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Recent trends in social research Indiecate a decline in church attendance and a
corresponding increased interest in spivituality. With the aging of the population,
attention w end of life care, with its corresponding spirilual concerns and dis-
tress, has become a prominent issue, Spivitual distress can be difficule o distin-
guish from psychological and physical distress and indicates the need for
differential diagnostic markers to distinguish between genuine spivitual experi-
ence and psychosis related 1o the physical death process. Further, for hospice
patients who are in genuine need of amelioration through pharmacologic sup-
pression, the question of when and how to medicate becomes paramount as the
distinction between spiritual process and physchosis becomes less evident. This
article is an exploratory atempt to encourage dialogue across interdisciplinany
lines and foster participation from alternative therapies representing the spirim-
al context of the patient. Anecdotal data from hospice professionals representing
a variety of disciplines ave presented to illustrate and emphasize the need For con-
tinued dialogue and research in this impoctant area.
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vidual life of humanity has been a dmeless debate among many dis-

ciplines, with medicine as no exception, Though the critical
relevance that religion and spirituality may have in the experience of illness
is well known, their recognition as an integral thread in the tapesiry of hos
pice care has received renewed appreciation.

Most researchers agree that religion and spirituality, though similar in
scope, exhibit some important distinctions. Religion is often viewed as the
communal and ritualized experience of one’s internal beliefs characterized
by the creeds and dogmas of a particular faith. Spirituality, on the other
hand, is conceived as one’s personal and intimate relationship with the
transcendent.' Such a relationship may connect to a Higher Power and,/or

r I Yhe importance of religion and spirituality in the collective ane indi-
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to the divine within one'’s everyday activities and personal relationships.
Furilermore, (O'Connor® asserts that an individual experiencing distress in
his o her search for meaning may or may not be affiliated with an orga-
nire <t religion. : 5 i

1ie findings of Zinnbauer and Wuthnow (as cited in Wink®) suggest
tha (he search for meaning, particularly by baby boomers, has lead to an
increase in the exploration of alternative avenues of spiritual expression
thiae xist outside of the confines of a particular religion or denomination.*
Suct interest is not limited 1o the United States. BBC writer and broad-
caster Alison Leonard® reported a recent survey that documented the
decline in church attendance in the Church of England by five percent in
the st decade, However, in this same period, she notes that “the propor-
tion of people believing they had a soul went up by five per ccn_t."“

| his current movement away from organized religion is evidenced at
Hespice of the Chesapeake, in Millersville, Maryland, where more than
fifiv nercent of referred patients in Anne Arundel County, though report-
ing o« particular denomination or religion, are not and ha‘I.'E not been affil-
iat= with a religious community for an extensive period of time. Yet
concurrently, referrals for spiritual care services continue to climb. Many
paiicns, in seeking spiritual care, report an inili_':tl i}ES!tﬂl‘lE}' to access spir-
itval support based on perceived feelings r_rl' guilt linked 1o a lack of con-
sistent participation in a religious community. 1 .

The continvance to search for meaning and understanding outside the
renlis of tradition hias also found its way into the hallowed halls of science,
Mos: recently, the importance of the exploration of allel‘naﬂ'l.-'er forms of
heating was the subject of the current issue of T1J]c Hﬁrvanrl Mﬂgc_uam, whqse
coves story was a report on the benefits and incorporation of alternative
ther.pies in medicine. Herbal remedies, relaxation, guided imagery, Reiki,
and acupuncture are alternative therapies that were demonstrated as effec-
tive i studies conducted by the National Institutes of Health, The results
have proved so promising that prestigious medical sc!‘mul& 5ur_'rh us I‘lﬂ:‘t'ﬂt"d
are including 1hese interventions as part of the required curriculum.” The
waditional medical model, which views its primary goal as symptom 'dHL:"Fj-
ation: after the manifestation of disease, is being challenged by alternative
strai=gies in which therapies are administered proactively with the purpose
of supporting the body's immune system, thereby encouraging a systemic
response to promote health and balance, . .

[romically, this broadening of the view in . r_ned:cmc has found a
spolcsman in hospice and palliative care physician, lra B}’c:r:k a_nr:l his
mode]l of Personhood” that describes what many other disciplines in hos-
pice care have long since known—the dying process is an experience that

Micheel O'Conner, “Spiritsal Dark Night and Psychological Depression: Some Comparisons
And Considerations,” The fournal of Cownseling and Vilues, 2002, Vol. 46, ]':lﬂ. 2 pp- 13?:-|*1-3;-
Paul Wink. “Adedressing End-of-Life Issues: Spirimality and Inper Life,” Generetions, 1999, Vol.
23, o, 1, pp. 7630,
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Leonard, Livisg in Godless Times (Edinburgh, Scotland; Floris Press, 2001).
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Poonck, “The MNature of Suffering and the Nature of Opportunity at the End of Life,” Clise-

is both fundamentally and uniquely personal. The fact that a physician had
to legitimatize the view of patients as composed of mind, body and spirit
underscores how exclusionary the medical model has been to alternztive
and complementary voices,

Byock maintains that people at the end of life are also facing a develop-
mental crisis, one in which certain tasks are in need of completion as they
progress through the dying process. Consequently, the dying process is
another, albeit a final, developmental stage in the Journey through the
lifespan.” Such a developmental view encourages medical providers to
regard the dying person and his or her contextual environment as a uni-
fied whole rather than a conglomeration of separate and distinct symploms
solely in need of pharmacological palliation.

Accordingly, Byock mentions that the tacit acceptance in the practice of
medicine in viewing the totality of the person remains overshadowed by the
Cartesian philosophy of the separation of body and mind, a concepr
entrenched within clinical training models. Consequently, the origins of
suffering as viewed primarily as a physical manifestation is borne out in the
medical and nursing curricula in which the treatment of distress of the
dying from sources other than the physical domain is noticeably absen:."

In asserting the integrity of the total person in the dying process, it
seems self-evident to consider other possible origins of distress as well as
the physical symptoms. Most recently, Grof and Grof," introduced the term
“spiritual emergency” for those experiences of distress characterized by
acute psychological crises that have no organic etiology. They maintain that
such experiences are often characterized by the presence of SYINptoms
commonly attributed to psychological disturbances such as altered states of
consciousness, hallucinations, anxiety, and depression, and as such are sul-
sequently medicated. Similarly, the work of Lukoff® and Perry™ suggests
that such suppressive interventions in instances of tue spiritnal emergen-
cies do not lead to a peaceful amelioration of the experience, but in fact,
may preclude an individual's access to the deeper spiritual tiths ember-
ded in the experience. Such a position does not blindly generalize to all
instances of spiritual distress, but rather points toward the necessity of con-
tinued dialogue across all disciplines when dealing with growing awareness

of such phenomena,

The presence of distress is not unknown in both Fastern and Western
spirituality. Eastern spirituality makes note of the inherent value of struggle
as a means 1o achieve illumination. In Buddhism suffering is viewed as =
natural and expected occurrence in human life. In a similar fashion, both
Christian and Jewish mystics have written of inexplicable suffering that in
time gave way to deeper spiritual understanding. The most notable exan-
ple is St. John of the Cross, who authored the phrase, “dark night of the
soul” to capture his spiritual experience bereft of the familiar and known

“fhid,, p, 247,

"ibid., p. 237

"Christing and Stanislov Grof (Eds,), Spiritual Emergeney (Los Angeles, CA: Tarcher Pres,
1954,

“David Lukodt, Franeis Lu, & Robent Turner, “From Spiriwal Emergency 1o Spiricual Problem:
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Sopoma.edw/ psychalogy,/ os2db, TukoffL hanl, 2000, pp, 1-23,

HJubin Pervy, Tiiads of the Vistonary Mind (Albany, WY Sony Press, 1999),
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to God.™ In his classic work, The Varieties of Religious Experi-
ntiates hetween two variations of spirituality. The
' is characterized as “an expression of the "once
bt type of consciousness, developing SH’:IEH:]I[ and natural, le%hm) ;lel;
ment of morhid compunction or crisis.”” I'he second type, g ic
Soul.” encompasses those experiences ch:a_racteqzcd_b}r urgent w;m .:].:111?1%
anel cndless questions in which the individual is often in e anc Dh
state. lames concludes that it is the experience of the sick soul t.h:ar, is t e
more evolved process of the two and a necessary component of a mean-
ingfu spiritual journey:
ll'i[',li_: :I?:I:::rum?m!ht l.|.ll'|-l}]r'll.‘.‘-il|1.|'|‘lf‘-!'l'liiTldBl'|Tll'.55 I

it1 = because the evil facts which it refuses positively to account forare a gonuine

o dion of reality; and they may after all be the best key (o I|%: £ sng:l':lficuncr, and
po #ibly the only openers of our eyes ¢ the deepest levels of Ltrmh, ; s

T1. inclusion of spirituality in the debate concerning patent com orf
seerr - a namral and needed development. Furthermore, the recognition o
spivitval distress in the psychological domain has gained renev?:d lﬂT{:II'Ci:;.'
The elationship between schizophrenia and altered states o cnm&c;xl
ness such as exhibited in spiritual distress, has a long and documented his-

torv, tiffler” cites the focus of this relationship in the work of Arieti, James,

A and Zaehner, to name a few. Stiffler follows wi‘Lh a summary
i vy o 1 illness and spiritual/mystical

of Buckley's findings, noting why menta
expe: ences are often inextricably linked:

ways of relating
erce, William Jaines differe
firse, healthyanindedness,’

is inadequate as a philosophical doc-

Hoth accounts report a feeling of being ransparted to another realm along
vith a heightened sense of awareness.
1.1 Loss of sell-object houndaries are obse
¢ | Both share a distortion of ume sense.
(.1 Perceptual changes are observed in both.

wditory and visual hallucinations are observed in bpth. =
in light is common to both.

el ¥

rved in mysticism and psychosis.

€.
{1 The sensation of seeing or being enveloped

The ence of such symptoms as potentially indicative of a ._spjrltu_ai or
rell1_:||: ;upsrl:e:-ubh-.m. has 1'13}1':](::'“13- been mFugnized I:Is}' the inclusion ;if I‘t:}::;
g‘lu;_-w spiritual problem in the Diagnostic and Statistical Manual of F:::. o
Disoreiers (DSM-1V). The impetus for this new diagnostic category came :
the 1 mspersonal domain of psychology that has pmm::lzred ﬂtﬂzs.wﬁ wzr

on the presence and resolution of spln_tuul emergencies. Specifica IF'~ e
Spiritual Emergence Network was established to improve professional com-

petence and comfort in the areas of religious and spiritual problems." [
| loff et.al vites Shafranske & Maloney's 1990 survey of APA psycho u;
gists of whom 60% reported that “clients often expressed their pers_on::s
experiences in religious language and that at least 1 in 6 of I:hf&rﬁpalum :
presented issues which directly involve religion or spirituality. recen
WO Conmor, i el pe 157 5 , ' %
illiam James, The Virdeties of Religious Experience (New York, NY: Peng
Qrignl work puh'hﬁln:l:l in 1902,
wihid e 16 :
'I\::l--.l I'.J]'Lﬁ.;;l.-ilﬂcr, Slysticism and Madness: A Discriminant Analysis,” (Unpublished doctoral
disses 1 tion, Loyols College in Maryland, 1992).

uin Books, 1982), p. B,

" Ihid.. g 47.
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article in the fournal of the American Medical Association discussed the impaor-
tance of religion and spirituality in the decision making process of
patients, including those decisions that focused on lifesustaining inter-
ventions. Further, the article stressed the necessity of physician sensitvity
and awareness of the religious and spiritual concerns of their patients.”

This recent increase in interest in the study of spirituality can also be
seen in the hospice movement which has perennially recognized the
importance of spiritual concerns in its care of the terminally ill. Despite its
long and rich history, the concept of hospice care remains largely misun-
derstood by the general public. Many are surprisingly unaware of the
breadth and depth of services available and of the philosophy itself, which
secks to value the quality of the person's life. Not surprisingly, it is such
quality that has been shown to correlate with quantity. In other words,
those who are referred earlier in their illness often survive longer than
original projections at time of referral. ;

The alleviation of pain has come to the forefront as the critical issue fac-
ing hospice in its mission to continue to offer symptom management in the
context of a compassionate and comprehensive approach. As attention has
continued to focus on this critical issue, the hospice movement itself has
grown to understand that the issue of pain is not unidimensional. In other
words, it is not simply a matter of suppressing symptoms with medication
that completely addresses the issues of distress, but the willingness to view
distress from other vantage points including the domain of spiritual care.
As the dialogue has widened, spiritual distress, a viable source of pain in its
own right, has received much-deserved attention. Furthermore, the grow-
ing awareness and movement to incorporate alternative therapies and
approaches to illness opens the dialogue for the interplay of medicine and
spirituality as they attempt to come to grips with incidences in which spiri-
tual distress and psychosis are difficult to distinguish,

In an attempt to help distinguish spiritual distress from depression,
O’'Connor® has offered his opinion that despite the similarity shared by
“dark night" and unipolar depression in the experience of loss, they fre-
quently exhibit differing criteria. He further contends that it is the presence
of impairment in social, occupational and academic function as the key
diagnostic marker that makes a differential diagnosis possible, His model
works well with those who are genuinely healthy apart from psvchological
disturbances. However, his model loses applicability when applied to dying
persons who are face to face with myriad losses often oceurring simul tane-
ously. Furthermore, for hospice patients, impairments in social, occupa-
tional, and academic functioning are natural givens in illness progression.

In likewise fashion, the works of Grof, Lukeff, and Perry have collec-
tively described in-depth the process of dealing with spiritual distress sug-
gesting that actions which support rather than suppress the event, under
the right circumstances, will inevitably and nawurally foster resolution.
Such actions include ruling out organic etiology of symptoms, suspension
of suppressive nedication, ensuring a supportive environment, caregivers

“Bernard Lo, of al, “Discussing Religious and Spivical Issues at the End of Lile: A Practical
Guicle for Physicians,” foermal of the American Medical Association, 2002, Vol. 287, No. 6 pp. 745
54,

O Connor, of. cif., p. 140
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know | =dgeable in the field of nonordinary states of cup&cinusnm, um.‘lll the_
inveloement of family and significant others. Interestingly, these findings
stern rom research conducted with persons whose physical health is not
s omised,
= Illln:ﬂr these recommendations, David I..ukﬂil'l", in a March_lfi. 2002
pho “conversation, admits that his own research into spiritual distress @a.s.
limire 1 applicability to dying persons and agrees that m{:re fzxtem.Fwe
reseaich is needed to help document and r.'llnnt}- this important area. | or
hospice patients, the process of spiritual distress as well as appropriate

inter: ~ntions remains the focus of developing research.

Case Studies

For 1112 purposes of this article, anecdotal research will be P'ﬂfenﬁd fmrg_
the +ntage point of four hospice pmf?ssu_mals. Eachiptml"easfnna rx::t}l:r_
senis an individual who has atained significant proficiency and :v,lrl_n !r;
their area of expertise, Collectively, they also represent uvcr_t.wentyfj_,earst hue
hospic e experience. The respondents were asked to assess distress from th
viev oints of their respective disciplines. Despite the myriad dlffen::l;_ces. in
their backgrounds and training, Lremcntllnus ulw_:rlap c‘_‘"m. when distress
prese nes from sumething other than and in addition to |_)I1}rsacal symptoms.
Furd)or, their reflections underscore the importance of an equal interdis-
ciplivary intervention schema that is not necessarily pharrnaca_:t_u_mully driv-
en wle=n dealing with issues of distress for those at the end of hi:f,

Tl first case study is drawn from the author's personal experience as a
hospice chaplain. The patient was a m:lm-icd, 511chssfu1 CIIT.I'EP[EI.II‘:UT w]}:p
was < agnosed with an inoperable brain tumor eight pxm:mha: prior ;Loﬂis
admission to hospice. The patient had no prior psychiatric history. At the
time of his admission the patient was aphasic and spoke in short cryptic
senleces. He was clearly frustrated with his growing inability to communi-
cate, s time went on, he became increasingly :{nnﬂ}'ec_l, angry, and agitat-
ed-—ualities that were markedly different from his usual easygoing
personality, The patient began to report hallucinations in whfch hﬁ.’fw a
bright light and felt an -:mzrwhelmmg presence of love that, Enrml'- (;:1 (Illlll'-
rent - ondition, was difficult for him to describe. On one Ea_rucul,arl av he
becane sa combative and agitated that his primary physician decsc}e:li to
hospicalize him and medically suppress his symptoms. The p.xnen"lc
returved home afler a week quite annoyed that his hallucinations an
ensuing expericnce were being relativized to the presence of an inopera-

LT, ) :
bltl I' 1;-;:1 my visits by attempting to establish a rellat.iuns.lup qu trust :tth
the ratent. Consequently, when 1 encouraged .hl's exploration of these
“halicinations” he freely shared his story despite the obvious language
consraints secondary to his illness. Though he did exhibit personality
ahne malities characteristic of brninl trauma, his experience was ﬁ:}:‘d ‘I-'l-"l-té‘l
deey spiritnal and personal meaning, that when shared al}dd irme
brov-ht him peace and resolution, A.-a cm_mr}ucd attention and encour
ager=nt were offered to the patient his agitation u".d annugﬁan::e dls.;lp:ll-
ed o the point that he was able to focus on his description -;;:r : hl e
expe ience and thus became noticeably lmpquﬂ. It was in lh.m time of 5 .JI;
ine i1 which 1 discovered that what this patient had been trying to deh.i;‘}..e
was his experience of :ipirltuul emergence, not the side effects of medica-

tion nor the symptoms of organic brain disease.

These changes in the patient did not go unnoticed by the family who,
when the patient was actively dying, opted to call for me to support the pro-
cess, Medications were suspended as the Funily gathered at the bedside of
the patient who was unresponsive, breathing slowly and shallowly, but not
exhibiting any visible signs of distress. When assembled, the family was
encouraged to share their favorite qualities, reflections, and stories about
the patient. I positioned myself at the head of the patient's bed and gently
suppurmd his head in my hands. As stories were shared, tears flowed, fol-
lowed by bouts of laughter as well as periods of silence punctuated only by
brief sighs signaling emotions too deep for words. As this process pro-
gressed, | became aware of the decreasing breath sounds of the patient and
gently informed the family. After their sharing each member verbally
offered their gratitude and love to the patient for his impact and contri-
bution to their lives. A final blessing followed this time of sharing in which
I incorporated the integral symbols present in the patient's spiritual expe.
rience as well as the family's reflections. In other words, the presence of
light and love as well as the words of the family members were folded
together in a seamless prayer of gratitude and remembrance. At the con-
clusion of the prayer the patient took a final sigh and gently left his body.

What was unknown to me at the time of the patient’s death was the fam-
ily's perception of what had wranspired. In their description of the moment
of death they stated that they felt as though I had “pulled his spirit from his
body”; in essence they viewed me as a spiritnal midwife who facilitated the
transition of the patient's spirit from this life to the next. Without spiritual
support this patient's experience may have been unnecessarily suppressed
and his peaceful death averted within a conventional medical model
approach.

Katherine James Klemstine, a hospice chaplain and a Reiki master,
offers the second case study (K. J. Klemstine, personal communication,
April 5, 2002), According to Klemstine, Reiki is a technique of gentle touch
that promotes relaxation and spiritual connection by balancing the flow of
life force through the body. The patient was a 67-year-old female diagnosed
with inoperable lung cancer, Like the first case study, the patient had no
prior psychiatric history. During the last three weeks of her life, she became
extremely anxious and Fearful and refused to sleep in her bed, Despite her
declining condition and her family’s repeated attempis to put her inwo bed,
the patient continued to struggle to free herself. The prescribed medica-
tions ‘were only slightly effective in addressing her agitation, restlessness,
and insomnia.

Dwuring a visit, the patient informed the chaplain that she had witnessed
her deceased father standing at her bedside. He was smiling at her and
motioning for her to come with him. Although many hospice patients
would welcome such an apparition, this visitation exacerbated the parient’s
distress due to her memories of sexual abuse incurred by this relatve.
Weak, helpless, and alone in her bed, the patient experienced a retrauma-
tization of her prior abuse. Coupled with the trauma were the patient's feel-
ings of deep hatred for her father that she carried most of her life, ofien
wishing him dead. The patient confided to the chaplain her feclings of
hatred and rage that were now inextricably linked with guilt, as she
remained unable to forgive her father.
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& patient was also concerned about her own worthiness and fele her
acceotance to heaven in jeopardy. Because of her father’s abuse, the
it nt surmised that he had already been consigned to hell. Consequent-
by 02 interpreted his appearance as her invitation to join him there. In
orid o to offer support to the patient, the chaplain decided to offer a guid-
ed oagery meditation. The patient was provided with a brief introduction
and explanation of the process. In the guided imagery, the chaplain ut-
lizeod images that were comforting to the patient such as Jesus and Mother
M. who were visualized as protecting her and guiding her sately to heaw-
en. Dwring the meditation, as the patient’s hand was held, the chaplain
app = gentle pressure to Spiric Gate and Inner Gate, accupressure points
locsicod on the patent’s forearm and hand to increase relaxation and pro-
wiors spiritual connection.

i+ addition w the established pharmacological support, the patient was
encoaraged to utilize the meditation when she felt afraid and anxious. The
chaplain also provided the family with instroctions for both the meditation
an-l the accupressure points in order to facilitate their ability to provide
cowiart and support to the patient during her times of distress, As time
wen on, the patient's distress dissipated as well as the apparition of her
fathe r, which was replaced by visitations from her deceased mother and sis-
ter - hiose presence increased the patient's sense of wellbeing as well as her
conidence that she would safely reach heaven,

‘i the time of the parient's death, which occurred while she was slccp-
ing, cer hushand reported that he experienced a feeling of peace and joy.,
When he promptly returned 1o her bedside he discovered that his feelings
were confirmed, His wife had died peacefully in her sleep, just as she had
wizhed, Her husband expressed deep gratitude for the spiritual care his
wite received in the course of her illness.

Fostorical precedent concerning distressing hallucinations might have
guiced the presentation of these symptoms in an entirely different direc-
tion Stiffler reports the presence of visions, auditory experiences, shifts in
affiocr, mood, concentration, sleeping energy, and eating habits, common-
lv reported in a variety of mystical training programs have traditionally
bee viewed @i pathological, He cites the "storms of Makyo™ in Zen Bud-
dhivr, which occurs on the third or fourth day of intense meditation as a
time in which the past residue of one's life rises to the surface often caus-
ing Jistress,® Similarly Newberg, D'Aquili, & Rause, in Why Ged Won't Go
Away report the 1997 research of Saver and Rabin in which they compared
the r=ligious hallucinations caused by schizophrenia and other psychotic
state s with experiences of those with culturally accepted beliefs.® They con-
clilod that mystics reported their hallucinations as positive and affirming
while psychotics reported their experiences as frightening and distressing.®

“rother pesspective is offered by Laura G, Brown, a Certified Hospice
and [alliative Care Registered Nurse and a member of the American Pain
Sacicty, who states that nursing as a discipline traditionally focuses on phys-
icel svmptom management and assessment of emotional status (L. G,
Bere n, personal communication, April 8, 2002). However, she believes that

i en, o it . 52
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the assessment for signs of spiritual distress and suffering, though 2 crucia)
piece of the assessment picture, is often overlooked or minimized. At othe:
times, Brown maintains, the presentation of spiritual distress is straighfor-
ward. The patient may make statements such as, * [ don’t know how God
could let this happen” or “I've prayed and prayed and God has noo
answered my prayers.” At other times the Person’s statements may be mors
general. A person may mike a statement such as * I've always lived right.
Why did this happen to me?" or “I just don't know how to deal with this."
These statements, according to Brown, indicate that a person is trying t.{:-
grapple with a bigger picture and suggest that spiritual needs exist
_ Brown also notes that those who might seem the least likely to wa:nl Spir-
itual care support often derive the most benefit. She maintains that the Em
groups of people that need to be closely assessed are the strongly rf‘}igiﬂu;i
and the non-religious. Although strongly religious people derive grea.:
Eumforlt from their respective religious traditions during terminal illness,
rown in her experience has found that some patients who have heen very
strongly grounded in their tradition struggle spiritually when they are not
healed, have intractable discomfort, or feel as though God has no
responded or responded in ways outside of their expectations, Conse-
quently, such persons often feel adrift and may require additional spiritw
al support to facilitate exploration of new ways to connect in a spiritually
meaningtul way. ;
According to Brown, non-religious people in her hospice program fre-
quently Elechne spiritual care as initially irrelevant. However, she reports
that as dxseus,ie progresses and the patient grapples with issues such as the
meaning of life, when assessing his or her own, may not have an adequate
framework to address these concerns. Brown asserts that the process in
which a gentle intmdyctiun to spiritual care is presented as grﬁ;mnds for
:‘ngﬁnﬂii:rplomuUﬂ rather than religious conversion has been the
She cites two examples from her experience. The first involved a paticnt
who described herself as “agnostic,” but over the months hospice cared for
her began struggling to come to terms with her life. Although following a
pre&a.::nbcd drug regimen that included anti-anxiety agents, the patient
continued to exhibit signs of distress. Recognizing the sm;ggh; Brown
offered spiritual care at which point the patient declined. When she man-
fgcd to convince the patient that the spiritual care team was not c aming to
convert” her, but to support her in exploring questions about her life, she
agreed to a visit. Over several months the patient continued to have “:e::k’.-
ly visits from the chaplain and revealed how some past religious experi-
ences were painful for her. According to Brown, the patient ultimately
derived "great spiritual comfort” as she identified and grew in her own spir-
ituality. Together, she and the chaplain planned her memorial service
which reflected all of her growth during this time. I
The second case involved a patient who was highly anxious despite
months of attempts by his physician to medicate his anxiety. During her
assessment Brown asked the patient what he was most afraid of  The
patient revealed that he was Catholic and had not been to confcss.':';:-n in
over ﬂf‘t}f years, He was terrified that God would punish him after his death
bt prior to Brown, had not revealed this important fact to anvone. Dni}:
after spiritual care contacted a very compassionate priest who came and






