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This is a qualitative study based on in-depth interviews with professional
chaplains working in Toronto hospitals. In order to explorc ecmotional
experiences that chaplains undergo as a result of working in hospital and
dealing with pcoplec who arc cmotionally overwhelmed, I utilized insights
from interactional and symbolic intcractionist, phenomenological,
ethnomethodological and dramaturgical approaches within the sociology of
cmotions and spokc with 21 chaplains from five faith traditions
(Christianity, Islam, Judaism, Buddhism and modern paganism). The aim
was to understand how chaplains manage their work-related emotions in
order to protect their mental health, whilst also providing spiritual carc.
Modcm chaplaincy is not about performing religious ritual as much as it is
about providing cmotional support. As a result, chaplains must be prepared
to become deceply involved with emotions. Like a sponge, cy should soak
up paticnts’ cmotions.

Based on actual accounts of work-related emotional expericnces, 1
draw an cmotional map for hospital chaplaincy in which typical situations
likcly to challenge chaplains arc pinpointed as cmotional hotspots.
Emotional challenges are further discussed in terms of spiritual approach vs.
mecdical approach, cmotional identification with situation, dealing with baby
dcath, inability to crcatc cffective communication, and cmotional
dissonance. Physical contact and crying, two major outlets of cmotional
cxpression, arc analyzed in terms of ecmotion management. | also discuss
different techniques, strategi  and resources that chaplains rely on to
perform their job. The result of the study shows that if chaplains fail to
maintain a proper work-lifc balance, job pressurc can be harmful. As a
stratcgy, many chaplains wo  part-timec. As a supportive means, an
overwhelming number of chaplains regularly benefit from psychotherapy
and/or spiritual guidance.
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This dissertation is a qualitative study about emotion management among a
catcgory of healthcare providers — hospital chaplains — who have hardly been the subject
of sociological rescarch about emotions in previous rescarch. Sociologists of emotion
(see, e.g., Turner, 2005) scck to understand how emotions can be socially influenced in
terms of both experience and expression. They believe emotions can be influenced by
such institutions as culture and As a result, socicties and subcultures have
different patterns of expressing eme  ns according to their own norms and
characteristics. Based on Arlie Hochschild’s (1983) study of flight attendants, an
intcractional approach emerged in the sociology of ecmotions, in which emotions arc
viewed not only as socially constructed phenomena — influenced by occupational fecling
rules that dictatc how pcople cxperience 1d express their emotions in different situations
— but also as phecnomena that are actively controlled by employces as part of their paid
cmployment. [ used insights from this proach and supplemented them with
phcnomenological and cthnomethodolc  cal understandings of emotion to provide a
theoretical framework for studying t  zmotional cxperiences of hospital chaplains in

Toronto.

The Sociology of Emotions
Human cmotions have ‘ncrally been scen as mysterious phenomena. We
sometimes expericnce strange emotions without realizing what is going on inside us. Our

daily lives arc full of plcasant and unpl ant, intense or mild, statcs of mind without




which our definition of sclf and of identity would be incomplete. We do not intentionally
produce these states of mind but are subject to experiencing them. At other times,
however, we actively express what we think is “appropriate™ to fcel. As a result, a
number of scholars have been trying to understand human emotion. Sociologists
cxpressed their interest in this topic relatively late. Nevertheless, since the mid 1970s,
increasing attention has been paid to studying emotions as sociological phenomena. The
sociology of emotions, as a theoretically and empirically promising sub-ficld of study,
was developed by American sociolc  its in the last quarter of the twenticth century.

In this chapter, I will provide a  f cxplanation of the two main theoretical
approaches that initially developed in t sociology of emotions, and then summarizc my
theoretical model, rescarch questions, methodology, and present an overview of the
thesis. A detailed explanation of di  rent theoretical approaches within the sub-ficld of
the sociology of emotions is presented in chapter two, where I review the literature of this

sub-field.

Two Main Theoretical Approaches to Emotions

Before describing the two main theorctical approaches to the study of emotions, it
is beneficial to define the term emotion itsclf, a term which has been notoriously
controversial in terms of definition. As Thoits (1989:318) argucs: “there arc almost as
many definitions of emotion as there arc authors.” A classic detinition by two social
psychologists (Schachter and Singer, 1962; in Kemper, 1978) says cmotions arc
“relatively short-lived positive or negative cvaluative states that have ncurological and

cognitive elements.”” According to Lawl  and Thye (1999:218), cmotions arc “internal

o



states that arc not undcr the complete control of actors.” Speaking from a socio-
physiological perspective, Kemper (1987: 263) defines emotions as “idcal-typically,
autonomic-motoric-cognitive states.” For another sociologist, Denzin (1984: 51),
cmotions arc “‘feclings of sclf includir  bodily sensations, sensiblc feclings, intentional
valuc fecling states and feclings of self as a moral, sacred, or profanc object.” Arlic
Hochschild (1979: 551) defines emotion as “bodily cooperation wi  an imagc, a thought,
oramd >ry of which the individual is aware.” Hochschild uses the terms “cmotion” and
“feeling” intcrchangcably, although the term “‘cmotion” for her denotcs a state of being
overcome that “fecling” does not. In her latecr work, Hochschild (1983) claborated on her
conception of cmotion, definir itas wvarcncss of four elements that we usually
cxpericnce at the same time: (1) appraisals of a situation; (2) changces in bodily
scnsations; (3) the free or inhibited display of expressive gesturces; and (4) a cultural label
applicd to specific constellations of the first three clements. We Icarn how to appraisc,
display, and label cmotion, as v learn how to link the results of cach to that of the other.
Emotions, Hochschild (1983: 18) believes, communicate information and have a signal
function: it is through cmotions that we discover our own viewpoint on the world.
Clcarly, there is no general consensus among scholars on cxactly what ecmotions
arc. Various definitions emphasize onc ipect of cmotional expcrience, and pay scant
attention to others. Based on their theoretical inclination, different scholars tend to
highlight certain characteristics and ignore others. For examplc, symbolic interactionists
(Shott, 1979) emphasize the importance of interpersonal relations, self, identity and
definition of situation, while for supporters of conflict theory (Collins, 1981), it is the

conflict between individuals competing for scarce resources that produces emotions. In a










cmerged (e.g. Turner, 1999), trying to combine diffcrent elements from different
theoretical traditions and provide a more comprchensive understanding of cmotions.
Therefore, a theoretical continuum 1 be defined for different sociological approaches to
emotions. Strong versions of s¢ 1l constructionism and positivism constitute the two
cxtremes poles and several different approaches appear in between. Thosc approaches
that emphasize the social construction and subjective nature of cmotions (e.g. symbolic
interactionism, cthnomethodology, phenomenology, dramaturgical approach, ctc.) are
close to the social construction n side of the continuum and thosc approaches that
emphasize the biological, universal and objective nature of emotions (structural/relational
approach, conflict approach, ctc.) are close to the positivism side. The three approaches
that I utilized in my study belong to the first group, where the emphasis is on: (1) fecling
rules and cultural norms for managing emotions (interactional), (2) lived experience;
bodily ways of experiencing emotions, and the subjective nature of emotions
(phenomenology); and (3) indexical ~ flexive and contextual emergence of intcraction
(ethnomethodology). I describe my theoretical framework after explaining why I chose

hospital chaplains for a socioli cal udy on emotion management.

Why Study Hospital Chaplains?

I became intercsted in the work of hospital chaplains as a group of medical
personnel whose work often requires emotion management (Cadge, 2009). I wanted to
understand how they manage their emotions in order not only to protect their own mental
health, but also to provide a service that patients necd. I believe the actual costs of

cmotion management can be serious, multiple and harmful, affecting both the personal






medical team. They may not be professionally involved in any organized rcligion outside
of the hospital. As employed and paid members of the hospital in which they work, the
chaplains’ role is organizationally established like other members of the healthcarce
system (e.g. physicians, nursces, ctc.). Thercfore, they may well be subject to specific
feeling rules and expectations with regard to the management and expression of
emotions. There seems to be little previous sociological study on the emotion
management of hospital chaplains, perl s because their emotional labour is not taken
seriously compared to, for example, 1rses, or because the number of professional
hospital chaplains is not as large as other healthcare professionals, sufficient to constitute
an independent group for large :ale survey.

From a sociological po.  of view, it is important to study hospital chaplains to
understand how they bring religion and spirituality into modern, increasingly secular,
hospitals and how they establish their role as another group of healthcare profcssionals
whose job is not clinical, like those of physicians and nurscs.

Finally, and on a personal le' , a topic that stands at the intersection of the
sociology of emotions and the sociology of religion is attractive to me becausc religion
and cmotions are indced closcly interconnected in my personal life. Being born and
raised in a religious family after the 1 [slamic Revolution, my life has been deeply
embedded in a religious context that shapes my perspective toward the universe, gives
meaning and purpose to life, constitutes most personal vali ., determines life-long goals,
and more importantly, causes deep s of emotional experience.

[ was not fully aware of this fact until I left Iran for Canada in 2007 and rcalized

that here not only is religion almost invisible (if not completely, at least in the social and












sensations, sensible feelings, in 1itional value feeling states, and feelings of self as a
moral, sacred, or profane object” (Denzin, 1984: 51). For Denzin, emotion must be
understood from within, as a proccss that has its own trajectory, or stream of experience.
As a phenomenon, it lives within its own dwelling; Phenomenological interpretation of
emotion proceeds neither from strict induction nor from deduction, but moves forward
through rigorous intuition and *  derstanding.

[ found Denzin’s approach useful because it emphasizes the body and different
ways through which cmotions.  lived and experienced in the body. As Francis (2006)
argues in her review of the literature on the sociology of emotions in healthcare, most
sociological studies on emotion man. ment tend to ignorc the existence of the body as a
part of emotion. She identifies this problem as a ““‘common deficiency” among studics
related to emotion management in h  theare, arguing that studies of nurses’ emotion
management underestimate ne; ive it _ acts of emotion work on human physiology:
*‘emotion in this body of work is virtually entirely social or psychological, with little
reference to how they might affect the health or well-being of the people involved”
(2006: 599). Francis further argues tl  the suppression of negative emotions and failure
to express naturally felt emotio: d ly impact mental health.

My third theoretical inc ] is to ethnomethodology as defined by Garfinkel
(1976) and elaborated by micro sociologists such as Cicourel (1973), who studied
language and meaning in social interaction. Chaplains perform their job by creating
effective communication and providing emotional support through conversation. It is thus
important to examine how cha 1ins actually communicate and initiate interaction with

their clients, what emotional d cs are involved, and what ecmotional consequences
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(Patton, 2001). On a few occasions, I also relied on another version of purposcful
sampling recognized as snowball or chain-referral: a method of identifying information-
rich cases through referrals made by people who possess the characteristics, or know
others who possess the characteristics, that arc of rescarch interest (Lofland and Lofland,
1995: 38).

My main research questions  2lve around the work-related ecmotional
cxperiences chaplains go through in their daily job while interacting with paticnts, family
members, collcagucs, and other medical personnel. For example, how often do they get
overwhelmed by emotionally charged situations? What is the most emotionally
challenging task in their job? What arc  : resources or strategics on which they rely in
order to protect their cmotional well-being and mental health? In order to analyze the
data, I used what Sandclowski (20C  calls qualitative description with a
phenomenological inclination, emphasizing cmotional experiences as they arc lived by
chaplains.

Overall, I visited 19 hospitals to rccruit chaplains for my interviews. I spoke with
21 chaplains from 11 hospitals 1d a diverse range of faith traditions, including
Christianity, Islam, Judaism, Buddh ~ and the modern p  nism movement.

The disscrtation is compr :d «  ven chapters. The first chapter introduces the
topic, provides a general description of 0 main approaches within the sub-field of the
sociology of emotions, and offers the rationale behind the theoretical framework used to
study hospital chaplains. This chapter cnds with a bricf summary of the dissertation and
different aspects of the rescarch. Ch _ er two is a literature review in which [ discuss

Hochschild’s theory, its shortcomi:  , and other research it has influenced. Hochschild’s
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baby deaths, inability to crcate cffcctive communication, and cmotional dissonance.
Together with the previous chapter, this chapter provide an emotional map for hospital
chaplaincy in which emotional hotspots arc stressed.

Chapter six talks about strategies and tcchniques of emotion management that
chaplains rcly on in order to perform their jobs. This chapter is a detailed description of
recourses, strategics, rituals, and o :rwise nccessary means of emotion management that
are available to chaplains.

The scventh and last chapter  the concluding chapter. I provide a summary of
research findings, as well asa  :f discussion on validity, contributions to the literature
on the sociology of emotions, the limi  “ons and implications of this research and

suggestions for future studics.
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approach to describe Hochshcild’s work as this theory emphasizes the uniquely human
capacity for creating, manipulating and modifying symbols to dircct onc’s own behaviour
and to influcnce others’ behaviour. According to symbolic interactionists, as role-taking
ability dcvelops, onc lcarns to identify and guide emotions in accordance with the
meanings they havc for other people. Thus, cmbarking upon the process of socialization
with significant others, an individual lcarns to indicate to the self possible mcanings of an
cmotional expression by imaginatively assuming another person’s viewpoint. In this
thcory, people act towards emotions rding to the meanings thcy impute to them, not
primarily in terms of an emotion’s biol: "cal substructure (Gordon, 1986).

In Hochschild’s theory, 1otional workers Icarn to manage their cmotions
according to the feeling rules and cu 1l norms of the organization in which they work.
In other words, a socialization of s occurs according to occupational feeling rules.
For Hochschild, cmotions possess an  tcractional character and are produced on the
basis of their appropriateness within the situation in which they are experienced. As
Hochschild (1979: 560) writes: “we : the appropriateness of a feeling by making a
comparison between feeling ar - situatic 7 not by abstractly examining the fecling. This
comparison provides us with a “socially normal” criterion to infer personal meanings and
cvaluate the situation, thus allowing us to fecl appropriately within that situation.

By ecmphasizing “fceling appropriatcly,” Hochschild implics that it is cssential for
people to have a scnse of cong  ncy between their aroused emotions in a situation and
the norms of that situation. As a result, moving among differcnt situations, pcople closely
and actively cvaluate, monitor, stimulate or suppress their emotions to fit the situation. In

Hochschild’s words, people work« tI  cmotions to produce and display those
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side, and terror and tragedy threatening the other. As Gibbons and Miller (1989) argue,
hospitals arc placcs where severe challenges to the human spirit arc everyday
occurrences, where faith in all its meanings is tested.

As a result, religious agents still continuc in diverse ways to address the spiritual
needs of people who, for any rcason, come to medical scttings. As an integral part of the
healthcare system, hospital chaplains have bccome increasingly profcssionalized (Cadge,
2009), meaning that they can be trained and cmployed by hospitals in full-time jobs as
spiritual care providers. According to a survey by Cadge and collecagues (2008), between
54% and 64% of hospitals had chaplaincy services between 1980 and 2003 in the Unites
States. It is estimated that more than 10,000 professional chaplains work in American
hospitals.

The first clinical training of hospital chaplains occurred in 1925 when four
students of thcology cnrolled with a clergy man named Anton Boisen for a summer of
study at Worcester State Hospital, a h¢ Hital for mental disorders in Massachusctts. They
began to work with patients as  cndants, read, and attended seminars in order to provide
spiritual support for patients (Stok )85). Therefore, the first training in what is now
recognized as Clinical Pastoral Education (CPE) was performed at a mental hospital.
Later, pastoral training was conducted at gencral hospitals, prisons, and social agencics as
well. Not surprisingly, it was easicr for women to become hospital chaplains than parish
ministers, who were traditionally male.

In 1969, the Joint Commission for the Accreditation of Healthcarc Organizations
(JCAHO) provided guidclines for religion and spirituality in hospitals for the first time.

In 2003, JCAHO dcclared that medical services should be offered in such a way that
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other words, working with disaster-relict agencies, especially American Red Cross,
reduced compassion fatiguc. Being a chaplain and working in a hospital was associated
with higher levels of burnout among those chaplains who did not work for disaster-relicf
agencics, but these cffects were not evident among those chaplains who worked for
disaster-relicf agencies.

Also, being a chaplain  1d having CPE were associated with higher levels of
compassion satisfaction. In ger  al, tt  findings of this study indicated that compassion
fatigue and burnout were relatively low as a whole. One reason, according to Flannclly
and colleagues, is the debricfing practices used by American Red Cross, which may help
reduce the emotionally adverse effec  of disaster relief work among its volunteers.

The findings of this study alsc nfirmed that compassion fatiguc is dircctly
related to the number of hours chaplains work with trauma victims and their familics.
While chaplains had significantly r levels of compassion fatigue and bumout, they
also had significantly higher levels of  mpassion satisfaction, dcmonstrating that this
kind of work is both cmotionally dra ng and rewarding. In conclusion, Flannelly ct al.
assume that working with patients ~ hc  tal scttings also has similar advantages and
disadvantages. Nevertheless, by stating that findings in this regard arc far from being
clear-cut, thcy made suggestions 1 fut  : research.

In another study by Crossley (2002), professional satisfaction among a sample of
1533 U.S. chaplains was measured. The researcher sent questionnaires to all chaplains
who were board certified by the Association of Professional Chaplains. According to
Crossley, the vast majority of | ticipants in the study were satisfied with their roles as

chaplains. Four of five indicated they would definitely choose to be a chaplain again, if
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was told that it was being processed, which usually takes “a few wecks.” I was thanked
for my paticnce.
I had no choice but to wait. Mcanwhile, my data collection was rcaching its final

stages and I was beginning to reccive little new information from later intervicws. As a
result, [ decided that I nceded  y a few more cascs to complete my interviews. Since
my intention was to diversify the sample by recruiting chaplains from as many differcnt
hospitals as possible, I visited yet another small hospital, Hospital Z, in which only two
chaplains were working. Ther 1 r of the chaplaincy department at Hospital Z was
rcgularly visiting patients while also yrming managerial tasks. Aftcr talking about my
research and the progress [ was able  make up to that point, the manager named the
hospital where she worked before coming to Hospital Z. Because [ had alrcady
intervicwed chaplains from that hc i, I knew several of her ex-collcagues who
participated in the study and contribu°  to the data in significant ways. However, when [
mentioned that I had already done interviews at that hospital, an unfortunate complication
arose that tumed out to be ton  lisadvantage. The chaplain and a secretariat of the
hospital’s REB jumped to the conclusion that I was going to different hospitals and
interviewing chaplains informally, without proper authorization. A few days after my
visit to Hospital Z, an email was sent to all REBs across Canada with the following
content:

Hi everyone,

My name is David and It as the Secrctariat for the REB at Hospital Z in

Toronto.

The rcason I am distributing th  notice is becausc we have caught wind of a

student by the name of M oud K pour that may be collecting data (in the

form of taped interviews) from your institutions without proper ethics

approval. The study isen  ed: “Emotion Management in Hospital
Chaplaincy.” The student  from Memorial University in Newfoundland and
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mysterious problems! When three months passed after I was in contact with the REB at
Hospital W, the place where I was told my application was “in process and it usually
takes a few weceks,” I contacted them again, explaining that my fieldwork was over and
that although I no longer needed cthics approval, I certainly needed to know why, in spite
of my application and following all the regular procedures, I was denied ethics approval.
I received the following email in response:

Dear Mr. Kianpour:

We are sincerely sorry that tl been some confusion with regard to your
study. It seems that som« v sed through the proverbial cracks owing
to our aging tracking sys n sure you that it was not our intention to
cause you any undue delay. We hope that your future intcractions with the
world of research ethics . : ~  more positive.

Another lesson I learned is that healthcare institutors in Toronto (or maybe in Canada
generally) are somewhat paranoid about issues of rescarch liability and research
misconduct; they have become, in a lii sense, liability obsessed. As Beck (1992)
argues in Risk Society, concerns about the ethical quality of research are characteristic of
a society where anxieties about the unintended consequences of science and technology
are increasingly common.

In the case of the Canadian Research Ethics Boards, Haggerty (2004) argues that
the new formal system for regul: i sthical conduct of scholarly research (Tri-
Council Policy Statement) is experiencing a process that can be called “ethics creep.”
According to Haggerty (2004: 394), such a situation means “a dual process whereby the
regulatory structure of the ethii  bureaucracy is expanding outward, colonizing ncw
groups, practices, and institutic 3, whilc : the same time intensifying the regulation of
practices deemed to fall within  official ambit.” As an experienced member of a

University-based REB, Haggerty further demonstrates his argument by analyzing the
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actually the first Canadian Muslim chaplain. I could not interview more than onc Jewish
chaplain becausc in the hospitals where I wanted to conduct interviews, Jewish chaplains
(Rabbis) did not have the time or interest in participating in the study. Finally, I
interviewed a pagan chaplain,' who is a believer in the modern paganism movement and
is apparently onc of only two such chaplains in Canada (the other one being in
Edmonton).

While chaplains can be cat  irized in terms of their religion, it is important to
note that most of them are multi-faith chaplains, mcaning they arc available to provide
spiritual/religious care for people of all religious backgrounds. In fact, some chaplains
prefer to be identified as spiritual care providers and look at their faith as a personal
matter.

4.8. Level of Education

All of the respondents, but o1 had a master’s degrec. 10 chaplains had a Master
of Divinity (MD), and four had M ter of Theological Studies (MTS). These two
degrees arc the most commonly found degrees among professional chaplains in North
America. In most chaplaincy tra 1 programs it is mandatory to have a master-level
degree in thcology as a minimum requircment. Prospective students who do not have a
theological ecducation but still wish to enter the chaplaincy training prc  am must mect
some other cquivalent standards, which often involve a master’s degree in another ficld
supplemented by few courscs in theology. Of the two Buddhist chaplains in the sample,

onc had a Master of Arts in Buddhist Studics, and the other had an incomplcte Master of

" In contrast to monotheism, followers of paganism, whose roots go back to the ancient Roman Empire,
belicve in a multitude of gods. The pagan chaplain I interviewed was working in a hospital where
chaplaincy services revolve around spirituality and not religiosity. Consequently, this chaplain introduces
himself to patients as a spiritual care provider, not a pagan chaplain.
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Religious Studies with a concentration on Eastern Traditions. One of the chaplains had a
Master of Education and Counse ng, and another one had a Master of Ministry and
Spirituality. Finally, the pagan chaplain had a degree in Celtic Studies. In addition to their
Masters of Divinity, one of the chaplains had a Master of Arts in English and another one
was a seven-ycar PhD student of Ministry at the University of Toronto.

All of the chaplains had gone through the CPE residency program, which is
required by CAPPE. The pro_ a is composed of four units of expcrimental work in a
hospital sctting. During CPE, trainees are given specific tasks and responsibilities; they
regularly visit patients, family :m and do on-call work. Mcanwhile, their
performance is closely supervised to see how well they progress. In an intense period of
cxperimental work, chaplain trainees come to realize if this is a suitable profession for
them. Their understanding of their capabilities and suitability for this job is continually
being examinced through residency w They may encounter real situations that surprise
or shock them, but it is through these riences that they actually feel what it means to
be a chaplain and if they want to becor  one. As the most essential component of any
chaplaincy training program, suc | passing of the CPE program paves the way to
becoming a professional chaplain certified by CAPPE. While the minimum requircment
is four units, several chaplains in the le had already passed an extra unit to become a
specialist of one specific area. Only one chaplain did not have all four units completed in
her resume.

4.9. Social Class
I did not directly ask the rc ~lents about their social class background. I was,

howevecr, able to get several indirect indicators. Questions about sources on which
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e How do you help patients cope with emotional problems in the face of discasc or
other health-related issues?

e What sort of impact docs your job have on your home life?

e How do you rely on emotions to establish spirituality in paticnts?

e What is thc most emotionz ' challenging task in your job?

I modified my sampling p  and interview guide scveral times in responsc to
unforeseen circumstances and eme  nt insights. Also, some initial rescarch qucstions
were excluded as a result of their inability to clicit uscful information. For example, in
my very first interview, I realized that a question like “what role do emotions play in your
job?” is not likely to provide me with valuable, phenomenologically rich information. 1
rcalized that with such a question, instcad of actual accounts of situations in which
emotions were significant, what I  >uld probably obtain is abstract statements of what
chaplains think about emotions. Furthermore, I could not even be sure if our definitions
of emotion were similar. Therefore, my interview guide was changed several times as onc
intcrview was unfolding after another. New questions and revised questions were
developed in almost cvery interview. Here arc a few examples of questions that were
added to the interview guide:

e What are the resources on which you rely in order to protect your mental health and
cmotional well-being?

e  When was the last time that you were so moved by a situation that you cried?

e How often do you use physical ¢t :t in interaction with paticnts or family members

in order to crcatc cmotional intimacy?
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At the end of each interview, I asked respondents if there was anything we did not talk
about that they would like to add in order to enrich my understanding of their job from
cmotional perspective. This qu  ion (which [ used to call “enrich question™) turned out
to be a good one, as in some cases it provided valuable and interesting information. For
cxample, through this question  few chaplains talked about morc specific and
idiosyncratic practices they use to protect their mental health.

Ethical issucs as well as p  tical matters related to the conduct of qualitative
intervicws arc very important. Generally speaking, important matters must be carcfully
taken into consideration when conducti  qualitative research. According to the Tri-
Council Policy Statement, any research involving human subjects can begin only if issues
of free and informed conscnt, co iality and voluntariness arc complctcly obscrved
(O’Neil, 2002; Hoonaard, 2002). Not only should participants be given these assurances
from the beginning, but researchers should also do their best to obscrve them all
throughout the research. To be informed, the participants must know what the research is
about, what potcntial consequences it might have, and what risks might be involved.

When it comes to practical  ues, what is of crucial importance is how the
interviewer feels and acts during an in-depth interview. The manncr and mood of the
intervicwer can greatly affect the quality of the result. Nervousncss, for cxample, may
worry the intervicwee, leading him or her to prematurely terminate a conversation with
quick responses and inadequate explar  ions. But if a researcher appears cool and
relaxed, an informative and rich is possible. Rubin and Rubin (2005: 78)
suggest that interviewers take the time to lcarn something about the interviewees and the

rescarch sctting. To remain relaxed, the researcher should not conduct too many
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degrce of interpretive activity around, reported or observed events. As Sandelowski
(2000: 336) puts it, “there is nothing trivial or easy about getting the facts, and the
meanings participants give to those facts, right and then conveying them in a coherent
and useful manner.”

Qualitative description is a me  od of analyzing data that researchers can claim
unashamedly without resorting to methodological acrobatics. Such qualitative analysis is
the least interpretive of the different qualitative analysis approaches (c.g.
phenomenological, ethnographic, ounded theory, ctc.), in that there is no mandatc to rc-
present the data in any other terms but their own.

Now that I have reviewed the methods utilized in conducting this study, the next
thrce chapters discuss the data ¢ 1. I first describe hospital chaplaincy focusing on
cmotional factors, then the typical situations in which chaplains are likely to be
cmotionally challenged, and finally I discuss the resources or strategies that chaplains

draw on in order to manage their  aotions and perform their job.
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In that year my father died and [ was with him when he died; and then my
brother died in a complicati  related to AIDS and my mother was.... she was
in a nursing home.... she was sick for about 13 years with hcart and stroke
and stuff, so in 1997, in November 97, my brother died in January 98 my
mother died and then three mc  hs later I was diagnosed with colon cancer, so
then I had a year of like two surgeries, six months of chemo treatment and
then I had..... I continued to study but not like a heavy load and then I was
diagnosed with cervical cancer, so then [ had surgery, I had radiation five days
a week, so this was part of my education (laughter).... so when I was well
again then I started the training in chaplaincy and partly because I had like a
fresh sense of what it is like to be in the hospital.... like the kind of care that
you would see from dif 1t pe and who are the people that really kind of
nourish you.... like who are the tists and who are the healers....and some
people are scientists and healers in one sometimes....(Interview No. 20).

The distinction between scientist and healer in the above account can be compared to
medical and spiritual approac] , wh I will elaborate on later.

Another chaplain had a hospital expericnce through which she met different
healthcare professionals and decided to become one. Interestingly, not only was she not
pleased with the quality of the service that her chaplain was able to offer, but she
described her as a “social butterfly” wh : presence was “absolutely useless.” The
following account indicates the impor ¢ of professional training in hospital
chaplaincy:

I had an experience with a family member who was diagnosed with cancer;

my husband was diagnosed with  icer, and he was a family physician and I

didn’t know anything about hosp s or his world until I became involved in
that as a family member and I discovered that there are incredible pcople here

who made such a big dif :e to us in our journey and giving us hope and
giving us support, encouragement, and some who had the opposite eftect, too,
but....

Interviewer: like you got angry and frustrated?

Chaplain: Yeah, but, you know, as he was approaching his death, [ was
thinking what [ am going to do because I had a Master’s degree in theology
but I hadn’t worked as a pastor; I had done freelance work and chaplaincy
work seemed to be able to pull tc :ther my personal and my professional
experiences from a number of ditterent areas and it was a good fit for me.
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then I discovered that I cnioyed it and I had some strength in it; so I decided to
pursue more training.... iterview No. 18).

The other chaplain received training in chaplaincy because he was laid off. He used
to visit prisoners on a voluntary basis. However, insidc the prison he realized that:

We had a lot of crises in the prison system at the time in Toronto; I was able

to help, like break some « thosc  blems, like break problems in a positive

way and so at the time there were no Muslims training in spiritual and

religious care, so [ wasn’t interested. I worked with a consulting enginecring

firm as a technician, drafting all of cad and that kind of stuff, but I got the

opportunity to train as a result of being laid off from my job. I got the right

time to do the training b« ¢ it tended to be the full-time training at

Scptember, but I was laid off ear  in the year....(Interview No. 10).

As is obvious in this section, some chaplains believed special reasons were at work
to make them choose this line of work. For some of them, it was the power of personal
experience that touched them and brought them into this profession. Discussing these

issucs is important in that we can come¢  understand the attitude chaplains hold toward

their job and the way they feel out it. I will later elaborate on this issue in detail.

Chaplain vs. Spiritual Care Provider

When the emphasis is ¢ providing spiritual care in gencral, chaplains visit all
patients irrespective of their rel  ous affiliations, but if patients ask for a chaplain of
their own faith, then faith-specific ains are called. Although the procedure is
different from hospital to hospital, in| ces where the emphasis is on spirituality,
chaplains prefer to be called spiri care provider or multi-faith chaplain rather than
chaplain. Also, their ID badges introduce them as spiritual care providers and they divide
the work not according to different faith groups, but according to different hospital units.

It seems to be cxtremely important for  mc multi-faith chaplains to be identificd as
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In contrast to the above ¢ imples, in hospitals where spiritual carc is based on faith
traditions, chaplains may be identified according to their faith (c.g. Catholic chaplain,
Anglican chaplain, ctc.), and the work is divided according to faith tradition so that cach
chaplain looks after patients of his or her own faith first. Generally spcaking, it sccms
Catholic and Jewish patients ¢ more comfortable with chaplains of their own faith.
Accordingly, chaplains of these two faith traditions arc more likely to carry lists of

Catholic and Jewish patients, visitingt  n before other patients.

Areas of Concentration

Although they offer spiritual ¢ for all patients, chaplains arc usually assigned to
specific units. The responsibility of | <ing after those patients who arc in critical
condition and are probably in nced of care more than others is carefully divided betwecn
the chaplains of a spiritual care department. Since for most hospitals it is not affordable to
hire enough chaplains to cover 1 ts of the hospital, usually units with critically ill
paticnts arc given priority. In most hospitals from which I recruited chaplains, units with
regular chaplaincy services included Palliative Care, Emergency Department, Intensive
Care Unit, Coronary Care Unit 1d the ke. Paticnts hospitalized in other units can
benefit from chaplaincy services if they —quest it, but chaplains may not regula 7 visit

units for non-critical care.

Unpredictability
The work of hospital chaplains can be characterized by its unpredictability.

Chaplains may have a fair amount of freedom in their work schedules because their
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Clients that we serve have this kind of ongoing emotional, you know, — the

nature of the illness — ongoing emotional discomfort, whether it is dealing

with hallucination or delusion, schizophrenia or depression or anxicty, you

know. I think that is an ongoing situation.... (Intcrvicw No. 10).

Hospital chaplains in Toronto are required to deal with different kinds of situations
and with pcople from different racial, ethnic, religious, and cultural backgrounds. Given
the multicultural nature of Toronto, medical scttings in this city arc cxccllent places to
study the cultural patterns of emotional expression among an intcrnationally diversified
range of pcople from all over the world. It is also interesting to see how such
multiculturalism shapes chaplains’ thcology. As a result of dealing with pcople from
many different culturcs, Toronto-l ¢ chaplains have become such liberal, open-minded
religious individuals that onc woni s hey ever fecl offended by anti-religious
remarks. None of the chaplains sa  they would be angry if a paticnt insulted their
rcligion. Even though somew  qu >onscrvative and meticulous when it came to their
own personal obscrvances and rituals, all chaplains expressed a warm openness in
dcaling with other religions. By adoptii  a high tolerance for other theological vicws,
they seem to be among the most open-minded and non-judgmental religious people, fully
aware of the maladics of religious natism. By working in Toronto hospitals, where
they are likely to mcet people from all over the world with different religions and

spiritual inclinations, these chaplains have learned to be open-minded in their own

religious and theologtcal views.

Interaction with Emotional Clients
In times of crisis when people are extremely emotional, the first issue is to provide

safety. In a damage control process, a chaplain may ensure a family member not hurt

120


















as a sourcc of strength to provide somce sort of meaning in all of this and for

those who have no faith, for those who practice no particular faith, then

basically again to explore who they have or what they have as a means of

support to go through the journcy... (Interview No. 13).

The “listening support type of presence” is hardly analogous to a usual conversation. In
other words, it is very much emotionally charged. Chaplains need to establish intimacy.
Not only should they be cmotionally present and attentive, but they must authentically
care about their patients and sympathize with them. One chaplain put it succinetly:
“unlike the other people in the hospital who have more technical jobs, it is emotional
presence that we have to offer” (intc  iew No. 8).

In a process described by other researchers (Wright, 2000) as “active listening,”
chaplains may usc specific words, body language and sometimes physical contact to
cngage people to talk about their feclings. Several techniques of interpersonal ecmotion
management arc involved in such listening. Explaining how she tries to establish rapport
with patients, onc chaplain says:

It would be through the use of ph cal space, moving my chair closcr down

to be at eye level with th | It t be softening my voice; it could be

touching them or it could be sit | _ letting them cry without trying to stop it

and without trying to fix it.... (Interview No. 15).

Another chaplain answers to thc  me topic:

By the way I hold mysclf, likc the way I sit in a chair, the way I lcan forward,

the way I make eyc contact, the way I don’t make cxcessive eye contact. You

don’t want to [be] staring people down, right? You have to crecate a container

that they feel safe in and that they can pour their story into.... (Interview No.

8).

Another respondent talked about tl  strategy she uses to convey to her paticnts that

she is careful and attentive:
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When we talk, whatever ey have said to me, I will gather together so that by
mentioning all those thi:  they know that I have heard them and that is held
up in prayer for them.... (Intervicw No. 9).

One chaplain, in particular, talked about the importance of holding hands as a way
to connect to people. Interestingly enough, only a couple of chaplains said they would usc
physical contact frequently:

[ might get a chair, I might sit with them. [ am a toucher; [ am a hand holder; [
don’t think I am doing anythi ypropriate but I do that automatically. If I
felt that somebody was like [¢ __ oving] [ obviously am not going to do it,
but believe it or not, almost all people find that comforting; there is a
conncction there, and it also means that I am not telling them to stop [crying]
because that’s really unfair...

Interviewer: It helps them to relcase the accumulated emotions and
tensions....?

Chaplain: Yeah, and for me to be able to sit with them. [ think that sends the
message that, that it’s fi1  and that they are in the safe place, and everything
they have is very rcal....(Interview No. 3).

Another chaplain provides an insightful account, which is very similar to somc of
the examples that Goffman dis  ics in Stigma (1961). Goffman used a similar example
to discuss the stigmatization of physically defective patients:

I often use [physical contact] by asking permission first. In terms of cancer
patients, sometimes it’s the hun 1 touch that means the most to them.
Everyone who comes to see them are cither in gloves to do a kind of
proccdure or sometimes they fcel — ouchable like, you know, “does no one
love me anymore?”” I can remember one patient, in particular, who ha bowcl
cancer and who ended up with a colostomy....that was really, really
unpleasant and this particular | ient really felt unlovable. The first big thing
for her was her husband: “will my husband and I be able to bc intimate with
each other ever again?” Because when you look...when most people look in a
mirror they sec their body and they don’t envision themselves having a bag
under their stomach, right? This particular patient was very social, was very
involved in her communi and had big groups of friends; she was [an]
extrovert for sure. And all of a sudden started to think: “oh my goodness, how
am I going to be in public with this?”” Because often if you have a colostomy
sometimes in makes sounds, right? You can’t control, you know, so she was
worried about, you know, suppose I go to theatre and all of a sudden my
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to preparc them for subscquent gt . This work has been described by other rescarchers
as “work of worry” (Janis 1958, in Sicgel and Weinstcin, 1983: 62). In his rescarch on
surgical paticnts, Janis rcalized that paticnts who performed the work of worry before
surgery adjusted better after surgery. Janis’s rescarch demonstrates the relationship
between rchearsing a stressful cvent and subscquent coping.

Another way in which chaplains help people process their grief is by holding
memorial scrvices in the hospital for deceased patients. Such services can be therapeutic
for the medical personnel as well, helptr  them gricve over the loss of a patient with
whom thcy may have worked closely. In his study of funcral scrvices in Newfoundland,
Emke (2002: 274) describes hospi memorial services as “vehicles for emotions, as sites
for expression and as physical markets for community solidarity.”” Such ceremonics
function as the memorialisation of expericnce, validating the gricf rather than denying or

dismissing it altogcther.

Conclusion

As I have explained in this ¢l ter, interactions between chaplains and patients arc
usually charged with strong cmotions. In a process of intense interaction, chaplains use
spccific emotional expressions in their actions, words, contacts, ctc. to conncct with
people, thereby creating a soc  space in which people feel safe to “pour their heart out.”
The process of interaction between chaplains and paticnts start with intcractional
competcnce brought into the situation by chaplains. Once chaplains have established their
rolc as spiritual carc providers througt  tive listening, they provide a safc social space in

which a contextual spirituality can be cultivated to let patients draw on past or present
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among colleagues and other healthcare profcssionals (c.g. psychotherapists). Deep
cngagement with pcople’s emotions has consequences for chaplains. The following
chapter provides a detailed description of the emotional challenges and difficultics that
chaplains expericnce while doi  their job. Interesting metaphors and expressions will be
heard throughout the next chapter when chaplains talk about challenging tasks and

difficult cases.
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If you sit and think about it, like the enormity of what a family has to put up
with; they don’t have the money....like this place doesn’t have its own
parking, they charge so much.

Interviewer: For the parking?

Chaplain: Yecah, it’s, you now, when patients are lying here day after day,
families cannot afford to come and pay 18 or 20 dollars per day for parking.
It’s very hard and so some of them are not able to come cvery day. They want
to come but they can’t because they put food on the table or you pay for the
parking or they try to come, you know, if somebody "ve them a ride then
they have to wait how to  :t back. I think some of it 1s painful to see...thosc
who have cars and those wno have money won’t even understand that but we
feel and we see a lot of it... (Interview No. 9).

Having several deaths in a day or sceing certain tragic cases happening repeatedly
can be overwhelming. However, for some full-time chaplains, the workload in a week is
a burden in itself, no matter how many difficult cases are involved. The following two
cxamples explain, from a phenomenological perspective, how certain types of
emotionality are experienced and lived through body:

What would normally happen is you come at the beginning of the weck,
you’re pretty ok, but by the ~ 1e you go home on Friday; I have often found —
now nurses do this too — but [ hav  >ften found myself not answering the
phone. I just sit down and kind of veg out in front of the TV sct— not a very
healthy thing— and then I would have several drinks, you know, and you fcel a
little bit better Saturday morning and by Sunday you are feeling fine; you
come in Monday morning full of enthusiasm.... so that’s a pattern that is not a
healthy pattern but  know It of people... nurses I say — I would have good
talk with nurses — and they say the same thing...they...at the end of their
three-day shift, they don’t want to talk to anyone; they don’t want to see
anyone; they just want to hiberna  in some ways....(interview No. 5).

Another full-time chaplain ks about her job when it becomes draining:

I think I internalized a lot of emotions....I fcel numb in my stomach, I feel
very fatigued....a lot of times when you are in the situation you get a shot of
adrenalin and you are there and you are thinking: “what do they need right
now?” “What can I do?”” You know, “should I be addressing this person?” |
am thinking a lot. After the fact it’s just so tiring, it’s physically and
cmotionally draining... (Interview No. 7).
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imaginatively take the role of others, identify fully with them, and profoundly feel what
they are going through. Female chaplains, for cxample, may become emotionally affected
when a shared sense of motherhood or sisterhood is involved. As one chaplain
mentioned, the most difficult ¢ 2s are the oncs that arc ““too closc to home™ (interview
No. 21). It can be cither a suffering patient the same age or status as them, or a family
member who reminds them of their own loved ones. Going to visit a young girl who lost
her mother in an accident, one chaplain found herself in tcars cven before the encounter
because she envisioned her own daughter, who was the same age as the girl in mourning:

Well, this was years ago when ' kids were young, teenagers; [ was paged to

go to the Emerg in another hospital and it was January. It stormed. There had

been a car accident and t  mother was driving her 14-year old daughter to

school turned a 90 degrec turn, slid on the ice into a bus, so the mother... she

was killed instantly. We had a 14-ycar old daughter in the Emerg and that’s

who I was going to sec; so on my way to the Emerg, I started to cry. So |

literally stopped, physically sto right where [ was and said to mysclf:

“Ok, what’s going on?” So that is the process of stopping, going inside and

saying...it wasn’t this girl in  : Emerg that made my cry, I haven’t met her

yet. It didn’t take me long to f  re out that [ was the dead mother, this was

my daughter, cmotionally this was my daughter that [ was going to sce....

(Interview No. 11).

This example illustrates the phenomenological perspective. Through a reflexive
process, the chaplain was able to rece  1ize her emotion. By an inward process of
cmotion management (“going inside”) she could get a hold of the situation and prepare
herself for her work. The next example indicates how bodily ways of being are central to
an emotional experience. Being pregnant, the following chaplain felt such strong
maternal feclings that she became almost incapacitated after performing her job:

It was during my seccond pr ancy and [ was the only chaplain in the

hospital; I was actually asked to baptise a baby that was dying and so they

called me into the resuscitation room because the baby wasn’t gonna live for

very long. They brought the mother and the father was there, so I did my ritual
and was very big pregnant and I had this horrible feeling that: “Oh my god,
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this could be me,” so I held it out together and I went to the utility room and
began to cry...so that is the only time that I didn’t know if I could do this....
(Interview No. 2).

One chaplain remembers being so touched by a case that she had to Icave her work

temporarily and go on a retreat in order to process her gricf and protect her emotional
well-being:

This is quite a few years ago: [ had a patient who was the same age as mc and
she was a twin as Iam and 1  came quite connected to her and her sister....
There were a lot of commonalities, and then when she died they asked if I'd
do the funeral and so I did and then I realized I needed to go away; I went to a
retreat for a weekend. I didn’t actually know where I was going but I knew I
needed to go; when I got there I realized that it was because [ needed to
grieve, that it was particularly touching for me.... (Interview No. 18).

The following account, in whicl  chaplain encounters a situation that is similar to

her own personal life, bears witness to the emotion management chaplains must perform:

I remember years ago —Iam o of three girls — I was in a patient room in
another hospital with a family of three girls....my sisters weren’t speaking to
cach other at that time and the e girls in that hospital situation had a
similar dynamic going ar ther  other was dying and I could just feel the
tears coming so I just...I ¢ : reason, | had to excuse myself for few
minutes; I excused mysclt and went and did that work, emotional work for
maybe five minutes and 1 1me  :k to relax, but it caught me off guard. |
wasn’t aware of what was goit  on. I was like: “wow.” It felt like | was in my
own family, so I just exct :d myself for maybe five minutes and I came back
and then [ could be there for .. (Interview No. 11).

Similarly, another chaplain ren  bers being very disturbed by the death of a
patient whose age and status was quite similar to his. In contrast to the previous
cxamples, this one is rather recent:

We had a young man this past summer who was in his late 30s and diagnosed
with cancer and who died three months after his diagnosis and had been with
us for quite some time before.. : actually died at home but had been with us
up to two weeks before he died. I think for me that experience of... when that
day came that he was diagnosed with cancer, that was a very emotional day
for myself and for the staff and cspecially when he was told that, you know,
they are afraid there is nothing much they can do; they did give him trecatment
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if therc arc anniversarics or if I am struggling with something personally” (interview No.
15). Similarly, another chaplain commented on difficult situations in her job:
I don’t think I can say it’s nccessarily the task that makes my job difficult. It’s
where I am at that is important, it’s not external, it’s internal: my own sensc of
groundedness, my own sense of openncss, my own sense of acceptance....
(Intervicw No. 1).
Because their job requires delivery of a service that is emotionally charged,
chaplains must take good care of themselves so that they can avoid radical emotional
swings. The emotional well-bei1  and daily moods of a chaplain can directly influence

her work performance, concentration, attention and ability. I will deal with this issuc in

the next chapter.

Dealing with Death

One of the main responsibilities of chaplains is to deal with dcath, to look after
dying patients, their familics and their emotional responses to dcath. Normally, chaplains
manage to be present at the bedside wh  a patient is about to die. As one of the most
mystcrious and frightening aspects of the human condition, death has been a subject of
study from different points of view,  luding the sociological. In one classification,
Green and Grant (2008, 278) dist  suish four types of death: (1) Good deaths as when
there is acceptance, awareness, preparation, dignity and effective symptom control, (2)
heroic deaths as a result of heroic  tions, martyrdom or victimization, (3) social deaths
as when professional and family members cease social contact before actual physical
death (e.g. patients suffering from advanced Alzheimer’s, brain death, and when some

paticnts in the last stages of their lives totally discngage physically and psychologically),
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thing and that is very sad, so they may call onc of us... I would come to tell
you what I can offer to you while you arc herc and then the nurse comes in
and the doctors come in and the anacsthesia comcs in; so probably they finally
start giving you a dosc of something so that you go into thc labour but I
probably don’t mect you again until the next morning and the baby may have
been born in the middle of the night, so I would always go to scc the baby
before I go back to sce the mom if I can, and somctimes they’ve got
deformitics, sometimes they don’t ....usually the nurses dress the baby and if
possiblc onc of us might go in with the nurse that is dressing the baby bccause
that is stressful....(Intcrview No. 2).

Similarly, another chaplain  ym another hospital says:
When the mother discovers that the child has died in her womb and then the

child gets delivered and we offer a kind of prayer or blessing if this is
something shc and herh  and ts, a little ritual where the child is named

and blcsscd and most often that ¢ most difficult and it’s most diftficult if
the people don’t scem to ~ ve family or friends or conncctions.... (Interview
No. 20).

For onc respondent, the most difficult cascs were baby deaths and the death of old

veterans, two opposing polces of the lifc spectrum:

Our Hospital is a veterans hospital and there are often men who fought in
World War and they are helpless now and they die; many of them had no
family; that is just too much. I feel sometimes, like I feel really very upsct
with them, but I thought a lot about it: why is it that the most difficult cascs
for mc are babies, you know, the beginning of life and then.. .the end of life. ..
and it’s really because they have no voice, so then I have to be the voice, I feel
for them, to speak for them, to talk about them, the parents would do it but
sometimes both parents are nottt it’s only the mother who is there and
burden of death for that mother. So I come away and say if I have had onc or
two traumas | am tired but if I had just one of these cases I am 10 times more
cxhausted; so it’s just inside of r  and it kind of takes away my energy....
(Interview No. 9).

As the above accounts explain, working with children and baby death is
difficult for some chaplains. A few respondents said they did not choose to work in
this arca preciscly because of the emotional difficulties involved in it. One
respondent said: “I can only imagine how hard it is to work with baby death. That

sounds devastating” (interview No. 8). Confrontation with pain and suffering is
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difficult; it is definitely more disturbing when children or babics are involved.
Because of the vulnerable and innocent nature of children, working in the arcas of
pacdiatrics and children’s heal  :arc can be very challenging in general. For
cxample, in a study about nursing in a Burn Carc Unit, Madjar (1998) rcalized that
no matter how stressful situatic ; are, nurses felt satisfied with their job until the
issue of burned children came up. According to Madjar, because children lack the
capacity for both sclf-control and for rcasoning in situations that they perceive as
painful, the burden of coping is placed fully on nurses (in contrast to an adult’s
situation where it can be shared). Consequently, children’s uninhibited responscs to
painful procedures were the n n source of stress for nurses working in the Unit,
making them fecl tense, dissatisfied with the day’s work, and drawn further into the
patient’s cxpericnce than they would have preferred (Madjar, 1998: 123). Also,
nurses’ perception of pain, as ex}  enced in the body, was changed after they saw

and decalt with it in children’s bodies.

Inability to Create Effective Communication and Relationships

A source of difficulty may come a chaplain’s sense of inability to connect
with patients and encourage them to open up and talk about their problems. Earlicr it was
argucd that onc of thc most important tasks in hospital chaplaincy is to create cffective
communication so that a contextual spirituality can be developed, helping paticnts gain
access to their inncr sources of stret  h. When there is no sign of progress in a
rclationship, a chaplain may feel frustrated:

[ find it emotionally chal  ing to work with people who are very shut down
cmotionally, because a lot of times people would come into the hospital and
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they become the objects of other people’s work and so pcople shut down, and
to coax them up into feeling their own feclings and having their own....to
regain some autonomy on occasion can be very frustrating (intcrview No. 8).

Similarly, another chaplain describes her most difficult cascs as:

Listening to folks that simply want to talk but thcy don’t actually say
anything; so thcy are not actually expressing any emotions or feelings. For me
that’s cmotionally challenging....it’s cmotionally challenging to keep mysclf
present and, or to stop myself from going, you know: “Ok, what arc you
hanging on about?” [ don’t get irritatcd with them...but I can be as patient as
the wholc day with somebody who wants to rcally express what is going on;
but with folks who take: s and ages to say a huge massive long story that I
can’t sce what it’s got to do with anything at all, it’s emotionally challenging
for mc personally...

Interviewer: What kind of feelit - might you cxperience in such situations?

Chaplain: Frustration, annoyance, sadness that this person...that all they can
tell is decorating their house...so those are frustrating. However, what I nced
to do is to say to myself — and illy have to talk to myself — that: “perhaps
decorating their house is impo > “Perhaps they are mourning not being
therc?” So if that question occurs to me, I will refocus on what it is they are
feeling rather than the actu  outfits of the story; so I would actually ask them
“are you missing your home?” because technically if people are saying
something there is a reason — they just don’t know how to get to what the
rcason is. So that’s chall  sing for me to actually take the time to work
through that.... (Intcrview No. 3).

Such a sense of frustration, annoyance and sadness can be of course mutual, when

both chaplains and patients see a lack of success in creating productive communication.

Howecver, chaplains are specifically challenged because it is their job to initiate an

interaction competently and direct conversations towards the development of contextual

spirituality. When family members or ncedful patients dismiss their service and sce no

value in the kind of support they can potentially provide, chaplains feel powerless and

incompetent. Speaking in Garfinkel’s language, such situations can be described as an

cthnomethodological breach where one is unable to sustain the reality of the encounter as

an “ongoing accomplishment.” Chaplains do not cxpect every client seck their help
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desperatcly, but since their job is “to be with pcople when they are in pain,” some
chaplains find it very difficult to watch uncooperative people suffering from pain for
which they could have provided support. One respondent described herself as a “pcople
helper,” and a *“‘pcople pleaser” (interview No. 12), who cannot sce suffering without
doing somcthing about it.

Creating and maintaining balanced rclationships with patients is essential. For
chaplains working with cancer paticnts, it can be challenging to maintain balanced,
emotionally stable relationships in the )ng-term, whereas chaplains who work in critical
units may complain about the pa  ng naturc of their rclationships, which prevent them
from developing proper emotic | bonds with a sensc of continuity. In the first group,
chaplains may encounter patients who are too demanding and think “you have no one
clsc to sce but them™ (interview No. 13). In the sccond group, chaplains arc afraid to
become involved with patients in such a way that is “just kind of touching the surface
and try[ing] to hold them back” (intcrview No. 14).

For the only Muslim chaplain in the sample, who had several years of expericnce
with mentally ill paticnts, maintaining balanced relationships can be exceptionally hard.
As we talked cxtensively, it turned out that being a chaplain in a mental health and
addiction facility brings extra  iculty because in a general hospital, one deals with
people who are struggling with concrete realities of all kinds, but in a mental health and
addiction institution, one has to deal with individuals who are struggling with reality and
unreality, namcly, delusions. Consequently, creating constructive rclationships and
cffective communication with mentally ill paticnts can be very tricky. Patients expect the

chaplain to join them in whatever fee they have. However, the chaplain has to:
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Monitor emotional response to someone that might be hallucinating, or
suffering with delusions, and asking you to join them in something that is
completely unreal....So that emotional response is not to be impacted by the
words, because you know that the words are not real: this person is not such
and such or the TV isn’t really talking to them or FBI or CIA is not acting on
them, so to monitor that where you do not respond but yet you are present to
the person and you are listening. So that kind of monitoring, that emotional
response to a non-existence stimulus....that is challenging, that is very, very
challenging....

Interviewer: Because you don’t want to look as if you don’t care for that

Chaplain: And you don’t want to reinforce the delusion that they have
(Interview No. 10).

Working in a mental health center as a non-white person, the same chaplain
remembers how angry he once bece : after being called a name. Anger management
seems to be a key issue for chaplains v king with vulnerable and marginalized
populations:

I remember one day [ was going outside and I was behind someone [client of
a mental health center]. ¢ hett :d around and said: “don’t you follow me
nigger.” So he used an n word. [\ ; like “wow, I am not used to being called
this name for many years.” So your response is anger, right? “Who you
calling nigger, huh?” So I said to him, you know, something and to monitor an
anger response in a respe and informative manner was difficult. So I said
to him, you know, “we don’t use those kind of terms in the center, we respect
cach other regardless of who they are.” He says: “‘I don’t care about any....just
don’t follow me.” The followir ' the same guy saw me and said to me:
“excuse me, yesterday I was angry. I apologize for what I did,” because I
think in the moment he was angry at something or the other and really he
needed respect or space and there wasn’t very.... so he turned around and saw
me and....but the followii day when he kind of realized that...I don’t know
if it’s for the words or saying “listen, we don’t use these words here, we
respect people, we don’t call nan  ” maybe that might have becn....or he
might have been cooled down and kind of figure out that what he was angry
about wasn’t there anymore. So he was able to apologize, but monitoring an
anger response to a clientis sc @ s difficult.... (Interview No. 10).

To sum up the argument of this section, a chaplain’s goal is to interact with pcoplc

in order to establish contextual spirituality and provide spiritual care. A negative
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cvaluation of sclf may occur if chaplains fail to make that connection and crcatc a
productive relationship. Following the Weberian tradition, sociologists of stress have
shown how the inability to achieve important goals is rclated to poor mental health (Idler,
1987; Simon, 1997, in Horwits, 2007). As Carr (1997, in Horwitz, 2007) argucs, adults
who do not attain goals they set for themselves report more distress than those whose
attainments match their original aspirations. From this analysis, it can be argued that if
chaplains feel unsuccessful in accomp  hing their goals, one of which is to build

productive relationships with paticnts, their mental health will be affected negatively.

Emotional Dissonance

A few respondents in this study | 1 difficulty in convincing other hcalthcare
providers of the importance of spirit ~ carc in successful trcatment. Although I did not
ask about satisfaction with salary and financial aspect of the job, a few chaplains
believed, at times, their institution or other healthcare collcagues do not recognize,
acknowledge or appreciate the si;  fitc ¢ and value of their work. For example, onc
chaplain belicved: “if pcople are expect  to be able to lean on me, I also need to be able
to lean on something clse” (int v No. 15). In her view, there needs to be a sensc of
institutional support in order to provide high quality care. Another chaplain complained
that “when there is a budget cut we a  once of those soft services that arc very vulnerable
and sort of have to defend our role.” This, she belicved, has put chaplaincy ina
“tentative, very prccarious position” (interview No. 6). One respondcnt, in particular, was
unhappy with medical personnel who are unable to sce the depth of cmotional

involvement in which she engages:
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somctimes these chaplains have to deal with a system whosc budget is limited yet
demands high quality care. Therefore, they may encounter conflicting fecling rules as to
how they should behave and present themsclves. For example, one chaplain who was co-
manager of her department found it difficult to criticize her staff when their performance
was not satisfactory because to be critical can be interpreted as “‘uncaring and inattentive”
(interview No. 4). For another respo  ant, it was difficult to express anger even when it
was legitimate because the expectation is that, both as a woman and a chaplain, she
should not get angry. Here gendered feelii  rules could be also added to the situation,
making it even more difficult to avoid notional dissonance. Likewise, chaplains may
find themselves in tricky situations in which, on the one hand, they are expected to be
involved so deeply that they can genuinely understand the depth of pain a person is
suffering, sympathizing with them fully and compassionately; on the other hand, they
need to maintain a certain distance so it as professionals they will be able to perform
their jobs and avoid being overwhelmed by particular situations. There should be,
therefore, a balance between  >tional attachment and detachment, and a stable
cmotional climate. This is illustrated in the words of one respondent who commented: “it
is that challenge to be emotionally open to people without having your own stuff intrude
on it that makes you a good chaplain” (interview No. 11).

The above situations are similar to what Whitticr (2001; in Kenney, 2010: 115)
describes as “oppositional emotions.” Studying adult victims of child abuse, Whittier
realized that whenever there is conflict between therapy and action, conflicting emotions
can be generated when attempts to politically empower victims are undermined by mcdia

presentations of victims as dan  :d and pitiful. When chaplains are expected to behave
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according to certain feeling rules — which are not nccessarily reflexive of the realities of
the job — conflicting or oppositional cmotions may arisc that intensify cmotional
dissonance.

Throughout this and the previous chapters, I have been describing what it means to
be a chaplain from an cmotional perspective — typical work situations in which chaplains
may find themsclves emotional and different types of cxpericnces cy may have as a
result. In other words, I have tricd to draw an emotional map to describe the emotional
cxpericnces of chaplains. I then pinpointed emotional hotspots, namely, points where
chaplains are likely to become challenged, if not overwhelmed, with job difficultics. In
the following chapter, I will discuss the resources and different supportive systems on
which chaplains rcly in order to cope with these emotional difficultics. What different
strategies or techniques are involved in notion management? How do chaplains avoid
burnout, fatigue or other occupational risks? What arc the rewarding aspccts of the job
that keep chaplains going? And what arc the resources on which chaplains rely to balance
their work and life? These are the tyf  of questions that will be dealt with in the next

chapter.
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That’s very rarc. Maybe if it’s a child or if somcone just kind of collapses in

tears into my shoulder then of coursc the touching is there and I circle them

with my arms.... (Interview No. 6).

Physical boundaries are important here. As the above example explains, it is
through physical contact that the intensity of the cmotion cxperienced is determined.
Moreover, physical contact also influences the type of cmotions expericnced according to
gender and sexuality: female chaplains arc more willing to exchange hugs with women
than with men. Malc chaplains tend to be more reluctant to have physical contact in
gencral, no matter what the gender is. Both Muslim and Jewish chaplains specifically
mentioned that hugging a person of the opposite sex could be inappropriate and
uncomfortable. In any case, chaplains are not usually initiators of physical contact. Their
professional training encourages them to avoid physical contact. There are cultural and
religious norms dictating how one should approach physical contact. As a female
chaplain says:

It depends on, it really de. s on, I gucss, how physically close I am to them

and what their cultural background is. I mecan I have been with families where

they were orthodox Jews and if it’s the man I am not touching them because,

you know,.... or obscrving Muslims; so you have to be aware of the c/ues that

people arc giving you in terms of physical contact. I mean if it is some little

lady who needs a hug, sure..... (Interview No. 2).

As the above examples explain, there are certain expectations with regard to
physical contact. “The clues th.  pcop arc giving” are in fact cultural norms and
feeling rules around physical contact. ...ey illustratc the importance of non-verbal
communication in chaplains-clients rel.  onships. Here, too, chaplains need to be

competent in realizing how far they should go in an interaction to have physical

contact.
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chaplains believed any kind of crying can be unprofessional, and incompatible with the
image they would like to convey as care providers. Conscquently, not only do they not
cry in front of patients, but they dismiss any form of crying coming from other
professionals as well. For these respondents, crying is not compatible with the “personal
front” (Goffman, 1959) they wish to cstablish before performing their role. As Goftfman
argucs, a part of personal front includes looks, posture, speech, patterns, facial
expressions, bodily gestures and the like. One chaplain said:

I actually feel when I am entering a room I am the strong one, you

know....because I have been with chaplains who do that [crying] and I often

thought: “Oh, please don’t e do that when you visit me” (Interview No. 3).

Similarly, another chaplain:

I barely cry....I do see social wor 3, I have even seen doctors crying with

them [patients] but I rarely do; I wouldn’t like to cry, I can be very touched by

it, though....it just wouldn’t be my way...I barely cry in my personal life too

(Interview No. 5).

One chaplain belicved crying in - nt of patients could send a wrong image:

If you cry with people then they want to comfort you and then they feel like:

“this is too much for you,” lil > are giving you pain,” “we are providing

pain for you,” but I'd like to like: “T’ll be with you in the pain and [ hold

you” (Intervicw No. 20).

The desired image is not neces  |ly one of a strong person who does not get
affected by emotions. It can be, as one chaplain said, an image of peace: “The
image I look at is an image of peace.  you start to cry, it’s a little hard to sec that
peace™ (interview No. 4). As this example indicates, not only could crying be
incompatible with “appearance’™ on the personal stage, but also with its “manncr,”

namely, those stimuli which function to wam us of the interaction rolc the

performer will expect to play in the coming situation (Goffman, 1959: 24).
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about their role. Chaplains may go to their officc, the utility room or as the following

account suggests:

Normally, I don’t cry when I am in the middle of a situation, when I am doing
my job, when I am in the presence of patients. That’s not when it happens, I
may go down to the chapel and  re the sadness might come up.... (Interview
No. 16).

In terms of front stage crying, a few respondents believed it is actually a sign of
care and commitment to the relationship, indicating how deeply a chaplain feels for
patients. As the Jewish chaplain recalls:

Early in my career I was training in the palliative care and I met a family and
the patient was a very young woman and dying obviously and I couldn’t help
myself...I wasn’t crying in a very hysterical kind of way but tears were just
coming and I couldn’t help myself and I said: “I am so sorry that [ re  y feel
so deeply for you that the te¢  are coming out.” She said to me: “thank you
for caring cnough to shed a tear,” and from that moment I realized, you know,
that we are people, too, and if it happens that way...whatever the situation is
such that you are emotionally involved, usually it helps, usually I have not get
experience....nobody cver actually said to me “why are you crying?” “You are
supposed to be here for me.” Usually it is interpreted as: “I sce that you carc
dceply about us” and ust ly it’s well accepted.... (Interview No. 21).

Likcwise, another chaplain working with abused women belicves:

If it [tear] is a natural response to the patient’s situation, you know, naturally

evoked because of the r¢ ip that we have and the caring and sharing,

then I feel it can be very | | iate to show it; the client can experience that

as an affirmation of our connection.... (Interview No. 19).

Another respondent used an analogy to explain the importance of expressing tears
as a breakthrough in a chaplain’s  ationship with patients: “there is a difference
between showing somebody your scar and saying, you know, ‘[ have had a tough

experience’” (interview No. 15). What she was trying to say is that by seeing tears,

patients come to appreciate the care and commitment that the chaplain is ready to give.
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In order to maintain a work-life balance, chaplains consciously manage to separate
work from other aspects of their lives. Like other professionals, they scek to obtain some
degree of objectivity in ordcr to put concrete boundaries between work responsibilities
and personal life. Intercstingly enough, several chaplains described specific rituals as
strategies they use in order to separatc the work cnvironment from home life.

My symbolic thing, everyday, is to transfer my pager to the person who is on-
call and knowing that that’sit: . no longer responsible for anybody here at
the end of the day, you know; I would pick it up tomorrow. It’s my way
of....work is over. It’s almost like an emotional break from the place; just
transferring my pager to the person who is on-call and to say: “it’s all yours
now” (laughter) (Interview No. 13).

As a cognitive method of emotion work (Hochschild, 1979), the following chaplain
manages to perform her job as effectively as she can and leave the rest in “God’s hands™:

My attitude is when [ am here [ am gonna do the best job that I know how and
when I leave, [ leave it in God’s hands and so I don’t have to worry about
people not being well aft  sards, because I know God is gonna look after
them. I am not God, God is always gonna be here so I can go at the end of
day, you know, knowing that I leave them in good hands and the rest will be
still here when I come back. A d of mine always says: “why did God
make tomorrow?” So we can come back and pick up what we left off
(Interview No. 12).

Similarly, another chaplain talks about his daily practice to separate the hospital and

home environments:

I walk to work. It takes n  a half hour to walk to work and then a half hour to
walk home, and for me the process of coming here...because I am not rushing
with the subway or driving....I don’t have to pay a lot of attention to my
route... [ am just walking...prej ing myself emotionally to come into this
environment and be spiritual care provider here and on the trip to home to
divest myself of that, sort of free myself of the experience of being here which
is very much...the normal feelit  in the hospital are sense of ambiguity, of
not knowing, of fear, of anxiety, and to sort of divest myself of that on my
walk back home, I think is a really important part of my personal process. It’s
a walking meditation... (Interview No. 8).

Likewise, another chaplain says:
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[ join them [patients] and travel with them but in the same token there is a
certain amount of professional distance that I have because at the end of the
day this isn’t my family, this isn’t my best friend; we go our scparate ways at
the end of our time together and I don’t miss these people at birthdays and |
family gatherings (Interview No. 15).

The following account describes how carefully a chaplain separates her work from
her personal life so that the boundaries of each sphere remain intact:

I try to make a point of leaving on time at five o’clock. It would be very casy
to think: “well, no I want to finish the charting;” “well, I don’t want to leave
that till tomorrow,” you know, you could easily.... or *“I want to go back one
more time to see....” It’s discipline; it’s also a recognition of boundarics,
like this is work (Interview No. 20).

As another part of maintaining work-life balance, chaplains may decide to work
part-time or change their church so that they do not have to commute long distances.
In two particular cases, one chaplain decided to work part time to avoid driving long
distance on a daily basis from home to work and vice versa:

[ used to work full-time for a contract position on oncology and palliative
care, so I know what the buir ¢ rate at this profession is, but I lcarned pretty
quickly that with the pace [ was ¢ 1g: working full-time and commuting...I
have a long commute that did not give me enough solitude to recharge and to
have that balance, so I chose tov 'k half-time so that I can still have a family
life, my professional life and some time for me to recharge... that’s very
intentional; I couldn’t do that ar even now sometimes I struggle because
there are many demands and it can be hard to balance everything (Interview
No. 15).

Similarly, another chaplain decic 1 to change her church because of the
inconvenience of commuting:

I was with one church for 22 years and [ moved when I got this job

because...the stress of the commute was too much. I recognized that so I said:

“I can’t do this job and live in the stress of the commute too.” When I sce

stress in my life I get rid of it if I ssibly can, so I did; I got rid of that stress
and so I just joined a new church (Interview No. 16).
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Hospital chaplaincy is very reflexive work. Chaplains must be very familiar with
their own cmotional reactions to different situations. The importance of residency
programs lies in helping chaplains explore their emotional world in deep and profound
ways so that latcr on when they are in scrious work situations, chaplains know how to
deal with their own as well as others’ emotions. After all, successful emotion
management is only possible v en a chaplain knows what her limitations and triggers
arc. This is a point stressed by seve  respondents. One expericnced chaplain talked
about brownout as an indicator that comes before burnout:

We have to watch for brc  1wut, . | brownout is when you are in a city and

the lights dim but they don’t completely go out and then sometime later they

do, and sometimes later they con  back on, so that’s what I monitor mysclf

for all the time: brownout. If I feel :tting dim, then I take mcasures...

(Interview No. 12).

One chaplain said she misses her student time because they had to prepare critical
incident reports, talking about and describing their own feelings in work situations. Such
reports arc very helpful in enal ng chaplains to understand the cmotional conscquences
of the job. In a remarkable example, another chaplain says:

[ think it’s important for us as chaplains to reflect on our feelings and we

don’t always do that. The example I would give is of a situation where a

young woman died and I  ttc 1ow her family and her very well and she

was not willing to die; I mean she was a teenager. [ was so busy helping her

family that I didn’t realize what it was doing to me and then I went on retreat.

I think two years later — two ' s it had gone by — and the retrcat lcader

talked about a situation where somebody had died from an operation on their

stomach and what a needless death it was. [ went back to my room and I cried

and I said: “what am I crying r?” and I realized that [ was crying for that 19

year old who died two ycars before and 1 didn’t realize how deep that pain

went (Interview No. 4).

In their professional training, chaplains are vigilant about identifying and naming

their own emotions so that they ¢ 1 effectively manage them. The chaplain who was
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very heady, so my ration  mind would take over: “Amélie, what do you need

to do to manage the situation?”” So my rational mind would say [to my

emotional mind] like: “you sit in the back, | am taking over here;” and, you

know, it would be all about what nceds to be done (interview No. 19).

Another chaplain talks about the same mechanism in different words:

The measure that | am talking about is my dream life, when I dream about my

work place. It is my measure that says you arc working too hard or your work is

impacting too much on your inner life and you need to do something about it,
right? So that dream life is my measure, it’s my yardstick, and fortunately,

thank goodness, thank God, I haven’t drcamed a lot about my work, you know,

in my lifc; and I become very al:  =d when this happens, like: “How [ am

doing in my work?” “What was happening here?” So I try to change things, or |

try to do things differently, or I try to address a pressing problem (Interview No.

10).

Such sclf-talks or sclf-reminders arc psychological methods of ecmotion
management that chaplains use whenever they find themselves in a stressful or crisis
situation. They can be explained by De  in’s (1985; 1984; 1983) phenomenological
approach in which emotions arc seen as products of the social interplay between inter and
intra personal intcractions (1984:54-57). According to Denzin, our emotionality is
influenced by inhibited social acts, subvocal thought, interprctations and self-
conversations in social action.

Chaplains nced to be able to unde  and their own emotions first and then try to
help others. Hence, it is important to be sclf-reflective so that they can  y evaluate their
cmotional reactions and be preparcd to act on them. Interestingly cnough, after a while,
chaplains becomc experienced and I n where their triggers arc cxactly located and
which situations arc more likely than others to touch them emotionally. They can avoid
cxtreme emotional reactions by learnit  about their limitations and scnsitivitics.

Residency programs are important, in that they enable chaplains to draw their own

cmotional map and pinpoint their emotional hotspots.

174






daily work. Onc chaplain said: “I do pray and ask for God’s guidance and wisdom before
I go to a situation™ (interview No. 9). For the only Muslim chaplain in the sample, it was
important to maintain his Salat, Muslim daily prayers, which have to be obscrved five
times a day. Another chaplain said:

[ pray cvery day. By giving the situation to the lord, praying that I would have

the strength to go back to the next room and be as compassionatc with the

next person as | was with the first person. That is why my prayer list is so

long, because I pray for a lot of peoplc and I still fecl that they arc in larger

hands than mine... (Interview No. 17).

“Giving the situation to the lord” is a cognitive technique of cmotion management.
Coupled with prayer as a ritualistic technique, it helps this chaplain perform her job.
Some chaplains distinguished between prayer and meditation. Even though scveral
chaplains said thcy meditate regularly and scparated this from prayer, I found meditation
to be specifically significant in the worc of the two Buddhist chaplains, whosc
religiosity is more embedded in meditative practices. One of the Buddhist chaplains
talked about several meditation practices she benefits from, including yoga and
mindfulness meditation: a program created by a molecular biologist, John Kabat-Zinn,
who has combined clements of the Buddhist tradition with hcalth carc. The program is
called MBSR: Mindfulness Based Stress Reduction and is apparently very well-reccived
among psychotherapeutic practitioners in some hospitals.

Among other chaplains, one talked about long walks as a therapcutic, meditative
cxercisc to allow for “clearing my head and having time to reflect on mysclf and my own
spiritual life”” (interview No. 13). Another chaplain distinguished betwcen his two lives

and how once helps balance the other:

[ have an urban " “:here d = the week, and then I have a rural life. So |
have a place in the country y¢ know, I do gardening in summecr, I go
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fishing, I raisc chickens, you know, so I have a pastoral, pastoral life....We
have a pasture, the animals....so that kind of connection with nature is really
significant to me in helping me.... (Interview No. 10).

Similarly, another chaplain talked about music as an important outlet:

I love music, and on the way over I almost always listen to...I like classical
music best and I always find music as one of God’s gifts. I really fecl, you
know, I don’t know; when you think about it, that we arc created in such a
way that somebody has the 'ft of composing the music and another person
has the gift of playing the music and that our bodics are made in such a way
that we hear sounds and it does something to our souls, to our bodics; I found
that miraculous, God’s work, so I always listen to music and I find that very

helpful and that helps me get some sort of nice frame of mind (Interview No.
2D).

Several respondents talked about  ertaining, life-giving activitics such as going to
an art gallery, or doing “creative” and “‘beautiful” things as methods of self-carc which
help battle work pressures. Sometimes they may do nothing important and lct time pass.
As one chaplain said: “somctimes [ watch TV and if I choose to watch TV, it is
completely mindless stuff” (interview No. 12). The chaplain who had the difficult task of
being with the dying man des  es her coping mechanism as follows:

I went home from that and I just, God, you know, sleep, sleep is a wonderful

thing; [ was very upset about it and I just put it out of my mind as best as [

could when I got home and It ly did and I think I did it ok. I woke up the

next day and the sun was shinit I went down to the market. I bought food,

you know, what [ mean? I let my regular life take over...I have been doing

this for a long time, so [ am sort of used to just saying: “that has happened, if I

do what I wanted, it makes me crazy” and you just move on...I needed to get

distance for my own sake... (Interview No. 5).

This example cxplains the ro  of body in emotional experience. Taking sleep
helped this chaplain stop the continuity of the sadness she was experiencing. Another
chaplain used a cognitive technique to cope with sadness: as a result of working in

hospital, she has developed “a rapidly decreasing tolerance for exposure to suffering

outside of work.”” Conscquently, she does not like to listen to the news or read the
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newspaper when it is full of pain and suffering. As she puts it: “I found that I need to
limit my cxposure to sad things outside of hospital” (intcrview No. 18).

A few respondents were more i lectually involved in reading and writing short
storics, poetry, prayers or journaling as outlets to deal with their feelings. One of the
Buddhist chaplains was co-author of a book about traditional Chinese medicine and
women’s health. By the time I intervicwed her, she was conducting two research projects
related to healthcare and spiritt  ity. Another chaplain talked about her journaling
practice, which is different fromad

It is not so much like a diary, but my emotional response to what it is I am

experiencing; so diary is  ore like this happened and then that happened

versus my reflection, I mean, there are sometimes when...I call it dying

season...because it comes in waves and there arc some periods where, you

know, there may be six shifts in a row and every day I come to work,

somebody dies and I am right there. That is challenging...so I may write about

my reflections. ... (Interview No. 15).

Holidays, Vacations and Retreats

The spiritual lifc of chaplains « 1 be nourished by relying on different resources.
One of the most important means through which chaplains restore their cnergy and
recharge their batteries is holi s and (silent) retreats. Scveral chaplains said they use
holidays and silent retreats to enrich their spirituality, reflecting and meditating on what
is going on in their life. Given the wea r conditions in Canada, like so many other
Canadians, chaplains like to go to warm, tropical places where the sun shines cveryday
and the weather is warm. One chaplain said:

I go on holidays and often I go to the Caribbean because I love it there, and

it’s warm and sunny and I can play in the water and build sand castles and

yeah, so I do that fairly r  1ilarly usually about once a year... (Interview No.
6).
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Similarly, another chaplain said:

When I find that T am not willing to bc cmotionally available to other pcople

that’s when I need to go away....if [ get tired, so I am looking forward to my

holiday now because [ am finding more and morc that [ don’t want to always

open up, that [ am unwilling to sit and wait and listen... and that’s always like

that, you know, when you hit the end of the ycar. [ always go in December

because I hate the winter... (Intcrview No. 3).

Apart from such nice vacations, most chaplains benefit from silent retreats.
Described as a “vacation with God”  crview No. 12) by one of the respondents, such
retreats are usually characterized by a short, intentional period of isolation in which
chaplains disconncct themselves from the outside world, and stay in quict placcs with no
TV or cell phonc usc. This temporary withdrawal from the routine, highly industrialized
and commercialized world provides chaplains with an opportunity to reflect on their inner
lives and attend to their own spiritual nceds. Sometimes such retreats are collective,
meaning a small group of like-mit “:d p ple participate in a two or thrce-day workshop,
and attempt to cnrich their spiritual lives by participating in contemplative praycrs and
meditative practices. Such retreats are cspecially important whenever job pressures are
high. A weckend retreat can help in releasing tensions accumulated in weeks of
successive intense work.

For a few chaplains living alone seemed to be an advantage: not only do they not
have to worry about domestic responsibilities, but they can be absolutely free to do
whatever they like. As one chaplain who lived by hersclf says:

Yes, so being alone and single is wonderful. I don’t need to be worried about

some kid’s lunch or dinner or hus 1d; it’s all up to me, so that helps. [ am

not saying that that should be the casc for everyone, but in my circumstances

it helps. [ don’t answer the phone, you know, and sometimes I just have to
sleep and that kind of revives me (Intcrvicw No. 9).
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Psychotherapist and/or Spiritual Guide

An interesting finding, which I found personally surprising, is the number of
chaplains who benefit from professioi  psychothcrapy or spiritual guidance. Besides the
Muslim and Jewish chaplains (and only a couple of other chaplains), the rest of the
respondents said they are cither currently visiting a psychotherapist and/or spiritual guide,
or have used their services in the past. It is not necessarily a matter of how experienced or
inexperienced they are. In other words, some of the most experienced and competent
chaplains said they regularly benefit from professional psychothecrapeutic or spiritual
support in very vital and impor it ways. Some of the chaplains were spiritual directors
themselves. This is again another indication that this job can be demanding and requires
various sources of support. Ch:  1ins somctimes need to receive professional help from
adjacent ficlds such as psychotherapy to cope with their own emotions. I did not enquire
about details of the relationship between chaplains and their psychotherapists. However, 1
suspect that by trusting their therapists  a professional sense, chaplains can talk about
things they would otherwise have to  1ain silent about. Sometimes they are so deeply |
affected by mixed emotions or conflicting ideas that they nced to share them with a
. ychothcrapist or spiritual —1ide to find a practical solution. Several chaplains said they
visit with their spiritual director at lcast once a month. In some hospitals, it is actually
nccessary to have a spiritual director. Interestingly cnough, not only were the Jewish and
Muslim chaplains not benefiting from such services, but they were both very vocal in
dismissing the need for it altogether. As the Jewish chaplain said:

[ have never had psychotherapy and I don’t have a spiritual guide but I am

very involved in my own faith and I found that’s enough. Well, I would say
my own observance is very helpful... (Interview No. 21).
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Community Participation

Several chaplains talked about the importance of their religious communities in
bolstering their spiritual and religious life. Both the Jewish and Muslim chaplains said
they arc deeply involved with their communities. As the Muslim chaplain said:

[ am part of a Muslim community that keeps me engaged; I have some
responsibility with them, and we’ve been together for a very long time. I am a
first generation Muslim in a primarily convert Muslim community in North
America, whosc grandchildren and great grandchildren arc now the third and
fourth gencration of Muslims. So that community’s support is important, you
know, I can check with someone....my buddy who says to me that you can
call me anytime of the day and I’ll be there, and it’s the same way I have with
him (Intcrview No. 10).

Christian chaplains, too, had responsibilitics in their churches and participated in
them actively. As already discussed, some of the respondents were ordained ministers in
addition to their chaplaincy work. O1  chaplain talked about sharing her feclings with her

religious community as a uscful outlet:

I can tell certain storics and I do becausc I use this work and I use it in
sermons and church; I talk it work a lot, because this is what [ do
cvery single day. I preach about every other week, but they know that that’s
what [ do, so I share that... I think that it would be emotionally...it would hurt
me to have to leave every ng here as far as how I am fecling, so I necd to
share things, but I put it in a different context, so [ take all the goodness that I
take from this work back out there to be able to share with people....
(Interview No. 3).

Similarly, another Christian chaplain said:

I am involved in my church. I am an ordained minister in the Baptist Church; I
am not the minister of the Church, but my role at the Church is one of support
teachers in the Sunday school. I tecach Bible studics. Often the pastor asks me
to preach, you know, when...so I always get my sermons (laughter); [ am
carcful when [ write down the scrmons because your sermons always
come...have a way of boomeranging to yourself... (Interview No. 7).
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Family Life and Social Network

Most of the respondents scemed to be embedded in a network of social relationships
from which they receive support. Most of them described themselves as extrovert
personalitics who cnjoy being in the company of others and socializing with friends.
Some chaplains arc indeed very social and reccive satisfaction from such social activitics
as conversation with strangers. In a sociologically rclevant comment, one chaplain said:

[ find it more upsettingw nl.  riding on the subway and not having

anyonc mect my cyes (laughter), you know, I'm like: “What’s wrong with you

people? You are all dressed in black.” You know, I have been born in England

and I have English parents, and...I mcan...the English are chatticr, all the

time expressing everything always in lots of words, even the shy, introverted

ongs, so [ miss that....(Interv  No. 3).

Similarly, in the casc of chaplains who live with their families, the role of spousal
or child support is very important, but it is not, by any means, the sourcc on which
chaplains rely to rcleasc their work-related tensions. Almost half of the chaplains were
living alonc and among those v 5 had a husband, wifc or partner, almost nobody (expect
for two cascs) shared their experiences at hospital with their mates. Not only is it a matter
of confidentiality, but they do not w.  to upsct their loved ones by talking about sad
stories. Several respondents said that cven if they talk, their loved ones do not
understand. One chaplain commen

I don’t think anyonc receives support from their family in this kind of work.

You can’t tell them what is going  ; you wouldn’t want to burden them. [

don’t sharc this stuff with fr  ds; I don’t share what happens here with

friends because they wouldn’t get it (Interview No. 5).

Similarly, onc chaplain belicved:

My main social interactions are at church where I would never dream of

sharing the stuff and my choir, and I wouldn’t talk about that there cither;
people don’t want to hear the kind of things that happen here. They don’t want
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companion: “when I see my husband waiting for me in the parking lot at the cnd of a long
day, I feel blessed” (interview No. 1). Talking about her family life, another chaplain
scemed full of pride in being ¢ to stay in onc marriage for morc than 40 ycars,
somcthing I thought of as a record in North America and congratulated her for. For
another chaplain, being a wife, mother of young children and performing the majority of
the housework were already cnough to prevent her from thinking too much about work:

My children are very small; when I get home I don’t have time to think about

work. [ mean I am completely overwhelmed with homework and driving them

to lessons... (Interview No. 2).

Several chaplains who had children considered their children (and grandchildren) a
great source of joy and satisfaction. One of them said:

I just cannot conceive of expectii  my children to give me emotional support.

But they do by their very nature. And they do because I know they love me

and that they think what [ do  pretty wonderful cven though they wouldn’t

touch it.... I guess what I atryii 0 say is that [ don’t go home and say:

“Oh, I’ve had a bad day,” because I don’t think that’s got any place there

(Interview No. 3). |
Similarly, another chaplain said: ‘

My grandchildren are a ¢ 1t source of comfort, so, you know, you have sort

of a challenging day and it’s on the opposite end of life spectrum, you know,

here you see the palliative care d people struggling with lifc and at the other

end I come home and they are little and everything is a mystery and a wonder

and it’s quite beautiful and it helps to balance it.... (Interview No. 21).

Three chaplains (two females, one male) also talked about their dogs as grcat
sources of joy. Walking the dog is a desirable excrcise for many people in North
America, including three chaplains in this sample.

Of the three male chaplains, one was married, one was living with a partner and onc

was single. An interesting observation was that the male chaplains seemed to receive a
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kind of matcrnal support from their mothers. Two of these chaplains had their mothers
living with them and were gratcful for their support. As one of them said:

My mom lives withme b in the city and my family is also in the city. So

when my mother notices that [ am coming home late, like three cvenings a

week, she asks me so “what is going on?” and she reminds me I need to take

care of mysclf....(Intervicw No. 10).

In the case of single chaplains with no children, friends and family members,
cspecially sisters, could be sources of social support. I found that thosc chaplains who
never marricd and stayed single thror  Hut their life were more committed to a religious
life, similar to thosc of nuns and other pious members of traditional rcligious orders. I
was particularly impressed by one  them whose sincerity and humility was very
cvident. It was not difficult to sec how deeply spiritual she was; the depth of her
involvement and her scnse of responsibility for patients scemed remarkable as well. She
agreed to talk with me immediately upon first encounter, and the interview I conducted
with her is onc of my best intervicws. I assume for such individuals there is a strong
religious commitment that supersedes other supportive systems. For her the most
important resourcc was:

God, becausc that's what that is, that is my...that represents my relationship

with God...I haven't given vows; [ have only given life promises. It is an

important part of who [ am and w  : keeps me in the work that [ am in,

because I feel I have bec  called to it. So if I have been called to it, you're

[God] gonna help me (laughter).... (Interview No. 4).

Colleagues and Co-Workers
In contrast to family and social ft 1ds, collecagucs and fellow co-workers arc

important to provide a pleasant wo  cnvironment in which chaplains can work and

release their tensions, whenever necessary. Healthcare professionals, in general, are likely
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to receive significant amounts of emotional support from each other. As Pcarlman (1999:
117) argues, among care providers who work with trauma victims a significant
reinvigorating activity is receiving “‘emotional support from collcagues.” Davidson
(2007: 201) refers to this process as “caring for the carcgiver.” Likewise, James (1989:
19) describes interactions between intensive caregivers as skilled “*hard work.”

In large spiritual carc departments, where scveral chaplains work together, there
scems to be a strong sensc of identification and collegiality among chaplains. Such work
environments arc usually cquipped with a safe backstage on which chaplains can draw
whencver the job is difficult or the situation is intense. Talking with colleagues is one of
the most cffective ways to cope with stressful situations. With colleagucs, chaplains can
look at things in funny ways, jo  : about them, and use humour to deemphasize the
bitterness and difficulty of the work and celebrate the rewarding aspects. As onc chaplain
said:

I think I am so helped by the fact that my colleagues...we all have a sensc of

humour, that we can laug atc  elves when strange things happens... I look

forward to coming to wo = notto  the paticnts and the families but to sce

my collcagues because we have  really good time.... (Interview No. 2).

Morcover, some chaplains share their sense of humour with other medical
professionals in order to emphasize the celebratory aspect of life cven in places where
people are at their worst. The following examples illustrate this:

I do a lot of cclebrations.... I literally tell pcople I am a dance instructor and I
teach people the ICU happy dance; I tcach patients the ICU happy dance...

Interviewer: That would be intcresting to see an ICU happy dance (laughter)!
Chaplain: All they have to do is move their elbows and, you know, if lunch
was good, if they had good news, if thcy had a lovely visit from a family

member... to celebrate the little things because the little things on a roller
coaster ride.... it you don’t celcbrate up here, all you’ve got is crummy stuff
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and the cclebration helps with managing the roller coaster ride and so I tcach
this to paticnts and some of th you know, as they are waiting for surgery I
come and I meet them after surgery and we do the ICU happy dance or we do
a lot of cclebration... (Interview o. 15).

Such practices can be included among the ritualistic techniques of emotion

management discussed carlicr. Another chaplain says:

I love to go to the chemo clinic; it’s for the out-paticents. The room is
beautiful. There is sunlight ust "y, radiating right through; the nurscs arc
handpicked for that arca of the hospital; they arc just happy pcople. In fact onc
of the nurses used to dance all the way across the hall of chemo clinic with
me. We used to waltz, we used to waltz back and forth plus she put the music
on and we dance across the room and, you know, usually [ am sent to pcople
who arc not doing so well — maybe their cancer has rcturned for the second or
third time and they really nced a visit from me.... (Interview No. 17).

Sometimes chaplains sharc offices with their fellow co-workers and as a result,
develop strong bonds of mutual support. One chaplain talks about her colleagues:

I really like my colleagues here becausc, really, they are the only, only people
that understand why sometimes it’s fun here, and don’t think it is in bad taste
to find it fun, and they are the only pecople that really, truly, can understand
how it can bolster my faith... (Int icw No. 3).

Similarly, another chaplain says:

My sister and I talk a lot. We usually talk once or twicc a weck on a.... I don’t
neccessarily talk about my b because of the level of confidentiality but I can
say that: “I had quitc an intensc day today.” But with my colleagues I debrief
all the time, you know, int  1s of my work and they are always there if
somcthing, you know: “‘you won’t believe what I just”... that kind of thing
and we usc cach other often, Alex and I, in particular, because we sharc onc
office but I always, you know, if [ have something I go to somcbody clse as
well... (Interview No. 6).

Chaplains may also have colleagucs outside of the hospital that they can call and
talk to whenever there is a need:
I had a patient, a psychia : patient, yelling into my answering machine for

about five minutes, non-stop, about what an aw ful person I was. She was very
sick, on and on and on. I 1t very upsct when I heard that so I phoned my
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friecnd who is a parish pricst in an Anglican church; his work is related. ..it is
not cxactly the same but he is somebody that I can phone and talk about
somcthing. I have had to get feedback and he is very funny and so....I called
him and started saying... but he began to laugh and said: “Listen, honcey, there
is a reason she is on psychiatric floor. It’s okay (laughter)”...... oh ycah,
ok....the perspective that he brought.... so I mean I think I am lucky in that
I’ve got lots of fricnds like him, not just those who work here, but I have been
in chaplaincy for so long, so most of the chaplains who work in Toronto....so
if I really wantcd to call somebody I could (Interview No. 2).

The above examples explain the importance of collecagues and other healthcare
professionals in providing support and managing emotions. Onc of the most
important elements of successful healthcare delivery, pointed out by Davidson
(2007) as well, is teamwork. £ 1 teamwork is not limited to collaboration for
providing care, but supporting :h other during carc provision as well. Chaplains

particularly rely on their colle: 1es in spiritual care to receive emotional support.

Educational and Occupational Workshops

Apart from debriefing and infc 1l chats, chaplains participate in a great number of
cducational workshops, occupational training courses or meetings with other collcagues
to not only rcinforce their institutional role, but also to reflect on the job and reccive
insight. Such meetings and workshops provide what can be called self-presentational
strategies of interaction to mal conncections with collcagues:

Our chaplains mcct once a week for something called Dialogue and we begin
with the reflection; we take turns and cach person has a different way of doing
it. They bring over reflections which Icad into some discussion about that,
which leads to a staff meceting. Yesterday, for example, the chaplain who led
the Dialogue, she brought something on wonder; she brought an cxpcricnce
she had with her granddaughter and then read somcthing from thec book on
wonder and then we talk out that....so that's another way of coping with
our, you know, the situat v have because sometimes we can't bring to
that mecting... if we’ve got a patient we are concerned about. If you have got
a woman upstairs who is just losi:  her baby, you know, a 25-week pregnant,
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Previous Life Experiences

For four chaplains, in particular, their lifc cxpericnees provided them with a kind of
emotional capital (Cahill, 1999; in Peterson, 2006; Schweingruber and Berns, 2005) upon
which they rely in order to enrich their spiritual journey and to perform their job
cffectively. Not only are such personal experiences indicative of human resiliency and
the inner strength to battle grief, pain and suffering, but they can also inspire chaplains to
engage in altruistic exchange of emotional energy and perform what I have alrcady
described as selfless emotion manay  1ent. Once respondent belicved:

I would say this work is not made for cveryone, it just isn’t. | have been

traumatized in my life; I ve had lot, I had trauma, so I don’t think secing

sadness here overwhelms me. I think sadness exists and bad things happcn.

And I think it’s part of our work ving life, to walk forward, to help oursclves

heal and help other pcople heal... (Interview No. 3).

Another one also believed:

This [job] came very late to me in life. So I think I pretty much worked

cverything out before I got here, | re I was ready for the position. I didn’t

come to it young. I have had a lot of life experiences; [ worked through a lot

of things. Now that I look at 'k — because I do have a little more wisdom

with age — [ never would have been ready for this job until now. There are lots

of pcople who arc younger than I am, who arc chaplains. When [ was doing

my CAPPE I was in with some 21-ycar-old trainces who shocked me because

I thought: “Wow, how amaz*~~ *-ey arc ready! Maybe ready at 20! But boy,

God saved the best for me fi (Int  iew No. 16).

And the third chaplain in this catt ry belicved what she sces in the hospital
cveryday is nothing compared to what she went through in her personal life. After
losing a husband because of critical illness, she embarked upon a healing journcy
that was not casy:

Interviewer: You mean you have had more difficultics in the past?

Chaplain: Oh, ycah absolu y. None of this is ever going to be as bad as
experiences that I have already survived and that inner knowledge of, you
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know, I went through that expericnce. I went through grief. [ went through the
full gamut of cverything there. For me nothing that happens here is going to
be as hard as what [ have alrcady survived and healed from and come through;
so that gives me a very strong ecmotional, spiritual core of sclf-awareness,
coping strategics, and an ability to empathize and connect with various pcople
that I work with, whether it’s family members, whether it’s medical team,
physicians, you know, it’s lots of different faccts (Interview No. 15).

Finally, the story of the fourth chaplain is also striking. The following information
was obtained through an *“cnrich question:”

There is onc thing I want to tell you. In 2006 I was on-call for the hospital and
it was the most difficult « rer received in my life because it was my own
family: my brother and s law were involved in a car accident and both
of them were dcad. And that was...I wanted to let you know that, you know,
it’s not just them, the pat s, that go through tragedy or trauma or
problems....I took the call. I w sed by my family up there to tell me that
my brother and my sister in law have been killed by a terrible accident. ...

Interviewer: So you had to provide support for yourself first and then others?
Chaplain: Ycah.
Interviewer: How could you survive it, may I ask?

Chaplain: I was in shock for two: rs. You know, when you don’t belicve
something actually happened you can be pretty cool (laughter); if you don’t
believe it really, but even after going through the funcrals, double funcrals...
but it was not until on G¢  Friday, which is onc of the holiest holidays in the
calendar....ycah...butit| made me stronger, it has made mc a stronger
person

Interviewer: You went through the grief process and released the gricf and at
the end you were able to come to ns with it?

Chaplain: Well, I rcalized : [ am not immune, I am not immune
from what another goes tt that is good. It’s good to know that what
happens to you could hap) and when you go through with it with
faith and hopc then it can be used to help another person along the way
because other people had fami nbers killed, but they have gonc to
me...because some people thi slaincy...we arc born in this position
becausc we have never suffere ning, but I think just the oppositc is true,

somctimes we have been through our own stuff. We can be stronger. So that’s
about it (Intervicw No. 17).
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Chaplains’ Emotional Make-up

In this chapter, I tried to explore diffcrent strategies and resources chaplains may
utilize in order to function efficiently in both work and lifc. However, the most important
finding with which I want to end my argument is chaplains’ own mentality and emotional
make-up, their approach and the kind of attitude they hold toward their profession. It was
important when asking about emotionally challenging aspects of the job, that I would also
have chaplains talk about cmotionally rewarding aspects, so that a better understanding
of a job which is not cxactly attractive for many pcople would be achicved. I wanted to
know where the gratification comes from that keeps chaplains in this profession. After
all, what is horrible for most people, namely, illness and dcath, is chaplains’ everyday
work material. For many people, hos| als arc synonymous with bad news'. Most
frequently associated with blood, white uniforms, medical instruments, pain, sufferi 1,
illness, and ultimatcly death, hospital is a place to be avoided as much as possible. But
hospital chaplains tend to look at these notions differently. They do not enjoy illness and
dcath but chaplains gain satis  ti helping pcople who are struggling with them.
Even though the job is often full of sad stories, and cven though situations are stressful,
chaplains feel emotionally rewarded  causc their emotional make up has developed in
such a way that they gain pleasure (not in a hedonistic way but in a fulfilling way) from
being in the presence of troubled people as care providers, helping them go through their
hospital journcy. Therefore, performing emotion management per se is not necessar
draining.

For many chaplains, the awe and richness of life reveals itself preciscly at such

difficult times as death or the moments before it. Although it can be painfully tragice, it

' Perhaps one of the few occasions in whict  od news is given in a hospital is childbirth.
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going home when feeling just really discouraged... A sign of burnout is when
you sit in your office and you don’t go out there to sce the patients, you sit in
your office and kind of wait to scc if you get paged...yeah, I am struggling
with burnout right now be I do find mysclf reluctant to go up stairs...
(Intervicw No. 5).

Similarly, another full-time chaplain in answering the same question said:
Actually, I am thinking about it 1" "it now because in the last fall I have been
sick four different times with sinus problems and throat problems and my
immune systcm just seen " I am wondecring if part of that is, you

know....

Interviewer: Because of your job, I mecan what you do?

Chaplain: Ycah, becausc [ do feel tired; I feel burnout somchow and
I am wondering if the ant I have for this doesn’t work, then I will
go back to my doctor and 1¢ off.... (Interview No. 7).

In summation, I may reemphasize that instead of the emotional difficultics of the job, it is
the huge workload from which the a chaplains suffer. All chaplains, ecven those
overloaded with work, said th  love  ir job. It is 40 hours of intense weekly work in

one of only two trauma cen'  ir o that is overwhelming.

199




















































unexplored arca. At the end of her research report on grief work among women
experiencing perinatal loss, Davidson names three future rescarch goals:

I would like to further my rese:  h in three ways. First, expanding on my core
concept of griefwork, I would like to situate the dy’  person in her or his
own gricfwork, as labour sha nd negotiated with intimates and carcgivers.
Second, as I was intrigued by soc -cmotional and instrumental labour of
hospital chaplains in the 'elof :nt of the bereavement protocols, I would
like to further study the work of the chaplaincy in hospital, in their support of
patients, familics and cai /¢« And third, [ would like to further develop
what [ have described as repositioning of caregivers between high
technology and patients (Davidson 2008: 215).

My study can be described as an investigation in what Davidson calls “the social-
cmotional and instrumental labour of hospital chaplains” (2008: 215). Although its focus
is primarily on cmotional aspects, my study can also help to cxplain how chaplains offer

their services socially and instrumentally as well. [ have made the case that hospital

chaplaincy is cmotionally rich. Chap expericnce a wide range of different cmotions.
However, it can be challenging if ch is do not take care of themsclves properly. 1
hope the results of this study contril st only to the existing literaturc on the sociology
of emotions in hecalthcarc and  oti labour, but also to the profession of chaplaincy
whose primary responsibility is to th pcoj :at times of diffict y and crisis.
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