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ABSTRACT KEYWORDS
Recent research has described broad types of healthcare chaplains’ Body language; chaplains;
activities, but many questions remain about how these professionals non-verbal communication;
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perform these tasks, whether variations occur, and if so, in what )
cation; trust

ways. Twenty-three chaplains were interviewed in-depth. Chaplains
described engaging in highly dynamic processes, involving both ver-
bal and non-verbal interactions. They face challenges and vary in
ways of starting interactions, using verbal and non-verbal cues, and
communicating through physical appearance. In these processes,
when entering patients’ rooms, they seek to “read the room,” follow
patients’ leads, look for cues, match the energy/mood in the room,
and adjust their body language appropriately, while maintaining
open-ended stances. They face choices of what, if anything, to com-
municate through clothing (e.g., wearing clerical collars or crosses)
and can confront additional challenges with members of groups dif-
ferent than their own, at times requiring further sensitivity. These
data, the first to examine challenges chaplains confront entering
patients’ rooms and engaging in non-verbal communication, can
enhance understandings of these issues, and help chaplains and
other healthcare professionals provide more sensitive and astute
context-based care. These findings thus have critical implications for
education, practice, and research concerning chaplains and other
providers.

Introduction

Recent research has sought to describe the broad types of activities or topics of discus-
sion healthcare chaplains engage in, but many questions remain about how they do so,
whether they vary in doing so, and if so, how. Recent research has documented, for
instance, that chaplains engage in crisis intervention, emotional assistance, counseling,
bereavement, and empathetic listening (Handzo, Flannelly, Kudler, et al., 2008; Handzo,
Flannelly, Murphy, et al., 2008; Timmins et al., 2018). In a 2015 survey of chaplains in
palliative care, for example, the most common activities were building relationships
(76%), providing care at the time of death (69%), and ritual support (64%) (Jeuland
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et al., 2017). Various aspects of chaplains’ initial interactions with patients have been
described. Online documents outside of the peer-reviewed literature have mentioned
that in initial visits with patients or families, chaplains should introduce themselves,
state their title and reason for visiting, offer pastoral care information, follow the
patient’s lead and show caring (Ehman, 2002). Components of a spiritual assessment
have also been presented—e.g., asking the patient or family members about their beliefs,
practices, community, and spiritual life (Delaney, 2005; Fitchett, 1993; Galek et al.,
2005).

Other categories of healthcare providers, such as psychotherapists and palliative care
physicians, can face challenges in communicating and interacting with patients (Roter
et al., 2004), and such providers’ communication with patients have been described as
involving not only verbal but non-verbal components, with the latter conveying key
amounts of information, including critical aspects of patients’ emotions, attitudes and
identity (Hall et al., 2019). Cues can be both sent and received, both consciously or
unconsciously, through body language and sound (pitch, tone, and pauses), concerning
affect, mood, and perceptions of a situation. Yet people differ in how accurately they
read or decode these hints, based on gender (with women often doing so better than
men) and training (Hall et al., 2019). Therapists have also discussed the importance, in
meetings with more than one patient or family member, of “reading” the room when
family are confronting stresses, to sense family dynamics (Kelemen et al., 2018).

Critical questions thus emerge concerning not only what chaplains do, but how they
perform these activities—how these issues play out in practice, whether chaplains, too,
face such issues and engage in such non-verbal interactions and assessments, and if so,
how and with what implications, whether they encounter any barriers or facilitators in
doing so, and if so what, how they approach these, and differ at all in doing so, and
whether they change at all over time, and if so, how.

In conducting interviews with chaplains concerning several topics related to their
work and experiences, challenges emerged regarding “reading” the room, which were
thus probed in further detail and are presented here. The goals of this research were
thus to investigate and understand the diverse ways in which chaplains read the room,
the challenges and obstacles that they face in doing so, and the ways these issues might
best be addressed to help chaplains (and perhaps other interdisciplinary team members)
provide more sensitive and astute context-based care.

Methods

We followed COREQ guidelines (Tong et al.,, 2007). The Principal Investigator (PI) has
extensive experience conducting and analyzing qualitative interviews (Klitzman & Bayer,
2003; Klitzman, 2012, 2015, 2019). In brief, as described elsewhere (Klitzman, Di Sapia
Natarelli, et al., 2022; Klitzman, Garbuzova, et al., 2022; Klitzman, Sinnappan, et al.,
2022), for the present study, telephone interviews of ~1h each were conducted with 23
healthcare chaplains.

Qualitative methods were chosen because these can best elicit the full range and
typologies of attitudes, interactions, and practices involved, and can inform subsequent
quantitative studies. From a theoretical standpoint, Geertz (1973) has advocated
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studying aspects of individuals’ lives, decisions, and social situations not by imposing
theoretical structures, but by trying to understand these individuals’ own experiences
and perspectives, drawing on their own words to obtain a “thick description” (Geertz,
1973, p. 6).

Participants

Chaplains were recruited through the listservs of the Association of Professional
Chaplains and through word of mouth. Chaplains who were interested in participating
contacted the PI by email. Participants were from across the U.S. Interviews were con-
ducted until “saturation” was reached (i.e., “the point at which no new information or
themes are observed in the data.” (Guest et al.,, 2006, p. 59). The Columbia University
Department of Psychiatry Institutional Review Board approved the study.

Instruments

The semi-structured interview questionnaire was drafted, drawing on the prior literature
on chaplains and on several informational pilot interviews held as background.
Questions explored chaplains’ views, experiences, and decisions. The PI conducted all
the interviews. Sample questions, asked of all participants, appear in Table 1 below.

Data analysis

The methods for the present study adapted key elements from “grounded theory”
(Corbin & Strauss, 2014), and were thus informed by techniques of “constant
comparison,” with data from different contexts compared for similarities and differen-
ces, to see if they suggest hypotheses. This technique generates new analytic categories
and questions, and checks them for reasonableness.

Interviews were audio-recorded and were professionally transcribed. The PI kept field
notes and transcriptions and initial analyses of interviews occurred during the period in
which the interviews were being conducted, helping to shape subsequent interviews.
Once the full set of interviews was completed, subsequent analyses were conducted in
two phases, primarily by trained research assistants (RAs) and the PI. In phase I, each
independently examined a subset of interviews to assess factors that shaped participants’
experiences, identifying categories of recurrent themes and issues that were subsequently
given codes. The PI and RAs read each interview, systematically coding blocks of text to

Table 1. Semi-structured interview questionnaire: sample questions.

What kind of work do you now do as a chaplain?

What have been your most rewarding experiences/cases you have had as a chaplain?

What were the most difficult experiences/cases you have had as a chaplain? How did you address them?

What are the biggest challenges you have faced as a chaplain?

Have you ever faced challenges interacting with patients or families? If so, when and how? What did you do?
Have you ever faced questions or challenges in introducing yourself to patients or families? If so, what and how?
What happened?

e  What additional thoughts do you have about these issues?
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assign “core” codes or categories (e.g., experiences entering chaplaincy, initially meeting
patients and families, ending these relationships).

While reading the interviews, a topic name (or code) was inserted beside each excerpt
of the interview to indicate the themes being discussed. The PI and RAs then worked
together to reconcile these independently developed coding schemes into a single
scheme. Next, a coding manual was prepared, defining each code and examining areas
of disagreement until reaching consensus. New themes that did not fit into the original
coding framework were discussed, and modifications made in the manual, adding these
themes, or sub-dividing existing codes, as deemed appropriate.

In phase II of the analysis, the PI and RAs independently content-analyzed the data
to identify the principal subcategories and ranges of variation within each of the core
codes. They reconciled the sub-themes identified by each coder into a single set of
“secondary” codes and an elaborated set of core codes. These codes assessed, for
instance, different types of challenges and the impacts of verbal and non-verbal cues in
reading rooms.

Codes and sub-codes were then used in the analysis of all of the interviews. To
ensure coding reliability, two coders analyzed all interviews. Where necessary, multiple
codes were used. Similarities and differences were assessed among participants, examin-
ing categories that emerged, ranges of variation within categories, and variables that
may be involved. Areas of disagreement were examined through closer analysis until a
consensus was reached. Consistency and accuracy in ratings were checked regularly by
comparing earlier and later coded excerpts. The themes that emerged in the data are
illustrated below by excerpts from the interviews.

Results

As seen in Table 2, 13 interviewees were men and 10 were women; 78.2.% were
Caucasian, 13.0% African American, and 4.3% Latino; the mean age was 63 (range 42-
72). They were from throughout the U.S., with diverse religions; and had practiced for
a mean of 18.8years (range 3-30). 43.5% had Masters degrees, and 21.7% doctorates;
and 26.1%, in discussing their training, did not mention the highest academic degree
they had obtained.

In brief, as outlined in Figure 1 and presented more fully below, chaplains described
engaging in highly dynamic processes, involving verbal and non-verbal interactions.
They face challenges and vary in ways of starting interactions, using verbal and non-
verbal cues and communicating through physical appearance. In these processes, they
seek to “read the room,” follow patients’ leads, look for clues, match the energy and
mood in the room, and adjust their body language, while remaining open-ended. They
face choices of what, if anything, to communicate through clothing, and at times con-
fronted additional challenges with members of groups different than their own. The
chaplains quoted below all worked in adult inpatient hospital settings, except for one
each in hospice and in pediatrics, as noted; however, the themes that arose did not
appear to differ significantly based on the settings where the chaplains were now
employed.
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Table 2. Characteristics of sample (N =23).

Variable Number Percentages

Gender
Male 13 56.5%
Female 10 43.5%
Race and ethnicity
Caucasian 18 78.2.%
African American 3 13.0%
Latino 1 43%
Other 1 4.3%
Age
Mean (S.D.) 63.5 (3.64)
Geographic region

Northeast 12 52.2%

Midwest 4 17.4%

Southeast 3 13.0%

Southwest 3 13.0%

West 1 4.3%
Religion

Protestant 26.1%

Catholic
Christian, not otherwise specified
Jewish
Muslim
Buddhist
Highest degree held

17.4%
26.1%
13.0%
13.0%

4.3%

—_wwo bho

Master’s 10 43.5%
Doctorate 5 21.7%
Bachelor 1 4.3%
Associate 1 4.3%
Unknown 6 26.1%

Years practiced as chaplain
Mean (S.D.) 18.8 (11.1)

Board certified
Yes 22 96%
No 1 4%
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Ways of starting interactions

In initial visits, chaplains generally enter the patient’s room and introduce themselves
and try to address the patient’s and/or families’ needs, but also differ somewhat in how
they approach and structure these situations. Many chaplains like to enter patients’
rooms with an open mind, and therefore will not read the patient’s chart beforehand.
For example,

One thing I've learned about visiting patients through my career is that I try not to read
their charts before. I want to see what’s going on, unless the doctors, social worker or
other team members have told me what might be happening. But I want an even playing
field with that patient, whoever they may be. I don’t know if they have problems with their
marriage or children, but I want to let them tell me exactly what’s going on, and I can
help them navigate that. [Chaplain #3—adult hospital]

Chaplains commonly learn and alter their practices in many ways over the course of
their careers.
They vary, for instance, in how they introduce themselves.

Sometimes, it’s a cold call. I am referred to help with loss, bereavement or grief. I'll knock
on the door and say, T'm from pastoral care, do you have a minute or two? I'd like to
introduce myself.” They mostly say yes. I say, “The doctors are interested in your physical
condition. The social workers in your family and social connections. I'm interested in your
mind, spirit, and soul. How are you doing in that realm? Sometimes that visit’s very short.
I just leave a card and say, ‘If you like, we can meet again.” Or if they’re very interested,
we can extend the visit 5 or 10 more minutes. [Chaplain #7—adult hospital]

Patients, too, differ widely in what they need and want, and chaplains thus vary in
what they offer.

My first meeting we have is really goodwill, introductory. Some patients just want
somebody to come and say, ‘Good morning’ or to have daily prayer. I'm there three or
four minutes. That’s all they want. Sometimes I'll ask, ‘Now that you’re recovering, who’s
going to be home with you? just to find out and see what kind of connections that person
has. I might then say to the nurse, ‘Maybe we need to have a social work consult because
this person just had a knee operation and has stairs at home. The social worker deals with
the discharge, but sometimes just does not know. [Chaplain #2—adult hospital]

Importantly, in initial interactions, chaplains seek to connect with patients, and to find
each patient’s sources of meaning, and the specific forms, terms and language involved.

It could be their sports team, pets, gardening, something that helps them get through these
next days in the hospital. We offer Bibles, rosary beads, spiritual readings, and just
companionship. We might spend five to ten minutes, unless they really want to discuss
heavy-duty issues troubling them. Today, a few guys spoke about how our football team
got screwed twice yesterday. Two terrible calls! Then we leave our pamphlet. It’s about
making a connection with them, and finding out: Do they have a spiritual resource in the
broadest sense? [Chaplain #2—adult hospital]

Other chaplains use more structural approaches. In trying to cover key topics, chap-
lains often use various mnemonics.

I do a very quick, generalized spiritual assessment using a mnemonic called a FICA -
Faith, Importance and Influence, Community, and Address: ‘Do you have a faith? What
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spirituality or religion is important to you? Do you have a community? Is your family
important in your life? How can I address that in your care?’ [Chaplain #7—adult hospital]

Other chaplains use different such devices. One hospital chaplain, for example, uses
HOPES:

The H is for what does the person hope for - to get out of the hospital in a week to play
golf or see their kid get married. The O stands for organized religion: ‘Do you participate
in an organized religion? The P stands for what are the practices: ‘Do you listen to
meditation music, read the Bible, pray, go to church? The E is the emotion: What is the
person expressing? S is for what are the supports. That’s what I listen for. [Chaplain #2—
adult hospital]

Yet these initial steps can also involve complex choreography. Patients and/or their
families may be open, wary, or misunderstanding. Chaplains seek to establish trust
through both the content and form of these interactions, and proceed accordingly,
based on the responses they receive. Chaplains often need to “read the room” and to
follow the patient’s lead. Such assessments involve “intuition.” A chaplain who currently
works in pediatrics said,

My goal is just interacting, following their lead. I can’t say that I really have a goal beyond
relationship and contact and expressing that I care about them, and I'm going to come see
them. I'm good at reading the room. If they’re really sick, I read the room and think: Not
today. And then I either sit in the corner and quietly talk with the parent or just briefly
say, T wanted to check on you, but...” and I'm out in 60seconds because I can tell they
do not want to have people in the room. Because patients feel like they have to entertain
you, which is unfortunate. But they feel, ‘Somebody’s here, I have to stay awake and talk to
them.” [Chaplain #9—pediatrics]

Using verbal and non-verbal cues

In reading the room, chaplains look for various “cues,” regarding the specific mood and
amount of stress, and of interest or lack of interest in engaging with a chaplain. As a
chaplain who worked in the South said,

If T already know the patient, like with oncology patients, whom I tend to get to know
better because they have treatment for a long time, it can be the lighting in the room.
Today, they’ve got the lights dimmed vs. blinds open and sunshine coming in gives a feel.
Usually, it’s just how they look. Sometimes, they look like they feel like crap. Other times,
they look angry or if it’s a very small child, they’re crying. Sometimes, it’s looking to the
parents for cues: Does the parent seem extra stressed or, ‘Please go away. We don’t need
anybody in here right now.” Mostly, it’s facial expression and body language. Because
people, especially in the South, are so polite, very few will say, “This is not a good time.’
Sometimes I will say to kids, “‘Would you like for me to go away?’ Because I can tell that’s
what the kid wants to hear, and they enjoy being able to tell me, ‘Please go away.’
[Chaplain #9—pediatrics]

Communication may thus be non-verbal, in part because patients may be “too polite.”
In these assessments, chaplains may draw on intuition, which may need to be based
on only limited knowledge, and thus may not always be correct.

I don’t always get it right, but often it is just intuitive. I, myself, don’t really want
somebody with me all the time, and maybe that’s what helps me be intuitive about
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whether they want me to stay vs. don’t keep staying. And maybe there are times I'm
wrong and don’t realize 'm wrong. I don’t know. [Chaplain #9—pediatrics]

At other times, chaplains may fail to read the room because they are in a hurry
and/or do not take the time to do so.

I once got called to the ER. The patient was having a heart attack. I don’t remember why,
but I was in a hurry. I just went in wrong. I approached it wrong. When I stepped in the
room and opened my mouth. I didn’t say offensive words, but it was just the wrong
approach. My mom always said, ‘It’s not what you say, it'’s how you say it This family
was not ready for me to come in with all kinds of positive energy. I should have taken a
few minutes just to breathe. I knew immediately, they don’t want me to stay. They're
looking at me like 'm a Martian, and they want me out. I didn’t blame them. [Chaplain
#9—pediatrics]

Chaplains observe and provide non-linguistic cues and communication that may be
more important than the specific words spoken.

More than words, the tone in which you enter the room can change everything. The facial
expressions, body language of the patients and the lighting of the room are all key
elements in gauging the existing tone of the room, especially because people in the South
are too polite to request a chaplain to leave, even when they don’t want them. [Chaplain
#11—adult hospital]

Chaplains may try to enter the room in flexible, open-ended ways and to match the
“energy” and mood in the room.

I don’t come in with an agenda at all, except to just maybe introduce myself and what we
do. I try to match the patient’s affect, to read the energy of the patient, to match it a little
bit ... So, if a patient is very quiet and sad, I try to get down at their level. With one Irish
Catholic cop, we bantered about the good old days, going back and forth. If I can find
alignment—that you feel safe—then I can actually push a little bit, to say, ‘What does safe
mean? That takes just settling in for a little bit. [Chaplain #20—adult hospital]

As she suggests, chaplains may need to read the room not only at their entrance, but
also as their visit progresses and unfolds.

At other times, in reading the room, chaplains may see needs to counter-balance,
rather than simply, “match the mood.” For example, as one chaplain said, “I try to
match what’s going on in the room, unless it’s a hysterical, anxious presence. Then I try
to be a non-anxious presence, of course.” [Chaplain #11—adult hospital]

In these interactions, body language and physical, rather than verbal, communication
can be critical.

In many cases, I'm lost for words, but sometimes, words might not be what they need.
They might just need someone to pat or hold their hand, and remind them that they’re
still human. I go in sincere, with an open mind. I want to focus directly, eye-to-eye, with
our patients. They trust that more. I have them invite me to sit down. I don’t just sit down
when I walk into a patient’s room. Once they invite me to sit down with them, then I can
begin to talk and listen and try to get some better support for them at a spiritual and
religious level. That's what I wait for. Sometimes they’re just sitting there or lying down,
and I might want to get low enough where they can see eye-to-eye with me. I might do
that once in a while, but I would prefer for them to actually say, ‘Have a seat, pull up a
chair.” [Chaplain #3—adult hospital]
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Chaplains thus try to adjust themselves physically, through body language and phys-
ical position—to try to sit down to literally be to be “level” and “eye-to-eye” with
patients both physically and mentally. “I try not to stand above them, or physically look
down on them,” another chaplain, added. “I try to meet their level, and attune myself
to their body language.” [Chaplain #7—adult hospital]

Chaplains may try to enter a room “neutral” so that they can observe and adapt to
the patients’ or families’ mood, in a complex and fluid “choreography.” Yet doing so
can pose challenges.

I use a metaphor of ballroom dancing. In college, I took a dance class and there weren’t
enough guys, so my best friend was my partner. I had to learn how to lead as well as
follow. Being a chaplain is a little like being the female partner in ballroom dancing. You
go in trying not to be stable, but to be neutral, not happy or sad, but neutral. I go in and
say, ‘Hello, 'm the chaplain for this area, and I wonder if this is a good time for us to
meet and talk?” None of us really like to be off-balance. We want to go in and have our
mind made up about where this visit’s going to go. But I don’t know really what’s going
on. You only know what the chart knows. But to me, meeting someone where they are, to
go in with some neutrality and be able to go up or down or sideways, has some magic to
it. Because we seldom have somebody who’s got no agenda for us.

When patients say, Tm pregnant, I do not answer, ‘Congratulations!” or Tm sorry.’
Rather, I say, ‘Well, what’s that like for you?’ I want to find out whether this pregnancy is
planner or unplanned. Is she happy about it? Or sad and in an abusive relationship?
Students often go in and have decided that they’re going to opt for sadness or happiness.
But I don’t yet know what that patient needs. I have to go in a little off-balance. But none
of us like to be off-balance. We want to go in and have our minds made up where this
visit is going to go. [Chaplain #14—adult hospital]

As these dynamics unfold, chaplains may, however, make mistakes from which they
then seek to learn. One hospice chaplain went up to a patient who had just lost her
husband of 64 years and said, “It’s going to be all right.” The grieving widow responded,
“It’s not going to be all right, and you can leave!” [Chaplain #8—hospice] The chaplain
realized, in retrospect, that he had entered the room poorly and should have been
subtler and said, “I am sorry for your loss.” As this chaplain continued

The tone in which you enter a room is really important. Communicating that you have it
all together and your life is great does not make the patients feel well, one almost has to
enter the room broken. [Chaplain #8—hospice]

Over time, with practice, chaplains often also learn, shift and adjust their approaches
and interactions.

Having been a chaplain for over 10 years, I've got the skills to see when I can help, or not.
Within five minutes, I know if this is a sustainable visit. I can tell by their words and body
language if they are going through spiritual distress or anxiety. Maybe they’re fine, and I
won’t visit them again. I always ask, “‘Would you be open to another visit at another time?’
Clergy can be very heavy and serious, so I love humor and just being real with them - just
human to human. [Chaplain #7—adult hospital]

Communicating through physical appearance

Chaplains confront and make a variety of choices about what, if anything, to communi-
cate through their physical appearance—e.g., via their body language, clothes, or other
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emblems or accoutrements. These professionals often face decisions, for instance, of
whether to wear visible uniforms or other symbols revealing their particular faith. As
one Buddhist chaplain said,

I wear a black uniform that Buddhist monks use called a Kasaya. It kind of looks like
scrubs. Because of the color, when I walk into a patient’s room, and introduce myself,
patients sometimes say, ‘Oh, the Grim Reaper!’ or wonder why I'm coming into their
room. ‘What are the doctors not telling me?’ So, I alleviate that fear with humor, or by
saying, T'm the specialist in listening to people. My job is to take care of your spirit, your
mind, your soul - whatever that is. Whatever faith tradition you do or don’t have, I am a
good listening ear. ‘How are you doing?’ [Chaplain #7—adult hospital]

Other chaplains seek to instead be a blank slate onto which patients can project
whether whatever aids them most. One chaplain, for instance, remains uncertain
whether she will wear a collar once she is ordained.

I'm not sure I'll wear my collar if I get ordained, just like I just don’t wear a cross or
rainbow flag. I don’t want to have somebody look at me and feel that they've got to
modulate themselves in any way. [Chaplain #20—adult hospital]

Still, she waivers.

I go back and forth. A nun I work with wears her cross in front. It’s her identity: who she
is. But for patients who are not Catholic or Christian, to have a chaplain come in with a
collar and giant crucifix around the neck can be complicating, especially if they’ve had
some spiritual injury in their life. Plenty of great chaplains wear collars and see all patients,
but I would be concerned that it puts a third element in the room, as opposed to me being
an empty vessel. 'd be coming in with a giant symbol! [Chaplain #20—adult hospital]

Still other chaplains may dress in ways that may seem too formal.

I've seen chaplains dressed in suits and ties like hospital executives. What are they doing?
Patients are going to think they’re a hospital administrator! You want to go in there as a
suffering healer, so they can see you pain and relate to that. [Chaplain #10—adult hospital]

Chaplains may face further challenges establishing trust with members of ethnic and
racial groups different from their own, and thus use body language to communicate
support. Such groups may have faced discrimination and received poorer quality care in
the past, and chaplains may seek to respond with particular sensitivity to bridge these
gaps and perceived resultant power differentials. As one hospice chaplain, pointed out,
for instance:

White male chaplains can face particular challenges with women of color. Providing
chaplaincy to African-American women is culturally different, unless the chaplains have
good cultural and religious sensitivity, and are sure not to have their own agenda.
Chaplaincy typically does not meet these patients’ needs well. The African-American
community has a deep distrust of the healthcare system, deeply believing that the system is
not set up to meet their needs. The impulse behind Black Lives Matter is that my life
really doesn’t matter, because the healthcare system was set up by white males for white
males. And I'm just not of any value to anyone.

My experience is that many African-American females, in particular, feel non-validated by
society. So, walking into the room with a positive attitude - as if you have your act
together ... and you are going to build or pump them up - is wrong. Think about how that
patient feels! The right way is to walk in there broken, trying to identify with your deepest
state of feeling alienated from society, when you felt least validated, when nobody chose
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you to be on the kickball team. It’s less about your words than your demeanor, tone and
style. You should walk in very slowly, solemnly, carefully and attentively, speak softly, and
take any edge off your voice, because African-American women don’t perceive themselves
as getting that kind of attention. I'll say, ‘It’s a rough day today, isn’t it? - trying to
immediately show that I identify with their struggle. Or, ‘Hospitals should be a lot more
comfortable than they are, shouldn’t they?” Or, ‘Have you ever laid in a hospital bed that
felt comfortable?” The best time to visit Black females is when you’re having the absolute
worst day of your career, because they can see it all over you, and will light up and make
friends with you. But just make sure you're broken. Tell them that you're empathetic and
see their situation. Even throw the staff under the bus for a second and say, “‘You know, if
they responded to these call buttons like they should...” But then, of course, circle back
and repair that later. If you don’t do that right off the bat, youll lose them and have to
start all over. I've made that mistake, thinking they’re in a good mood, and walking in
there like we’re going to talk about pop music, when that’s just a smokescreen. [Chaplain
#8—hospice]

On entering a room, chaplains can thus adjust several aspects of their body language
to try to align with the patient as much as possible.

Discussion

These data illuminate the differing ways in which chaplains enter and read patients’
rooms, the challenges that arise in doing so, and the ways in which highly dynamic
processes are often involved that require verbal as well as non-verbal, visual, and emo-
tional assessments and interactions with patients and families. Patients and families are
often distraught, facing among the most difficult stresses and traumas of their lives, and
confront obstacles discussing existential, spiritual, or religious crises, concerns, worries
and doubts with a stranger. Chaplains, therefore, face challenges, and non-verbal com-
munication can therefore be crucial. While research has shown the providers in other
disciplines need to interpret and use both non-verbal communication and cues (Hall
et al., 2019), the present data suggest that chaplains do as well. These data highlight
how dynamic processes are involved, with these professionals needing to respond to
patients’ and families’ reactions to these chaplains’ prior comments and actions. In such
interactions, these spiritual care providers may make mistakes that they may then reflect
on to gain or refine skills, abilities, and insights. Working as a chaplain thus involves
fluid, iterative processes. These providers perceive ways in which their work involves
trial and error and learning on the job how to respond differently in various situations,
observing, reacting and communicating through verbal and physical, non-verbal lan-
guage. Individual chaplains may vary in, for instance, whether they choose to wear a
uniform, cross, rainbow pin, collar, or other emblems of their faith or beliefs, and
whether and how they use humor or draw on their own personal experiences. This
study thus has critical practical implications—to increase understanding and awareness
of the need for chaplains to have abilities to read verbal and non-verbal cues, which can
be subtle and indirect, rather than direct, and to encourage chaplaincy educators to
teach chaplains to gain these insights and skills.

These data also have critical implications for understanding the relationships between
religion and health more broadly—how communication about spiritual and religious issues
with patients and families can be highly complex, involving intricate choreographies.
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Patients and families may, for instance, feel distress at a particular moment (e.g., just after
receiving bad news) and want to be alone, though they may be open to speaking to a chap-
lain or other professional about these domains at other points. Patients and families may
have had difficult experiences with religion in the past and/or be wary of religion per se, and
not feel comfortable addressing such feelings or preferences, explicitly or directly, and do so
only implicitly or indirectly.

These data have additional implications for practice, education, and research regard-
ing chaplains as well as other providers. The interviewees here, highlighting the exquis-
ite roles and value of non-verbal communication and dynamic to-and-fro processes,
provide insights for not only chaplains but also other healthcare professionals. Training
can help chaplains and others be as aware as possible of conscious and unconscious
ways that they and patients and families may read and correctly or incorrectly interpret
various clues. Chaplains and others may not always realize the importance of the effects
they have on patients and families. These data underscore, too, potential barriers to
patient-provider communication more broadly. Family therapists have addressed the
importance of observing and responding to family dynamics, but other types of health-
care providers have given less attention to these realms. Research on physician-patient
communication has probed, for instance, how often doctors interrupt patients (Roter
et al., 2004), but ways of being sensitive to mood and tone have received little system-
atic attention.

These data also highlight the needs for appropriate recognition of the complexity and
importance of these skills in training and practice. Heightened recognition of the intri-
cacies of such “choreographies” and of the skills and interactions involved can poten-
tially heighten doctors’, nurses’, administrators’, and others’ understanding and
appreciation of chaplains, who may have critical abilities, experience, and training in
these areas.

In reading the room, family therapists use several techniques, responding to sensory
and interpersonal cues, such as lighting, noise level, eye contact, and body posture, and
adapting oneself to these, instead of vice versa (Kelemen et al., 2018). Yet chaplaincy
tends to be shorter-term, rather than constituting a relatively longer-term effort to try
to resolve mental health symptoms and problems. These data suggest, however, that in
education and practice, chaplains may nonetheless benefit from more fully and explicitly
drawing on such approaches.

Chaplains may vary widely in whether and to what degrees they are aware of and
employ such insights, skills, and techniques. Some have received training in counseling
that may have included family therapy techniques. But many chaplains appear not to
have done so and may gain from it. These data highlight, too, how it is easy for chap-
lains and other providers to Presss in these areas, from which it is important to seek to
learn.

These data suggest needs, too, to distill down and convey to trainees in the field the
insights and skills that chaplains acquire only with years of experience and practice—
e.g., encouraging chaplains to observe, be sensitive to, and use non-verbal communica-
tion. These insights and sensitivities can also help doctors, nurses, families, and friends
be as attuned as possible to such body language and communication. Research indicat-
ing that 41% hospitalized patients want to discuss these issues with a provider, but only
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half have an opportunity to do so (Williams et al., 2011) suggests that other healthcare
providers also confront challenges regarding whether to raise religious and spiritual
issues, and if so, how and when.

The interviewees quoted here were all inpatient hospital chaplains, except, as noted,
for one each who worked in hospice and in pediatrics. However, it is not clear that the
major underlying themes explored here (e.g., concerning needs to read non-verbal cues)
differ significantly among healthcare chaplains based on the settings where they now
work. Indeed, over the course of their careers, many chaplains switch the locations
where they are employed and draw on skills, insights, experiences, and perspectives that
they have gained in these various other contexts in which they have worked. These data
thus appear to be generalizable to other chaplains; however, future, quantitative studies
using larger samples can help investigate and clarify such generalizability further.

These data suggest, too, a future research agenda—to examine quantitatively, among
larger samples, what kinds of challenges chaplains confront in such initial and later
interactions with patients and families, how these professionals respond, and vary in
doing so, whether they have developed ways of doing so that are more or less effective,
and how often they remain silent or engage in non-verbal interactions as interventions.

These data have several limitations. These findings are based on a sample of 23 chap-
lains, which is sufficient for qualitative analysis (Hennink et al., 2007), but does not
allow for further, quantitative investigation of various other issues and factors that may
be involved (e.g., number of years of practice and specific religious and spiritual back-
grounds of chaplains and patients). Yet, further studies using larger samples can help
investigate these varied domains further.

Conclusions

These data, the first to examine challenges chaplains confront in entering patients’
rooms and engaging in non-verbal communication, thus illuminate critical dynamics,
nuances, and complexities, and have critical implications for future education, practice,
and research.
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