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Introduction  
 
 
 I am the youngest child from a loving and generous family, where ritual was 

important not only every Sunday but also in our daily lives. I generally do not remember 

many details about my childhood, and I do not think it necessary or useful, at this point 

in my life, to intricately retrace my history in this paper. What I plan to focus on are ways 

that I can continue to explore how I can heal in the present moment. I have benefitted 

from the combined support of my Buddhist practice, therapy, and my own study of 

attachment theory. I see these strategies working together to form a more holistic 

support system. It is because of this, because of what I have learned and the joy I have 

felt, through Buddhism and through attachment theory, that I want to share it with 

others.  

 I am not sure how I was introduced to attachment theory, but I cannot forget the 

experience of embodying attachment theory when a former partner and I were seeing a 

couple’s therapist. I was able to explore different parts of my attachment history in new 

ways that I had never been able to access in individual therapy. In that space I was 

forced to reckon with some of my deepest fears and then take them back to my 

individual therapist to learn the vocabulary of attachment theory and to learn new ways 

for me to grow, receive support, and find emotional regulation (another way to name it 

as the ability to respond to others with a range of emotions.) Shortly after this time 

period, I was doing a year-long residency in chaplaincy where I couldn’t help but apply 

these ideas to both my peer group and also to ways of thinking about working with care 

seekers.     
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During this residency, I wrote about attachment in my story theology, each self-

evaluation, spoke about it in group, and asked my supervisors and presenters about its 

similarities to other theories. I spoke about it so much that a colleague of mine (not in 

my peer group) printed out a photo of John Bowlby (the developer of attachment theory) 

for my cubicle. I believe that part of this integration is to continue studying and thinking 

about (often through writing) attachment theory so that I can share with others my 

passion and so that more of us can use this in the clinical context.  

While I was training to be a chaplain for one and a half years in Chicago, I often 

struggled to articulate what my orienting frameworks were. I was raised Catholic and 

converted to Buddhism a decade ago. I have an MSW and worked as a social worker 

for many years. To say that I am a Buddhist chaplain feels limiting. I am much more 

than just a Buddhist. (Though this is not a focus of my paper there are connections 

between Buddhism and Attachment Theory.1) I have so many other things that influence 

me and influence how I make decisions. And I believe that all patients that I worked with 

are also much more than the religion they do or don’t identify as. Additionally, I never 

struggled to connect with patients but sporadically the idea that I wasn’t Christian was 

troubling to them. This came up on many occasions when they would tell me that I was 

going to hell, when they tried to pray for me, and when they said that it wasn’t their 

preference, but we all worship the same god.  It was not only these interactions that 

brought tension internally for me. I had several conversations over lunch with a CPE 

educator in training. I told him of shame that I felt for being a convert Buddhist, for the 

 
1 For more information, see: The moderation effect of mindfulness on the relationship 
between adult attachment and wellbeing, Tanya Jane Davis, Mary Morris, Mark Moriarty 
Drake 
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ways in which I was contributing to colonization, and for reasons that are still unknown 

to me. This question is ongoing for me. What I have come to realize is that by 

expanding the way I see my own and others orienting frameworks, the more I am able 

to connect with others, regardless of their religious or spiritual beliefs.  

In this paper, I am interested in applying attachment theory and the therapeutic 

skills it represents to hospital/health2 care chaplaincy because I think it can benefit 

patients and loved ones in the hospital. In addition to impacting patients and loved ones, 

my hope is that it will be useful for hospital chaplains, CPE Certified Educators 

(supervisors of chaplains in training), folks in various forms of ministry, and hospital 

administrators. 

In the first section, I will explain attachment theory, how it can express itself in 

hospital chaplaincy, and focus on tools that will aid chaplains. Here I name one of my 

main commitments and purposes for this work: the importance of connection and 

relationship. 

My second section will explore how chaplains can use these tools in the hospital 

with patients and their loved ones. I will introduce two case examples (Anna and Carrie) 

and use them throughout the next two sections to help explain how attachment theory 

can be used in the hospital. Chaplains play a unique role as they offer spiritual and 

emotional support. Though attachment theory isn’t widely used in hospitals, there is 

great potential. Dansby Olufowote names “attachment change was the result of 

 
2 Although chaplains are not mental health professionals, knowing that there is such a 
lack of mental health resources in general, but especially for people of color, offering a 
start to this relationship is key. Explore this map for more information about shortage 
areas. https://data.hrsa.gov/maps/map-tool/ 
 

https://urldefense.proofpoint.com/v2/url?u=https-3A__data.hrsa.gov_maps_map-2Dtool_&d=DwMFaQ&c=WO-RGvefibhHBZq3fL85hQ&r=VSPB7oRJV6Kha3eMVSrCE223bBEg9b9MICe7PKTsXqM&m=a4wS_fMbarO7CF9MUthkdXqyCXoUnmN1jb8ON2o50ndO0uPLGzpUJpggFeMGSuM6&s=fOptYdAfGIC0vnucSD8wHMgP79F1nFvGfCsQunzBtpk&e=
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intentional effort along with having someone after whom to model self-worth and 

relationships” (496). An example of attachment change would be finding new ways to be 

comfortable with ones’ fears. What would it look like if a chaplain could play this role, 

along with other important relationships in a patient’s life?  Rowe says, “Attachment 

styles are important predictors of the way individuals regulate affect. Individuals learn 

through relationships how and when to attend to their own stress and distress” (1). By 

using the chaplain-patient relationship as a model of security and safety, the patient can 

learn new ways to attend to their own self-regulation. In addition, Milberg clarifies, 

 When exposed to a threat, (actual or symbolic) the attachment system is turned 
 on and the person will feel an urge to search for and re‐establish proximity 

 (actual or symbolic) to an attachment figure. When the goal of feeling secured is 
 achieved, the attachment system is switched off and the person can peacefully   

 

In my third section, I will discuss the ways in which chaplain training can use an 

attachment theory lens. I will explore new possibilities for the future of attachment 

theory while recognizing that white chaplains (like myself) have an important role of 

examining our power within all the systems at play. Adult interpersonal behavior is a 

vital part of training chaplains both as they work in peer group and as they meet with 

patients and families in the clinic. Social psychologist Sara Konrath acknowledges that, 

“Interpersonal connections are so prevalent that some scholars argue that they are the 

core of the human experience” (Baumeister & Leary, 1995; Panksepp, 1998)” (326). 

Additionally, I offer a subsection on death and loss in chaplaincy.  

 

 

I. Attachment Theory 
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My focus in the next section of this paper is to explain the basics of attachment 

theory and begin to gesture towards how it will apply to hospital chaplaincy. Attachment 

theory came as a response to Freudian theory with Bowlby and others claiming the 

importance of emotional support. In my experience spiritual support is not enough. 

Spiritual care is but one aspect of a larger holistic approach to care. Understanding the 

other dimensions of someone’s life as well as understanding what is getting in their way 

allows a caregiver numerous ways to offer care. For an attachment related example, I 

will tell a brief story. I was struggling with a relationship, and we kept experiencing the 

same issue over and over again. I didn’t know what was happening and I didn’t have the 

language to try something else. Once I learned that I was feeling emotionally unsafe 

because of my attachment insecurities of my past, I was able to give myself compassion 

as well as tools to go about the situation in more productive and life giving ways. Mary 

Ainsworth and John Bowlby are credited for their work both individually and 

collaboratively. According to “Bowlby (1982), the presumed biological function of the 

attachment system is to protect a person (especially during infancy and early childhood) 

from danger by assuring that he or she maintains proximity to caring and supportive 

others (who are called attachment figures in the theory)” (p140 Attachment Handbook).  

Here we are thinking of danger from the point of view of an infant. Infants need others to 

take care of them, feed them, love them, etc. Sara Konrath seeks a simple explanation 

of attachment when she says, “Attachment styles refer to the motivational systems 

underlying social relationships that explain differences in how people connect with and 

relate to others. Early attachment theory was predominantly focused on the bonds 
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formed between infants and their caregivers (Bowlby, 1973)” (327).  We have a 

psychological theory that is meant to better understand how we relate to one another. 

Rachael A. Dansby Olufowote, a psychologist and Doctor of Philosophy who studies 

attachment theory says: 

Attachment bonds are relational, as infant and caregiver must be attuned to  
communicate emotions and attachment needs (Parker et al., 2012). Bonds  
will be more or less secure or insecure (anxious/avoidant), depending on  
how available and responsive the caregiver is to the child’s needs (Bowlby,  
1969/1982), consistent with recent conceptualizations of attachment in  
terms of a spectrum, rather than categorically, which implies a person  
could display some level of both secure and insecure attachment beliefs  
and behaviors (e.g., Minde, 2003). Insecure attachment includes multiple  
sub-types of anxious and avoidant attachment (Ainsworth & Bell, 1970),  
which for simplicity we refer to collectively as “insecure attachment.”(2) 

 

Subsection: Attachment Theory and its Expression within Hospital 
Chaplaincy 

 
As we saw above, secure and insecure attachments are a large part of the 

workings of attachment theory. I want to explore the idea of a hospital chaplain 3 as a 

secure attachment. Can a chaplain provide safety and security even for a moment? I 

will use tools from attachment theory to inform our work within healthcare chaplaincy. 

Healthcare chaplains can influence attachment styles in adults both in the moment and 

in the long term. How can we use attachment tools to provide a nurturing, secure, 

 
3 ACPE competencies for Certified Educators “A.33 Provides examples of the use of 
behavioral sciences in spiritual caregiving.” 
APC competencies for Board Certified Chaplains: ITP2 “Incorporate a working 
knowledge of psychological and sociological disciplines and religious beliefs and 
practices in the provision of spiritual care.” 
ITP3 “Incorporate the spiritual and emotional dimensions of human development into 
one’s practice of care.” 
This paper is not suggesting that chaplains perform psychotherapy and instead it 
supports work with therapists outside of the hospital setting. 
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attuned presence? Chaplains can be important connections for patients and families in 

hospital settings. Saunders names that, “alternative support figures are important 

components of earning security” (491). Alternative support figures can manifest as 

friends, colleagues, mentors, etc. and we can have many different support figures. 

Attachment theory has been criticized for being obsessed with an outdated mode of 

family life. Regardless of this, I envision attachment for adults as a way outside of 

heteronormative postures, by which I mean, many people do not attach to biological 

families or through marriage but by other types of loving relationships. 

Connection and relationships are at the center of this thesis. Pat Ogden, 

psychotherapist and creator of the sensorimotor psychotherapy method says, “The felt 

sense of one another that is the essence of all relationships, including...therapist client, 

eludes the confines of verbal description” (21). The connection between a chaplain and 

the patient is very special. Here, we are interested in the ways that a chaplain can 

successfully connect to the other person and how well we can communicate that to 

them. One way to name that is attunement. Erskine defines attunement as: “a 

kinesthetic and emotional sensing of others knowing their rhythm, affect and experience 

by metaphorically being in their skin, and going beyond empathy to create a two-person 

experience of unbroken feeling connectedness by providing a reciprocal affect and/or 

resonating response” (E 1998).  If chaplains can take the time to understand attunement 

and ways that they can offer attunement, the opportunity for healing is boundless. 

Therefore, this message is one of hope and care and based on a belief in the healing 

power of relationships.  
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Although I initially presented attachment almost as a dualistic notion, I would like 

to complicate that here.  Head of Research at Mount Sinai’s Psychiatry Department, 

Robert Maunder says, “It is important to distinguish between changing a person’s 

attachment style from an insecure pattern to a secure pattern versus merely finding 

ways to help a person with an insecure pattern to feel more comfortable more often” 

(238). In other words, given the fact that chaplains often don’t have long term 

relationships with patients, we might not have the opportunity and time to fully change 

someone’s style but instead to offer small tools to feel safer in the moment. This is the 

precise opportunity for a chaplain. Furthermore, to add to Bowlby’s original theory 

Maunder claims that, “patterns of attachment are complex and dynamic social-

psychological phenomena...adults may have more than one attachment relationship and 

may act differently in different attachment circumstances” (241). The hope is never for a 

chaplain to be the only secure attachment but to be a secure attachment, even if only 

momentarily, for a patient.  

 

Besides thinking about another person acting as a secure base for a person, 

there is a concept called security priming (or also known as mental representations of 

security). Psychologist and Scholar, Omri Gillath says, “Security priming entails 

exposing individuals to stimuli designed to activate a sense of love, comfort, and safety. 

Security priming is a social cognitive procedure where mental representations in one's 

memory are triggered” (86). Using this model, if a chaplain exposes a patient to words, 

images, and memories that remind them of attachment security, the patient is able to 

feel safe in that moment. For example, the chaplain and patient can talk about a 
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religious image that is meaningful like a statue of the Virgin Mary or a place of spiritual 

importance like a pilgrimage site. As Gillath says, even memories can be used in this 

way. Exposing one to memories reminds me of a common chaplain tool during end of 

life called a life review. In facilitating a life review with a patient’s loved ones, we ask 

questions about the life of the patient in order to give the loved one’s space to begin to 

make meaning of this person in their lives. Spending time thinking about stories and 

memories that are meaningful brings people closer to their positive attachment 

experiences. 

 
So far, I have been talking about what is called external references, but I would 

like to turn to internal references as a form of security. Here we have spiritual 

references4, archetypes, higher powers, ideals, and even images that represent an 

external reference. We are often taught early on in our chaplaincy training to take note 

of our surroundings once we enter the patient’s room. We take note of smells, sounds, 

body language, but also of photos in their room, religious imagery, etc. What changes in 

our care if we see these items as internal sources of a secure base?  

Another way to look at this is by thinking about one’s strengths. I have seen 

many assessments5 that include strengths as a primary item to take note of when 

visiting a patient and then when charting as a way to communicate to other hospital staff 

what we’ve learned about the patient. These internal resources, these images, give us a 

 
4 Some believers may perceive their religious figure to be ‘sensitive’, ‘available’ and 
‘benevolent’, or model a negative representation of God in which the divine is perceived 
as ‘fear-provoking’, ‘unavailable’ and ‘insensitive’, depending on the experiences they 
have had with previous attachment figures. (Counted & Zock 16) 
5 For examples, see Crittendem in Works Cited 
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conversation starter, a way into more connection. By discovering an untold story, we 

can better understand someone’s attachment needs as well as offering ways to note 

these strengths.  

 

II.  Working with Patients and Loved Ones 

 
 

Though attachment theory is a developmental theory and one originally based on 

childhood relations, there has been research on how adults bring their attachment 

patterns into adulthood and how they might work to change their styles. In fact, one may 

change their attachment to a more secure style. Dansby Olufowote says, “Earning 

security is the process by which a person with insecure attachment from childhood 

becomes more secure at a later time in life” (490). The notion that there is hope for 

adults to grow, to find safety, to even thrive, is incredibly useful for chaplaincy. Dansby 

Olufowote continues, “The argument is no longer whether attachment is only stable or 

only changing but rather when, how, and under what conditions it does change or 

remain constant” (490-91). I will explore these potential conditions in this paper.  

 The first condition I will explore is through having an attuned relationship with 

another adult. Scholars use the terms earned security and attachment security to 

explain both the ways in which one can learn to be more secure and ways in which one 

lives that out through supportive comrades. One way this is reached is as Mikulincer 

and Shaver name, that “we have seen that close relationships with available, sensitive, 

and supportive attachment figures...help people become happier and more resilient in 

the face of adversity” (Attachment in Adulthood, 498). These relationships need not be 
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traditional either. Some people are estranged from their family or community and have 

had to recreate new versions of family with other people.  

Regardless of the type of attachment a child had, as an adult there are opportunities 

for recreating security, often through meaningful figures in their life. Many of these examples 

use the role of a therapist and I argue that this role is similar to that of a chaplain. Mikulincer 

and Shaver say, “according to Bowlby (1988) a good therapist’s role--providing a secure 

base for exploration--is similar to the role of a security providing parent...providing a secure 

base allows the client to muster the courage for self-exploration--to delve deeply into 

partially occluded memories and distorted wishes and feelings, expand self-understanding 

and revise working models” (Attachment in Adulthood, 444). In this example, one goal is 

being in touch with someone who can act as a secure base, someone who supports the 

patient enough that they feel safe to be courageous in their exploration process.  

If chaplains become more attuned to these basic needs of humans yearning for 

attachment security, the patients or loved ones can find more examples of safety and 

security. As Dansby notes, “Therapy was particularly helpful when the therapist was 

engaged with them in the present moment, validated the participants, and....never gave 

up on the participants. Regardless of theoretical orientation, the therapists modeled 

secure attachment for their clients, giving them opportunities for safely taking the risks 

necessary to grow into security” (502-3). As we know, chaplains are exceptional at 

offering presence to patients. If chaplains want to offer more security, they can also 

hone in on their ability to validate patients and communicate that they won’t give up on 

them.  
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One example from my own time in residency was with a young woman, we will 

call her Anna, who was in and out of the hospital for many medical concerns including a 

major surgery after she was beaten up. She was known by the despicable phrase as a 

“drug seeker.”  Anna enjoyed sporadic visits from chaplains as she was raised Catholic 

and found her memories and prayer to be a solace for her. Though the medical team 

continued to remind us to not trust this patient, two of us continued to see her, 

whenever possible. We always made sure to remind her that we were always available. 

We would sit in on meetings with doctors, so she didn’t feel so stigmatized. We showed 

her consistency, care, and a warm presence which hopefully provided her with at least 

someone on her side. By showing her consistency she had the opportunity to bond with 

two chaplains. This story indicates the power of safety, of reliability, of attunement.  

In thinking about attachment in the hospital, one concern is the length of time that 

these two adults need to be in relationship with one another. Scholar and counselor, 

Judith Howard, who in this example works with students in the classroom, says, “Those 

who exhibit resilience...tend to have had at least one, supportive, ongoing, constructive 

relationship with a caring adult... If not this, they may have had shorter-term but 

consecutive relationships of this nature” (48). Many recommend ongoing relationships, 

yet Howard notes that shorter but consecutive relationships are very useful.  

 If we are to consider attachment cues in encounters with patients, it is important 

to be on the lookout for common patterns. No matter what setting one has worked, we 

have seen people pushing us away. Howard says, “Once relationships are established, 

many of these students can experience an overwhelming need to test them. They often 

believe that they are unlikeable and unloveable and they can become determined to test 
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and retest this hypothesis by sabotaging even the strongest of relationships. They 

expect you to reject them” (50-51). We can see this very clearly with Anna. Given that 

she was labeled as a drug seeker, she was constantly told no, constantly told that her 

pain wasn’t real. She was used to people not believing her and thus it was difficult to 

trust others at first. Chaplains must be alert to patients believing that they are 

unloveable and remember that there are tools to respond in an attuned and gentle way. 

Howard continues, “It is vital that teachers recognise and understand that students’ 

behaviour reflects their relationship history and their maladaptive strategies for coping 

with stress and relatedness and it is important that they do not take it personally” (50-

51). This is a rich offering for chaplains and can be especially helpful to work on in their 

peer group during one’s training.  

There is some guidance already out there about how hospital staff can provide 

positive forms of attachment to patients. Psychiatrists Maunder and Hunter investigate what 

medical professionals in general can do to work with patients and attachment issues. They 

say, regarding medical professionals,  

 

 “What they fail to recognize is that the medical problem solving goal is secondary to  
 the attachment goal: feeling secure. Since fear trumps everything, they can’t get to 
 the medical goal until they settle the fear down. They need to find a way to help the  
 patient to stop scanning for signs that she is about to be mis­construed, abandoned,  
 or rejected so that she can settle into the task. To accomplish this we recommend  
 predictable, frequent, reassuring contact that doesn’t depend on the patient’s asking  
 for it” (189). 
 
 
 There is plenty to unpack in this message. First, as chaplains, we can remember that 

many medical professionals are working with a specific idea of what is to be accomplished 

in this setting. By having empathy for the patient’s experience, we can offer this predictable 
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and reassuring contact with patients and remind other health professionals of this 

importance.  With Anna, in addition to simply being present with her, we can spend time 

making sure she feels secure with us. Maunder and Hunter expand this idea by thoughtfully 

showing how the patient might experience difficulty, when they say, “but the parameters of 

the meetings should be clear and agreed on, otherwise each appointment’s end will 

represent a new abandonment rather that what is intended: an opportunity for the health 

care professional to demonstrate that she is as good as her word, a highly predictable and 

reliable source of support” (190). As chaplains perhaps we have been taught how to initiate 

conversations with patients, how to introduce ourselves, how to break the ice, how to get 

consent to come into the patient room. Yet, we don’t think as much about how to end a 

conversation. Though we may not know if we will be able to return or if the patient will still be 

in the hospital, offering concrete next steps is helpful. With Anna, I always made sure to let 

her know I needed to leave in a few minutes, that I would visit her again soon if she was still 

in the hospital, and that she mattered to me. This example above shows us how simple 

actions can offer safety instead of feelings of abandonment.   

 There is research that shows that beyond the physical presence of a safe adult, 

there are other tools to help reach more security. Mikulincer and Shaver articulate a 

helpful concept called security based self- representations in which “people who have 

had many comforting and encouraging interactions with supportive attachment figures 

view themselves reassuringly similar to those skillful, loving models. They can call up 

memories of the way they feel or felt in those people’s reassuring and when they are 

now threatened by stress or demoralization” (Attachment in Adulthood, 499). This 

example can be used by chaplains in short meetings or even when they suspect they 
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won’t see the person again. To continue with examples of Anna, to be an encouraging 

support for her went a long way for her attachment security. What we have seen is the 

importance of connection, sustained, reliable relationships, and other ways of showing 

that you are trustworthy. 

 Sometimes people do not know what they need and only know what does not 

work. Mikulincer and Shaver proclaim, “If a therapist is unable to provide the client with 

a sense of security, he or she will not be able to create a relationship that the client 

experiences as refreshingly and therapeutically different from previous relationships, 

which were likely characterized by criticism, disapproval, disinterest, unpredictability, or 

abandonment” (Attachment and Adulthood, 444). One may see these characteristics as 

obvious or basic, but I am arguing that they are not that common in therapy or chaplain 

relationships. Further, to take a step back and focus on safety and security is precisely 

the main idea. What does safety and security look like? With the patient Anna, safety 

and security looked like consistent visits even though she was discharged and 

readmitted frequently, listening to her with an attuned presence instead of trying to fix 

something, and explicitly reminding her of her worth.  

 Even before COVID-19, a hospital was a place that was traumatic for many 

people. Even if people aren’t experiencing trauma within the hospital, they have 

experienced some form in their lives. Ogden concludes that, “thus nonverbal language 

reflects and sustains implicit processes shaped in the brain and body even before the 

acquisition of language, attachment is there in the body”6 (13). Understanding that 

 
6 “Within the context of an attachment-focused therapy, Sensorimotor Psychotherapy 
teaches clinicians to become interested in how the body carries the legacy of trauma 
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trauma and attachment are inextricably linked, here we can uncover ways in which 

trauma arises and tools to work with that. Further, by using our bodies and verbal cues 

sometimes instead of words, we find greater closeness with patients. 

Remembering that much of the research presented in this paper is with 

therapists rather than chaplains, I argue that this information can be easily transferred to 

the relationship between chaplain and patient. Physician and Psychologist Jeffrey Guina 

explains, “At the most fundamental level, the intersubjective work of psychotherapy is 

not defined by what the therapist does for the patient, or says to the patient . . . Rather, 

the key mechanism is how to be with the patient, especially during affectively stressful 

moments” (Schore & Schore, 2008, P. 9)” (234-5). The work of chaplains is often to 

maintain a calm presence. In many instances there are no words for what is happening, 

be it when one receives difficult medical news, before a patient is terminally extubated, 

after death, etc. Guina continues, “It is often the unconscious nonverbal affective factors 

that are more important than the conscious verbal cognitive factors. With empathy, 

patience, and authenticity, the therapeutic relationship can be a corrective attachment 

experience” (234-5). The simple formula of patience and authenticity towards a patient 

can go a long way in supporting their attachment safety. 

I am often asked to give examples of my Buddhist practice intersecting with my 

chaplaincy. The example I use the most is about meeting with a teacher. Each visit is a 

gift. Each visit is new. Each visit is sacred. Each visit I express my delight for the 

 

and attachment inadequacies and in how to help clients change the legacy through 
somatic awareness and movement” (14) 
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person. And as Jessica Fern, expert in attachment theory names, expressing delight is 

one piece for working towards earned security. 

There is a ritual in the Soto Zen tradition that I practice called Dokusan. It is a 

one on one meeting with a teacher. Each teacher varies on how they carry out this 

ritual. Typically, they are already seated in the meeting room and you are sitting outside 

on a cushion. The teacher rings a bell and you respond by ringing a bell. Upon rising 

from the cushion, you bow, as always. Then, before entering the meeting room, you 

bow at the door. Typically upon entering you bow at the altar and then perform a full 

prostration (getting on your hands and knees) to the teacher or the altar. 

This is a very holy moment. Knowing this, I think about entering each patient’s 

room, each time, a holy moment. Dokusan is like each encounter with patients. They 

are my teacher and I bow in reverence to them. This reminds me of a few themes that 

are important to me—honoring others, hospitality, finding connection, finding beauty in 

all moments, and delighting in others. With Anna, even to this day, I see her as my 

teacher. She allowed me to bring my own brokenness and tenderness to the room with 

her. She is a guiding light for me and I bow in gratitude for and to her, for her holiness, 

her strength, her courage, and her vulnerability.  

There will be innumerable moments of crisis in the hospital. Though this paper is not 

about the extensive inner workings of our bodies, as a way to deepen one’s attunement it 

seems useful to learn briefly about one's nervous system. Howard says,  

 
“During perceived threat and a resultant, significant behaviour event, the student’s 

endocrine system can excrete too much of two important hormones. The adrenal glands 
(just above the kidneys) immediately release adrenalin.  If the threat is perceived as severe 
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or persists after a couple of minutes, the adrenal glands then release cortisol. Once in the 
brain, cortisol remains much longer than does adrenalin, where it continues to affect brain 
cells.” (52) 

 
This type of response happens every day in a hospital when a patient receives a 

difficult diagnosis, when a family member is in a medical emergency, when a patient is in 

pain and they are not getting the response from the nurse that they would like. To reiterate, 

there are so many things going on besides that which is in our minds, or even what we can 

see from the outside. Knowing more about this process allows for more empathy, more 

attunement, and hopefully more opportunities for the patient to find comfort, even if for only 

a moment.  

 Let me use a case example to investigate the workings of attachment theory in 

the hospital. During my residency I was in charge of the Neurological Intensive Care 

Unit (NSICU). I was paged many times a day to offer support for people who were brain 

dead, people who were about to be transferred to our hospice, family support for loved 

ones who had just had a stroke, and much more. I can no longer remember if this loved 

one was originally a referral or simply what we call cold calls, where I stopped by to 

introduce myself and the chaplain team. Regardless, our first visit was brief. In this visit, 

I met the spouse of someone who had a subarachnoid hemorrhage, which is a 

somewhat uncommon type of stroke, as well as the man who had the stroke, we will call 

the stroke patient Ronald (I held his hand as I always did with patients who were not 

able to speak or communicate) and the spouse, Carrie. I wish I could access my first 

note for this visit, but I bet it was short, just like the visit, and did not necessarily 

recommend follow-up. Of course, it would be wonderful to follow up with each and every 

patient and loved ones involved but that is not possible. And in a very acute setting like 
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the NSICU, much of the chaplain's time is spent with dying patients and loved ones, 

family meetings (also called goals of care meetings) or in medical emergencies on the 

unit. I say all of this to communicate that one has to choose carefully where one uses 

their time.  

 I remember receiving a few pages about visiting with Carrie early on in Ronald’s 

time on the ICU. Each time, she expressed gratitude for my visit, asked me questions 

about the cafeteria, and told me the new thing she tried to eat that week. She never 

answered questions about herself and would quickly change the subject. I offered 

different services to her each time, but she quietly declined. A week or two went by and 

I had the chance to visit Carrie again. I was reminded of her while I sat in on rounds that 

day. Ronald was up and doing very mild physical therapy exercises. He couldn’t speak 

but Carrie and I attempted to include him in our conversation. It was lovely to see Carrie 

with a smile as she watched her husband grasp the tennis ball.  

 I continued to visit this family on and off for the next two months while Ronald 

was in our ICU. Our visits continued to be brief, but I felt it important to maintain a 

presence with Carrie because she was the only one who was there. Sometimes instead 

of my presence, I would offer to get her food. She always declined and even more she 

would become silent. She never left the hospital except for her daily walk to get coffee. 

She never left the room except for occasional trips to the cafeteria or once or twice to 

the chapel after I gave her directions. Though our conversations were brief, I had a 

sense that she appreciated them.  

 One morning on my way into the hospital, the overnight chaplain texted me 

letting me know that Ronald had died. As soon as I arrived, I went to be with Carrie. She 
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and Ronald were alone. Carrie’s friend was on her way to the hospital but was several 

hours away. Her children were across the country. Ronald and Carrie were involved in a 

church but did not get along with their pastor. When I arrived to the room, she gave me 

a long and tight hug. I saw her cry for the first time. After a long moment of silence 

together, we sat down, and she grabbed my hand. She talked about her life with 

Ronald. She thanked me for visiting her for so long and apologized for how closed off 

she was. Weeks later we had our quarterly memorial service for all those who died in 

the hospital. Carrie showed up and expressed gratitude for all that the hospital did for 

her and Ronald. She told me that she was in the process of finding a new church so that 

she can get to know a pastor she could trust. Then she told me she was reluctantly in 

therapy. I mirrored her strengths back to her and said goodbye. She asked for my 

contact information. This was not the first time someone how they could reach me at the 

hospital. I had spoken to one of my supervisors and he had given me permission to 

work with a few people over the phone after they left the hospital as long as I 

established clear boundaries.  

 What can we pull out from this example? I offered Carrie a secure attachment. It 

is important that people have support during the hospital visit and afterwards. I knew I 

wasn’t her only support because she told me she was seeking a new pastor and 

hopefully at some point she would feel a secure attachment from her therapist. I cannot 

fully explain how I knew to keep coming back but I think my attuned presence aided in 

this.  

 If I can speculate for a moment. Perhaps Carrie had an attachment style 

characterized by distrusting others because they are trying to have autonomy. 
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Sometimes this means that the person avoids closeness so as to not show signs of 

vulnerability. She exhibited this by never allowing us to have much overt intimacy during 

her husband’s time in the ICU. Yet, because I continued to visit her and be present, 

consistent, and safe, I was eventually able to offer her security. In this example, I 

believe that I offered her attunement in the way that I sensed when she wanted to be 

alone and when she wanted company as well as the type of support she wanted.  

 
 Subsection: Death & Loss: Challenges to Secure Attachment 
 
 Because death and loss are an area that chaplains spend a significant amount of 

time focusing on, I want to specifically think about death in terms of attachment theory. 

It is common to grapple with attachment to god7 at many stages of one’s life, especially 

near death. Yet, I want to explore ways in which safety can be offered to patients and 

loved ones by clinical staff and other support systems. We know that results from doctor 

and scholar Anna Milberg et al. “indicate that the mediation of security to terminally ill 

patients (e.g., by providing a familiar environment or fostering trust in a caregiver) 

induced feelings of control, inner peace, and hope and therefore facilitated patients in 

dealing with their final parting” (4) With Carrie, by slowly fostering trust with my 

consistent visits, she was hopefully able to concentrate more on her time with her 

partner.  Psychologist Cécile Loetz says,  

 
Spirituality can be seen both as a recourse to securely based relationships and as an 
attempt to explore the ultimate unknown, the mystery of one’s own death. Thus, 
spirituality in the palliative context corresponds to the task of attachment behavior: to 
transcend symbiosis while continuing bonds and thus to explore the unknown 

 
7 To see more about research on attachment and religion: “Attachment to God,” 
Kirkpatrick and Shaver spirituality is essentially grounded in relationships [60–63]. It is 
mostly not about finding monadic meaning but meaning within relationships.(5) 
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environment independently and without fear. Spiritual activity is interpreted as a human 
attachment behavior option that receives special quality and importance in the terminal 
stage of life. (Page 1) 
 
 

During the time around a patient’s death, Loetz explains what to look out for, 

especially in relation to attachment patterns, especially how other people might change 

their behavior when they find out that a loved one is dying. Loetz says that loved ones, 

“will pay them special attention, possibly visiting them to spend some time, say good-

bye, or pretend that there is nothing wrong. Perhaps some of them ...will avoid any 

contact at all; some will become emotional or be accompanied by a melancholic 

graveness” (2). In addition, Loetz suggests that the role of the doctor8 could change, no 

longer the one who is there to save a life, and this could bring up feelings of 

abandonment for the patient (3). Being aware of common traits can help the provider, 

especially the chaplain to respond with more understanding. 

Safety continues to be one of the most important pieces to the puzzle of 

attachment. Milberg says, “Palliative patients and their relatives consider the feeling of 

safety provided by a trusted environment or healthcare staff members as the most 

important factor for feelings of control, inner peace, and hope”(Loetz 6). Is the patient in 

a situation of threat and thus is his or her attachment pattern highly activated? In this 

case, it is important to establish a safe atmosphere and to provide a stable presence in 

order to reassure the patient and restabilize their attachment behavior. Or is the patient 

 
8 D. Thompson and P. S. Ciechanowski, “Attaching a new understanding to the patient-
physician relationship in family practice,” The Journal of the American Board of Family 
Practice, vol. 16, no. 3, pp. 219–226, 2003. [54] P. S. Ciechanowski, W. J. Katon, J. E. 
Russo, and E. A. Walker, “The patient-provider relationship: attachment theory and 
adherence to treatment in diabetes,” The American Journal of Psychiatry, vol. 158, no. 
1, pp. 29–35, 2001.  
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in a situation of stability that gives him or her the possibility to engage in exploration, for 

example, spiritual reflection? (9-10) 

 

 
III:   Chaplains in Training  
 
 

The project of preparing chaplains in training involves didactics led by the 

supervisor, didactics led by outside trainers and experts, verbatim from student's 

conversations with patients and loved ones, story theology (making meaning through 

our own stories), and studying one or a number of psychological theories. In this 

section, I will use attachment theory within the structure of chaplain training as a way to 

introduce this theory to students, similarly to how CPE educators use their favorite 

theories to begin training their students. I will provide tangible methods, assessments, 

and ideas for how to explore self and peer group dynamics while in chaplain training. 

Chaplaincy training provides abundant opportunities for direct care as well as 

interpersonal and intrapersonal growth through peer group training.  

As we saw earlier, we are exploring the concept of attunement. Though this may 

seem like a rudimentary concept, attuning to oneself and to others is an intimate act. 

When you experience being attuned to by another, you are able to begin to experience 

a new kind of expansiveness. Additionally, Ogden and Fisher posit that “the story told 

by the ‘somatic narrative’--gesture, posture, prosody, facial expressions, eye gaze, and 

movement--is arguably more significant than the story told by the words” (13). Through 

understanding the interconnection between attachment and the body, we can use 

different tools to offer care.  
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Safety is one of the main factors to understand regarding somatic work.  

Maunder notes, “The attachment system is triggered only when we detect danger or the 

sort of isolation that indicates the risk of harm” (241). Clinical psychologist Sue Johnson 

says “The constant emotional attunement of the therapist helps clients explore, 

formulate, and tolerate their inner world” (28). I spoke with a CPE Educator about 

somatic practices in her CPE group. Bonnie Forsman says about the group she 

supervises and what it is like to think about the body, “We are talking about this from the 

beginning. We are immersed in this. We are doing practices…so they know this….tell 

me what it would have been like in your body if you had heard something that made you 

feel safe, connected, and open.9 Forsman discusses the practices she has built into her 

CPE curriculum.  Ogden explains further, “Safety is created primarily through implicit 

body-to body affective communication, rather than through words” (46). We can use eye 

contact, touch, and body language to communicate this, and I made sure to offer this to 

Anna whenever possible. 

Another example for how to use these techniques in CPE training is during the 

verbatim presentations that each student writes periodically throughout the unit. One 

idea is to name within the writing of verbatim and/or during the reading of the verbatim 

in group to name behaviors of the body. By getting used to noticing how our body and 

other bodies react, like Forsman said, we will have better vocabulary. Ogden says, 

“Each party implicitly interprets the other’s cues and responds with his or her own 

nonverbal behaviors: leaning forward, averting or holding gaze, tightening, relaxing, a 

 
9 From my first field education where I interviewed eight somatic practitioners. 
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deep breath or a holding of the breath--the possibilities are endless” (46-47).  This is 

evident in so many chaplain patient encounters but rarely named. 

There are many popular assessments for attachment theory that can be used 

both with patients and with trainees. Some take years of training while others only have 

some idea of data collection. Daniel says, “In treatment contexts where there is no 

reason for or a possibility of conducting a formal assessment of client attachment, it is 

still possible to be attentive to attachment and to conduct a more informal assessment 

as part of interacting with the client” (112-113). This is applicable to the work of a 

chaplain because they often don’t have extensive time with the patient. With Carrie, she 

communicated that she appreciated our visits, allowing me to keep checking in on her.  

As an initial introduction of attachment theory with the chaplain trainees, the 

educator typically offers one or two didactics. Trainees can do an assessment outside of 

peer group or take time within group to explore this. Daniel offers these questions: “Who 

took care of you as a child? What was your relationship to your parents like? Were there 

any important shifts in the relationship?” (110). Though these can also be used in a 

conversation with a patient, I offer it as an activity for the student to do in peer group. 

Further, it can be an option for a section of a verbatim in order to examine a patient’s 

experiences.  

In addition, Daniel says “Nonetheless the AAI can be a source of much useful 

information about the coherence or lack thereof in clients’ internal working 

models”(111). For example the chaplain can “use only the part of the interview where 

clients are asked to give five adjectives that describe their relationship to childhood 

caregivers, followed by probing for specific examples illustrating these adjectives”  
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(111). This method allows for all sorts of patient encounters. Again, if we think about 

Carrie, because the relationship was longer term, there could have been opportunities 

to ask her questions to help understand her attachment to offer her more appropriate 

care.  

Doing this work of understanding attachment theory with our own lives in peer 

group, helps the chaplain to use it with patients and families. Dansby Olufowote says, 

“Once participants began making intrapsychic changes to their identity and sense of 

worth, they were positioned to make interpersonal changes along two arms: family of 

origin work (via making peace with the past and revisiting caregivers with a new lens) 

and reaching outward (via taking small steps with trust then taking advanced steps 

toward security)” (499). These are key themes that are already a large part of many 

CPE curriculum and offer a new window into growth with family of origin work. In 

addition, Jude Cassidy, a psychologist and scholar of attachment theory, says, 

“experimental studies (e.g., Mikulincer, Shaver,Gillath, & Nitzberg, 2005; Mikulincer, 

Shaver, Sahdra, & Bar-On, 2013) show that short-term increases in a person’s felt 

sense of security can increase his or her compassion and willingness to provide aid to a 

troubled person” (575). Though this paper is not particularly interested in altruistic 

motivations, it is undoubtedly a factor in hospital chaplaincy. Thus, by offering 

information about attachment theory and engaging in understanding one’s own 

attachment history, a chaplain’s compassion for others (hopefully patients) may 

increase. 

As the training of chaplains progresses and the students learn about their own 

styles of therapeutic presence, I strongly recommend using their knowledge of their 
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attachment style and needs to revise their styles of working with care seekers. For 

example, Talia says, about a study with secure therapists10, three common techniques 

to build into one’s care: 

 “First, they offered their own views on patients’ internal states in a way that was 
open to correction and elaboration from the patient. For example, they would ask if a 
patient was feeling a certain emotion, or they would make a tentative conjecture about 
the patient’s current needs. Second, they would validate patients’ previously expressed 
experience by offering their own subjective perspective in support. Third, they would 
convey, more or less explicitly, how they experienced the patient” (192-3). 
 

Talia is suggesting ways to train practitioners on more interventions that are 

associated with a secure attachment status (204). These clear and tangible examples 

directly show attachment skills in use during training and are absolutely important even 

after training. Let me use myself as an example. Because I know that I am sensitive to 

meeting new people and often struggle with certain types of emotional proximity, I find 

myself struggling to make proper eye contact or attuning with care seekers. By 

understanding my attachment behaviors, I have access to change the way I respond to 

others.  

In this section I want to focus on supervision of the peer group and of each 

individual in weekly meetings with the supervisor. I will look at how attachment theory 

would impact a supervisor’s assessments, goals, strategies, and interventions. There is 

a method for peer group called IPR (Interpersonal Relationships Seminar) where peers 

meet together with the supervisor once a week for a specific amount of time (often one 

hour and 15 minutes) where there is no agenda and it is up to the peers to bring up 

what is on their minds, conflict between each other, etc. This time can become very 

 
10 See Milberg’s study on secure base in palliative care to measure it in the hospital with 
chaplains 
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heated and the supervisor must have expertise in facilitation, in trauma-informed care, 

and I argue in attachment theory.  

In this group situation, the supervisor has the benefit of knowing each student 

individually and in the group setting. In my plan, the supervisor may have already 

offered a didactic on attachment theory to the students and the students have provided 

a sketch of their own understanding of their attachment theory. With this information, the 

supervisor can have both more empathy but even more importantly, more of a sense of 

when to stop conversations that could be harmful to the group.  

 

Subsection: New possibilities for Attachment Theory 

No psychological theory is perfect, and it is essential to reckon with the 

limitations of each. However, I would like to use these limitations as a way to imagine 

new possibilities for attachment theory so that it takes into account a more dynamic 

understanding of human behavior. Psychotherapist Kate White attempts to begin this 

interrogation when she says, “Since people and their sense of self develops with 

differing cultural contexts and inequalities of power relations, the complex constellation 

of power dynamics, as lived out in people’s lives, is a major factor to be considered in 

any account of our psychological development” (1). I recommend the use of attachment 

theory to explore issues of power and oppression. Similar to White, Psychoanalyst 

Farhad Dalal responds with a more careful take: 

“Attachment theory shares the same weaknesses as the relationalists, in that although 
the world that is taken account of is interpersonal and external, it is not yet social. The 
relationships and attachments that are spoken about continue to take place in a 
sociological vacuum, and further they take place between biological entities like mother, 
child, father, sibling, and so on” (20). 
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 Dalal’s reading of attachment theory mirrors that of typical CPE curriculums. 

Power is bracketed so that interpersonal dynamics can rein. Humans do not live in a 

vacuum. Dalal says, “We inhabit multiple discourses at the same time; discourses that 

continually contest and subvert each other ...we are never outside discourses; we are 

never in an ideology free zone” (l 23) If we are to understand ourselves and each other 

we must allow the more difficult (for some) aspects of the ways we individually and 

systemically oppress others. Konrath reiterates, “The relationship between social 

relationships and culture is dynamic and reciprocal, with societal changes likely 

affecting attachment and changes in attachment likely feeding back into societal beliefs 

and norms” (337). When we think about the types of people chaplains are working with 

in a hospital setting, it is important to remember that all people get ill and die and all 

people get admitted to hospitals therefore chaplains must be prepared to work with a 

diverse population.  

 

 Subsection: Towards an Anti-racist Chaplaincy with Attachment 

 Theory 

 
 

Hospital chaplains do not exist on their own and are in fact embedded in a 

cultural setting with a history of its own. Here, I will explore how to turn toward a more 

anti-racist chaplaincy and attachment theory. Below, we have a new model that offers a 

way to explore this. Stern offers us many questions to consider. She asks, “Consider 

how each factor shapes child outcomes via (a) their influence on caregivers’ capacity to 

provide a secure base, which impacts (b) children’s attachment security to that 
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caregiver, and in turn (c) children’s broader sense of themselves as worthy, safe, and 

effective in their environment ” (1). These questions can easily be used in a stand-alone 

didactic or throughout each CPE unit. Issues of racism and power cannot be tacked on 

at the end of this paper but I want to gesture towards facing these issues and the idea 

that all of this is happening within a larger complex system.  
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@clinpsych_ind (clinical psychologist in training), Stern et al11 

 
Though attachment theory has expanded and had many iterations in its 60 plus 

year history, there are still many pieces that need to be fixed and reckoned with. 

Scholar of race and human development Stephanie Irby Coard articulates,  

 
“Attachment in African American families is not merely about establishing security in the 
moment. Instead, it is about enabling young children to navigate and negotiate the 
terrain of racism in a society that threatens their sense of security. Living in a country in 
which structural racism and embedded inequality continue to challenge generations of 
African American children demands instilling self-reliance as well as establishing for a 
protective space psychologically” (5). 
 
 
 In many ways security continues to be at the forefront for African American 

families, yet it looks very different. How can chaplains use their power and 

understanding of power to rethink attachment theory so that it can benefit more people? 

Stern offers this question, “Does this conceptualization hold in the context of families 

living with the realities of structural racism?” (1). 

It is essential for white chaplains to continue in our journey (lifelong) to 

antiracism. Though Stern is talking about therapists in regard to attachment theory, it is 

clear that chaplains fit into this necessity too. Psychologist Jessica A. Stern claims, 

 
11 Background on this model: “Bronfenbrenner’s Bioecological Model, Adapted to Focus 
On Black Youth Development and Attachment Processes in Context. Note. This model 
includes both classic contextual factors identified by Bronfenbrenner (1974), and 
specific factors of particular relevance to attachment and Black youth development, 
such as: internal working models of self and others (IWMs); racial-ethnic identity (ID), as 
shaped through racial-ethnic socialization processes; systemic racism in its multiple 
forms (including environmental and medical racism), colorism, and historical trauma 
related to the legacy of slavery and Jim Crow. Public policy encompasses social and 
economic policies with direct or indirect effects on children and families, including: 
parental leave, education, childcare, housing, voting rights, labor, and criminal justice 
policies” (Stern). 
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 “Therapists with training in anti-racist practice may be better equipped to provide 
a safe space and secure base from which clients of color can explore issues of racial 
identity, discuss openly experiences of discrimination as well as cultural strengths, and 
address racism-related trauma. Such training is vital to therapists’ relational capacities 
to build trust, empathy, rapport, and a strong working alliance, which have been shown 
to predict positive treatment outcomes in children and adults” (20).  
  

As I have previously noted, hospitals serve people from every background. 

Chaplains must be prepared to do everything in their power to leverage power for their 

patients and families. In addition, in considering the attachment needs of their care 

seekers, chaplains need to be familiar with how trauma impacts minoritized people in 

the United States. To illustrate this, school psychologists Diaz and Fenning said,  

 

“the psychological impact of discrimination compounded with a lack of access to 
appropriate health care (Caldwell, Couture, & Nowotny, n.d.) raise grave concerns 
for undocumented Latinx immigrant youth. These concerns are not only 
about their equitable access to education, but their ability to live a quality life 
free from trauma. Furthermore, a lack of awareness of health rights and 
resources is a major barrier for immigrants who require appropriate health 
care. There is a particularly increased risk for mental health misdiagnosis and 
treatment, which is highly dependent on communication and the delivery of 
culturally responsive practices (APA, 2012; WHO, 2003)” (963). 
 
 
 This ability to live a quality life free from trauma leads us to somatic practitioners 

Sohei and Hozumi’s theory of attachment and now I jump from the clinical setting back 

to the classroom/chaplaincy training setting. They argue that we can understand 

attachment with other entities besides close loved ones. They name attachment to the 

body, land (has its own entity and sovereignty), ancestors, and spirits/deities as other 

forms of attachment worth thinking about. (Youtube) They posit that, body, land, 

ancestors, and spirits “Impact your nervous system and you have a relationship to it” 

(Youtube) Sohei and Hozumi reiterate that instead of only a connection to loved ones, 
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some people need connection to land and cultural ritual to regulate their nervous 

system. Another didactic option allows the group to think about attachment in a broader 

sense--this theory of cultural attachment. As an activity, the students can ask 

themselves about their connection or lack of connection to each of these and then in the 

larger group can discuss the implications of this.  

 Next, I will suggest options for story theology. Daniel offers an idea when she 

explains, “George and West have developed a projective test that assesses attachment 

patterns on the basis of the stories a person tells about a number of images with 

attachment-related content” (108). Thinking about a story theology format (see appendix 

A for instructions on this format), an additional question or two can be added. For 

example, after the trainee tells their story and after feelings are named, in addition to 

naming images that arise, the group can name images that arise related to attachment. 

Similarly, the writer can, if applicable, add something in the story about attachment. We 

can ask the students: What reminds you of safety in this story? Where do you notice 

yourself feeling this endocrine response? It is essential to think further about this in 

order to fully ground attachment theory within an anti-racist chaplaincy. 

 

 Conclusion 

 

 In this paper I have discussed the importance of relationships to healing. With Carrie 

and Anna’s stories, I have shown the usefulness of consistent and reliable care. I have 

offered examples of key vocabulary, including secure base, earned security, security 

priming, etc., to show that there are myriad ways for chaplains to use attachment theory with 
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patients and families in a hospital setting. Through chaplaincy training and every day in the 

clinic, chaplains have opportunities to understand their own attachment needs to better 

accompany care seekers. The process of becoming more secure ourselves as chaplains 

leads us to offer greater security to our patients.  

At Harvard Divinity School, all students in the Master of Divinity program take a 

class called Introduction to Ministry Studies together during their first semester. Harvard 

sets itself apart from other divinity schools by the commitment to exploring various ways 

for one to define ministry. For my main project, I created an alternative curriculum to 

Clinical Pastoral Education, specifically focusing on power dynamics, racism, and other 

forms of oppression that often get left out in CPE. For me, this was an opportunity to 

follow in the footsteps of the great bodhisattva archetype Samantabhadra. He is famous 

for his ten vows and my understanding of one of them is the desire and task to reckon 

with both one on one change as well as systemic change. Though changing the way 

that chaplains are taught is only a small piece of a larger type of change, it has become 

something that I am dedicated to do. It is a gift to be able to look back at my project 

from my first semester to see my project now.  

I am a lifelong learner and have always loved to read for hours. I came to 

graduate school to learn in a very specific manner. To read, to reckon with my own 

integration through writing, through conversation partners. To, for a brief time only, be in 

an academic setting. I offer this writing here and now it is time to go back out into the 

world. When thinking about the action reflection action model, my movement from CPE 

to HDS I wonder how my attachment to CPE has changed?  Because of these theories, 

chaplains will change by having an attachment lens that will better situate them in the 
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broader social narrative. We have the power to heal and grow and we can do that work 

while accompanying others to do the same. 

 
 
Appendices 
 
 
 
Appendix A:  
 
Story Theology: 
 
1. Experience Near reflections 
 
share feelings associated with the story 
share associations with the story 
share identification with the story or storyteller/related stories 
 
2. Is there an Image that is at the core of the story for you? 
 
Before making extensive interpretations is there an image that holds your 
attention? An expanded metaphor? (A la Shea) or perhaps there is a key 
message that the story represents? (A la C. Petering) 
 
3. Experience distant reflections 
 
What is the meaning in/of this story? 
What are the connections between this story and other related themes, 
issues or symbols? 
What theological theme, biblical stories, or stories from other religious 
traditions are raised for you as you hear and reflect upon this story? 
A way to perhaps look at the revelatory significance how is God present in 
this story? 
 
4. Spiritual Assessment 
 
What are the implications for spiritual care/pastoral care? 
If this is a story being told to you by a patient or parishioner, how might 
the above questions contribute to your assessment? 
Is the person at odds or at peace with their tradition? 
What are the possible areas of conflict? Areas for reconciliation? 
How might you be seen in light of their experience with God or Church? 
How does this story (if it relates) prepare them for the current crisis? 
In other words: Listen to the implications of the stories of your parishioners and let their 
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stories guide you to their theology. In ministry this moves you out of the psychological 
reflection mode into the spiritual meaning making reflection mode. Ask questions that 
help you understand their story better. 
 
Copyright Beth Burbank 
Department of Religion, Health & Human Values 
Rush-Presbyterian-St. LukeMedical Center 
Chicago, IL 60612 
1/30/02 
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