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Or CARING

Patients in o Rebabilitation Unit Experience
Holistic Healing through a Spivitual Support Group

ow can a chaplain effectively fos-
ter holistic healing in a hospital
or long-term care center? One
proven way is to form a
Community of Caring, a pro-
gram that offers patients a time, place, and ambi-
ence conducive to sharing their pain and fears in
ways that will encourage them to value the
sacredness of the moment and to fully use the
hours and days of recovery to deepen their rela-
tionships with self, others, and a loving God.

In the lare 1980s, when | was a chaplain on the
physical rehabilitation unit at Mercy Hospital,
Chicago, I began a Community of Caring, a con-
cept that could easily be adapted in other units in
the hospital. The need to form a Community of
Caring was brought home to me by a patient’s
rebuke. “How come vou aren’t helping us
patients in the rehabilitation unit pray more?”
questioned Goldie. The stroke that had incapaci-
tated her limbs had in no way affected her mind
or tongue. “The chaplain we had before you
came, she used to cheer us up and got us togeth-

Summary Empowered by empathic
knowledge of the pain and suffering endured by
patients, a pastoral care giver can foster holistic
healing, integrating a spiritual dimension into the
lives of responsive individuals by helping them
form a circle of love, a Community of Caring.

A Community of Caring can be effective in many
specialized hospital units or long-term care cen-
ters. In a hospital physical rehabilitation unit, for
example, a chaplain successfully provided a time,
place, and ambience where patients could share
their deepest feelings, thoughts, and concerns and
learn together techniques of coping.

This Community of Caring helped patients over-
come feelings of inadeqguacy and low self-esteem,

er to pray that we’d get better and get out of here
quick.” Her eyes challenged me; her frown
implied thar as the new chaplain on the unit, 1
had neglected my most important functions:
“cheering up” and “praying with.”

My strong commitment to holistic healing
prompted my quick retort: “On the rchab unit,
I’d like all of us, patients and staft, to think less
about disabilitics and discharge from the unit and,
instead, to find meaning and value in the rejuve-
native therapies, discovering how we can help
cach other make the best use of the time spent
here.” Tgnoring Goldie’s “Humph,” I continued:;
“This morning I saw you walking between the
parallel bars, doing your best to stand straight;
vou walked 12 feet, pivoted, returned, sat in your
wheelchair correctly. Working like that in therapy
can be a prayer, don’t you agree?” Goldie glared
her response: “That weren’t no prayer. [t was
work, durn hard work.”

As she wheeled herself away, I thought to
myself, “And it will be ‘durn’ hard work to con-
vince her—and many other patients—that healing

encouraged self-acceptance despite physical loss-
es, and stimulated new concepts of spirituality,
notably the importance and the sacredness of the
present time spent in recuperation. Participants in
the Community of Caring discussed ideas such as
the concept that all activity, even mundane rejuve-
native therapy exercises, can be—at least poten-
tially—sacramental activity; the importance of fully
using all facets of physical therapy; and the idea
that days spent in recuperation can be a time for
deepened relationship with self, others, and a
compassionate God. The sessions helped many
patients mobilize their inner resources and
assume greater personal responsibility for their
healing and recovery.
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is not just physical, but involves the whole person
(body, mind, and spirit) and also that any good
action, well done, can be a prayer.”

THE SACRED MoMENT
A key concept in holistic healing is that proper
use of the present time is vital to recovery. Staff
and patients must recognize the sacredness of the
present moment, the immediate now. In The
Living Bread, Thomas Merton emphasizes this
idea: “In modern times we have lost sight of the
fact that even the most ordinary actions of our
everyday life are invested by their very nature with
deep spiritual meaning.”" Michael Downey in
Clothed in Christ reinforces this: “All activity,
even the most mundane, is, at least potentially,
sacramental activity.™

Yet anyone working on a physical rehabilitation
unit knows how easy it is for patients and their
support circle to allow the present time to slip
away, while they nostalgically remember the past
and look forward to a less painful and trying
future. How can the pastoral care giver help them
understand that these days of rejuvenative thera-
py can be—indeed should be—a time of healing
growth, a time for new or deepened relationship
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HEALTH PROGRESS

with self, others, and a loving God?

To eftectively help patients and their loved ones
make the most of the time spent on the rehabilita-
tion unit, the chaplain must have full knowledge
of each patient’s physical condition: the diagnosis,
prognosis, and day-to-day progress, as well as the
immediate and long-range goals set by the reha-
bilitation team. This pertinent information is
acquired not simply by reading patients” charts,
occasionally hearing nursing reports, or catching
rumors here and there, but by building a close,
collaborative relationship with patients and the
entire health team: therapists, nurses, dietitians,
social workers, psychiatrists, and physicians. Such
knowledge can be obtained only by regular atten-
dance at staff meetings; conferences with patients,
family, and staff; participation in discharge plan-
ning; and daily informal exchanges with patients
and all who assist them.

To be knowledgeable about a patient’s physical
condition, however, is to know only a part of the
whole. The chaplain needs empathic knowledge
of both the patient’s pain—“the distressing, hurt-
ful sensations in the body”—and the patient’s suf-

fering—*a sense of anguish, vulnerability, loss of

control and threat to the integrity of the self.”

Patients discovered
that acceprance t)f
self and others has

healing qualities.
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Clarifying the terms
“pain” and “suffering”
in his latest book,
What Kind of Life?
The Limits of Medical
Pragress, Daniel Calla-
han points out that
there can be pain
without suffering and
suffering  without
pain.*

On the physical
rchabilitation unit the
patient’s suffering is
often linked to his or
her attitude toward
the disability. Negative
feelings frequently
aggravate and intensify suffering. The chaplain,
by engaging in sensitive dialogue, can ascertain
how the patient views life now: with apathy or
optimism? Courage or cowardice? Acceptance or
anger? What changes in life-style should the
patient anticipate? What are his or her concerns:
loss of independence? Financial worries? Job inse-
curity? Curtailment of activities? Has the patient
faced the realities of the situation?

AN ACCEPTING ENVIRONMENT

A chaplain cannot gain genuine insights into a
patient’s emotional or spiritual health by chance
encounters. One of the chaplain’s most challeng-
ing tasks is to create an accepting environment, a
time, place, and ambience that will encourage
patients to freely express their fears, frustrations,
anxieties, hopes and dreams, pain and suffering,
without fear of rejection or reproof. Listening
with ears and heart to what is said and not said,
being alert to what is revealed by body language,
tone, speech rhythms, and silences, a chaplain
learns how the patient feels abourt his or her situa-
tion. Adroitly phrased questions may evoke
telling responses. What were some of the sorrows
and problems faced in the past? What were the
sources of strength and support during those dif-
ficult times? Did God enter the picture? In what
way? What is his role in the current situation?

No matter what thoughts or feelings are
expressed, the patient needs to know that his or
her integrity as a person is respected and accept-
ed. Gerald R. Niklas and Charlotte Stefanics, in
Ministry to the Sick, assert that the patient, real-
izing he is understood and fully accepred with all
his fears, anger, and discouragement, gains
insights into himself and his situation. “Just
knowing that he is understood, without being
judged, is itself a tremendous source of strength
that will enable the sick person to grow from his

uffering is

experience. On the
other hand, just using
clichés, such as ‘Don’t
worry. God will take
care of everything,’ has
little or no value espe-
cially when the patient
is angry with God, ask-
ing ‘How can God be
so cruel to me?*™*

Empowered by em-
pathic knowledge of
the pain and suffering
endured by rehabilita-
tion patients, the chap-
lain can foster holistic
healing, integrating a
spiritual dimension
into the lives of patients by helping them form a
circle of love, a Community of Caring. The phys-
ical rehabilitation unit provides what Lowell G.
Colston calls the essentials for true community:
“physical, social, and inter-actional proximity, as
well as a place where experiences and exercises,
interests and goals are shared.”® Caring, as de-
fined by Callahan, “is to assure another that they
remain important to others, that their illness has
not deprived them of a life in the community. It
is to case their pain when possible, and then let
them live with their frailty, whether of body,
mind, or function.™

Joining in a Community of Caring gives
patients the opportunity to share concerns, atfirm
cach other’s efforts, stimulate and encourage par-
ticipation in all rejuvenative therapies, and ask
God’s healing love to sustain and bless each one’s
endeavors to regain as much function as possible
while on the unit.

STARTING THE CoMMUNITY

Shortly after my encounter with Goldie, T dis-
cussed with patients the possibility of forming a
Community of Caring. 1 mentioned that each
meeting would have a brief period for prayer and
reflection, but no particular form of belief or reli-
gious practices would be observed. A respect for
self, others, and God was the important factor,
not affiliation with a Christian or non-Christian
church.

Joe, a paraplegic, questioned: “I’m not certain
what 1 believe about God, but at our Alcoholics
Anonymous meetings, we refer to a Higher
Power. Would that be OK:™ His query prompted
others to admir they were not at ease praying
aloud. When they understood that our prayers
would not be formal invocations but quiet reflec-
tions on how God has entered our lives and that
no one was obliged to pray aloud or share their
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thoughts, their misgivings were allayed. An
excerpt from Harold Kushner’s Who Needs God?
was helptul:

Prayer is not a matter of coming to God
with our wish list and pleading with him to
give us what we ask for. Praver is first and
foremost the experience of being in the
presence of God. Whether or not we have
our requests granted, whether or not we
get anything to take home as a result of the
encounter, we are changed by having come
into the presence of God.*

The concept that we are truly in the presence
of God when we listen to, encourage, and affirm
oursclves and each other was new to many, who
also found much to ponder in Kushner’s personal
statement of faith:

I can believe in the reality of God despite
the things that have happened in my family
and in the families of people 1 care about,
because I have seen Him work miracles.
Not like the miracles of the Bible, suspen-
sions of natural law, splitting the sea, bring-
ing the dead back to life—God works mira-
cles today by enabling ordinary people to
do extraordinary things.’

At our first Community of Caring session, 1
suggested some guidelines. Participation was vol-
untary. No one was obliged to share thoughts,
teelings, reflections, or prayers, bur everyone was
expected to give respectful attention to those
who participated. Grievances about food, service,
or staff were taboo. So, too, was self-pity. There
was to be no playing what Rev. John Powell, SJ,
terms the “PLUM” game: Poor, Little, Un-
fortunare, Me!" Permissible, indeed encouraged,
was the game of TOT: Trivialize Our Trials or
Tell Our Triumphs.

FORGIVENESS AND ACCEPTANCE

Hopeful that one practical, immediate effect of
the Community of Caring would be to help
patients overcome feelings of inadequacy and low
self-esteem, T asked whether some would be will-
ing to share their deepest personal feelings about
their disability at our next meeting. We would lis-
ten, reflect, and attempt to give insights that
might nurture, affirm, and support.

At the next meeting, Joe spoke first. “You all
know that I've lost both my legs and why: dia-
betes, then gangrene, surgery. You've encouraged
me while I’ve been on the unit, scolding me
sometimes when I rebelled against the new pros-
theses. You all know how bitter I get at times,
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but what vou don’t know is how guilty I feel
because T brought all this on myself. And what’s
worse, I knew that T was doing it and kept right
on. Didn’t stick to my diet, skipped insulin shots
and medications, drank buckets of beer. It’s not
being a cripple that hurts so much and angers me
now. It’s that 1 did it to myself. And now there’s
no way to undo the damage.”

A poignant silence was broken by Goldie’s
blunt comment: “Well, you can’t unscramble
scrambled eggs, so what can you do about it?”
Responses came quickly. “Joe, when others hurt
you, you forgive them. Now you have to learn to
forgive yourself.” His roommate offered sound
advice: “You're too hard on yourself, Joe—always
worrying about mistakes made in the past. Think
more about what you’re doing right, like sticking
to your AA pledge.” Peg’s comment was the
most nurturing: “You’re so generous and
thoughtful, Joe. Always sharing your magazines
and tapes, bringing your TV to the lounge so we
can all warch the Bears play. Now you have to
learn to be generous to yourself. Forget the past;
forgive yourself . . . and remember what the Lord
said 1o a certain person: ‘Neither do 1 condemn
you.” If the Lord can forgive, so can you.”

Discussion centered on learning to forgive one-
self for past failings and accepr oneself—not the
self that used to be, before the disability, but the
present self striving to maintain or regain
strengths and skills necessary for today.

“But it’s not easy to accept yourself when you
no longer can accomplish what used to give you a
feeling of self-worth,” countered Bob, a stroke
victim whose right side is paralyzed. “I used to be
the handyman for the neighborhood—put up
storm windows, installed air conditioners, cleaned
gutters. Now my wife tries to do the chores, and [
feel so useless.” His statement echoed Rev. Henri
Nouwen and Walter Gaffney’s words in Aging:
“There can hardly be a more alienated feeling than
that which believes, ‘T am who I was.””"!

Sensing that many in the group had similar
feelings of low self-esteem, 1 suggested that each
one take time right then to reflect on his or her
priorities and values. To what extent did these
hinge on personal accomplishments? Material
success, financial and social status, acquisitions?
What in the past had brought genuine satisfac-
tion? Lasting joy? Peace and contentment? Had
these changed because of the present disability?

After quiet reflection many agreed that
although in the past some things, such as finan-
cial security, had seemed the ultimate goal, there
were some priorities that no handicap, pain, or
suffering could change. “Come to think of it, 1
still have everything I value most,” Bob admitted.
“My wife’s love—and the kids. The neighbors still
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talk about how I helped them. I'm glad T did
what I could when T was able.”

This and similar comments prompted a lengthy
discussion at our next gathering of what is meant
by authentic self-acceptance. Patients came to the
conclusion that self-acceptance means sincere
acknowledgment of who one is, personally, spiri-
tually, physically, culturally, socially, educationally,
intellectually, historically. As Fran Ferder wrote:

Genuine self-acceptance is much more than
a simple recognition of the self, strengths
and weaknesses, gifts and limitations, the
shadow self and the one revealed to others.
Self-acceptance invites us to love ourselves
so much that we will not let ourselves be
less than we can be. Self-acceptance is the
willingness to claim and to love who we are
and the commitment to push that self-defi-
nition to its greatest possibility.*

Our Community of Caring session ended with
reflection on the words of Paul Tillich:

We experience moments when we accept
ourselves because we feel that we have been
accepted by that which is greater than we.
If only more such moments were given to
us! For it is such moments that make us
love our life, that make us accept ourselves,
not in our goodness and self-complacency,
but in the certainty of the eternal meaning
of our life.®

In the following weeks, several patients further
explored the concept of self-forgiveness and self-
acceprance by reading and discussing pertinent
chapters in works by Jesuit Fathers Dennis and
Matcthew Linn.* As individuals grew in self-
awareness and self-acceptance, they also became
increasingly sensitive to other patients’ pain, suf-
fering, losses, and fears, as well as their courage
and determination. Self-acceptance helped many
to accept others. Self-revelations and discerning
comments made during Community of Caring
sessions, in an atmosphere of respect and open-
ness, fostered empathic understanding of self and
others and, ultimately, God.

PraYER IN DaiLy LiFe

The idea that time, when properly used, is a form
of prayer was another revelation to many, who
were accustomed to think of prayer as church
attendance, Scripture reading, and recitation of
creeds and invocations. The concept that spiritu-
ality is not one dimensional, but can (and should)
permeate every facet of daily life, evoked ques-
tions and comments but was accepted by many

after they grasped the idea that when one sincere-
ly strives to praise and glorify God by living right-
ly and doing one’s best, then each good action
truly honors him and is, indeed, a prayer.

Patients had no difficulty suggesting ways of
integrating spiritual dimensions into the regimen
of therapies on the rehabilitation unit. Their
responses were succinct and practical: arrive on
time for all sessions, even those you do not like;
participate wholeheartedly; listen carefully to
instructions; be patient while waiting for assis-
tance; cooperate even though the exercises are
painful; do as much as possible for yourself.

Elaborating on Downey’s idea that all activity,
even the most mundane and trivial, is at least
potentially sacramental, discussion centered on
the importance of fully using every facet of reha-
bilitation therapies. Provocative questions were
raised. Convinced of your own uniqueness and
worth, do you use every opportunity to develop
your full potental? Do you mobilize your inner
resources, such as trust in your own strength and
willpower, to enable you to participate whole-
heartedly in all rejuvenative therapies? Rest, diet,
socializing, prayer, quiet time for yourself—are
these times of healing the inner self?

On several occasions, when stressing the
importance of using the present time to its fullest,
I used the term, “the sacrament of the moment.”
Sam, hitherto a silent member of our Community
of Caring, questioned: “Instead of ‘sacrament,’
could we say ‘the sacredness of time’?” He ex-
plained that Judaism is a religion aiming at the
sanctification of time, and he elaborated by
sketching briefly the main idea in Rabbi Abraham
Heschel’s essay The Sabbath, which examines
how in the Jewish tradition the idea of holiness
was shifted from space to time. Heschel ques-
tions: “What was the first holy object in the his-
tory of the world: a mountain? an altar?” The
answer, he states, is found in the first chapter of
the Book of Genesis: “And God blessed the sev-
enth dayand made it holy.”*

The importance of making every minute spent
on the rehabilitation unit a time of progress, recov-
ery, and holistic healing was captured in Sam’s
enunciation of Heschel’s profound statement:
“Every hour is unique; and the only one given at
the moment, exclusive and endlessly precious.” ™

A NeTwork o Boos

Community of Caring participants suggested
many topics for discussion, including personal
responsibility, use of leisure time, and how to
mobilize inner resources. Many talked frankly
about feelings of depression, anxiety, and anger
(seec Box). The discussion helped patients deal
with their negative, self-destructive thoughts.
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Many patients also grew in their capacity to
experience concern, care, and interest in fellow
patients. Affirmation of others was evinced in tan-
gible ways: a smile of approval or gratitude; words
of praise for completing an exercise (or at least try-
ing); a complaint suppressed, self-pity stifled; a
hug to show sympathy, support, camaraderie.

As the group shared thoughts on ways they
experienced God’s healing presence through the
support of others, they formed a network of
affectional bonds wherein they felt free to express
their innermost thoughts; they were forging a
true Community of Caring. Strengthened by
empathic knowledge and understanding of each
other’s needs and goals, patients discovered that

acceptance of self and others has healing qualities,
not because a disability was remedied and suffer-
ing alleviated, but because these were shared with
others who affirmed their efforts to make use of
the presemt moment, imparting a sense of worth,
deepening their hopes, reverencing the person-
hood of each patient. Affirmed by self and others,
members of the Community of Caring said they
experienced a closer relationship with the creator
and his world.

GrowTH AND HEALING

The topics, strategies, and dynamics that made

the Community of Caring a success on the physi-
Continued on page 70

FASTING OF THE MIND
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IMPROVING
(GOVERNANCE

Continued from page 57

A COMMUNITY
Or CARING

Continned from page 53

cal rehabilitation unit could be suc-
cessfully adapred in other hospiral
units, such as cardiac, urologic, dia-
betic, and substance abuse programs.
Illness and suffering do not limit
one’s capacity for growth in physical,
mental, emotional, or spiritual
domains; healing occurs only when
the whole person is involved. When
patients gather together in a
Community of Caring, pain and suf-
fering lessen; growth and healing

view with respect to their particular
goals and prioritics.

CommITMENT

The strategies set forth in “A Plan for
the Healthcare Apostolate” are based
on the conviction that local gover-
nance has a vitally important role in
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