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ABSTRACT

Aims and background. This literature review investigates the potential contribution
of the pastoral care provided in hospitals by hospital chaplains, as part of an inte-
grated view of patient care, particularly in institutions dealing with severe disease.

Methods and study design. A search was conducted in the Medline database cover-
ing the last 10 years.

Results. Ninety-eight articles were considered concerning the modern hospital chap-
lains’ relationships and the principal procedures and practices associated with their
roles, i.e., their relations with the scientific world, with other religious figures in the com-
munity, with other faiths and religious confessions, with other public health profession-
als and operators, with colleagues in professional associations and training activities,
and with the hospital organization as a whole, as well as their patient assessment activi-
ties and the spiritual-religious support they provide, also for the patients’ families.

Conclusions. Improvements are needed on several fronts to professionalize the pas-
toral care provided in hospitals and modernize the figure of the hospital chaplain.
These improvements include better relations between modern chaplains and the
hospital organization and scientific world; more focus on a scientific approach to
their activities and on evaluating the efficacy of pastoral care activities; greater clari-
ty in the definition of the goals, methods and procedures; the design of protocols and
a stance on important ethical issues; respect for the various faiths, different cultures
and both religious and nonreligious or secularized customs; greater involvement in
the multidisciplinary patient care teams, of which the hospital chaplains are an inte-
gral part; stronger integration with public health operators and cooperation with the
psychosocial professions; specific training on pastoral care and professional certifi-
cation of chaplains; and the development of shared ethical codes for the profession.

Introduction

Humanizing the medical care afforded by the most advanced public health servic-
es implicates integrating the biological, psychological and social aspects of the pa-
tient’s needs, which also includes the patient’s spiritual and/or religious inclinations
and background.

Emerging phenomena, such as the increasingly multicultural nature of modern so-
ciety and the need to base patient care practices on scientific evidence, make it nec-
essary to seek a better understanding of the potential contribution of spiritual care in
the hospital setting, particularly in departments and institutions where severe dis-
eases are treated.

The present study consisted of a review of the scientific medical literature relating
to the activities of hospital chaplains, focusing on the relational and organizational
aspects and working practices.

Materials and methods

The material used in this review consisted of articles identified in the Medline data-
base published over the last 10 years. The key words used for the search were as fol-
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lows: spiritual care, chaplain, hospital chaplain, and
pastoral care. Among the 288 references identified, 98
articles (all written in the English language) were con-
sidered of interest for the purposes of this review.

The 98 articles selected were classified as qualitative or
quantitative in nature. Only about 20 of them were quan-
titative studies, including between-group comparisons1-

7 in which some, albeit elementary, statistical analyses
were conducted; investigations conducted on different
sample populations selected in various ways8-17; research
on specific issues18-20; and literature reviews21,22. The vast
majority of the articles were qualitative studies reporting
descriptive data, sometimes in the form of case reports,
letters to editors, editorials and study designs. The USA
was the country most active in generating the publica-
tions considered (with 63 articles), followed by the UK (17
articles) and Australia (7 articles).

The content of the articles is discussed below, focus-
ing on the aspects that seemed most significant consid-
ering the currently felt need to integrate spiritual and
multicultural aspects in the patient treatment process.

Results

Relationship with the scientific world

More than a third of the articles concerned the efficacy
and scientific nature of the service provided by hospital
chaplains5,6,9-11,13,19,23-37,38. These studies generally em-
phasized the need to publish research, reviews and qual-
ity analyses with a view to documenting the effectiveness
of the chaplains’ activities and to measuring the results,
validating the methods adopted, and assessing the qual-
ity of this service and the patients’ satisfaction with the
chaplains’ work, in order to avoid their role being consid-
ered only a marginal aspect of the public health services.

Exchanges and relations with other religious figures
in the community

In more than 90% of the articles examined, the figure
of the spiritual care provider in hospitals that was con-
sidered in the study coincided with the hospital chap-
lain. One in 4 of the articles also referred to other reli-
gious figures as well as the chaplains appointed to pro-
vide pastoral care in hospitals, including local commu-
nity priests and clergymen, and other ministers and re-
ligious figures8,10,11,13,14,17,19,21,25,32,37,39-41; this prompted
considerations on the relationships between hospital
chaplains and the other religious figures to which pa-
tients refer outside the hospital.

Hospital chaplains have relations with local religious
leaders, as well as sharing the responsibilities and coop-
erating with colleagues at other healthcare institutions
(e.g., between the hospital and the hospice, where these
constitute different structures). The chaplains cooper-
ate with the local religious community to facilitate the

link to pastoral care within the public health organiza-
tion, and they have good relations with the various local
confessions. Where the chaplain is a Christian (as was
usually the case, probably because of the cultural back-
ground of the journals considered), he acts as a link with
the local clergy and interacts with laypeople willing to
cooperate in this setting.

Relationship with other faiths

Spiritual-religious care is also discussed in terms of
the multiplicity of faiths and religious confessions.

About 20 articles refer to different religious confes-
sions of the hospital operators3,4,8,9,11,13,14,16-18,21,23,

24,29,31,37,39-44, while only a handful of papers mention
multilingual chaplains and multireligious chaplain-
cies18,24,29,37,39,40,43.

Importance is attributed to respecting the diversity of
gender, culture and faith, to ensuring religious freedom
and providing the opportunity to conduct rituals that are
important to patients. Many facets of these issues are dis-
cussed. Some authors propose general guidelines based
on an interconfessional approach that provide for an as-
sessment of patients’ religious beliefs and customs (in-
cluding matters of clothing, rituals, diet, etc.), the most
appropriate places for practicing their faith, and the pro-
vision of interconfessional halls as well as traditional
chapels as a focal point for providing pastoral care29,40,43.

Relationship with other public health professionals
and operators

The literature considered discusses the relations be-
tween the chaplains and the members of the hospital
staff and patient care teams on various hierarchical levels
and from the individual, interdisciplinary, multidiscipli-
nary, training/educational and operational standpoints.

In particular, several topics were recurrently covered,
namely

– the chaplain’s relations with nurses, which are dis-
cussed in 25% of the articles considered8,23,42,44,45;

– the fact that the more nurses are religious, the more
they are likely to recommend that patients see the
chaplain1,23,42,44;

– the generally satisfactory relationship between
physicians and chaplains16,23,46;

– aspects of the relations between physicians and
chaplains16,17,28,42,44,46,47;

– the religious convictions of physicians and how they
interact with the chaplain1,16,17,44,46;

– physicians’ training regarding their patients’ spiritu-
ality concerns, and physicians’ relations with chap-
lains12,16,27,28,30,46;

– aspects of the chaplains’ relations with physicians
are discussed in 34% of the articles considered;

– the chaplains’ role as members of the patient care
team is dealt with in 40% of the articles7,10,13,14,17,22-

24,26,28,30,32,36,38-40,45-48.
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- a demand for spirituality that is not met6,9,11,13,19,23,

25,29,39,43,46;
- the limited resources available for spirituality8,11,46;
- the voluntary chaplain6,8,14,15,17,42,43;
- support for healthcare operators in ethical issues

(resuscitation or feedback on pain con-
trol)4,10,13,14,17,20, 26,30,37,40,47;

- part-time chaplains6,8,15,17,42;
- the number of chaplains per patient3-5,8,12,13,15, 19,24,38;
- the duration of the chaplain’s visits3,4,42;
- the greater efficacy of official chaplains than volun-

tary chaplains in supporting staff dealing with the
problem of whether to stop life-support systems14,17.

The fact that the agencies responsible for assessing
public healthcare standards acknowledge the patient’s
spiritual needs means that chaplains must also comply
with the requirements of quality standards and certifi-
cation procedures. Chaplains have to understand the
dynamics of the organization in which they operate.

Relationship with colleagues, professional associations
and training

The training of chaplains and the certification of suit-
ably trained chaplains are considered a priority because
training and certification are seen as the fundamental
tools for operating in highly complex occupational set-
tings demanding a high level of expertise. Proper train-
ing is often identified as a solution to many of the prob-
lems encountered in the chaplain’s work: 50% of the ar-
ticles discuss the hospital chaplain’s training3,4,8-10,14,

15,17,21-26,29-31,36-39,40,43,47,49, and 37% of them refer to pro-
fessional associations of hospital chaplains6,8,12-15,22-26, 30-

32,37,38,40,48.
The modern chaplain is quite unlike the traditional

concept of a voluntary service provided by a person
with no specific training.

Discussion and conclusions

Several critical issues emerged from this literature re-
view. One problem concerns the chaplains’ approach to
their work. The evidence-based scientific medical care
setting in which the hospital chaplain operates tends to
demand an assessment of the efficacy of all action tak-
en, including pastoral care activities, focusing particu-
larly on the patients’ quality of life and the satisfaction
of their needs.

There is evidence in the literature considered of a de-
bate on whether chaplains should have a scientific ap-
proach or not: those opting against this claim that adopt-
ing a scientific approach to their activities interferes with
the fundamental nature of pastoral care, leading to reduc-
tionism; those supporting the need for a more scientific
approach feel that hospital chaplains operate within a
medical care setting, in an environment that relies intrin-

The relationship between chaplains and nursing per-
sonnel was generally judged to be satisfactory.

Procedures and practices

Informal or formal assessments, clinical files

Approximately 1 in 3 of the articles examined referred
to the identification or assessment of patient’s prefer-
ences concerning religious support and/or the record-
ing of this information in their clinical files5-8,11,13,14,17,18,

23,25,33,34,37,40,44,45,48.
Since 1997 the provisions of the Joint Commission on

Accreditation of Healthcare Organizations (JCAHO) have
had a positive fallout in terms of global care focusing on
the patient as a person. The chaplains’ role has become
more integrated in the multidisciplinary team and they
are more involved in assessing patients, providing care
and evaluating outcomes. Hospital stays have become
shorter than in the past and chaplains have less time to
deal with a patient’s needs, their visits have become few-
er and shorter, so it is more difficult for them to conduct
spiritual assessments, recognize patients’ hopes and
fears, and the spiritual resources they can rely on, both in
themselves and within their families and communities18.

Description of the chaplain’s activities: support
extending to patients’ families

More than 30% of the articles mention chaplains pro-
viding support for patients’ families3,4,10,11,14,17,18,23,24,26,

28,30,41,42,44,47,49.
A chaplain's work does not focus on the patient alone,

but extends to the patient's family too with a view to im-
proving the quality of life of the family system as a
whole. In this sense, it is important to consider the
problems that develop, for instance, when relatives re-
fuse to tell patients the truth about their diagnosis, or
when ethical issues arise in cases of therapeutic obsti-
nacy, when relatives demand further treatments. Chap-
lains can help patients’ families prepare themselves for
the death of their relative, or help physicians give pa-
tients and their families bad news.

Spiritual care therefore also includes a patient's fami-
ly, and this poses problems relating to the availability of
resources, and the frequency and duration of the chap-
lain’s visits to the patient's relatives.

Importance is attributed to the subject of the tools to
use in assessing patients and the service to provide for
patients’ families, particularly as concerns families cop-
ing with bereavement and how long the service should
be provided following the loss of a loved one18,41.

Relationship with the hospital organization

Regarding the relationship between the figure of the
chaplain and the organization where he works4,5,8,12,14,

15,19,20,23,24,26,30,31,37,38,40,49, some issues were frequently
discussed:
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sically on scientific evidence, so they too cannot escape
the need to demonstrate the efficacy of their actions. Tak-
ing a scientific perspective may help to clarify certain pri-
ority issues, for instance, how to integrate spirituality in
health treatment; how to acquire more adequate research
tools and assessment methods; how to validate the tools
used to investigate a patient’s spiritual needs and how well
these needs are met; how to describe the nature of spiri-
tual care and identify the biological mechanisms of action
of spirituality on a person’s health.

One of the solutions proposed to orient chaplains to-
wards a more scientific approach concerns the training
of future professionals and would involve enriching
their training curricula, establishing broader-based re-
search groups, and facilitating exchanges of opinions
between colleagues on research issues.

On the whole, there is a move towards a pastoral care
configured as an activity with clear objectives, a compre-
hensible methodology and shared procedures. Modern
educational schemes will be needed to train religious op-
erators also on issues relating to scientific research.

Ample space in the scientific literature is dedicated to
the relationship between different cultures and reli-
gious faiths, a topical issue in our modern world char-
acterized by migratory phenomena and globalization.
This imposes the need to found spiritual debate on the
opportunity to exchange views with everyone, irrespec-
tive of the confession to which they belong, to ensure
freedom of religion and free access to religious support,
and the need to avoid dangerous divisions and con-
trasts on the basis of belief. Some authors suggest to go
beyond the traditional model of the chaplain con-
cerned almost exclusively with the faithful of his own
religion, and to develop a model capable of helping
people oriented towards different faiths and cultures,
and also towards beliefs founded not on religious
grounds9,39. In a multicultural society, mechanisms and
protocols are needed to guarantee the multireligious
and interconfessional nature of the spiritual care pro-
vided in hospitals, with the attention and respect con-
templated, among other things, in the Nostra Aetate
Declaration during the Second Vatican Council on the
matter of the Catholic Church’s relationships with non-
Christian religions50.

Most of the literature examined concerns the chap-
lain’s relationship with public health operators: in a
modern perspective the chaplain is increasingly identi-
fied as part of the multidisciplinary team, but the chap-
lain’s effective cooperation with the other professional
figures in the hospital and his involvement in the inter-
disciplinary and multidisciplinary patient care team
still meet with some obstacles. These include a limited
awareness within the hospital setting of the specific
training that hospital chaplains receive, which qualifies
them to operate in this particular environment.

Improving the exchange of views between the chap-
lains and other public health operators could have a

considerable benefit in terms of facilitating their coop-
eration, making sure that the know-how and methods
on which spiritual care is founded are clear and com-
prehensible.

The referral to spiritual care is an important topic.
There are differences between the various professions
and between genders in terms of the number of patients
referred to the chaplain by the different public health
operators (nursing staff are more likely to be female and
more religious than other public healthcare profession-
als, and they are more likely than physicians to refer pa-
tients to a chaplain).

It would clearly be useful for staff members to ex-
change their views on how and when patients should be
referred to a chaplain to deal with their spiritual needs.
It would be advisable to develop standard protocols for
referring patients to the chaplain.

The topic of the limited numbers of patients referred for
pastoral care by some public health figures is linked to the
issue concerning the acknowledgment and consideration
of the chaplain's role by other professionals and the di-
rectors responsible for the various hospital departments.
Differences are reported in how department directors see
the importance of the chaplain's role: many chief physi-
cians of medical disciplines have less consideration for
the role of the chaplain than the directors of other disci-
plines. Especially in hospitals with a limited number of
beds, these physicians often see the chaplain’s activities in
traditional terms (to celebrate religious rites), while they
rarely acknowledge the chaplain's role on a hierarchically
higher level. For instance, they often do not know that
hospital chaplains receive certified specific training and
therefore underestimate their qualifications to provide
pastoral care in this setting. The chaplain is rarely consid-
ered as part of the patient treatment team, or a person to
include in any interdisciplinary exchange of views. A pos-
sible solution to this problem would be to facilitate the
chaplain’s communications with the other professionals
and ensure that they provide clear and complete infor-
mation on their expertise, training and role10.

The chaplain’s job is not limited to providing spiritual
care for patients and their families, but may extend to
supporting the hospital staff in relation to spiritual issues
that can affect the work of other public health operators.

The chaplain may also have a part to play in balancing
questions of ethics and faith, or serving as an interme-
diary, or as a bridge in communications between physi-
cians and their patients or the patients’ relatives13.
Chaplains should never substitute other healthcare pro-
fessionals, interfere with the physicians, or invade the
spaces occupied by other professional figures. It is es-
sential that they never step over the boundaries with
other disciplines: chaplains need to be able to clearly
describe the range of their actions and respect the lim-
its on their activities.

None of the articles examined took into consideration
the relations between chaplains and psychologists, possi-



bly because all the papers analyzed were drawn from pub-
lications in the medical sector. It was consequently diffi-
cult to see any clear distinction between the role of these
two figures in articles that mention patients being referred
to the chaplain for problems relating to the emotional
sphere where no psychologist was available, or referrals
motivated by symptoms of anxiety or depression. It might
be useful in the future to delineate the relationship that
exists between psychological care and spiritual care44.

Whether chaplains are part of the treatment team or not
leads to the question of whether or not they are entitled to
access a patient’s clinical files and, if so, under what cir-
cumstances (to get to know the patient, to record infor-
mation, to compile parallel documents, and so on).

There is some debate concerning the various aspects
of patient assessment, the tools to use (more or less in-
depth questionnaires or informal records, that may or
may not be attached to a patient's personal and social
details), and who should conduct the assessment –
whether this should be the responsibility of the chap-
lain or other personnel. This topic is amply discussed in
the literature considered, which raises questions of pri-
vacy, the right to confidentiality, and the patient's right
to express their consent on the matter of spiritual care.

A hospital chaplain’s main activities therefore depend
on the public health setting in which they operate and
may include identifying and assessing patients’ needs
(their spiritual, religious and cultural demands, the
preferences dictated by their beliefs and religious cus-
toms) and their expectations in relation to various fac-
tors (e.g., depending on a patient’s age and gender,
whether they may expect a spontaneous visit from the
chaplain or prefer this to be available on request, or they
may simply want to be told how to request a visit from
the chaplain should they feel the need). Reference is
made to documents produced by the chaplain to com-
municate with the public, publications to illustrate the
services available on matters of spiritual care, and gen-
eral guidelines and protocols for operating in an inter-
confessional context. On the issue of patient assess-
ment, some publications discuss whether the best tim-
ing for this activity is on admission or during the hospi-
tal stay, once a therapeutic alliance has been estab-
lished, and which other professional figures should be
involved in this assessment.

Modern hospitals that strive to provide solutions to
the numerous, multifaceted demands of their patients
may discover an additional resource in the figure of to-
day’s hospital chaplain. There are many variables to
consider with a view to organizing a chaplaincy service
adequately, including an in-depth analysis of the orga-
nization’s objectives and mission (e.g., whether it in-
cludes intensive care units or hospices, or institutions
dedicated exclusively to treating oncological diseases).
The publications reviewed mention the importance of
thoroughly examining the criteria for measuring pro-
ductivity and the hospital’s organization chart. In fact,

modern administrations also demand that chaplains
justify their operations. Importance is attributed to the
sizing and structure of the chaplaincy, i.e., the ratio of
chaplains to patients, the size of the hospital, the hospi-
tal’s religious affiliation, the presence of a cancer ward,
and the location of the hospital.

The chaplains’ professional qualifications are impor-
tant too, as are the contracts governing their employ-
ment as professionals, rather than relying on voluntary
workers and consequently being able to impose fewer
demands on their relevant training.

The scientific literature analyzed in this review pro-
vides evidence of the need for the hospital chaplain’s
role to combine traditional and modern working prac-
tices (ethical consulting, emotional support, the ability
to listen, making sense of and giving meaning to dis-
ease, training activities) as part of their relations with
the scientific world, the hospital organization and the
various religious confessions.

The chaplain’s work is documented differently in dif-
ferent countries. Most of the studies were published in
the United States and the United Kingdom, while our
search among journals with an impact factor in the
medical sector identified no such studies on the situa-
tion in Italy, which would be worth investigating. It
seems feasible to claim that a scientific approach, suit-
able training, and standards regulating both the ethical
concerns and the working procedures are the right
building blocks for the modernization and professional-
ization of the figure of the hospital chaplain.

Examples of the chaplain’s integration in the interna-
tional hospital scenario, and in other complex settings too
(such as – oddly enough – the United States Army, where
there is even a Field Manual on the provision of religious
support), offer important prospects for further analysis.
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