety, 
trauma, agency

Social

family, finances, housing, work, culture, 
transportation

Spiritual

meaning, guilt, hope, practices, sacred 
story, community

Pastoral caregivers often enter through the spiritual door but must hear the whole house.

Practice implication

Listen for symptoms and social barriers without practicing medicine. 
Translate concerns into appropriate referrals and team communication.

Supervision question

What part of the person’s suffering am I over-spiritualizing or under-
attending?
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Person-centered and family systems lenses
Care for autonomy while noticing the relational field

Person-centered stance

Empathy, unconditional positive regard, congruence, and respect for the patient’s 
meanings, choices, and pace.

Family systems stance

Illness reorganizes roles, boundaries, triangles, loyalties, decision patterns, 
and unspoken grief.

Key tension

The patient is not isolated from family; the family is not authorized to override the patient’s voice.

• Ask: “Who needs to be part of this conversation?”
• Protect: patient consent, privacy, and capacity-related policies.
• Notice: family spokesperson, excluded voices, conflict, caregiver exhaustion.
• Support: shared listening without becoming the family therapist unless that is your role.

12Sources: Rogers; Bowen/family systems; institutional capacity and consent policies.



Theories that travel well in illness care
Use the lens that fits the moment

Narrative care

Help patients tell the story beyond diagnosis: “What has this illness 
interrupted? What remains true?”

Meaning-centered care

Explore purpose, legacy, values, reconciliation, gratitude, lament, and 
unfinished business.

Acceptance & Commitment

Make room for difficult realities while acting from values; useful in chronic 
illness and pain.

Motivational interviewing

Support health behavior change with autonomy, ambivalence, and patient 
language rather than advice-giving.

Pastoral translation: move from “fix the feeling” to “honor the person and support faithful next steps.”

13Sources: narrative therapy/medicine; meaning-centered therapy; ACT; Motivational Interviewing.



Trauma-informed pastoral care in healthcare
Medical care can heal and also trigger prior harm

Safety

physical, emotional, spiritual

Trust

transparent role and limits

Choice

permission, pacing, options

Collaboration

with patient and team

Empowerment

voice, strengths, agency

Culture

historical, gender, religious humility

Trauma-informed question: “What happened to you?” becomes “What helps you feel safer right now?”

• Avoid sudden touch, religious pressure, closed-door isolation, and surprise disclosures.
• Offer choices: sit/stand, silence/prayer, family present/private, now/later.

14Source: SAMHSA trauma-informed approach principles.



Social determinants of health: pastoral care 
must see upstream
Illness is shaped before the person reaches the hospital

Economic stability

income, employment, debt, insurance strain

Education access/quality

health literacy, language, digital access

Healthcare access/quality

coverage, discrimination, availability, trust

Neighborhood/built environment

housing, food, transport, safety, pollution

Social/community context

support, isolation, racism, belonging, worship community

Pastoral insight: “noncompliance” may be poverty, fear, transport failure, low literacy, 
stigma, or unsafe housing.

15Sources: CDC SDOH; Healthy People 2030 SDOH domains; NASEM social care integration.



From social determinants to social care
Screen gently, respond concretely, collaborate ethically

Awareness recognize social forces shaping illness

Adjustment adapt care to what the person can actually do

Assistance connect to food, housing, transport, financial, legal, caregiver support

Alignment partner with community resources and congregational networks

Advocacy address policies and institutional barriers

Pastoral boundary: advocacy is not freelancing. Work with social work, case management, ethics, and community 
partners.

16Source: NASEM 2019 “5 A’s” framework for integrating social care into health care.



Communication skills under medical stress
Slow language, check understanding, protect agency

Plain speech

Avoid jargon. Ask what the patient has heard rather 
than what you assume.

Reflect emotion

“This sounds exhausting.” “You are carrying a lot.”

Ask values

“What matters most as you think about the next 
step?”

Teach-back support

Invite the patient/family to repeat what they 
understand from medical updates.

Silence

Often more faithful than filling fear with words.

Bridge to team

Help formulate questions for physicians, nurses, 
social work, or ethics.

Good pastoral care reduces shame: “Many people find medical information hard to hold when they are scared.”

17Source: AHRQ Health Literacy Universal Precautions Toolkit / teach-back approach.



Working with the healthcare team
Be spiritually grounded and institutionally reliable

WHAT TEAMS NEED FROM PASTORAL CAREGIVERS

Signal, not noise

Share concise, relevant spiritual/social concerns that affect care: distress, support, 
decision conflict, rituals, safety.

Respect roles

Do not contradict clinical advice, promise exceptions, or become a parallel authority.

Use channels

Document when required; notify staff of risk, requests, or major changes; follow referral 
pathways.

Build trust

Show up, follow policy, communicate clearly, debrief appropriately, and accept 
feedback.

18Source: Association of Professional Chaplains Standards of Practice.



Documentation, referral, and escalation
A spiritual conversation may require a clinical next step

Document

Who was seen, spiritual concern, 
intervention, patient preference, plan/follow-
up. Avoid unnecessary private details.

Refer

Mental health, social work, palliative care, 
ethics, clergy of patient’s tradition, 
interpreter, victim advocacy.

Escalate

Suicidality, abuse/neglect, threats, 
delirium/decision capacity concerns, unsafe 
discharge, severe conflict, coercion.

Escalation is not betrayal. It is how pastoral care honors life, safety, law, and scope of practice.

• Know institutional policy and mandated reporting requirements in your jurisdiction.
• When unsure, consult supervisor, on-call chaplain, risk, ethics, or clinical leader.

19Sources: APC Standards; institutional policies and state law govern documentation/mandated reporting.



When crisis erupts: codes, bad news, sudden 
decline
Pastoral presence must become calm, brief, and coordinated

During a code

Stay out of clinical space; support family; translate process without medical 
claims; pray silently/when invited.

After bad news

Pause. Let silence land. Reflect emotion. Ask what the patient/family heard and 
what they need next.

Family conflict

Slow the room. Name shared concern. Bring staff, social work, palliative, or ethics 
into the process.

Moral distress

Support staff and families when treatment feels burdensome, futile, inequitable, 
or ethically confusing.

Caregiver mantra: calm body, few words, clear role, next step.
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Palliative and end-of-life care
Care shifts from cure-only to goals, comfort, dignity, and presence

Goals of care

What outcomes matter? What burdens are acceptable? What fears shape 
choices?

Spiritual pain

unfinished business, guilt, abandonment, fear of death, religious fear, loss 
of meaning.

Ritual needs

prayer, sacraments, scripture, music, blessing, forgiveness, last rites, 
cultural practices.

Family support

anticipatory grief, decision burden, vigil care, conflict, exhaustion, 
bereavement follow-up.

Pastoral caution: hope can change form without becoming hopelessness.

21Sources: palliative care consensus literature; WHO people-centred care.



Chronic illness, disability, and pain
Pastoral care over time: identity, fatigue, and sacred endurance

Identity repair

“Who am I now?” Chronic illness may alter vocation, body image, sexuality, role, independence, and 
spirituality.

Pacing and acceptance

Support values-based living, grief for lost capacities, and self-compassion without demanding constant 
positivity.

Community redesign

Transportation, meals, caregiving teams, accessible worship, hybrid participation, respite, disability 
inclusion.

Pain and credibility

Believe the person’s report. Avoid spiritualizing pain as lesson, punishment, or insufficient faith.

22Relevant theories: disability theology, ACT, family systems, social support, biopsychosocial-spiritual model.



Cultural humility and religious diversity
Do not make the patient teach you everything; do not pretend you know

Ask preferences

“Are there spiritual, cultural, or family practices we 
should honor?”

Use interpreters

Do not rely on children or ad hoc translators for 
clinical/spiritual complexity.

Avoid assumptions

Same label, different practice. No label, deep 
spirituality. Religion may comfort or wound.

Coordinate rituals

Food, modesty, prayer times, clergy access, 
sacred objects, death rituals, handling of body.

Attend inequity

Medical mistrust may be historically grounded, not 
personal resistance.

Practice repair

If you misstep: name it, apologize, ask how to 
proceed.

Humility is not vagueness. It is disciplined curiosity plus accountable practice.
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Ethical tensions at the bedside
Pastoral care must be tender and principled

Autonomy

Respect informed choices, values, refusal, advance directives, and decision-
making capacity processes.

Beneficence / nonmaleficence

Seek good and avoid harm: spiritual language, touch, and advocacy can harm if 
coercive or ungrounded.

Justice

See inequity, access barriers, discrimination, disability, language, and resource 
constraints.

Fidelity

Keep commitments, clarify limits, document appropriately, and do not abandon 
hard cases.

Ethics consult is appropriate when values, capacity, conflict, treatment burden, or surrogate decisions become 
contested.

Pastoral caregivers are often meaning translators in ethics conversations — not the final decision maker.

24Sources: 42 CFR §482.13 patient rights; clinical ethics principles; institutional ethics policies.



Caring for healthcare staff
Pastoral care includes the caregivers

Moral distress

When staff know the ethically appropriate action but feel constrained.

Compassion fatigue

Cumulative cost of caring amid suffering and repeated loss.

Burnout

Emotional exhaustion, depersonalization, reduced sense of effectiveness.

Moral injury

Wound from perpetrating, witnessing, or being unable to prevent deeply transgressive 
events.

Staff support practices: rounding, debriefing, rituals after death, 
blessing hands, quiet rooms, referral, advocacy for humane systems.
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Beyond the hospital: discharge and 
congregational continuity
The crisis visit is often only the beginning

Admission

notify with consent, visit, assess 
support, coordinate 

clergy/chaplaincy

Hospital stay

short check-ins, family support, 
ritual, practical needs, staff liaison

Discharge

transport, medications 
understanding, meals, home 

safety, follow-up appointments

Home/rehab

ongoing pastoral care, accessible 
worship, caregiver respite, 

grief/identity support

Long arc

support groups, financial/legal 
referrals, spiritual practices, 

community belonging

Congregations can become part of the care plan — but only with patient consent and clear coordination.

• Avoid public prayer-list disclosure without permission.
• Move from one-time sympathy to sustainable systems of support.
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Case lab: acute hospitalization and social 
vulnerability
Apply etiquette, assessment, theory, and process

Vignette

Darnell, 58, is admitted for uncontrolled diabetes complications. He is 
anxious about possible amputation and says, “God is punishing me.” 
His daughter is angry that he “never follows instructions.” A nurse 
quietly mentions he often misses appointments because he lacks 
reliable transportation and has trouble reading discharge papers.

Small-group tasks

1. Script your first 60 seconds at bedside.
2. Identify spiritual, psychological, family, and social 
needs.
3. Name two theories/models that fit this case.
4. What would you document, refer, or escalate?

Report-out: one helpful phrase, one referral, one boundary.
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Bedside language: practice the difference
Graduate-level care is often a better sentence

Instead of… “Everything happens for a reason.”

Try… “I do not want to explain this away. I’m here with you in 
it.”

Instead of… “You need to have more faith.”

Try…
“What has your faith felt like during this?”

Instead of… “At least they caught it early.”

Try…
“What are you carrying as you wait for answers?”

Instead of… “Let me tell the doctors what to do.”

Try…
“Would it help to write down questions for the team?”

Skill rule: reduce explanation, increase attunement, restore agency.
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A graduate-level integrative framework
The “5 C’s” of pastoral care in healthcare settings

Consent Offer care without coercion; ask before prayer, touch, family involvement, or sharing.

Context Read clinical tempo, culture, social needs, prognosis, family system, and institutional policies.

Compassion Regulated presence, truthful empathy, lament, dignity, and practical care.

Collaboration Coordinate with chaplaincy, clinicians, social work, interpreters, ethics, clergy, and community support.

Continuity Document, refer, follow up, and build sustainable post-discharge/congregational care.

When unsure, return to: What honors the patient’s dignity, safety, voice, and next faithful step?

29



Key sources and closing charge
Use the sources; keep learning from patients, teams, and supervision

• Association of Professional Chaplains. Standards of Practice for Professional Chaplains.
• Centers for Disease Control and Prevention. Social Determinants of Health resources.
• Healthy People 2030. Social Determinants of Health domains.
• Joint Commission. Evaluating a Patient’s Spiritual Needs; Hospital program requirements on religious/spiritual services.
• National Academies of Sciences, Engineering, and Medicine. Integrating Social Care into the Delivery of Health Care (2019).
• SAMHSA. Practical Guide / trauma-informed approach principles.
• AHRQ. Health Literacy Universal Precautions Toolkit and teach-back resources.
• 42 CFR §482.13. Hospital patient rights; institutional policies for privacy, visitation, advance directives, and safety.
• WHO. Quality of care and integrated people-centred care resources.
• Puchalski (FICA), Anandarajah & Hight (HOPE), Fitchett (7×7), Rogers, Bowen, ACT, MI, narrative/meaning-centered care.

Closing charge: be gentle enough to be trusted, disciplined enough to be safe, and humble enough to 
collaborate.

30AI-generated original visuals created for this deck; textual sources are summarized and adapted for educational use.
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