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THE ESSENCE OF CARING™: EXPLORING SIX STEPS 
 FOR EFFECTIVE SPIRITUAL CONVERSATIONS  
AT MAYO CLINIC  
By ESTRELLA (STAR) L. VALINO 
Under the direction of Denise Massey, Ph.D. 

 

ABSTRACT 

Spiritual care has important implications for an individual’s health and wellbeing. This 

study explored the effectiveness of the process of CARING™: Six Steps for Effective [Spiritual] 

Conversations, as the methodology was taught to a nurse and then evaluated.  Over seven weeks, 

the CARING™ process was to be found effective, reliable, and beneficial in her role as a nurse.  

This mixed-method approach of research demonstrated the effectiveness of the 

educational tool. This participant was able to rate her beliefs based on her own experiences as a 

nurse working with patients who go through life-changing events. This participant developed her 

competence, shared her experiences, and articulated a clear understanding of the CARING™ 

methodology through her responses in pre-test and post-test questionnaires, personal reflection, 

and the post-focused interview process. This participant experienced spiritual growth and 

acquired skills and knowledge of the CARING™ process by participating in this study.  

Learning the six steps of CARING™ increased her knowledge. She developed a new set 

of skills for her daily routine to continuously use this tool for effective [spiritual] conversations. 

This nurse greatly benefited by the CARING™ model. She described feeling empowered to 

work collaboratively with hospital chaplains as they might seek to implement spiritual care 

interventions in a healthcare setting. Further development of this work might include sharing this 

material with healthcare providers, allied health workers, chaplains, and other ministers. Doing 
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so might build rapport and trust, not only in multi-disciplinary healthcare settings, but more 

importantly in every person’s home, community, and parish settings.  
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CHAPTER 1 

INTRODUCTION 

Description of Ministerial Context 

 Mayo Clinic as an enterprise is a non-profit organization that operates as one institution 

with a single governing board, the Board of Trustees.1 The “living mission” of Mayo Clinic is 

guided by an expression of the vision and intent of the founders, the original Mayo physicians 

and the Sisters of St. Francis.2 The Sisters opened the hospital “to all sick persons regardless of 

their color, sex, financial status or professed religion.”3 The three shields of the Mayo logo 

symbolize the best care to every patient every day through integrated clinical practice, medical 

education, and research. Mayo Clinic’s primary value is: “The needs of the patient come first.”4 

 As the healthcare environment continues to change, the need to preserve Mayo’s tradition 

of honest and ethical behavior is more important than ever. The organization operates with 

integrity to ensure the fulfillment of its mission through structures and processes that involve the 

board, administration, faculty, staff, and students. Mayo Clinic’s “model of care is a set of 

principles defined by the Mayo brothers in the early years of Mayo Clinic. It is the guide on how 

we work together to deliver coordinated care across the continuum to our patients, through a 

 
1 Mayo Clinic, https://www.mayoclinic.org/documents/mayo-effect-10-things-pdf/doc-

20079459. (accessed November 6, 2019). 

2 Ibid.  

3 Mayo Clinic, 
https://mccms.cws.net/content/history.mayoclinic.org/files/MC_Values_Book_Chap1A.pdf 
(accessed November 7, 2019).  

4 Ibid. 
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multidisciplinary team approach to treating the whole patient.”5 This institution has its tradition, 

identity, and values. It aims to create a caring environment while ensuring that individual 

differences are valued at every level of organization.  

Statement of the Problem 

 Studies show that patients’ religious and spiritual care needs are recognized by the Joint 

Commission, and most U.S. Medical schools require some content on spirituality and health.6  

Several studies have reported that chaplains initiate the majority of visits.7 There is a need for 

chaplains and nurses to incorporate spirituality in meeting people’s spiritual needs through 

spiritual guidance and counsel, emotional support, prayer, and empathic and reflective listening. 

Both nurses and chaplains are exposed to people who are suffering and experiencing health 

crises.  

 Christina Puchalski is a professor of medicine, a pioneer, and an international leader of 

the movement to integrate spirituality into healthcare in clinical settings. She asserts:  

The technological advances of the past century tended to change the focus of medicine 
from a caring, service-oriented model to a technological, cure-oriented model…However, 
in the past few decades physicians have attempted to balance their care by reclaiming 

 
5 Mayo Clinic, https://www.mayoclinic.org/documents/mayo-effect-10-things-pdf/doc-

20079459 (accessed November 7, 2019). 

6 John Ehman, “References to Spirituality, Religion, Beliefs, and Cultural Diversity,” 
http://www.uphs.upenn.edu/pastoral/resed/JCAHOrefs.pdf (accessed May 21, 2019). 

7 K. Galek; Vanderwerker, L. C.; Flannelly, K.J.; Handzo, G.F.; Kytle, J.; Ross, A.M.; and 
Fogg, S.L., “Topography of Referrals to Chaplains in the Metropolitan Chaplaincy Study,” 
Journal of Pastoral Care and Counseling 63, (1-2), 6-1-13. 
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medicine’s more spiritual roots, recognizing that until modern times spirituality was often 
linked with health care.8 

The Mayo Clinic Department of Spiritual Care recognizes when a hospital chaplain can 

make an impact to provide a compassionate caring environment in a healthcare setting. As one of 

the professional chaplains at Mayo, and as a resident of Jacksonville, Florida, I currently serve at 

the Jacksonville campus. My role is to stay focused on connecting with our patients in my 

community, including other ethnic groups, and every citizen of other countries that come to 

Mayo. Puchalski affirms that one of the components in serving patients “may involve spending 

time with them, [praying], holding their hands, and talking about what is important to them.”9 

According to Herbert Benson who wrote The Relaxation Response, “providing unearthly help to 

the patients is to give them [a sense of] trust [and transcends from self] when they are sick.”10  

Through our actions of kindness and care, the patients may come to believe that God 

truly heals and restores the ailing in his time. Puchalski further informs that “spiritual or 

compassionate care involves serving the whole person —the physical, emotional, social, and 

spiritual.”11 Through the support of the hospital chaplains, the patients will be able to grow in 

their faith in their spiritual and personal journey. The patients will be able to embark on a self-

discovery journey where they will get to develop a solid relationship with their God and their 

higher being.  

 
8 Christina Puchalski, “The Role of Spirituality in Health Care,” (BUMC Proceeding 2001: 

14:352-357): 352. 

9Ibid. 

10 Benson, Herbert, The Relaxation Response, rev. ed. (New York: Harper Torch 2000), 61.  

11 Puchalski, “The Role of Spirituality in Health Care, 352. 
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Statement of the Project Goals 

The researcher’s primary focus was to teach Denise Massey’s CARING™: Six Steps for 

Effective [Spiritual] Conversations to a nurse and to evaluate its impact on her understanding of 

spiritual care. Massey asserts: “CARING™ teaches a basic framework for [spiritual] 

conversations that helps persons achieve their goals or solve their problems.”12 The acronym 

CARING™:  

C—Connect with God, self, and others 
A—Attend to the journey and assess the need 
R—Reach clarity about the realistic focus for this conversation  
I—Inspire the development of a loving action plan 
N—Navigate around the obstacles to the plan 
G—Generate commitment to a specific, loving action plan13  
  

The researcher is a hospital chaplain who was a participant in Massey’s 2019 summer 

class: Coaching Individuals, Groups, and Congregations toward Spiritual Growth. The 

researcher, who benefited from the CARING™ model, taught the CARING™ methodology to a 

nurse and evaluated her learning and growth. CARING™ steps were taught to help the nurse set 

her “boundaries, guide her to function safely and competently.”14 The six steps of CARING™ 

were taught to increase the nurse’s competence, knowledge, and practice. This training 

 
12 Denise Massey, CARING™: Six Steps for Effective Pastoral Conversations (Nashville, TN: 

Abingdon Press, 2019), xxvi. 

13 Ibid. 

14 Massey, CARING™: Six Steps, xxx. 
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functioned “like gutter guards in a bowling alley that keep the ball in the lane.”15 It supported the 

participant in her personal and spiritual growth.  

This spiritual CARING™ process of conversation and interaction with others was taught 

to meet the spiritual needs of patients and their caregivers. This study guided a nurse to learn a 

better way to care for people. A recent article by Weaver, et. al., claims that “many patients are 

poorly served by the current health care system because it consists largely of fragmented, 

specialized-care episodes for specific problems, rather than a holistic approach to illness.”16 

Limitations  

The main limitation of this project thesis was respondent bias due to an inability to 

control the participant’s level engagement with learning and in using the six steps of CARING™ 

process adapted from Denise Massey, CARING™: Six Steps for Effective Pastoral 

Conversations. The participant was learning an unfamiliar methodology (CARING™). These six 

steps were not familiar territory in her practice. A second limitation was found in the data 

collection methods that depend on the action-reflection process and the participant’s perceptions 

of the term spiritual care. Thirdly, the participant’s attitudes and responses toward guided 

interviewing, and testing could not be controlled. The participant’s interactions with other 

people, myself, or God could not be controlled. Her cultural biases may have affected the 

research. Also, the participant’s understanding and sharing of her reactions are based on her 

cultural needs.  

 
15 Ibid. 

16 A. J. Weaver; Koenig, H.G.; and Flannelly, L.T., “Nurses and Healthcare Chaplains: 
Natural Allies,” Journal of Health Care Chaplaincy (2008; 14): 91-98. 
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Terms and Assumptions  

Board Certified Chaplain - A chaplain who has met all the requirements of the Common 

Standards for Professional Chaplaincy by one of the certifying boards. The Association of 

Professional Chaplains constitutes one of the professional certifying boards.17 Professional 

chaplains are people of any faith community–Jewish, Buddhist, Muslim, Christian, Hindu, and 

more–ordained or endorsed by that community. Their role is to provide “emotional, spiritual, 

religious, pastoral, ethical, and/or existential care” in a secular setting.18 

Chaplaincy care - Care provided by a board-certified chaplain or by a student in an 

accredited clinical pastoral education program, such as the Association of Clinical Pastoral 

Education (ACPE). Examples of such care include emotional, spiritual, religious, pastoral, 

ethical, and/or existential care.19  

Coding - The process of using symbols or patterns of symbols to classify information, 

often for easy or rapid (sometimes secret) communication and transmission between or among 

 
17 Professional Chaplains, “Professional Chaplaincy Role in Healthcare,” 2-5, 

http://www.professionalchaplains.org/files/about_us/for_administrators/research_studies/ 
(accessed March 13, 2019). 

18 Spiritual Care Collaborative, “Common Standards for Professional Chaplaincy,”  
http://www.spiritualcarecollaborative.org/docs/common-standards-professional-chaplaincy.pdf 
(accessed January 14, 2019.)  

 
19 Brent Peery, “What’s in a Name?” PlainViews 6, no. 2 [February 18, 2009] 

www.plainviews.org) 
https://www.professionalchaplains.org/files/publications/chaplaincy_today_online/volume_27_n
umber_2/27_2longtermcareglossary.pdf (accessed May 11, 2020). 
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persons and/or machines -- also includes "decoding," that includes changing coded symbols back 

to an original form.20   

Pastoral care - Etymologically, pastoral care has its roots in the teachings and 

organization of the Christian church. From the Latin root ‘pascere’ (to feed) and articulated by 

the powerful metaphor of the Good Shepherd, pastoral care describes the spiritually, and morally 

sustaining concern of the leader for their flock.21           

Spiritual care – is an intervention—individual or communal—that facilitates the ability 

to express the integration of the body, mind, and spirit to achieve wholeness, health, and a sense 

of connection to self, others, and/or a higher power. Spiritual care forms part of the care 

provided by a chaplain. It is the professional chaplain’s craft22 and plays a significant role when 

a cure is not possible, and persons question the meaning of life.23 

Spirituality - is a dynamic and intrinsic aspect of humanity through which persons seek 

ultimate meaning, purpose, and transcendence, and experience relationship to self, family, 

 
20 Anthony J. Onwuegbuzie, Rebecca K. Frels, and Eunjin Hwang, “Mapping Saldana’s 

Research Methods onto the Literature Review Process,” 
https://files.eric.ed.gov/fulltext/EJ1127478.pdf Journal of Educational Issues 2016 (vol 2 1): 
130-150 (accessed January 28, 2020). 

21 Rodney J.  Hunter, general editor, Dictionary of Pastoral Care and Counseling. H. Newton 
Malony, Liston O. Mills, John Patton, associate editors, Nancy J. Ramsay, expanded editor-
Expanded ed with CD-ROM. (Nashville: TN, Abingdon Press, c1990, 2005), 835-836. For 
additional notes see: Medivizor.com, https://medivizor.com/blog/2016/01/14/professional-
chaplain/ (accessed January 28, 2020).  

22 Ibid. 

23 Ibid. 
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others, community, society, nature, and the significant or sacred. Spirituality is expressed 

through beliefs, values, traditions, and practices.24 

Spiritual care provider – Those who provide spiritual care in the healthcare setting are 

often known as chaplains, although in some settings they may be described as spiritual care 

[person] providers.25 

Literature Review 

The study provided a means of support on how the participant can use the Flow Chart26 (a 

summary of the CARING™ teaching process) as a road map for the following: 

x When to address the spiritual need of the patient. 
x When to collaborate with the chaplain as a part of inpatient admission.  
x When to order spiritual care consult for urgent needs. 

The research method and literature related to the research method guide and support the 

use of the CARING™ process. 

The Role of the Nurses Concerning Spiritual Care 

Every nurse needs to know issues that surround the spirituality and religion of patients, 

those that affect their illness, health, and recovery process. Nurses provide compassionate care to 

patients because it is a vital pillar towards the patients’ physical, mental, and spiritual well-being. 

Michael Cavanaugh advocated for the chaplains to have spiritual conversations with nurses, such 

as motivating them to be trustworthy in the healing process, and not losing hope so quickly, “The 
 

24 Christina M. Puchalski, et. al., “Improving the spiritual dimension of whole person care: 
Reaching national and international consensus,” Journal of Palliative Medicine 17.6 (2014): 
642-56.  

 
25 Professional Chaplains, “Professional Chaplaincy Role in Healthcare,” 1. 

26 See Appendix F. 
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independent patient-nurse relationship is primary and includes all interactions and interventions 

for which nurses are accountable and implement autonomously.”27  

The Role of Spirituality in Healthcare 

 Puchalski writes, “the effect of spirituality on health is an area of active research right 

now. Besides being studied by physicians, it is studied by psychologists and other professionals. 

The studies tend to fall into three major areas: mortality, coping, and recovery.”28 Patients' and 

caregivers’ spiritual needs appear to be connected to their thoughts and feelings of depression, 

anxiety, and helplessness. The importance of spirituality in patient care and crisis care is being 

valued in a healthcare setting. In the Holistic Nursing Practice Journal (2010), Sarah 

Weinberger-Litman and her group have commented, “nurses and chaplains have long seen 

themselves as natural allies.”29 Nurses recognize the integral role of chaplains in meeting the 

spiritual needs of patients. Chaplains recognize that nurses are well placed to recognize spiritual 

needs because of the amount and intensity of their contact with patients.  

Theological Reflection 

Theological Reflection in Relationships between Chaplains and Nurses  

A spiritual care provider must build a community that works relationally in channeling 

the presence of God. The God of the Bible assures the chosen nation of Israel of God’s presence 

 
27 Michael Cavanaugh, The Counseling Experience: A Theoretical and Practical Approach 

(Monterey, CA: Brooks/Cole Publishing Company, 1982), 76. 

28 Ibid., 353. 

29 S.L. Weinberger-Litman; Muncie, M. A.; Flannelly, L. T.; and Flannelly, K. J., “When do 
nurses refer patients to professional chaplains?” Holistic Nursing Practice (2010, 24 1): 44-48. 
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and immanence as reflected in many passages of Scripture.30 God extends this guarantee by 

promising the coming of a Redeemer-Savior, bearing in the name Immanuel or “God with us.”31 

Christians still experience this “with-ness” of God through the Holy Spirit who proceeds from 

the Father and the Son, and now dwells in their lives.32  

The companionship of God with humanity is explicit in the Bible. Yet it does not end 

there. God calls God’s children to be in collaborative work, especially in keeping God’s 

commandments and ministering to others. As we read: 

Two are better than one, because they have a good reward for their toil.  For if they fall, 
one will lift his fellow. But woe to him who is alone when he falls and has not another to 
lift him up! Again, if two lie together, they keep warm, but how can one keep warm 
alone? And though a man might prevail against one who is alone, two will withstand 
him—a threefold cord is not quickly broken. Eccl 4:9-12 (ESV)33 

Julie Ann Duncan, author, and commentator on “Ecclesiastes” emphasizes the “other” person is 

treated as a partner, not a competitor. With mutual aid and assistance, Duncan suggests that they 

are more powerful and stronger as emphasized by the threefold cord illustration.34 Richard 

Belcher presents the importance of togetherness. He states, “Companionship brings true benefit 

 
30 Gen 39:21; Judge 6:12; Ps. 91:1-2, 23:4; Deut. 31:6; Isa 41:10, 43:1-3, 46:4; Zeph. 3:17; 

Job 23:10; John 1:9. 

31 Isa 7:14; Matt 1:23, 18:20, 28:20; John 14:16-17; Heb 13:5-8. 

32 Rom 8:9,11,15; 2 Cor 6:16; 2 Tim 1:14; John 16:13; Gal 4:6; 1 John 2:27. 

33 All scripture references are from the ESV unless otherwise indicated. 

34 Julie Ann Duncan, “Ecclesiastes,” Abingdon Old Testament Commentaries, edited by 
Patrick D. Miller (Nashville, TN: Abingdon Press, 2017), 62-63. 
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to a person’s life.”35 Having someone to help you is already rewarding and greater than focusing 

on material rewards. 

 The early church also encountered similar issues of losing unity and the absence of 

understanding the importance of harmony. Paul reminds the church at Corinth that 

companionship and acknowledging one another’s unique gifts are essential in the body of Christ. 

The apostle emphasizes the principles of unity in diversity and mutual living in 1 Cor 12:4-8. 

The great German theologian, Dietrich Bonhoeffer, believes that Christians are called to 

be “little Christs” to their neighbors. One bears the other because the human community is weak, 

imperfect, and powerless. By bearing one another through Christ, freedom, and healing become 

possible.36 These biblical truths, when applied in soul care, create rhythms in the 

interdisciplinary approach of an alliance37 between chaplains and nurses. The Christian 

community is called into being to reflect the presence of Christ in the world; exemplifying  

 
35 Richard P. Belcher, Jr., “Ecclesiastes,” A Study Commentary, edited by John D. Currid. 

(Darlington, England: EP Books, 2014), 147-49. 

36 Dietrich Bonhoeffer, Spiritual Care, trans. Jay C. Rochelle (Philadelphia: Fortress Press, 
1985), 9. 

37 1 Cor 12:14 “The body of Christ, or the people that are the whole of humanity, are a team. 
The body is not supported by one person, but by all of us. We are one, we are strongest working 
together in unity. Teamwork is the key to living life in harmony, so that we can do God's will.” 
https://teamworkdefinition.com/quotesfromthebible/ (accessed April 11, 2020). 
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 compassion, reconciliation, healing, and reaching out to those in need of God's presence, giving 

to us in Christ.38 

Christ’s life-giving, healing, reconciliation, confrontation, and disruption come through 

the chaplains as the pastors of the soul.39 Bonhoeffer knew that spiritual care could serve as a 

Christological approach in connection with the collegial works of the chaplains and nurses. In 

this light, patients can experience the grace of God through spiritual conversations led by 

spiritual caregivers. Only the crucified Christ can fully heal, using the spiritual counselors as 

instruments to bring sick people who cry out for the eschatological kingdom of God—healing, 

no pain, fullness, and wholeness.40 This establishes that a chaplain cannot be a lone-minister and, 

likewise, with the nurses.  

In cultivating the skills of nurses and spiritual caregivers for spiritual conversations, we 

recognize the importance of collegial work. Chaplains fulfill their duties by advocating for the 

atmosphere of togetherness. The bond of chaplains and nurses and the patient is like a three-fold 

cord—resilient and more enduring in saving the lives of the patients in ways that honor God. 

 
38 Bruce McKenzie and Dean Eland, eds., “Theological Reflections on Collaboration” in 

Congregations Learning Together for the Future; a Workbook to Help Plan and Create Cluster 
Ministries (Commission for Mission, Synod of Victoria, November 1996) 
https://assembly.uca.org.au/images/stories/papers/theologicalreflections.pdf (accessed January 
27, 2020). 

39 Bonhoeffer, Spiritual Care, 10-11. 

40 Ibid., 56. 
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Project Methodology 

Description of the Ministry Project 

Spiritual Care is the unifying force between the chaplain, the nurse, and their patients. 

The nature of this study unit demanded an exploratory method of teaching the CARING™ 

process and the six steps for effective [spiritual] conversations to a nurse. The project explored 

her ability to demonstrate this competency and to articulate her understanding in her own words. 

For these reasons, the study employed a mixed-method qualitative approach while looking for 

clear understandings and experiences through an action-reflection process. The goal was for the 

participant to master these six steps of effective [spiritual] conversations.  

Structure of the Project 

The researcher taught the CARING™ methodology for spiritual conversations from 

Massey’s book.41 The researcher conducted a pre-test questionnaire before the 

education/intervention curriculum tool. The researcher used the same set of questions as the post-

test survey after the completion of the education/intervention. The participant rated a 6-point 

Likert-type scale ranging from “1” strongly disagree through “6” strongly agree with each of the 

required statements. The curriculum and education focused on the CARING™ model. which was 

adapted from Massey’s book, CARING: Six Steps for Effective Pastoral Conversations.42 The 

lessons and measurements were created based on Massey’s integrated process of pastoral care, 

spiritual direction, and coaching approach experiences. The participant engaged in the practice of 

spiritual conversations that are relevant to her daily routine and clinical nursing practice.  

 
41 The Outline for the Teaching Intervention is in Appendix I. 

42 Massey, CARING™: Six Steps.  
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The researcher conducted a follow-up session within eight days to consult with the 

participant. This provided her the opportunity to reflect on the spiritual CARING™ 

conversations experience, and to describe and identify her issues/concerns. A post-test survey 

was given (same set of questions as the pre-test questionnaires). The participant used a 6-point 

Likert-like scale ranging from “1” strongly disagree through “6” strongly agree with each of the 

required statements. A post-project focused interview was conducted after the education training 

program. The interview consisted of eight questions pertaining to the nurse’s action-reflection on 

the six steps CARING™ process.  

Rationale for the Process 

The researcher sought to learn if the CARING™ model will work for a nurse through her 

reflections. The researcher also sought to discover how this model would help her feel 

competent. The researcher sought to discover if the nurse would indicate that she gained 

additional skills in using the CARING™ model and if the training would help her feel that she 

gained competence in spiritual care.   

Plan for Evaluation  

This was a mixed-method approach as the participant was invited to offer both qualitative 

and quantitative responses. Data was gathered in several ways. First, the participant completed a 

Likert-like scale assessment before and after the process with a set of twenty-nine questions 

measuring the degree to which a person has used the six steps of CARING™. This scale 

measures the clear understanding of developing the skills and knowledge for conducting  

spiritual care before and after receiving an educational intervention through the CARING™ 

process. This provided some quantitative data.  
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Secondly, the participant received a copy of a guide for consultation about her work at 

the eight days after the educational event. Her questions and feedback about her experiences 

elicited some qualitative data. This consultation included asking the questions found in the Guide 

for Consultation. 43 This conversation was audio-recorded, and field notes were then applied for 

transcription purposes. Coding44 was selected as the most appropriate form of data analysis for 

this project. The language used by project participant as she responded to the guided discussion 

questions was transcribed and coded. The transcription was coded according to the themes 

provided for the six steps of CARING™ in the pre-test and post-test with appropriate spaces 

provided for the major themes.45 Secondary themes were compiled onto a table to measure and 

compare how each conversational engagement was experienced by the participant.   

 
43 The Guide for Consultation is in Appendix D. 

44  In Johnny Saldana, The Coding Manual for Qualitative Researchers. (Singapore: SAGE 
Publications Asia-Pacific Ltd.) First edition, 2016, eBook page 3 of 346. He stated: “A code in 
qualitative inquiry is most often a word or short phrase that symbolically assigns a summative, 
salient, essence-capturing, and/or evocative attribute for a portion of language-based or visual 
data.” 

45 Pre-Test and Post-Test Questionnaires are in Appendix C. 
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Finally, qualitative data was gathered through the focused interview at the conclusion of 

the project.46 These ethnographic approaches47 best fit the context of the researcher for gathering 

information for themes and topics discussed as part of the scope of the research itself. 

 
46 Focused Interview Questions are in Appendix E. 

47 In Mary Clark Moschella. Ethnography as a Pastoral Practice: An Introduction. 
(Cleveland: Ohio, The Pilgrim Press, 2008), 29.  She stated: “At the point when ethnographers 
‘write up’ their narratives, interpreting data, building arguments, and formulating conclusions, 
the author’s voice in the narrative is especially pronounced… There is no getting away from the 
reality that ethnography is a theory-laden endeavor that reflects the categories and 
presuppositions of the researcher.”  
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CHAPTER 2 

BIBLICAL, THEOLOGICAL, AND HISTORICAL FOUNDATIONS 

This chapter explores the foundations for this research into spiritual care provided in a 

hospital setting. It is, in this context, that this chapter offers reflections on spirituality, and 

identifies the meaning of spirituality, descriptions of spirituality and its significance during 

illness and hospitalization for individuals, and the purposes and functions of spiritual care as 

provided by the nurses and chaplains.  

Biblical Foundations of Love God, Love Yourself, and Love Your Neighbors 

A solid foundation is necessary for a robust structure of a study. Hence, grounding the 

case of this paper in biblical principles is essential for the whole research. The biblical principles 

serve as a guide to the lives of the nurses, chaplains, and all health workers. The theme of loving 

God, yourself, and your neighbors is evident in both the Old and New Testaments. It is grounded 

in the creation narrative, found in the Mosaic exodus known as “Shema” (Deut. 6:4-9),1 and 

ultimately manifested in the gospel of Christ (Matt 22:37-39; Mark 12:29-31).2 

One of the most influential Wesleyan theologians, Adam Clarke, commented regarding 

Matt 22:39: “The love of our neighbor springs from the love of God as its source; is found in the 

 
1 Paul Brians, Mary Gallwey, Douglas Hughes, Azfar Hussain, Richard Law, Michael Myers 

Michael Neville, Roger Schlesinger, Alice Spitzer, and Susan Swan, eds., Reading About the 
World, Volume 1 (Harcourt Brace Custom Publishing, 2016), 
https://brians.wsu.edu/2016/11/10/the-shema-deuteronomy-6-4-9/ (accessed February 26, 2021). 

 
2 “What does Mark 12:29-31 Mean?” Got Questions Ministries, 

https://www.bibleref.com/Mark/12/Mark-12-29.html (accessed February 26, 2021). 
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love of God as its principle, pattern, and end; and the love of God is found in the love of our 

neighbor, as its effect, representation, and infallible mark.”3 This kind of love needs to manifest 

as evident in a nurse-patient relationship or any clinical setting. 

Old Testament 

God’s love permeates the whole theme of the Bible. Prophet Nehemiah recalls God’s 

abounding love despite the repetitive shortcomings, rebellions, and disobedience of God’s 

chosen people, the Israelites. Nehemiah 9:18 says, “You are a forgiving God, gracious and 

compassionate, slow to anger, and abounding in love…”4 God’s love abounds and has been 

proclaimed throughout the Bible beginning from Genesis, covenants to Adam, Noah, and 

Abraham, to the eternal Davidic covenant. This communication of God’s love is to God’s 

people, who ought to manifest it in their lives. 

Distinguished nineteenth-century bible commentator, Daniel Whedon, in his edited 

commentary, interpreted Prov 17:17 as, “True friend becomes a brother in a time of adversity. A 

faithful friend is the medicine of life.” 5 Hence, Christians are called to love their friends at all 

times. This love extends supposedly even to strangers. Eminent eighteenth-century Methodist 

minister, Joseph Benson, noted that included in the community of love are strangers. In Lev 

 
3 Adam Clarke, Adam Clarke’s Commentary on the Bible, Study Light, 

https://www.studylight.org/commentaries/acc/matthew-22.html (accessed December 4, 2020). 

4 All Scripture references are from the New Revised Standard Bible, unless otherwise 
indicated. 

5 Daniel Whedon, Commentary on the Bible (np.: 1874-1909), 
https://www.studylight.org/commentaries/ 
when/proverbs-17.html. J. K. Burr, W. Hunter, and A. B. Hyde wrote for the Wisdom books in 
this commentary in 1909 (accessed December 3, 2020). 
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19:18, Benson said, “this law applies to strangers.”6 Evidently, in Deut. 10:19, it was written, 

“And you are to love those who are foreigners, for you yourselves were foreigners in Egypt.” 

These instructions of loving friends, neighbors, and even strangers are grounded in loving God 

(Deut. 6:4-5, 10:12). 

The Old Testament’s redemptive narrative centers on the suffering servant’s coming as 

portrayed in Isaiah’s prophetic book, culminating in the messianic arrival of Christ in the New 

Testament. Isaiah prophesies about the one who will “proclaim good news to the poor. He has 

sent me to bind up the brokenhearted, to proclaim freedom for the captives and release from 

darkness for the prisoners… to comfort all who mourn and provide for those who grieve” (Isa 

61:1-3). This messianic promise is fulfilled ultimately in Christ (Luke 4:18-20). 

New Testament 

According to former Bishop of Oxford, Francis Paget, as he commented upon Mark 

12:31, the link in the first commandment and the second is under the same authority, Christ. 

Paget said:  

Just as we are all bound by the first commandment, so are we all, without exception, 
bound to the love of our neighbor. Yes, and as we are bound to love God always, so are 
we bound always to love our neighbor. As no excuse can be valid for refusing to 
Almighty God the love of the heart that He has made to seek Him, so can no excuse 
suffice for a loveless life towards our neighbor. 7 

 
6 Joseph Benson, Commentary on the Old and New Testaments, 5 Vols. (Carlton&Philips; 

NY: G. Lane and C. B. Tippett, 1846-1854), 
https://www.studylight.org/commentaries/rbc/leviticus-19.html (accessed December 3, 2020). 

7 Francis Paget, “The Link Between the Two Commandments,” in Church Pulpit 
Commentary (London: James Nisbet & Co., 1908), 
https://www.studylight.org/commentaries/cpc/mark-12.html (accessed December 3, 2020). 
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He continued saying that Christ has ultimately exemplified this kind of love in His life. 

Paget also noted: 

One and the same example, even our Lord Jesus Christ. As He is our Teacher, our Guide, 
our Pattern in the love of God, as He came to teach us, He, the filial heart and mind 
towards God, as He came to teach us to love God with the love of little children, so we 
look to Him as our Pattern, our one great example in the love of our fellowmen. 8 

Biblically, love grounds in God. God is love (1 John 4:8); the source of all love. God 

communicates this love specifically through God’s creation and in Jesus, God’s Son (John 3:16, 

1 John 4:9-10). The Spirit then is the One who pours God’s love into the hearts of God’s children 

(Rom 5:5). This love ought to manifest in the lives of God’s children through loving one another 

(1 John 4:11) as God has loved us (John 13:34). This love extends by willingly devoting one’s 

life to one’s friend through journeying with one’s friend, listening, and providing for their 

friend’s felt needs (John 15:12-3).9 In his book, Mere Christianity, C. S. Lewis wrote:  

All sorts of people are fond of repeating the Christian statement that ‘God is love’. But 
they seem not to notice that the words ‘God is love’ have no real meaning unless God 
contains at least two Persons. Love is something that one person has for another person. 
If God was a single person, then before the world was made, He was not love. Of course, 
what these people mean when they say that God is love is often something quite 
different: they really mean ‘Love is God’. They really mean that our feelings of love, 
however and wherever they arise, and whatever results they produce, are to be treated 
with great respect. Perhaps they are but that is something quite different from what 
Christians mean by the statement ‘God is love’. They believe that the living, dynamic 
activity of love has been going on in God forever and has created everything else. And 
that, by the way, is perhaps the most important difference between Christianity and all 
other religions: that in Christianity God is not a static thing—not even a person—but a 
dynamic, pulsating activity, a life, almost a kind of drama. Almost, if you will not think 

 
8 Ibid. 

9 Vern S. Poythress, The Mystery of the Trinity: A Trinitarian Approach to the Attributes of 
God (Phillipsburg, NJ: P&R Publishing, 2020), 563-67. 
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me irreverent, a kind of dance. The union between the Father and the Son is such a live 
concrete thing that this union itself is also a Person.10 

The central Christian teaching of God as Trinity may perhaps be best understood within every 

human relationship. It is eternally and essentially relational. 

Michael Reeves, the author of the book, Delighting in the Trinity, quoted: “God is love 

because God is a Trinity.”11  He further asserts: “God’s triunity of overflowing love has invited 

us to join in on eternal joy. The Father sent the Son because the Father wanted to share the love 

and fellowship he had with his Son from before the beginning. That when we share the 

knowledge of God’s great love, we reflect the missional, generous, outgoing shape of God’s own 

life.”12 Reeves concludes:  

God’s triune being makes all his ways beautiful. It is a chance to taste and see that the 
Lord is good, to have your heart won and yourself refreshed. For it is only when you 
grasp what it means for God to be a Trinity that you really sense the beauty, the 
overflowing kindness, the heart-grabbing loveliness of God…For God is triune, and it is 
as triune that he is so good and desirable…. Christianity is not primarily about lifestyle 
change; it is about knowing God. To know and grow to enjoy him is what we are saved 
for…Nonetheless, getting to know God better does make for far more profound and 
practical change as well. Knowing that love of God is the very thing that makes us love. 
Sensing the desirability of God alters our preferences and inclinations, the  things that 
drive our behavior: we begin to want God more than anything else. 13 

 
10 C.S. Lewis, Mere Christianity (New York: HarperCollins, 1952), 174-75. 

11 Michael Reeves, Delighting in the Trinity: An Introduction to the Christian Faith (2010), 
9-10, https://ebookcentral.proquest.com/lib/merceru/reader.action?docID=2009905&ppg=1 
(accessed March 16, 2021). 

12 Ibid. 

13 Ibid. 
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Matthew Henry, a Nonconformist minister, is best known for being the author of the six-

volume biblical commentary Exposition of the Old and New Testaments. Regarding Mark 12:31, 

he writes, “So we must love our neighbor as ourselves because he is of the same nature with 

ourselves our hearts are fashioned alike, and my neighbor and myself are of one body, of one 

society, that of the world of mankind and if a fellow-Christian, and of the same sacred society, 

the obligation is the stronger.”14 

David Brown served as a theology professor at the Free Church College of the University 

of Aberdeen and co-authored the Jamieson-Fausset-Brown Commentary. Brown noted, “But as 

sincerely as us we are to love all mankind, and with the same readiness to do and suffer for them 

as we should reasonably desire them to show to us. The golden rule (Matt 7:12) is here our best 

interpreter of the nature and extent of these claims.”15 Professor of Scripture emerita at Boston 

University, Paula Fredriksen, echoed Paul stating, “the whole law is fulfilled in one word, ‘You 

shall love your neighbor as yourself’” (Gal 5:13-14).16 Paul wrote, “Love does no harm to a 

neighbor. Therefore, love is the fulfillment of the law” (Rom 13:10). 

The renowned Biblical scholar, N. T. Wright, noted that everything under God’s 

redemptive narrative is grounded in love. Wright said, “The kingdom of God runs on love. That 
 

14 Matthew Henry, Commentary on the Whole Bible (Complete 6 volumes, 1706; uploaded by 
Study Light) https://www.studylight.org/commentaries/mhm/mark-12.html (accessed December 
3, 2020). 

15 David Brown, “Gospel According to Mark,” in Commentary Critical and Explanatory on 
the Whole Bible, edited by Robert Jamieson, A.R. Fausset, and David Brown (Grand Rapids, MI: 
Christian Classic Ethereal Library, 1871; updated and revised 1999), 2910 
https://ccel.org/ccel/j/jamieson/jfb/cache/jfb.pdf (accessed December 3, 2020). 

16 Paula Fredriksen, “Love,” in The Oxford Companion to the Bible, ed. Bruce Metzger and 
Michael Coogan (NY: Oxford University Press, 1993), 467-69. 
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is the good news…. He brings healing and hope. [And] the God who made the world will restore 

and renew it in the end.”17 Furthermore, Christians ought to share this love with all people, 

especially those who are in need, in the context of this study, the nurses, co-chaplains, patients, 

and department heads.  

Therefore, to conduct care for one’s spirituality is to love the person. Receiving love from 

God can help us love our neighbors. This love channeled from oneself to a community can be 

found in the wellspring of all love, Christ, love personified. Spiritual care is, first and foremost, a 

practical manifestation of loving God, yourself, and your neighbors. 

Theological Foundations 

The concept of spirituality is complex, and it operates under subjective frameworks. 

Hamilton Inbadas, an honorary research fellow of University of Glasgow, notes a “recent 

increase in the number of studies on spirituality that manifests growing recognition of the 

importance of spirituality in various aspects of life, [medicine, healthcare], and research interest 

is being generated in several academic disciplines.”18  

Religion and Spirituality 

Religion and spirituality are two distinctly separate terms yet are closely interrelated. 

Authors of several books on pastoral care, counseling, and chaplaincy, Larry VandeCreek, and 

Laurel Burton, noted in their definitions, “spirituality is inclusive of religion; spiritual care 
 

17 N. T. Wright, Simply Good News: Why the Gospel is News and What Makes It Good 
(Broadway, NY: Harper Collins, 2015), 44, 137. 

18 Hamilton Inbadas, “History, Culture and Traditions: The Silent Spaces in the Study of 
Spirituality at the End of Life,” Religions 7, no. 5 (2016): 53 https://doi.org/10.3390/rel7050053 
(accessed February 26, 2021). 
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includes ‘pastoral care.’ Spiritual caregivers in healthcare institutions are often known as 

chaplains although they have different designations in some settings, i.e., spiritual care 

providers.”19 The focus of spirituality is often on what it means to transcend physical limitations 

and barriers using a new consciousness or perspective. Associate Clinical Professor at University 

of Texas Arlington, Maxine A. Adegbola, describes spirituality with the apt quote attributed to 

Pierre Teilhard de Chardin, ‘We are not human beings having a spiritual journey, but spiritual 

beings having a human experience.’”20  

According to Carey S. Clark, a professor, author, a faculty in the Medical Cannabis and 

Holistic Nursing programs, and editor of the forthcoming Wolters-Kuhlwer Cannabis Handbook 

for Nurses 2020, 

De Chardin was both a scientist (he was a geologist and a paleontologist, and he studied 
evolutionary sciences) and a theologian (he was a Jesuit priest). He focused on inter-
relating science and faith. He proposed that, from an evolutionary perspective, we as 
humans are moving toward higher forms of consciousness, with the person becoming 
ever more aware of the self, and aware of our interdependence with the whole of the 
universe.21  

Clark continues, “As we evolve toward greater complexity and an expanding 

consciousness, we further recognize our interdependence and inherent connections with others. 

 
19 Larry VandeCreek and Laurel Burton, “A White Paper for Professional Chaplaincy: Its 

Role and Importance in Healthcare,” Association of Professional Chaplains et al, Journal of 
Pastoral Care, 55,1 (2001):81. 

 
20 Maxine Adegbola, “Spirituality and Quality of Life in Chronic Illness,” Journal of Theory 

Construction and Testing, 10, no. 2:42, https://rc.library.uta.edu/uta-ir/bitstream/handle/10106/ 
4978/Adegbola_SpiritualityandQualityofLifeinChronicIllness.pdf?sequence=1 (accessed 
February 26, 2021). 

21 Charles P. Henderson, “God and Science: The Death and Rebirth of Theism,” 1996. 
Available online: https://www.godweb.org/godand.htm (accessed on March 16, 2021). 
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This connection allows the nurse and patient to create a mutual search for meaning, a sense of 

wholeness, and possible transcendence of suffering.”22 Clark concludes:  

This process aligns with de Chardin’s work around evolution and consciousness, as well 
as coming to know oneself and others better. Watson clearly stated that it is through our 
interconnections that we grow and evolve: “we learn from one another how to be human 
by identifying ourselves with others, finding their dilemmas in ourselves. What we all 
learn from it is self-knowledge. The self we learn about, is every self. It is universal—the 
human self. We learn to recognize ourselves in others . . . (it) keeps alive our common 
humanity and avoids reducing self or other to the moral status of object.”23 

Barbara Mandel, Professor of Humanistic Social Sciences, and Wendy Cage, Professor of 

Sociology at Brandeis University, and associate behavioral and social scientist at the RAND, 

Julia Bandini, reflected that “specific conceptions of spirituality vary with tools, most creators 

envision… spirituality as broader than the religion, concerned with meaning-making, human 

connection, and community connected to or quite apart from a sense of God or the ‘sacred.’”24 

Psychiatry Specialist John F. Hiatt, a Yale University graduate, noted that religion refers to an 

organized system of doctrines, holy traditions, and ceremonies commonly and formally practiced 

by individuals of the same faith persuasion.25 Hiatt regards spirituality “as that aspect of the 

 
22 Carey S. Clark, “Watson’s Human Caring Theory: Pertinent Transpersonal and Humanities 

Concepts for Educators,” 2016 Humanities 5, no. 2: 21,  
https://doi.org/10.3390/h5020021(accessed March 16, 2021). 
 

23 Ibid. 
 
24 Wendy Cadge, and Julia Bandini, “The Evolution of Spiritual Assessment Tools in 

Healthcare,” Society 52 (2015): 430–37, https://doi.org/10.1007/s12115-015-9926-y, Cf. 
http://www.wendycadge.com/wp-content/uploads/2017/10/Cadge.Bandini.2015.pdf (accessed 
February 26, 2021). 

 
25 John F. Hiatt, “Spirituality, Medicine, and Healing,” South Medical Journal 79, no. 6 

(1986):736–743, https://doi.org/10.1097/00007611-198606000-00022 (accessed February 26, 
2021). 
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person concerned with meaning and the search for an absolute reality that underlies the world of 

the senses and the mind and, as such, is distinct from adherence to a religious system.”26  

Health Care Descriptions of Spirituality 

Healthcare providers offer important understandings of spirituality. For example, 

Canadian chaplains Phyllis Smyth and Daniel Bellemare, who both worked at Royal Victoria 

Hospital in Quebec, Canada, stated, “life has a purpose, of the search for meaning; of the attempt 

to interpret personal illness in a way that makes sense of their world view.”27 In addition, clinical 

professor in the Department of Psychiatry and Behavioral Sciences, University of Louisville 

School of Medicine, Kentucky Clifford C. Kuhn states that spirituality involves “those capacities 

that enable a human being to rise above or transcend any experience at hand. They are 

characterized by the capacity to seek meaning and purpose, to have faith, to love, to forgive, to 

pray, to meditate, to worship, and to see beyond present circumstances.”28  

David Aldridge, author and Professor of Qualitative Research in the Faculty of Medicine 

at the University of Witten-Herdecke, believes these spirituality definitions essentially describe 

transcendence as spirituality’s major component that helps individuals understand and keep face-

to-face interaction with a higher being, life force, or God.29 Professor of Nursing in Spirituality at 

 
26 Hiatt, “Spirituality, Medicine, and Healing.”  

27 Phyllis Smyth, and Daniel Bellemare, “Spirituality, Pastoral Care, and Religion: The Need 
for Clear Distinctions,” Journal of Palliative Care 4, no. 1-2 (1988): 86-88. 

28 Clifford C. Kuhn, “A Spiritual Inventory of the Medically Ill Patient,” Psychiatric 
Medicine, 6, no. 2 (1988): 87-100. 

 
29 David Aldridge, “Spirituality, Healing and Medicine,” British Journal of General Practice 

41, 351 (1991):425-27  https://pubmed.ncbi.nlm.nih.gov/1777299/ (accessed February 26, 2021). 



 

27 
 

the University of South Wales, Linda Ross, extends these definitions by identifying essential 

elements of spirituality, including discovering and attributing meaning and purpose, achieving 

hope, and the need for faith in trusting oneself, others, and God.30 Author and former chair of 

Nursing Department at Trinity Western University Julia D. Emblen states, “spirituality is helping 

people to identify meaning and purpose in their lives, maintain personal relationships and 

transcend a given moment.”31   

The Role of Spirituality in Health Care  

Spirituality plays a significant role in health care. For example, Richard M. Eckersley, a 

fellow of the National Centre for Epidemiology and Population Health at the Australian National 

University, writes:  

Spirituality represents the broadest and deepest form of connectedness. It is the most 
subtle, and therefore easily corrupted, yet perhaps also the most powerful. It is the only 
form of meaning that transcends people’s personal circumstances, social situations, and 
the material world, and so can sustain them through the trouble and strife of mortal 
existence.32  

Furthermore, the research also yielded results that spirituality is a significant, effective, and 

influential contributor to patients’ and caregivers’ coping tools.33  

 
30 Linda Ross, et al., “Student Nurses Perceptions of Spirituality and Competence in 

Delivering Spiritual Care: A European Pilot Study,” Nurse Education Today 34, no. 5 
(2014):697-702, https://doi.org/10.1016/j.nedt.2013.09.014. (accessed February 26, 2021). 

31 Julia D. Emblen, “Religion and Spirituality Defined According to Current Use in Nursing 
Literature,” Journal of Professional Nursing 8, no. 1 (1992):41-47, https://doi.org/10.1016/8755-
7223(92)90116-g (accessed February 26, 2021). 

32 Richard M. Eckersley, “Culture, Spirituality, Religion and Health: Looking at the Big 
Picture,” Medical Journal of Australia 186, no. 10 (2007): 54-56, https://doi.org/10.5694/j.1326-
5377.2007.tb01042.x (accessed February 26, 2021). 

33 Ibid. 
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This research means that acceptance of a person’s health issues is not a passive but active 

coping mechanism that is dealt with meaningfully and positively. In this way, communities of 

faith and new faith structures can play a vital role in providing direct counseling, offering 

educational facilities, and employing screening, especially in marginalized settings and minority 

context groups. The World Health Organization said, “A multidisciplinary approach is often 

recommended to provide the four aspects of care--physical, psychological, social and spiritual --

to address the complex needs of every patient and their families.”34 The Chief Medical Officer at 

Mindoula Health, Carol L. Alter, states that the crises individuals face are not isolated but serial, 

so the challenges are limited to chronic illnesses and lie in the difficulties caregivers encounter 

while working with terminally ill patients.35 Caregivers can conclude and realize an inner 

consciousness that is both transcendent and emergent through understanding the roles that 

spirituality plays in the terminally ill. Margaret Burkhardt and Mary Gail Nagai-Jacobson, both 

professors in the clinical and medical field, have co-authored a book on spirituality, care, and 

counseling. These authors note that while it is common knowledge that suffering and pain are an 

integral part of humanity, these elements can still be meaningful and positive for the patient and 

the caregiver.36 These meanings may manifest in the significance of traditional religious 

 
34 World Health Organization, “WHO Definition of Palliative Care,” 2002,  

https://apps.who.int/dsa/justpub/cpl.htm (accessed October 12, 2020). 

35 Carol L. Alter, “Redefining Hope in the Second Decade of AIDS: A Psychiatrist’s 
Experience,” Aids Patient Care and STDs 8, no. 1 (1994): 2-5, http://doi.org/ 
10.1089/apc.1994.8.2 (accessed February 26, 2021). 

36 Margaret A. Burkhardt, and Mary Gail Nagai-Jacobson, “Reawakening Spirit in Clinical 
Practice,” Journal of Holistic Nursing 12, no. 1 (1994): 9–21, https://doi.org/10.1177/ 
089801019401200103 (accessed February 26, 2021). 
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practices, belief systems, a comprehension of God, concepts, and origins of hope and strength for 

the patient, as professors and clinical practitioners Verna Carson, Karen Soeken, and Patricia 

Grimm claimed.37  

The Importance of Patient Spirituality in Spiritual Care 

Patient spirituality is essential in supporting fast recovery and coping with different pain 

and struggles in illnesses. A psychiatrist who survived a Nazi concentration camp, Victor Frankl, 

wrote: “Man is not destroyed by suffering; he is destroyed by suffering without meaning.”38 

Spiritual care is giving hope and meaning to one’s suffering. As Christina M. Puchalski, a 

prominent physician, recognized, the very core of a person’s healing and acceptance of illness is 

spiritual. Puchalski concludes that “Spirituality has been recognized by many authors as an 

integral developmental task and important for patients facing chronic illness, suffering, and 

loss.”39 

According to a study published in the American Journal of Public Health, utilizing 

spiritual care prolongs life,40 coping with illness, pain, life stresses, provides a positive outlook, 

 
37 Verna Carson, Karen L. Soeken, and Patricia M. Grimm, “Hope and its Relationship to 

Spiritual Well-Being,” Journal of Psychology and Theology 16, no. 2 (1988):159-67 
https://doi.org/10.1177/009164718801600205(accessed February 26, 2021). 

38 Victor E. Frankl, Man's Search for Meaning (New York: Simon and Schuster, 1984), 2. 

39 Christina M. Puchalski, “The Role of Spirituality in Health Care,” Baylor University 
Medical Center Proceedings, 14, no. 4 (2001): 352–357, https://doi.org/10.1080/08998280.2001. 
11927788 (accessed February 26, 2021). 

 
40 William J. Strawbridge, Richard D. Cohen, Sarah J. Shema, and George A. Kaplan, 

“Frequent Attendance at Religious Services and Mortality Over 28 Years,” American Journal of 
Public Health 87, no. 6 (1997):957–61, https://doi.org/10.2105/AJPH.87.6.957 (accessed 
February 26, 2021). 
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and a better quality of life. It also gives hope to the patient that causes enhancement in recovery, 

according to Puchalski.41 A patient’s desire for spiritual interaction increases with the increasing 

severity of illness.42 As reported by Mary R. Robinson, one type of spiritual interaction is 

through prayer, which gives comfort and help to relatives and patients.43 Penny Sartori, a known 

medical researcher of Nursing Times, affirms that “Prayer is a popular part of spiritual practice. 

It is used as a coping mechanism in everyday life and results in positive emotions that benefit 

health.”44 She also suggests by building rapport and if professionally trained, nurses, and hospital 

chaplains are available to pray with them.45  

One study about “religion and coping” shows that “Large majorities of patients turn to 

religion and spirituality to cope with illness.”46 The necessity of giving importance to developing 

patient spirituality is much needed. According to the Royal College of Nursing survey, ninety-

two-point six percent of nurses noted that spirituality should be a core element of both pre-and 

 
41 Puchalski, The Role of Spirituality in Health Care, 2. 

42 Tracy A. Balboni, Michael Balboni, and M. Elizabeth Paulk, et al., “Support of Cancer 
Patients' Spiritual Needs and Associations with Medical Care Costs at the End of Life,” Cancer 
117, no. 23 (2011): 5383-391, https://doi.org/10.1002/cncr.26221 (accessed February 26, 2021). 

43 M. R. Robinson et. al., “Matters of Spirituality at the End of Life in the Pediatric Intensive 
Care Unit,” Pediatrics, 2006 (118: 3): 719-29. 

44 Penny Sartori, “Spirituality 2: Exploring How to Address Patients’ Spiritual Needs in 
Practice,” Nursing Times 106, no. 29 (2010): 23-25. 

45 Sartori, “Spirituality 2.” 

46 Harold G. Koenig, David B. Larson, and Susan S. Larson, “Religion and Coping with 
Serious Medical Illness,” Annals of Pharmacotherapy 35, no. 3 (2001):352-9, http://reflexao 
espirita.org.br/reflexaoespirita/art_cientificos/religiao_e_enfrentamento.pdf (accessed February 
26, 2021). 
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post-registration nurse training.47 Both the nurses and the patients see this need. Edwin Pugh and 

his colleagues show in their work that there is a need to address a patient’s spirituality. Their 

studies demonstrate its effectivity: “And most of the patients addressed even requested a follow-

up visit.”48 

Concurrently, Michael Balboni, a theologian researcher at Harvard, and Tracy Balboni, a 

radiation oncologist and professor at Harvard Medical School, write that “A key structural 

change in the socialization of clinicians must include the incorporation of spiritual care training 

for physicians and nurses.”49 They recommend the training of nurses with the help of chaplains. 

Likewise, Sartori supports “Incorporating spiritual care into pre-and post-registration education 

that enhances nurses’ confidence and improves patient wellbeing and satisfaction. Ultimately, 

administering good spiritual care has the dual effect of benefiting both patients and caregivers.”50 

Good spiritual care can improve quality of life with the medical community’s engagement to 

support the patient spirituality. Additionally, this serves in cultivating the patient’s decision-

 
47 Wilfred McSherry, “RCN Spirituality Survey 2010: A report by the Royal College of 

Nursing on members’ views on spirituality and spiritual care in nursing practice” (London: 
Published by the Royal College of Nursing), 2010 
https://www.merseycare.nhs.uk/media/1863/rcn-spirituality-survey.pdf (accessed on February 
26, 2021). 

 
48 Edwin J. Pugh, Susan Smith, and Paul Salter, “Offering Spiritual Support to Dying Patients 

and Their Families Through a Chaplaincy Service,” Nursing Times 106, no. 28 (2010): 18-20. 

49 Michael Balboni and Tracy Balboni, Hostility Towards Hospitality: Spirituality and 
Professional Socialization within Medicine (Oxford University Press, 2019). 
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making, coping in pain, and acceptance of death because many patients interpret their illness 

through this spiritual lens, according to Balboni.51  

An explorative study demonstrates that even physicians, not nurses only, need strong 

interpersonal skills and a well-developed relational skill to have a healthy discussion about 

spirituality since the patients see physicians having an important role in spirituality.52 Timothy 

Daaleman and Bruce Frey acknowledge that “spiritual care should be recognized and hopefully 

provided not only by the chaplain but the whole health care team.”53 VandeCreek, a professional 

chaplain, concludes:  

Effective nurse-chaplain collaboration is necessary to provide adequate spiritual care. 
Nurses must collaborate with chaplains and relate to clergy to provide spiritual care. 
Knowledge of assessment differences between nurses and chaplains, terminology, and the 
role of clergy will enhance this collaboration.54  

The collaborative work between the nurse and chaplain is a great support and boost for patient 

spirituality. 

 
51 Balboni, Hostility Towards Hospitality. 

52 Randy S. Herbert, et al., “Patient Perspectives on Spirituality and Patient-Physician 
Relationship,” Journal of General Internal Medicine 16, no. 10 (2001): 685–92, 
https://doi.org/10.1111/j.1525-1497.2001.01034.x (accessed February 26, 2021). 

53 Timothy Daaleman, and Bruce Frey, “The Spirituality Index of Well-Being: a New 
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499-503, https://doi.org/10.1370/afm.89. (accessed February 26, 2021). 
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Caregiving,” Seminars in Oncology 13, no. 4 (1997):279-280, https://doi.org/10.1016/s0749-
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Historical Foundations 

An Overview of Spirituality in Nursing 

Ruth W. Johnson and her cohorts believe writing about the historical perspective of 

spirituality in nursing is an arduous task, for there is a plethora of data. The significance of the 

Christian and the twentieth-century eras are connected in the concept of holistic care. Johnson 

asserts:  

The idea of nursing being honorable and filled with respect continued to dominate during 
the Christian era. Nurse historian Josephine Dolan points out that the way Jesus tended to 
the infirm set standards for those who serve to follow. This group of followers was 
known as deacons or deaconesses and they, as Christ opened their hearts and cared for 
the infirm…. The mark of the [twentieth century] can be measured by the developmental 
changes of the nursing profession in the areas of scientific inquiry, technology, nursing 
education, research and social justice… Nursing theorists during this era were prolific, 
conscientious, and adamant about how clients were viewed…. During the early part of 
the twentieth century, it is documented in the different annals that many of the 
Historically Black Colleges and Universities included vespers as part of the educational 
experience. Whatever the situation, nurses during this century knew that effective health 
care needed to include the spiritual care of the client.55 

The synergy of creative cooperation is everywhere. “Spirituality, whether nurses 

acknowledge it or not, has always been present in the profession.”56 Nurses need to have some 

sense of the historical overview for the spiritual care of their clients. 

Education of Nurses About Spiritual Care 

For nurses to manage all-inclusive patient care, educators must understand the spiritual 

and religious dimensions in the health care context. Nurses are required to have adequate skills 
 

55 Ruth W., Joan S. Tilghman, Lorrie Davis-Dick, and Barbara Hamilton-Faison, “A 
Historical Overview of Spirituality in Nursing,” ABNF Journal 17, no. 2 (Spring, 2006): 60-62, 
https://search.proquest.com/docview/218869729?accountid=12381 (accessed February 26, 
2021). 
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and knowledge for spiritually based education care. In most cases, spiritual care is needed as a 

significant component in the health care setting, as patients may depend on nurses for their 

physical and mental healing. There are critical issues required when planning and designing the 

type of spiritual care to offer to patients.   

According to Janet McRae, an adjunct faculty member in the Advanced Practice Holistic 

Nursing Program at New York University, who also maintains a private practice in holistic 

medicine, “Nursing has seen spirituality as part of the patient care since its inception,”57 and 

spirituality has been incorporated into the nursing practice and education for years. Jane Salvage, 

in her editorial article, Breaking the Silence: A New Story of Nursing, wrote:  

We live in challenging times, for the planet, for our societies, and for the health of 
nations. The challenges have major implications for nurses--a global profession of some 
23 million women and men--from caring for older people to halting infectious disease 
epidemics, reducing mother and child deaths, and tackling and mitigating the health 
effects of climate change.58  

 
 Understanding the spiritual and religious dimensions in caring for patients is critical for 

healthcare professionals in managing their patients. In Minding the Spirit: The Study of Christian 

Spirituality, both Salvage and Elizabeth Dreyer concur that nurses could enhance spiritual care 

by creating a trustworthy relationship with patients.59 In other words, the relationship between 

 
57 Janet McRae, “Nightingale’s Spiritual Philosophy and its Significance for Modern 

Nursing,” Image Journal of Nursing Scholarship 27, no. 1 (1995):8-10, 
https://doi.org/10.1111/j.1547-5069.1995.tb00806.x. (accessed February 26, 2021). 
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nurses and patients should be such an important task that it acknowledges the significance of the 

therapeutic use of practical nursing care. Salvage added:  

The challenges confronting nurses are remarkably similar worldwide, and so are their 
humanitarian values. We see this daily in our work as international nursing leaders and 
activists. The value of nursing to health and society has barely been explored and 
quantified outside its own professional circles. Despite all the lip service, our potential to 
improve health and wellbeing has never been fully acknowledged or developed.60 

 
Nurses are an influential force. They are compassionate to patients because it is central to 

their roles. Nurses can fill the “missing pieces of care” towards every individual’s physical, 

mental, and spiritual wellbeing. As it appears, Kathleen Berger, who wrote The Developing 

Person Through the Life Span, asserts that change must start with empathy and understanding of 

nurses’ reality and how they can invite another person for partnership, which are their patients or 

fellow colleagues, the chaplains.61 Spiritual care is defined as providing and facilitating a 

supportive care context that corresponds to patients’ cultural and religious belief systems, 

according to Michael Downey.62  Christina Canfield, a clinical nurse specialist in Cleveland   

 
60 Salvage, and Stilwell, “Breaking the Silence,” 1301. 
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Clinic in Cleveland, Ohio, explored critical nurses’ perceived needs,  “Nurses must be 

prepared to address all dimensions of care including spirituality.” 63 While the essence of nursing 

is integrating spiritual care plans for patients, “nurses described a need for learning how to start a 

conversation about spirituality, as well as knowing what the ‘rules’ were so far as what was 

acceptable to initiate with the patients. Some nurses described providing spiritual care as being 

supportive through offering their presence: holding a hand, listening, offering a hug, pray with 

them, talk to them, attempt to relieve their grievances, and listen to their spiritual concerns. 

Nurses viewed the heavy demands of providing physical care as a barrier to taking time to 

provide spiritual care.”64 The biblical foundations of this project include loving God and other 

people. The theological foundations include an understanding of religion and spirituality, 

especially spirituality within the health care field. The historical foundations for this project 

recognize that spirituality has been an important aspect of nursing since the beginning of the 

discipline.  

 
63 Christian Canfield, et al. “Critical Care Nurses’ Perceived Need for Guidance in 

Addressing Spirituality in Critically Ill Patients,” The American Journal of Critical Care 
(Evidence-based interdisciplinary knowledge for high acuity and critical care) 2016; 25 206-211 
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Perceived-Need-for-Guidance?redirectedFrom=fulltext (accessed on March 16, 2021). 

64 Ibid. 

 



 

37 
 

CHAPTER 3 

CONTEXTUAL SPIRITUAL CONVERSATION AT MAYO CLINIC 

This chapter describes Mayo Clinic in Florida as the context for the project. Topics 

covered include the historical roots and evolution of Mayo Clinic, the three essentials of Mayo 

Clinic, and its core mission. In addition, to developing a picture of Jacksonville considering 

Mayo Clinic, its location, and demographics, the discussion includes the methodology, process, 

and participant as a segue into chapter four.  

The Historical Roots and Evolution of Mayo Clinic 

Shared Values as the Foundation 

The historical roots and evolution of Mayo Clinic developed well before the Mayo family 

and their associates settled in Minnesota, Rochester. During the early years of the Industrial 

Revolution, when these two visionaries and immigrants, Dr. William Worrall Mayo, and Mother 

Alfred Mos, were both fiercely devoted to “caring for the sick.” Their shared values and 

experiences laid the foundation for the Mayo Clinic, which now is considered the most important 

medical institution in the world—a place for hope when there was no hope.1  

A Place for Hope  

This partnership of an agnostic country doctor and a leader of a Catholic teaching order 

may not have shared religious beliefs. Still, they became a catalyst in the aftermath of one of the 

worst tornadoes in Midwest history in August 1883. After six years of planning and work, 

Mother Alfred and the Sisters of St. Francis opened Saint Mary’s Hospital with W.W. Mayo as 

 
1 “Mayo Clinic Timeline,” https://history.mayoclinic.org/timelines/history-timeline.php 
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the Medical Director. They were both soon to retire, but her successor Sister Joseph Dempsey 

and his two sons, Dr. Will and Dr. Charlie Mayo would guide the organization for the next forty 

years.2 

Facing Its Greatest Challenges 

The Mayo Clinic faced its greatest challenge when Sister Joseph Dempsey, Dr. Charlie, 

and Dr. Will all have died within a few months of each other. Despite the passing of all three 

leaders, the organization has continued to thrive. The Mayo brothers hired Dr. Henry Plummer, 

who would significantly transform this small group of independent practitioners into a unique 

collaborative practice. First, he developed a standardized patient medical record—a significant 

innovation at the time. He designed a five-story structure to fulfill his vision for a truly integrated 

multispecialty practice, with dozens of rooms for examinations, diagnostic procedures, and 

outpatient surgeries, as well as clinical and research laboratories.3  

The First 150 Years 

Mayo Clinic has made many of the most significant breakthroughs in medicine—

including real-time frozen-section tumor analysis, the discovery of cortisone, and the first series 

of successful surgeries using a heart-lung bypass machine. Mayo Clinic researchers are involved 

 
2 Ken Burns, “A Short History of Mayo Clinic,” https://www.pbs.org/kenburns/the-mayo-

clinic/a-short-history-of-the-mayo-clinic/ (accessed March 18, 2021). 
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in thousands of studies and clinical trials to accelerate the pace of stem cell, gene-based, and 

other individualized therapies.4 

Collaborative Practices 

The reputation of the Mayo’s rapidly grew, and soon other doctors joined the practice. At 

the same time, Sister Joseph opened a nursing school. St. Mary’s grew from a small community 

hospital into one of the largest and most advanced surgical centers in the United States. The 

Mayo’s turned their attention to education, creating one of the world’s largest graduate medical 

education centers. They created a trust that stipulated that all future profits would be reinvested 

in education, research, and patient care. Their most revolutionary business decision was to place 

themselves, their partners, and all future Mayo physicians on salary. Having doctors on salary is 

a good idea. Mayo does a lot of things right as it fosters collaboration. It also reduces 

unnecessary procedures. Having laboratory facilities alongside the surgical suites speeds up 

results and minimizes the need for additional operations. Mayo Clinic, St. Mary’s Hospital, and 

the affiliated Rochester Methodist Hospital merged as an integrated center of medicine with total 

assets of $1 billion. A value of Mayo Clinic is that the needs of the patient must always come 

first. It has since created medical centers in Jacksonville, Florida, and Scottsdale, Arizona, a 

 
4 Kelly Luck Stein, “Mayo Clinic Commemorates 150th year Anniversary in 2014,” January 

24, 2014, https://newsnetwork.mayoclinic.org/discussion/mayo-clinic-commemorates-150th-
anniversary-in-2014/ (accessed March 20, 2021).  
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regional healthcare system, a medical school, and a worldwide network of like-minded 

hospitals—all dedicated to putting Mayo’s ways into practice.5  

The Story of Bringing Mayo Clinic to Jacksonville, Florida 

The story of bringing Mayo Clinic to Jacksonville began with the establishment of what 

would become Winn-Dixie, according to Ennis Davis, a historian-certified senior planner and 

author of the award-winning books, Reclaiming Jacksonville, Cohen Brothers: The Big Store, 

and Images of Modern America: Jacksonville.6 Davis has served with various organizations 

committed to improving urban communities, including the American Planning Association and 

the Florida Trust for Historic Preservation. Davis is a co-founder of Modern Cities, TransForm 

Jax, and a former citizen member of the Florida Times-Union editorial board. He asserts:  

Unknown to most, if it weren’t for a 1939 grocery industrial deal, it’s quite possible the 
renowned institution would have never ended up in Jacksonville, and the city’s Southside 
would not be the beehive of activity that it is today… Winn-Dixie traces its roots back to 
1925 when William Milton Davis acquired the Rockmoor Grocery in Miami. Changing 
its name to the Table Supply Company in 1927, the chain had expanded into Central 
Florida when Davis abruptly passed in 1934, leaving the business to his sons, James 
Ellsworth (J.E.), Artemus Darius, Milton Austin, and Tine W. Davis. Believing that his 
father died due to poor medical care, the company’s new chairman, J.E. Davis, developed 
a life-long interest in ensuring that the best medical care would be available to his family. 
At the same time, William “Bill” Lovett was amid building a massive grocery enterprise 
of his own in Jacksonville. Founded by Lovett and E.L. Winn in 1920, Winn and Lovett 
had expanded to 78 stores in Florida and Georgia when Lovett convinced the Davis 
brothers to mortgage most of their possessions to acquire 51% of his larger company’s 
stock in 1939. In 1944, the Davis family acquired Lovett’s remaining shares, taking over 
the Winn & Lovett corporate moniker and relocating their headquarters to Jacksonville. 

 
5 “Collaborative Care Model Significantly Improves Patient Outcomes,” February 13, 2016, 

https://www.mayoclinic.org/medical-professionals/psychiatry-psychology/news/collaborative-
care-model-significantly-improves-patient-outcomes/mac-20429626 (accessed March 20, 2021).  

 

6  Downtown Council of Jax Chamber, “Ennis Davis Bio,” 
https://www.downtowncouncil.org/ennis-davis-bio/ (accessed on March 20, 2021). 
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In 1955, after being listed as Florida’s first industrial corporation on the New York Stock 
Exchange three years earlier, Winn & Lovett merged with Greenville, SC-based-Dixie 
Home Stores, becoming Winn-Dixie Stores and one of the top ten supermarket chains in 
the country. By the late 1960s, Winn-Dixie had become the most profitable company in 
the industry, leading to J.E. Davis being labeled as one of the ten most powerful men in 
Florida by the St. Petersburg Times. This power of influence would be successfully 
proven with the recruitment of the Mayo Clinic Jacksonville.7 

Jacksonville, the largest city in the continental United States, is a rapidly growing 

metropolitan city in Northeast Florida, with approximately 850,000 residents since the 

consolidation of Duval County and the City of Jacksonville governments in 1968.8 Jacksonville 

is a popular location for corporate expansions and relocations. Its status as an intermodal 

transportation hub is another incentive. The city is also a leading distribution center, with a 

transportation network embracing port and air cargo facilities, rail, and trucking routes. Millions 

of tons of raw materials and manufactured goods move through the city annually. Jacksonville 

International Airport is 28 miles northwest of Mayo Clinic’s campus in Jacksonville. You can 

easily get to Mayo Clinic by taxi, limousine, and scheduled van services or car rental from the 

airport.9  

Location and Demographics  

Situated on 400 acres, Mayo Campus is located near San Pablo Road and J. Turner Butler 

Boulevard, an expressway that serves as a major thoroughfare to and from the Jacksonville 

 
7 Ennis Davis, “Jacksonville,” The Jaxon Magazine, July 22, 2019 

https://www.thejaxsonmag.com/article/the-story-of-bringing-mayo-clinic-to-jacksonville/ 
(accessed August 25, 2019). 

 

8 “Explore Jacksonville: Welcome to Jacksonville,” https://www.coj.net/about-
jacksonville.aspx (accessed March 19, 2021).  

 

9 Ibid. 
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Beaches.10 The hospital opened in 2008 with 304 beds and 22 operating rooms.11 A large variety 

of medical services a patient may need are available at Jacksonville’s Mayo Clinic, including 

doctor’s visits, testing, surgery, organ transplants, emergency care, and hospital care.12 In a 2008 

examination of 5,453 United States Hospitals, U.S. News and World Report ranked Mayo Clinic 

Jacksonville 23rd in adult specialization for rheumatology and 46th in adult specialization for 

gastrointestinal disorders.13 In another U.S. News rating, the facility was rated as a Nationally 

Ranked Hospital in seven Adult Specialties, a Regionally Ranked Hospital - #1 in Florida and #1 

in the Jacksonville metro area, and Rated High Performing in three Adult Specialties and nine 

Adult Procedures/Conditions.14 

Mayo Clinic is part of Duval County. It also operates a primary care network with 

locations in Southside Jacksonville and Jacksonville Beach. It has twenty-two miles of 

Jacksonville Beaches. This area makes up about 10.6% of the county’s population, and it has the 

highest median household income in the county. The median household income in Jacksonville 

Beach City is $91,037, while Jacksonville City makes up 10.9% of the county’s population, the 

 
 10 Paul Scotti, “Mayo Clinic celebrates 30 years in Florida,” October 4, 2016 

https://newsnetwork.mayoclinic.org/discussion/mayo-clinic-celebrates-30-years-in-florida/ 
(accessed March 18, 2021). 

 

11 “Mayo Clinic in Jacksonville, FL,” http://jaxhealthcenter.com/hospitals/mayo-clinic 
(accessed March 19, 2021). 

 

12 Ibid. 
 

13 “Best Hospitals Adult Specialty Rankings,” U.S. News & World Report. July 20, 2008, 
https://www.usnews.com/listings/hospitals/6390380 (accessed March 19, 2021). 

 

14 “Rankings,” https://health.usnews.com/best-hospitals/area/fl/mayo-clinic-6390380 
(accessed March 19, 2021).  
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median household income is $54,701. There is a poverty rate of almost 15% in Jacksonville, 

while Jacksonville Beach city is just around 6.7%. Jacksonville Beach city is predominantly 

white, with 92.6% of the population. Black people make up 1.2% of the population, while 

Hispanic or Latino persons are 6.7%, Asian people are 0%. In Jacksonville, 58% of the 

population is white. Blacks make up 31% of the population. In comparison, the Hispanic or 

Latino population is 10%, and the Asian population is 4.8%, with multi-race and other ethnicities 

making up the remainder in both areas.15 

The Core Mission 

Mayo Clinic’s mission is to welcome and engage patients, employees, students, suppliers, 

and communities and bring together people from all backgrounds, cultures, and experiences to 

ensure the best health care is provided to all. Diversity is embodied in every aspect of Mayo 

Clinic, from the individuals that constitute it to the organization. Mayo embraces all people who 

come through its doors, whatever their race or ethnicity, sexual orientation, gender identity, 

disability status, military service, faith, or culture. Success is possible only if Mayo includes 

diverse experiences, perspectives, thoughts, and voices in everything it does.16 In summary, there 

are three essentials of the Mayo effect and how it evolves to be the “Medical Mecca.” 

 
15 U.S. Census Bureau American Fact Finder, Census 2019, 

https://www.census.gov/quickfacts/fact/table/jacksonvillebeachcityflorida,jacksonvillecityflorida
/INC110219 (accessed March 20, 2021).  

 

16 Mayo Clinic, “Office of Diversity and Inclusion,” https://www.mayoclinic.org/about-
mayo-clinic/office-diversity-inclusion/about (accessed March 20, 2021).  
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The Three Essentials of Mayo Clinic 

Dr. Bruce Fye is an author, an emeritus professor of medicine and the history of medicine 

at Mayo Clinic, past president of the American College of Cardiology, the American Association 

for the History of Medicine, and the American Osler Society. In the annual James H. Cassedy 

Memorial Lecture on June 22, 2016, at the National Library of Medicine on “The Origins and 

Evolution of the Mayo Clinic from 1864 to 1939: A Minnesota Family Practice Becomes an 

International “Medical Mecca,” Dr. Fye concludes:  

In my talk, I will explain how America’s first, largest, and most influential group practice 
grew up in Rochester, a small town in rural Minnesota. I begin with the birth of William 
Worrall Mayo in 1819 and end with the death of his two sons in 1939. Many things 
contributed to the creation of the Mayo Clinic. Still, three were essential: a family of 
ambitious doctors, an order of Catholic sisters, and the advent of hospital-based aseptic 
surgery.17  

This description of the history and values of Mayo Clinic provide the context for this project. I 

will address the methodology of the project in the second half of this chapter.  

Research Methodology 

This research is a mixed-method approach as the participant is invited to offer qualitative 

and quantitative responses. Data has been gathered in several ways. The participant has 

completed a Likert-like scale assessment before and after the process with a set of twenty-nine 

questions measuring the degree to which this participant had used the six steps of CARING™. 

This scale measures the clear understanding of the participant’s developing skills and the 

 
17 Circulating Now, “The Origins and Evolution of the Mayo Clinic,” June 14, 2016, 

https://circulatingnow.nlm.nih.gov/2016/06/14/the-origins-and-evolution-of-the-mayo-clinic/ 
(accessed March 20, 2021).  
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knowledge before and after receiving an educational intervention through the CARING™ 

process. The Likert-like scale provided the quantitative data.  

The participant received consultation after eight days. The questions and feedback about 

the participant’s experience provided the elicited qualitative data. The participant consultation 

was performed through a semi-structured questionnaire provided in the Guide for Consultation.18 

The participant wrote the reflection ahead of time before the post-focused interview happened 

and was audio-recorded. Coding was selected as the most appropriate form of data analysis for 

this project. The language used by the project participant as the person’s response to the guided 

discussion questions was transcribed and coded. The transcription was coded according to the 

themes provided for the six steps of CARING™ in the pre-test and post-test with appropriate 

spaces provided for the major themes.19 Secondary themes were compiled onto a table to 

measure and compare how the participant experienced each conversational engagement.  

Finally, qualitative data were gathered through the focused interview given at the 

conclusion of the training20 These ethnographic approaches best fit the context of the researcher 

for gathering information for themes and topics discussed in all of the sessions as part of the 

scope of the research itself.  

This project used a case study approach looking for a clear understanding and 

experiences through an action-reflection process provided in the outline for the teaching 

 
18 The Guide for Consultation is in Appendix D. 
 

19 Pre-Test and Post-Test Questionnaires are in Appendix C. 
 

20 Focused Interview Questions are in Appendix E. 
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intervention,21 involving one volunteer professional nurse. This project was a case study of one 

volunteer interested in learning the six steps of the CARING™ process.22 This person also 

participated in the pre-test and post-test survey questionnaires.23 

Research Process 

The goal for the nursing staff member is to master these six steps of effective [spiritual] 

conversations. Due to the restrictions to meet in person, prior to beginning the research, we set 

up a Zoom meeting, and she agreed to meet with me on February 26, 2021. We met via Zoom 

meeting on that day. The session was for the introduction of the project and the methodology. I 

oriented her in the process through the flow chart and the Informed Consent.  This initial call was 

the process to lay out what her responsibilities were and what mine were. With a full 

understanding of the process, she agreed to the process and explained how to send her the link 

for our virtual and Zoom session. I explained the things to be done in written form and the Zoom 

meeting. In that meeting, she signed up and was committed to the process.  

I sent the pre-test on February 28, 2021, and the next morning of March 1, the pre-test 

was done. The educational training was offered in two sessions. The first session was done on 

March 1, 2021, and the second was conducted on March 2, 2021.   

 
21 See Outline for the Teaching Intervention in Appendix H. 
 

22 See Flow Chart for the Participant in Appendix F.  
 

23 See Pre-test and Post-test Questionnaire in Appendix C. 
 



 

47 
 

I designed a PowerPoint24 presentation for a visual and shared it on the computer screen. 

I adapted the workbook presentation provided by Dr. Massey in the CARING process on her 

website. In the first session, I presented to the participant the first three steps - 1, 2, and 3 in the 

CARING™ process. We processed the three steps through instruction and a time for questions 

and answers.  I framed the process that each step takes 10 minutes. The next session covered the 

next three steps - 4, 5, and 6. This session also combined instruction and a time for questions and 

answers. I gave the participant eight days after the two days of educational training. These eight 

days could provide time for the participant to practice before she filled out the post-survey 

questionnaire.25 The finished post-test survey was turned in on the evening of March 10, 2021.  

Data Collection 

The researcher participated in Massey’s 2019 summer class: Coaching Individuals, 

Groups, and Congregations toward Spiritual Growth. Teaching the CARING™ methodology has 

been outlined and gathered from Massey’s book.  

The participant was willing to learn and is a professional nurse who wanted to utilize the 

twenty-nine items in the questionnaires in her personal learning and reflection. The twenty-nine 

items were the same set of questions for pre-test and post-test. The pre-test questionnaire survey 

was prepared in the Google form format for easy access via mobile device.  

The participant completed a Likert-like scale assessment. These Likert-like scale 

measures provide quantitative data. The survey was scheduled one week before the virtual 

educational training. The pre-test results were tallied in the Google format. 
 

24 See PowerPoint presentation in Appendix I. 

25 See Post-test Questionnaire in Appendix C. 
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The researcher provided a copy of the flowchart26 as the summary of the six steps in 

CARING™. The researcher also used a PowerPoint27 presentation shared on the computer screen 

with the participant. The content of this presentation was adapted from Massey’s workbook 

provided on her online website.28 After the post-instruction test, the focused interview29 was 

conducted.  

The study focused on responses concerning the Likert scale. After coding all the 

reflections, transcriptions, and written reflections and analyzing the survey responses, the results 

were analyzed to see how the CARING™ process performs as a useful tool and to evaluate the 

impact of this educational tool on the clinical and spiritual practice of the nurse volunteer for 

effective [spiritual] conversations. What did the participant learn in reflective thinking? How did 

the participant describe the learning process? What were the impacts of the training? The next 

chapter provides data for the project. 

 
26 See Flowchart for the Participant in Appendix F. 

27 See PowerPoint presentation in Appendix I. 

28 See Dr. Denise Massey, Ph.D. website at https://denisemassey.com. 

29 See Focused Interview in Appendix E. 
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CHAPTER 4 

RESULTS AND INTERPRETATIONS 

In this chapter the research data results, and interpretations of the process will be 

presented. The results provided were taken from the participant’s pre-test and post-test 

questionnaires1 and the written reflection of the participant in response to the guide for 

consultation after the intervention.2 This includes the researcher’s notes from the sessions, and 

transcripts from the virtual interview processes via Zoom. The results from each method of 

gathering data are discussed in this chapter. 

Case Participant 

The participant is a nurse in the healthcare setting. The participant expressed her interest 

and excitement to learn, to explore the basic framework of CARING™: Six Steps for Effective 

[Spiritual] Conversations3. The primary purpose of this study was to develop an experiential 

model of spiritual conversation using the CARING™ model in spiritual care. The Likert scale 

survey allowed the participant to identify spiritual, emotional, and psychological barriers and to 

have a clear understanding of the CARING™ process. The research was conducted to determine 

how well the participant has explored Denise Massey’s CARING™: Six Steps for Effective 

[Spiritual] Conversations. The research was designed to evaluate the impact of this educational 

tool on the clinical and spiritual practices of the participant; and to assess her feeling of 

competence in her expected role as a nurse.  

 
1 See Pre-test and Post-test Questionnaires in Appendix C. 

2 See Guide for Consultation in Appendix D. 
 

3 See Flowchart for the Participant in Appendix F. 
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Questionnaires Results  

The Pre-test survey provided an opportunity for the participant to rate her beliefs based 

on her own experiences as a nurse working with patients who go through life-changing events in 

the hospital. The options provided for the participant to rate were (6) Strongly Agree (5) Agree 

but not Strongly (4) Do Not Have Enough Information (3) Undecided (2) Disagree but not 

Strongly (1) Strongly Disagree. The scale gave the participant an invitation to assess her personal 

perspective and how she can integrate her spiritual care practice in a healthcare environment. 

The following charts show the pre-test results compared with the post-test after the education 

process on the Six Steps of the CARING™ process.  

 

(This space is intentionally left blank) 
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Step 1 - Connect with God, Self, and Others 

 

Figure 1:Responses by the participant on Step 1 -Questions for Pre-test and Post-test 

Statements 1-7 focus on Step 1 - Connect with God, Self, and Others.  

Statement one reads: “I have the ability to connect with my own inner wisdom through 

my creativity.” The participant on Statement #1 seems to not have enough information for the 

response on the pre-test of Do Not Have Enough Information to State an Opinion (score was 4), 

and on the post-test, her response of Agree but not Strongly (score was 5). Statement two reads: 

“I am not concerned with a belief and faith in God or Supreme being.” The participant on 

Statement #2 has a negative response on the pre-test of Strongly Disagree (score was 1) and on 

the post-test of Disagree but not Strongly (score was 2). Statement three reads: “I consider my 

spirituality involves religion and church.” The participant on Statement #3 has a positive 
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response on the pre-test of Agree but not as Strongly (score was 5) and on the post-test of 

Strongly Agree (score was 6). Statement four reads: “I can help my patients connect with their 

own inner wisdom.” The participant on Statement #4 has a positive response for both pre-test 

and post-test of Agree but not Strongly (scores were both 5). Statement five reads: “I can help my 

patients connect with God, as they understand God.” The participant on Statement #5 has 

positive responses for both the pre-test and post-test of Agree but not Strongly (scores were both 

5). Statement six reads: “I can create a connection between me and the patient.” The participant 

on Statement #6 has a positive response for both the pre-test and post-test of Strongly Agree 

(scores were both 6). Statement seven reads: “I can help patients connect with other people who 

can provide help for them.” The participant on Statement #7 has a positive response on the pre-

test of Agree but not Strongly (score was 5) and on the post-test of Strongly Agree (score was 6).  

Step 2 - Attend to the Journey/Assess the Need 

 

 
 

Figure 2:Responses by the participant on Step 2 -Questions for Pre-test and Post-test 
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Statements 8-12 focus on Step 2 - Attend to the Journey/Assess the Need.  

Statement eight reads: “I allow patients to discuss their spirituality and religious 

background.” The participant on Statement #8 has positive responses on the pre-test and post-test 

of Strongly Agree (scores were both 6). Statement nine reads: “I explore and identify patient’s 

fears, anxieties, and troubles.” The participant on Statement #9 responds with positive responses 

on the pre-test and post-test Agree but not as Strongly (scores were both 5). Statement ten reads: 

“I ascertain when patients are in good and bad events of life.” The participant on Statement #10 

seems to not have enough information for both pre-test and post-test with a response of Do Not 

Have Enough Information to State an Opinion (scores were both 4). Statement eleven reads: “I 

can help my patients to discuss the healing they hope for.” The participant on Statement #11 has 

positive responses for both the pre-test Agree but not as Strongly (score was 5) and post-test of 

Strongly Agree (score was 6). Statement twelve reads: “I can help my patients to discuss the 

obstacles to their healing.” The participant on Statement #12 has positive responses for both the 

pre-test and post-test of Agree but not Strongly (scores were both 5). 

(This space is intentionally left blank) 
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Step 3 - Reach Clarity about the Realistic Focus for this Conversation 

 

Figure 3: Responses by the participant on Step 3 -Questions for Pre-test and Post-test 

 

Statements 13-16 focus on Step 3 -Reach Clarity about a Realistic Focus for this conversation.  

Statement thirteen reads: “I can facilitate a realistic conversation with patients.” The 

participant on Statement #13 has a positive response for the pre-test of Agree but not Strongly 

(score was 5) and on the post-test Strongly Agree (score was 6). Statement fourteen reads: “I can 

enable my patients to engage in a meaningful conversation.” The participant on Statement #14 

has a positive response for the pre-test of Agree but not as Strongly (score was 5) and on the 

post-test Strongly Agree (score was 6). Statement fifteen reads: “I stay focused when I am in 

spiritual conversation with my patients.” The participant on Statement #15 has a positive 

response for the pre-test and post-test of Strongly Agree (scores were both 6). Statement sixteen 

reads: “I can help my patients choose a small, achievable, measurable goal for the spiritual 
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conversation we are having.” The participant has a positive response for the pre-test and post-test 

of Strongly Agree (scores were both 6).  

Step 4 - Inspire the Development of a Loving Action Plan 

 

 

Figure 4: Responses by the participant on Step 4 - Questions for Pre-test and Post-test 

 
Statements 17-20 focus on Step 4 - Inspire the Development of a Loving Action Plan. 

Statement seventeen reads: “I can develop a concrete action plan.” The participant on 

Statement #17 of not having enough information as a negative response on the pre-test of Do Not 

Have Enough Information to State an Opinion (score was 4) and on the post-test with a positive 

response of Agree but not Strongly (score was 5). Statement eighteen reads: “I can create self-

awareness in assisting others.” The participant on Statement #18 has positive responses on the 

pre-test and post-test of Agree but not as Strongly (scores were 5 for both). Statement nineteen 
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reads: “I trust my inner wisdom through self-discovery.” The participant on Statement #19 of not 

having enough information as a negative response on pre-test of Do Not Have Enough 

Information to State an Opinion (score was 4) and on post-test has a positive response of 

Strongly Agree (score was 6). Statement twenty reads: “I can help my patients access their own 

wisdom in developing an action plan.” The participant on Statement #20 has a positive response 

on the pre-test and post-test of Agree but not Strongly (scores were both 5).  

Step 5 - Navigate Around Obstacles to the Plan 

 
 

 

Figure 5: Responses by the participant on Step 5 - Questions for Pre-test and Post-test 
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Statements 21-24 focus on Step 5 - Navigate Around Obstacles to the Plan.  

Statement twenty-one reads: “I can identify when the patients have the tendency to self-

sabotage.” The participant on Statement #21 has a negative response on pre-test of Undecided 

(score was 3) on post-test has changed to a positive response of Agree but not Strongly (score 

was 5). Statement twenty-two reads: “I learn different techniques and practices to overcome 

obstacles.” The participant on Statement #22 has a negative view on the pre-test response of Do 

Not Have Enough Information to State an Opinion (score was 4) and has a changed view on the 

post-test response of Agree but not as Strongly (score was 5). Statement twenty-three reads: “I 

can identify fearful response and make changes.” The participant on Statement #23 has a positive 

view on the pre-test response of Agree but not as Strongly (score was 5) and on the post-test to 

Strongly Agree (score was 6). Statement twenty-four reads: “I can help patients to identify their 

own tendencies to sabotage the plan.” The participant on Statement #24 has a positive response 

on the pre-test and post-test to Agree but not Strongly (scores were both 5).  

 

 

 

 

(This space is intentionally left blank) 
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Step 6 - Generate Commitment to A Specific Loving Action Plan 

 

Figure 6:Responses by the participant on Step 6 - Questions for Pre-test and Post-test 

 

Statements 25-29 are focused on Step 6 - Generate Commitment to a Specific Loving 

Action Plan. 

Statement twenty-five reads: “I can generate a commitment to a specific loving action 

plan.” The participant on Statement #25 has positive responses both on the pre-test and post-test 

to Agree but not Strongly (scores were both 5). Statement twenty-six reads: “I take responsibility 

and accountability seriously.” The participant on Statement #26 has both positive responses on 

the pre-test and post-test to Strongly Agree (scores were both 6). Statement twenty-seven reads: 

“I have greater respect for integrity, grace, love, and community.” The participant on Statement 

#27 has both positive responses on the pre-test and post-test of Strongly Agree (scores were both 

6). Statement twenty-eight reads: “I can help patients develop and increase their commitment to 

their plan.” The participant on Statement #28 has positive views on the pre-test response of 
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Agree but not as Strongly (score was 5) and on the post-test response of Strongly Agree (score 

was 6). Statement twenty-nine reads: “I can help patients develop a strategy to be accountable to 

themselves for their plan.” The participant on Statement #29 has a positive view on the pre-test 

response of Agree but not Strongly (score was 5) and on the post-test response of Strongly Agree 

(score was 6). 

The Virtual CARING™ Process of Learning 

. The educational meetings were set up for two consecutive evenings with virtual learning 

sessions via Zoom on Monday and Tuesday evenings. I presented to the participant the Summary 

of the Six Steps through a Flow Chart.4 Next, the primary purpose was to learn the CARING™: 

Six Steps for Effective [Spiritual] Conversations. I created a PowerPoint presentation5 and 

shared with the participant in the Zoom meetings as part of the educational tool. I adapted the 

information for the presentations from the CARING™ Worksheet ©2020, Denise Massey, with 

her permission. A copy of this checklist is provided at Dr. Denise Massey’s website at 

https://denisemassey.com.  

The two sessions happened on two consecutive nights, Monday, and Tuesday in March of 

2021 (March 1 and March 2). The first part of the session began with a brief overview of the 

researcher’s personal and professional background. I have shared my family support system and   

 
4 See Flowchart for the Participant in Appendix F. 
 

5 For a full presentation of the PowerPoint in Appendix I. 
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my vocational and ministerial experiences. The use of self 6 in process learning creates an 

atmosphere of trust, rapport building, and creating a safe space for the participant. In response, 

the participant shared her brief introduction about herself. To create a deeper understanding, I 

introduced the premise, purpose, and the title of the research project - The Essence of 

CARING™: Exploring for Effective [Spiritual] Conversations. The rest of the time was spent on 

the first three Steps (Steps 1-3). At the end of the session, there was a time to discuss, clarify, 

and ask questions. The second part of the last session included Steps 4-6 using the shared 

PowerPoint7 presentation provided by the researcher. These sessions were audio-recorded. The 

notes from the sessions were coded, transcribed, and themes recognized were for document 

analysis, review, observations, insights, and evaluation.  

The Written Action-Reflection8 Based on the Guide for Consultation After the Education 

This study identified the importance of “action-reflection” in this process of learning. The 

data collection included the written reflection of the participant in her response to the Guide for 

Consultation9 provided by the researcher eight days after the education process. This guide and 

the post-focused interview questions were sent to the participant’s email address ahead of time 

 
6 See “The Use of the Self in Pastoral Ethnography,” in Mary Clark Moschella, Ethnography 

as a Pastoral Practice: An Introduction Cleveland: (Ohio, The Pilgrims Press, 2008). The use of 
self was discussed on this book by Moschella. This perspective was gathered from Pamela 
Cooper-White, Shared Wisdom: The Use of Self in Pastoral Care and Counseling (Minneapolis: 
Fortress Press, 2004), 103-104. 

 

7 See PowerPoint Teaching in Appendix I. 

8 See how Dr. Denise Massey describes “action is followed by reflection that leads to 
improved action.” in Massey, CARING™, xii. 

 
9 See Guide for Consultation in Appendix D. 
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on Saturday, April 10, 2021. The guide questions were consisted of five (5) questions for the 

participant’s reflection. The post-focused interview questions consisted of eight (8) questions. 

These documents were both provided for the participant to process before the actual interview 

happened on Sunday evening, April 11, 2021. Once all these written reflections were received, 

the post-focused interview audio was transcribed. The material was coded and categorized with 

themes that will be discussed in Chapter 5.  
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CHAPTER 5 

CONCLUSIONS AND SIGNIFICANCE FROM THE RESEARCH 

This chapter presents the summary and the conclusions of the essence of CARING™: Six 

Steps for Effective [Spiritual] Conversations. This participant is a nurse who demonstrated, 

articulated, explored, and experienced an ‘action-reflection’ process of learning through this 

research. The researcher will draw conclusions based on analyzing the data from the results of 

the participant’s pre-test and post-test questionnaires1, the concluding interview with the 

participant, and the themes that the researcher discovered through coding and analyzing the data.  

Conclusions from Assessing the Pre-Test and Post-Test Results  

The primary purpose of this study was to explore the use of the CARING™ model in 

spiritual care in a hospital setting. The conclusion from these questionnaires provided the 

researcher a way to assess how the CARING™ process made an impact on the participant’s 

ability to offer helping conversations. Her positive and negative responses to the Likert scale 

represent significant findings from this research.  

Validity and Reliability of the Questionnaires 

The Pre-test and Post-test surveys2 were evaluated by my faculty supervisor prior to the 

onset of this research for feedback and input. This was assuring the effectiveness of the 

educational tool. Another critical factor to the integrity of the responses to the pre-test and post-

test questionnaires was the assurance and commitment between the participant and the researcher 

to protect the confidentiality and anonymity of the participant. This person was able to rate her 
 

1 See Pre-test and Post-test Questionnaires in Appendix C. 

2 See Appendix C. 
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beliefs based on her own experiences as a nurse working with patients who go through life-

changing events in the hospital. The scale was an invitation to assess her personal perspective 

and how she had integrated her spiritual care practice into a healthcare environment. The charts 

show the pre-test results compared with the post-test after the education process on the Six Steps 

of the CARING™ process.  

Step 1 - Connect with God, Self, and Others  

Figure 1 (see Chapter 4) provided a visual response on the chart that captured the positive 

changes of the participant after the CARING™ process model was presented. The researcher 

based these conclusions on the scores that moved up in the graph/chart that demonstrated 

positive changes in the understanding of the participant after the intervention of the education 

process was utilized. The participant made significant changes after the intervention from pre-

test to post-test, moving from negative responses to positive responses seen in the previous chart 

or graphs in chapter 4. One area of change occurred in Q1: “I have the ability to connect with my 

own inner wisdom through my creativity.” The participant on Statement #1 seems to not have 

enough information for the response on the pre-test of Do Not Have Enough Information to State 

an Opinion (score was 4), and on the post-test, her response of Agree but not Strongly (score was 

5). It seems that the teaching helped her develop or recognize her ability to connect with her own 

inner wisdom through creativity. Another positive change occurred in Q3: “I consider my 

spirituality involves religion and church.” The participant on Statement #3 has a positive 

response on the pre-test of Agree but not as Strongly (score was 5) and on the post-test of 

Strongly Agree (score was 6). The testing helped her to increase in her belief that spirituality 

involves religion and church. An additional change was reflected in Q7: “I can help patients 
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connect with other people who can provide help for them.” The participant on Statement #7 has a 

positive response on the pre-test of Agree but not Strongly (score was 5) and on the post-test of 

Strongly Agree (score was 6). It appears that the teaching helped her recognize her ability to help 

patients connect with other people who can provide care for them.  

Step 2 - Attend to the Journey/Assess the Need  

Figure 2 (see Chapter 4) provided a visual response on the chart that captured the positive 

changes of the participant after the CARING™ process model was presented. The researcher’s 

observation was based on the scores that moved up in the graph/chart that demonstrated positive 

changes to the clear understanding of the participant after the intervention of an educational 

process. The changes happened in Q11: “I can help my patients to discuss the healing they hope 

for.” The participant on Statement #11 has positive responses for both the pre-test of Agree but 

not Strongly (score was 5) and post-test moved up to Strongly Agree (score was 6). It appears 

that the teaching helped her to listen well to the patient’s concerns for them to find their “hopes 

for the future.”  

Step 3 - Reach Clarity about the Realistic Focus for this Conversation  

Figure 3 (See chapter 4) provided a visual response on the chart that captured the positive 

changes of the participant after the CARING™ process model was presented. The researcher’s 

observation was based on the scores that moved up in the graph/chart that demonstrated positive 

changes to the clear understanding of the participant after the intervention or education process. 

Changes were evident in Q13: “I can facilitate a realistic conversation with patients.” The 

participant on Statement #13 has a positive response for the pre-test of Agree but not Strongly 

(score was 5) and on the post-test Strongly Agree (score was 6). It appears that she was able to 
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recognize her ability to have a clear and defined conversation with the patient. This was also 

evident in Q14: “I can enable my patients to engage in a meaningful conversation.” The 

participant on Statement #14 has a positive response for the pre-test of Agree but not as Strongly 

(score was 5) and on the post-test Strongly Agree (score was 6). It seems that the teaching helped 

her to create a trusting relationship with the patient that gave them the capacity to problem-

solving.  

Step 4 - Inspire the Development of a Loving Action Plan  

Figure 4 (See Chapter 4) provided a visual response on the chart that captured the 

positive changes of the participant after the CARING™ process model was presented. The 

researcher’s observation was based on the scores that moved up in the graph/chart that 

demonstrated positive changes to the clear understanding of the participant after the intervention 

or education process. This was evident in Q17: “I can develop a concrete action plan.” The 

participant on Statement #17 has a negative response on the pre-test of Do Not Have Enough 

Information to State an Opinion (score was 4) and on the post-test a positive response of Agree 

but not Strongly (score was 5). It appears that the teaching helped her to brainstorm with the 

patients on the many possibilities to resolve their problems. A positive change was reflected in 

Q19: “I trust my inner wisdom through self-discovery.” The participant on Statement #19 has a 

negative response on pre-test of Do Not Have Enough Information to State an Opinion (score 

was 4) and on post-test has a positive response of Strongly Agree (score was 6). It appears that 

after the teaching, the score moved up to two steps higher. This seems to align naturally with her 

personal self-discovery and her ability to connect to her higher self and inner wisdom with God 

and other people.  
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Step 5 - Navigate Around Obstacles to the Plan  

Figure 5 (See Chapter 4) provided a visual response on the chart that captured the 

positive changes of the participant after the CARING™ process model was presented. The 

researcher’s observation was based on the scores that moved up in the graph/chart that 

demonstrated positive changes to the clear understanding of the participant after the intervention 

or education process. A change occurred in Q21: “I can identify when the patients have the 

tendency to self-sabotage.” The participant on Statement #21 has a negative response on pre-test 

of Undecided (score was 3) on post-test has changed to a positive response of Agree but not 

Strongly (score was 5). It was evident that the teaching helped her to create a positive change in 

helping others when she allowed her patients “to talk about how they might sabotage their 

plans.” A positive change was demonstrated in Q22: “I learn different techniques and practices 

to overcome obstacles.” The participant on Statement #22 has a negative view on the pre-test 

response of Do Not Have Enough Information to State an Opinion (score was 4) and has a 

changed view on the post-test response of Agree but not as Strongly (score was 5). It appears that 

she discovered her ability of “keeping the conversation focused on the goal that was agreed 

upon.” An additional positive change can be seen in Q23: “I can identify fearful response and 

make changes.” The participant on Statement #23 has a positive view on the pre-test response of 

Agree but not as Strongly (score was 5) and on the post-test of Strongly Agree (score was 6). It 

appears that her response after the teaching led her “to be aware that dealing with obstacles can 

be intimidating or frightening.”  
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Step 6 - Generate Commitment to A Specific Loving Action Plan  

Figure 6 (See Chapter 4) provided a visual response on the chart that captured the 

positive changes of the participant after the CARING™ process model was presented. The 

researcher’s observation was based on the scores that moved up in the graph/chart that 

demonstrated positive changes to the clear understanding of the participant after the intervention 

or education process. A positive change was reflected in Q28: “I can help patients develop and 

increase their commitment to their plan.” The participant on Statement #28 has positive views on 

the pre-test response of Agree but not as Strongly (score was 5) and on the post-test response of 

Strongly Agree (score was 6). It seems that the teaching helped her to recognize her ability to 

“invite patients to commit to their action and plan.” Another positive change was demonstrated 

in Q29: “I can help patients develop a strategy to be accountable to themselves for their plan.” 

The participant on Statement #29 has a positive view on the pre-test response of Agree but not 

Strongly (score was 5) and on the post-test response of Strongly Agree (score was 6). It appears 

that the teaching sessions helped her to provide helpful techniques for patients to “generate and 

to crystallize their commitment plan.”  

In summary, it was noted that the participant had indicated positive responses on the pre-

test and post-test on the following questions or statements. I considered this participant to have 

experienced growth and made intentional changes to where she demonstrated them on the pre-

test and post-test on the following questions Q1 to Q7 (See Figure 1). Changes happened from 

negative to positive responses in Q1. No unintended change on the negative response on Q2. 

There were changes indicated in her positive responses to Q3. No unintended change on positive 

responses on Q4, Q5, Q6. Change and growth on positive responses on Q7. On the following 
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questions or statements on Q8 to Q12 (See Figure 2). There was no change reflected on her 

positive responses on Q8, Q9, and no change in her negative responses on Q10. Additional 

change growth on her positive responses on Q11. No unintended change to her positive response 

on Q12. On the following questions or statements on Q13 to Q14 (See Figure 3). There were 

significant changes to her positive responses on Q13, Q14. No unintended change on her positive 

responses on Q15, Q16. On the following questions or statements on Q17 to Q20 (See Figure 

4). There was a change from negative to positive responses on Q17, Q19. No unintended change 

on her positive responses on Q18, Q20. On the following questions or statements on Q21 to 

Q24 (See Figure 5). There was change and growth from her negative to positive responses on 

Q21, Q22, and positive responses on Q23. No unintended change in her positive response on 

Q24. On the following questions or statements on Q25 to Q29. (See Figure 6). No unintended 

change on her positive responses on Q25, Q26, Q27. There was a change and growth in her 

positive responses on Q28 & Q29 (See Figure 6). These were the conclusions from evaluating 

the changes from the pre-test and the post-test.  

Conclusions from The Participant’s Reflection 

The participant’s ‘action-reflection’ process is demonstrated through her written 

reflections about each of the six steps.  

Step 1 - Connect with God, Self, and Others  

These Reflections of the CARING™ process3 are found in response to the question 

(reflection #1), “How did you feel?” The response was, “I felt successful using the CARING™ 

 
3 See Guide for Consultation After Education, Appendix D. 
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process. It helped me to realize that I am listening and ministering to others.”4 She shared an 

additional reflection, “It allows me to have a thoughtful process with the patients and family. The 

six steps guided me in approaching them. It’s like a full circle. The ability for them to find the 

solutions.”5 She furthered asserts, “There are sick in the hospital that are not just thinking about 

being in the hospital. There are things in their life that seemed unrelated to their hospitalization 

that far more bigger things that are bothering them.”6 The second question (reflection #2) was 

“How did you follow the process?” The response to this question was, “The CARING™ process 

helps me to stay on track with my interaction with my patient and friends. It helps me to not 

jump ahead, but to listen to what someone is sharing with me.”7 She shared, “As a nurse, my 

being quiet but listening well has allowed my patients to talk more and shared with me. These 

are the best things that ever happened to me with these six steps of CARING™.”8 

Step 2 - Attend to the Journey/Assess the Need  

The participant was able to articulate her strengths in identifying her self-awareness. 

These strengths include actively engaging the person.  She said, “I am letting the person 

 
4 Project participant, Written Reflection, April 9, 2021 (transcript, email, etc.) Zoom meeting 

at researcher’s and participant’s home. 

5 Ibid. 

6 Project participant, Notes from the audio recording of Zoom meeting on April 11, 2021 at 
researcher’s and participant’s home. 

7Project participant, Written Reflection, April 9, 2021 (transcript, email, etc.) Zoom meeting 
at researcher’s and participant’s home. 

8 Ibid. Notes from audio recording of Zoom meeting on April 11, 2021 at researcher’s and 
participant’s home. 
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expressed themselves fully. I recognized that it’s not about me but about them. I was able to go 

through each step of the CARING™ process by setting aside my own thoughts or feelings.9 

Step 3 - Reach Clarity about the Realistic Focus for this Conversation  

The third question (reflection #3) was “Where did you miss steps?” Her response to this 

question was, “Missed steps often by offering a quick solution vs. letting others identify their 

answers.” She reflected about her other encounters with the patients, “It also allows me to 

hopefully not miss any of the steps but knowing there is a process. I began to discover that I have 

been giving them more time. It reminded me that I am ministering to their needs.”10  

Step 4 - Inspire the Development of a Loving Action Plan 

Her Description of the CARING™ process11 included her response to the question 

(reflection #4), “What would you do differently?” Her response was, “Listen to everything and 

affirm the information that is being provided without feeling like I need to solve the situation.”12  

Step 5 - Navigate Around the Obstacles to the Plan  

Reflection #5 asked, “What steps seemed to work well?” Her response was, “Offering 

myself as a caring person and giving the individual the opportunity to express their thoughts and 

feelings.”13  

 
9 Project participant, Notes from the audio recording of Zoom meeting on April 11, 2021 at 

researcher’s and participant’s home. 

10 Ibid.  

11 Project participant, Written Reflection, April 9, 2021 (transcript, email, etc.) Zoom meeting 
at researcher’s and participant’s home. 

12 Ibid. 

13 Ibid.  
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Step 6 - Generate Commitment to a Specific Loving Action Plan  

Her response was “The plan that they have generated is their (patients) plan and not my 

plan. If they ready to move forward to a plan, I let them identify then my role is to ask clarifying 

questions. This is to ensure and seeing if their plan is feasible.”14 She reports, “I made sure that 

their ‘loving action plan’ is measurable and achievable. She shared an example, “I would ask 

patients “what’s your goal?” The patient would respond, “I want to play a trumpet?” To clarify, I 

would say, “Did you ever play a trumpet? The patient’s response, “No.” Then I would break it 

down to my patient that the goal is not achievable. If they are playing piano before, that can be 

achievable. It would be a specific loving action plan.”15 

Impact of CARING™ Process: A Dialogue with The Participant 

After seven weeks, this project culminated with the post-focused interview16. This was a 

45-minute integrated interview. In our first Zoom session, she was talking about a friend of her 

family who was sick with Covid19. She reflected that if she had not learned this educational tool, 

she would continue to try to fix every problem of the people she meets. She shared that the 

CARING™ model helped her to become aware not to jump in. She began to think that people 

need to be guided instead of having their issues fixed. She spoke of actively engaging with the 

person. She reported that “It allows me to have a thoughtful process with the patients and family 

 
14 Project participant, Notes from the audio recording of Zoom meeting on April 11, 2021 at 

researcher’s and participant’s home. 
 
15 Ibid. 
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that guides in a stepwise approach.” This is apparent in her written reflection provided before 

this Zoom interview.  

She shared several other insights with the researcher during her focused interview. For 

example, this participant began to spend more time with the patients. She considered the 

CARING™ model to be transformative. She stopped trying to fix and find solutions. This 

participant learned to help ‘guide’ her constituents. She also recognized that instead of rushing to 

the next steps of the CARING™ process, she began “actively listening and engaging with the 

person.” She also recognized that “it is not about me; it is more about them.” This participant 

identified that “Connection with God, Self, and Others” was important to her. She shared: “My 

relationship with God and my oneness with God is in check. I felt in ‘sync’ with God in this 

process.” This participant shared that she began to revisit the tenets of her faith through the 

CARING™ process.  

In answer to the interview guideline, “Describe your learning process on each step that 

supports your clear understanding of the CARING™ process, this participant described her 

learning process. Step 1 - “Understand myself in relationship with God, me, and others. It made 

an impact on how I treat others in connection with God.” Step 2- “Putting God at the center of 

my life.” This participant began to “feel like God is the center of my life.” Step 3- “The second 

step perhaps helps me to identify going from the 3rd step to the 4th.” Step 4 - “Using Feedback to 

provide the agreed plan and see if it is feasible.” The participant said that she began “to 

ask…what I am hearing you say…. I can reaffirm the person I am talking to…” This participant 

demonstrated this new skill with an example she shared: “So what are you telling me as XYZ?” 

She commented that “If there is a plan, identifying, clarifying, and checking it can only happen. 
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If there’s an agreeable plan, SMART (simple, measurable, has a feasible outcome, etc.) For 

example, she said, “In a stroke patient, her goal is to be back to choir…45 to 50 people. asked if 

she is not doing solo. Or ask if this was an area of her ministry. Setting a goal… She can only 

realize and assess herself if she can go back to the choir.” Step 5- The participant stated, “There 

are always barriers, but you can gently steer to the objective. There are patients who are worried 

and concerned about being embarrassed, especially when their prognosis was related to being 

with people.” Step 6 - This participant stated: “When patients are being discharged, the goal is to 

be able to get them to the appointment for follow-up. If they are going to a particular support 

group, at times, they are embarrassed to see people after being discharged.”  

In the next paragraph, codes17 were used from the participant’s written reflections and the 

post-focused interview. Themes were coded and were categorized.  

Themes Crystallized the Need to Have Collaboration with Nurses and Chaplains Using The 

CARING™ Process in Spiritual Care 

This research helped the participant to demonstrate a benchmark of professional 

competence in her responses to the pre-test and post-test questionnaires. The participant was 

committed to “crystallize” her thoughts and feelings through her written reflections. She 

exhibited a clear understanding of the six steps for effective [spiritual] conversation in how she 

shared her stories and personal experiences in exploring the CARING™ process of learning. 

 
17 “Coding for patterns - a pattern is repetitive, regular or consistent occurrences of 

action/data that appear more than twice …They help confirm our descriptions of people’s ‘five 
R’s’: routines, rituals, rules, roles and relationships.” Johnny Saldana, The Coding Manual for 
Qualitative Researchers. (Singapore: SAGE Publications Asia-Pacific Ltd.) First edition, 2016, 
eBook page 5 of 346. 
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This nurse facilitated a learning culture that helped and shed more light on meeting the needs of 

her patients and their caregivers.  

Several themes transpired out of the participant's written reflections in response to Guide 

for Consultation After Reflection18 and Post-Focused Interview.19 These were her positive 

responses to the first three questions in her Reflection of the CARING™ process. The first 

question was “How did you feel?” These themes were mentioned in chapter 4 and chapter 5. 

There were five (5) themes included as follows: I felt successful, It helped me, I am listening, I 

felt successful using CARING™ process, and I realized am ministering to others. These themes 

seemed consistent with what she shared with me, “As a nurse working with patients that 

experience life changes due to their neurological disease, it is important to maintain a working 

relationship with chaplain services.”20  

Five themes emerged out of her reflection responses to the second question, “How did 

you follow the process?” as follows: The CARING™ process helped me, It helps me to stay on 

track, Not to jump ahead, I listen to what someone is sharing with me, The CARING™ process 

helps me in my interactions with my patient and friends. These themes were coded based on the 

participant's experience in her personal assessment and exploring the six steps for effective 

[spiritual] conversation through the CARING™ process. The third question was “Where did you 

miss steps?” Two (2) themes she reflected in the following: I missed steps often by offering a 

 
18 See Guide for Consultation in Appendix D.  

19 See Post-Focused Interview in Appendix E.  

20 Project Participant, Written Reflection, 11 April 2021, (transcript, email, etc.) Zoom 
meeting at researcher’s and participant’s home. 
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quick solution, I missed steps versus letting others identify their needs. These were her positive 

responses that she was able to identify where she was made aware of her need to decide of 

action. She shared: “As a nurse, I encounter patients and families whose lives are changed in 

seconds. They are experiencing despair and need to seek assistance outside of the medical team. 

Therefore, it is important to connect with the chaplain.”21 The next set of themes were the 

participant’s personal descriptions of her ‘action-reflection’ process of learning.  

This was her reflection in response to the Description of the CARING™ process. Themes 

were discovered in the following answers to the fourth question, “What would you do 

differently?” She described seven (7) themes as follows: Listening, Affirmation, Information, 

Feeling, The need to do without, The need to solve, and The need to feel like I need to solve the 

situation. This seemed to connect to what she shared with me, “It is important to maintain 

working relationships with chaplain services… Chaplains are able to connect with all the persons 

regardless of their spiritual beliefs. This offers a patient or family the opportunity to express fear 

and the unknown.”22  

Themes became known to this participant in her reflection Identification of the 

CARING™ process. The fifth question was “What steps seemed to work well?” The themes she 

identified included the following: Offering myself as a caring person, Giving the individual 

opportunity, and Opportunity to express their thoughts and feelings. These themes seemed to be 

consistent with what she shared with me. She described goals she aspires to do differently after 

the teaching process, “I want to listen to everything and affirm the information that is being 
 

21 Ibid.  

22 Ibid. 
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provided without feeling like that I need to fix the situation.”23 She further stated, “When the 

chaplain is able to meet with them and offer information based on what is needed. Often it is 

praying for or with them. Or listening to the patient and letting the person(s) identify solutions to 

their own problem and current situation. I am grateful that we have chaplain services, and I am 

able to consult with them for my patients.”24  

Implication for Change and Growth Process 

Overall, this study, The Essence of CARING™: Exploring Six Steps for Effective 

Spiritual Conversations, was significant and beneficial to this participant and her role as a nurse. 

More importantly, she became a self-differentiated CARING™ person. She learned to integrate 

the six steps of the CARING™ process into her everyday interaction with friends, co-workers, 

and her family. She recognized that in her experience as a nurse, she tends to fix the concerns of 

others. The participant indicated that step 1 of the CARING™ process helped her be more 

attuned with God initially and to move patiently using the six steps of the process in patient 

encounters.  

This was clearly indicated in the significant movements of her positive responses in the 

pre-test and post-test questionnaires. She spoke the truth in our Zoom meetings, written 

reflections, and in the virtual interview sessions. The participant was able to take ownership 

when she missed the flow of the six steps. This happened when she tried to offer solutions to her 

patients. The participant became transparent with the researcher. She was honest in talking about 

 
23 Project Participant, Post-focused interview, April 11, 2021 (transcript, email, etc.) Zoom 

meeting at the researcher’s and participant’s home. 

24 Ibid. 
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her personal challenges in ensuring that she followed the six steps process. The participant also 

recognized that it could be a parallel process between her and her patients’ connection. In her 

‘showing and telling,’ the participant was able to share how she ended up being a nurse. She 

began to actively engage with the research and reached out for clarity in her personal and 

spiritual journey.  

The use of the powerful questions during the sessions in the CARING™ process became 

visible in the audio recording that we were able to develop a good connection and nurturing 

relationships between the researcher and the participant. In the Zoom sessions, the participant 

and the researcher were able to create co-creator relationships. The significant part of this study 

was that the participant and researcher were both invested in finishing this at a given time. The 

CARING™ process became significant for the participant and the researcher in demonstrating 

their patience with each other even when there were times of technical challenges in the 

equipment. This study demonstrated the significance of the CARING™ process that felt like a 

mirroring lens for the participant in her truth-telling. She stated:  

The impact of the training for me was I began to move out of being a problem-solver. 
The different steps of the CARING™ allowed me to see myself. When I learn to listen. I 
was able to identify and get feedback directly from my patient. I let them find their own 
solution. Because if I offer the solution for them, the solution might not be the best for 
the individual.25  

The participant experienced growth and significant changes in providing spiritual care to her 

patients. She demonstrated and practiced these steps immediately after learning the first three 

steps of the CARING™ process in the first session of the virtual teaching process. The 

 
25 Project Participant, Post-focused interview, April 11, 2016 (transcript, email, etc.) Zoom 

meeting at the researcher and participant’s home. 
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participant demonstrates confidence in engaging with the patients and reports presenting this to 

her ground rounds meetings to include the chaplains in the plan of care of every patient.  

The participant shared some barriers from the healthcare professionals. She reports, 

“There are barriers for us in sharing our faith. I am willing to pray if I was asked by the patient to 

pray for them.” She stated, “In doing my rounds, I suggested to the team to ask for the support of 

the chaplains instead of me taking that role of spiritual care.”26 There was an intimate time in 

praying with one another before this study has even started. Both the participant and the 

researcher were able to create clear pathways through their means of communication. They were 

able to maintain their professional boundaries when to use and when to activate the text 

messaging and audio calling for the purpose of reminding each other when, what time, and how 

long the sessions would be done. 

Implications for Future Use of the CARING™ Process 

 I have applied the basic framework of the CARING™ process and its principles in my 

own personal journey and spiritual practice. The potential use of this CARING process can be 

explored not only with the nurses but with multi-disciplinary team members in the healthcare 

environment. I would like to take small steps and use this CARING™ process to share with the 

nurses in the prospective units that I will be assigned to this summer of 2021. I would like to use 

this study to share with my co-chaplains at Mayo Clinic. The benefits of this study were 

experienced by one volunteer participant who entrusted her time and life in the ‘action-

reflection’ learning process. It was a great privilege to share this study with my constituents as a 

member of Arlington Congregational Church, Jacksonville, FL (ACC-UCC), and the United 
 

26 Ibid. 
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Church of Christ-Florida Conference (UCC-FL) who gave me support and served as my anchor 

during the challenging times of my professional world. I would like to use and develop an online 

virtual class to share this with the Committee of Ministry Discernment Program of the United 

Church of Christ for their own personal and spiritual growth.  

 Finally, I received the blessing that this CARING™ has offered in my life as I continue 

to harness every relationship I have and to make a difference in my connection with God, Self, 

and Others- my family, my friends, and my faith community.  
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APPENDIX C 
 

PRE-TEST AND POST-TEST QUESTIONNAIRES 

(Questions before and after the education) 
 

Directions: The following statements reflect on the six steps of the CARING™1 process. 

 

Rate each statement and circle the score, ranging from 6 to 1, based on the following scale: 

 

6 - I strongly agree with the statement 

5 - I agree but not as strongly 

4 - I do not have enough information to state an opinion 

3 - I am undecided at this time 

2 - I disagree but not as strongly 

1 - I strongly agree with the statement 

 

* All statements are preceded by the phrase “I think” 

 

Step 1 - Connect with God, Self, and Others 

 

1. I have the ability to connect with my own inner wisdom through my creativity. 

6 5 4 3 2 1 

 
1 Adapted from the book by Massey, Denise. CARING™: Six Steps for Effective Pastoral 

Conversations. Nashville, Abingdon, 2019. 
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2. I am not concerned with a belief and faith in God or Supreme being. 

 6 5 4 3 2 1 

3. I consider my spirituality involves religion and church. 
 

 6 5 4 3 2 1 

 

4. I can help my patients connect with their own inner wisdom. 
 

 6 5 4 3 2 1 

 

5.  I can help my patients connect with God, as they understand God. 
 

 6 5 4 3 2 1 

 

6. I can create a connection between me and the patient. 
 

 6 5 4 3 2 1 

 

7. I can help patients connect with other people who can provide help for them. 
 

 6 5 4 3 2 1 

 

Step 2 - Attend to the Journey/Assess the Need 
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8. I allow patients to discuss their spirituality and religious background. 
 

 6 5 4 3 2 1 

 

9. I explore and identify patients’ fears, anxieties, and troubles. 
 

 6 5 4 3 2 1 

10. I ascertain when patients are in the good and bad events of life. 
 

 6 5 4 3 2 1 

 

11. I can help my patients to discuss the healing they hope for. 
 

 6 5 4 3 2 1 

 

12.  I can help my patients to discuss the obstacles to their healing. 
 

 6 5 4 3 2 1 

 

Step 3 - Reach Clarity about a Realistic Focus for this Spiritual Conversation 

 

13. I facilitate a realistic conversation with patients. 
 

 6 5 4 3 2 1 
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14. I can enable my patients to engage in a meaningful conversation. 
 

 6 5 4 3 2 1 

 

15. I stay focused when I am in a spiritual conversation with my patients. 
 

 6 5 4 3 2 1 

 

16. I can help my patients choose a small, achievable, measurable goal for the spiritual 
conversation we are having. 
 

 6 5 4 3 2 1 

Step 4 - Inspire the Development of a Loving Action Plan 

 

17. I can develop a concrete action plan. 
 

 6 5 4 3 2 1 

 

18. I create self-awareness in assisting others to develop a plan of action. 
 

 6 5 4 3 2 1 

 

19. I trust my inner wisdom through self-discovery. 
 

 6 5 4 3 2 1 
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20. I can help my patients access their own wisdom in developing an action plan. 
 

 6 5 4 3 2 1 

 

Step 5 - Navigate Around Obstacles to the Plan 

 

21.   I can identify when the patients have the tendency to self-sabotage. 
 

 6 5 4 3 2 1 

 

22.  I know different techniques and practices to overcome obstacles. 
 

 6 5 4 3 2 1 

 

23.   I can identify fearful responses and make changes. 
 

 6 5 4 3 2 1 

 

24.  I can help patients to identify their own tendencies to sabotage the plan. 
 

 6 5 4 3 2 1 
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Step 6 - Generate Commitment to A Specific Loving Action Plan 

 

25. I can generate a commitment to a specific loving action plan. 
 

 6 5 4 3 2 1 

 

26. I take responsibility and accountability seriously. 
 

 6 5 4 3 2 1 

 

27.  I have greater respect for integrity, grace, love, and community. 
 

 6 5 4 3 2 1 

 

28. I can help patients develop and increase their commitment to their plan. 
 

 6 5 4 3 2 1 

 

29. I can help patients develop a strategy to be accountable to themselves for their plan. 
 

 6 5 4 3 2 1 
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APPENDIX D 

 
GUIDE FOR CONSULTATION AFTER EDUCATION 

 
 

Reflection of the CARING™1 process:    

 

1. How did you feel? 

 

2. How did you follow the process? 

 

3. Where did you miss steps? 

 

Description of the CARING™ process:   

 

4. What would you do differently? 

 

Identification of the CARING™ process:   

 

5. What steps seemed to work well?

 
1 Massey, CARING™. 
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POST-PROJECT FOCUSED INTERVIEW 
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APPENDIX E 
 

POST-PROJECT FOCUSED INTERVIEW 

 
(This is a 45-minute integrated interview after the education training) 

 
Questions pertaining to the nurses’ action-reflection about the CARING™1 process: 

1. Reflect on how you consider the CARING™ process to be relevant to you personally.  
 

2. Identify which of the six steps of [spiritual] conversations helped you in your spiritual 
care. 

 

3. Describe your learning process on each step that supports your clear understanding of the 
CARING™ process. 

 

a. the first step - Connect with God, self, and others 
 

b. the second step - Attend to the journey and assess the need 
 

c. the third step - Reach clarity about the realistic focus for this conversation 
 

d. the fourth step -Inspire the development of a loving action plan 
 

e. the fifth step - Navigate around obstacles to the plan 
 

f. the sixth step - Generate commitment to a specific, loving action plan  
 

4. How helpful were the introductory session and its strategy? (i.e., presentation, reflection, 
write up, and interview process). 

 
 

1 Massey, CARING™. 
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5. What impact did the training/workshop of the CARING™ process have on you? 
 

6. What impact did the training/workshop have on your work as a nurse? 
 

7. What impact did the training/workshop have on your partnership with chaplains? 
 

8. Comments and suggestions on the overall organization of the training/workshop. 
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APPENDIX F 

FLOW CHART FOR THE PARTICIPANT 

 



 

109 
 

APPENDIX F 
 

FLOW CHART FOR THE PARTICIPANT
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APPENDIX G 

INVITATION FOR PARTICIPATION 
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APPENDIX G 

INVITATION FOR PARTICIPATION 
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APPENDIX H 

OUTLINE FOR THE TEACHING INTERVENTION
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APPENDIX H 

OUTLINE FOR THE TEACHING INTERVENTION 

 

1. To develop an experiential model of teaching CARING™ in spiritual care. 
a. The CARING™ model integrates spiritual care,  

spiritual direction, and coaching. 
b. The spiritual piece is specific to a healthcare setting. 
c. Sessions will be for 1 participant. 

 
2. To help participants identify spiritual, emotional, and psychological barriers to using the 

CARING process 
a. Sessions will be designed to identify the six steps of the CARING™ process. 
b. Sessions will be discussed to describe learning the CARING™ six steps. 
c. Sessions will be developed to assess the impact of the CARING™ process. 

 
3. To provide tools for participants to address and overcome the spiritual, emotional, and 

psychological barriers to CARING™ 
a. Participants will learn reflective thinking.  
b. Participants will describe their learning process. 
c. Participants will measure the impact of training before and after the training. 
d. Participants will start intentional spiritual conversations. 

 
4. To utilize the pre-test, post-test (twenty-nine items in the questionnaires) to measure the 

degree to which each participant has a clear understanding of the CARING™ process. 
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APPENDIX I 

POWERPOINT TEACHING 
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POWERPOINT TEACHING 
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