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Review Article

Risks, Benefits, and Recommendations for Pastoral Care on
Inpatient Psychiatric Units: A Systematic Review

Objective: A systematic review was conducted
of the biomedical literature regarding pas-
toral care (PaC) providers on inpatient psy-
chiatric units with the aim of answering 3
questions: (1) What are the risks and benefits
of PaC providers’ presence on inpatient psy-
chiatric units? (2) What are current recom-
mendations for integration of PaC providers
into a psychiatric team? and (3) What gaps
exist in the literature?
Methods: PubMed, PsycInfo, Embase,
CINAHL, and Scopus were searched from the
start of each database to July 9, 2014 using
terms related to PaC providers and inpatient
psychiatry. Two independent reviewers per-
formed full-text reviews of each article iden-
tified by independent review of all titles/
abstracts from the electronic search and by a
hand search of articles included in reference
lists. Inclusion criteria were: English-lan-
guage article, published in a peer-reviewed
journal, and focus on a PaC provider working
in a psychiatric hospital setting. One author
performed data extraction.
Results: Forty-nine articles were identified by
electronic (84%) and hand search (16%), 18 of
which were evaluative studies: 5 qualitative
and 13 quantitative. Most of the literature
viewed integration of PaC providers in inpa-
tient treatment teams as beneficial. Potential
harms were noted and mitigation strategies
suggested, including providing training to
PaC providers concerning psychiatric illness,
clearly defining roles, and enhancing team
integration. None of the articles reported
outcomes data.
Conclusions: Psychiatric inpatients often have
unmet spiritual needs. Although the literature
suggests potential benefits of PaC providers
for psychiatric inpatients, more rigorous
studies are needed to establish these benefits
as efficacious. The authors of this review
recommend the cautious integration of PaC
providers into the psychiatric inpatient care
team.

(Journal of Psychiatric Practice 2016;00;000–
000)

KEY WORDS: pastoral care, inpatient psychiatry,
spirituality, multidisciplinary care, spiritual care,
systematic review

Historically, psychiatrists have been apprehensive
about discussing spirituality with patients. As a
group, psychiatrists are less likely to be religious
than other physicians.1 However, like all physicians,
psychiatrists are becoming increasingly interested in
providing more holistic, and specifically more spiri-
tual, care for their patients. This enthusiasm for
holistic care is driven in part by demand, as patients
with mental illness often suffer multiple losses
arising from both stigma and the illness itself (eg,
lack of educational/occupational achievement,
unemployment, homelessness, estrangement from
family of origin, social isolation). In addition, it is not
uncommon for patients to report feelings of guilt,
grief, loss, and shame regarding their illness and/or
behaviors.2–4 Psychiatrists are also motivated to
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provide more spiritual care by the increasing body of
literature associating religious beliefs and spiritu-
ality with positive health outcomes, such as lower
rates of depression and suicide, and higher levels of
well-being.5 A recent meta-analysis of randomized
controlled trials on religious/spiritual-based inter-
ventions found significant reductions in anxiety and
depressive symptoms when findings from study
participants with a wide array of conditions were
combined.6 It has also been observed that visits from
chaplains are associated with greater patient sat-
isfaction in the broader hospitalized population.7

However, psychiatric staff are less likely to refer a
patient to pastoral care (PaC) than staff in other
hospital settings.8 Understandably, psychiatrists are
curious as to how PaC providers can be integrated
into the care of psychiatric inpatients, but they also
use caution in addressing spiritual concerns in this
vulnerable patient population. Many psychiatrists
may not know that mental health principles are
integral components of the clinical pastoral educa-
tion of chaplains, who are expected to “assess the
strengths and needs of those served, grounded in
theology and using an understanding of the behav-
ioral sciences.”9 Holistic care for psychiatric inpa-
tients may be greatly improved if the risks and
benefits of PaC provider care can be determined.
This review is particularly timely as the American
Psychiatric Association Mental Health and Faith
Partnership Steering Committee has recently
released resources for leaders in faith communities
on mental health,10 acknowledging that many people
suffering from psychiatric illness turn to religion as
an important part of their healing.11

The goal of this systematic review is to identify,
compile, and evaluate the biomedical literature on
the presence of PaC providers in psychiatric hospital
settings. The literature that was reviewed included
clinical reports, thoughtful judgments, and scientific
evidence, all of which serve to informmedical leaders
of the potential risks and benefits associated with
integration of PaC providers into psychiatric inpa-
tient care. This review clarifies the current state of
research on this topic and identifies gaps in our
knowledge that warrant further investigation.

METHODS

For the purposes of this review, PaC providers were
defined as hospital-employed chaplains who have

training and/or certification in chaplaincy. These
providers are well trained to work with hospitalized
patients and are most likely to be utilized in the
formal integration of spiritual care into multi-
disciplinary inpatient psychiatry teams. Using a
combination of key word and controlled vocabulary
terms to describe concepts of PaC providers and
inpatient psychiatric hospitalization, the authors
searched the English language, peer-reviewed bio-
medical literature published in 5 electronic medical
databases (PubMed, PsycInfo, Embase, CINAHL,
and Scopus) from the start of each database through
July 9, 2014. The primary search was constructed in
PubMed and then translated to other databases for
consistency. The exact search terms and conditions
used for each database are shown in Appendix 1
(Supplemental Digital Content 1, http://links.lww.
com/JPP/A10).

All citations from each database were imported
into a citation management system and duplicates
were removed. Teams of 2 of the authors inde-
pendently reviewed the titles and abstracts of the
retrieved publications. If either reviewer on the
team selected an article as relevant for possible
inclusion, its full text was then retrieved for fur-
ther independent review by 2 of the authors.
Additional articles of interest were identified for
full-text review, by hand searching the references
in all articles from the electronic database search,
the full texts of which were then reviewed. Dis-
agreements regarding inclusion of full-text
reviewed articles were resolved by independent
third-party review, followed by group discussion to
ensure consensus. Inclusion criteria were an Eng-
lish-language article published in a peer-reviewed
journal with a focus on a PaC provider working in
an acute psychiatric hospital setting (acute psy-
chiatric unit in either a general or psychiatric
hospital). Exclusion criteria were articles not
focused on PaC providers, not peer reviewed, not
focused on psychiatric inpatients, and not in Eng-
lish, and articles for which the full text was not
available. Data extraction was performed by 1
author. The data variables that were extracted
included study authors, year of publication, type of
article, and description of content (eg, character-
istics of the participants, results and conclusions
related to the research question, strengths and
weaknesses of the article). All of the authors
reviewed and discussed the extracted data.
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RESULTS

Figure 1 summarizes the search method and initial
results. The electronic database search identified 566
titles from which 475 were selected for abstract
review, 97 of which were then selected for full-text
review to determine which articles met inclusion
criteria. In the end, 49 articles were identified as
meeting inclusion criteria. Forty-one articles (84%)
were identified by a search of the electronic data-
bases and 8 (16%) by a hand search of reference lists.
Thirty-one articles (63%) were nonevaluative reports

involving (1) a historic account of an early effort to
integrate PaC providers into institutional care (1
article; 2%), (2) personal experiences of PaC providers
(21; 43%), (3) models for PaC integration (6; 12%),
and (4) reviews of specific subtopics related to PaC
providers on inpatient psychiatric units (3; 6%). The
remaining 18 articles (37%) were evaluative studies,
5 (10%) of which were qualitative and 13 (27%)
quantitative. Of the 49 articles identified by system-
atic review, 12 (25%) were published before 1970.

FIGURE 1. Overview of the literature search.

566 titles identified from literature search 
192 PubMed 
209 PsycInfo 
54 Embase 
59 CINAHL 
52 SCOPUS 

91 excluded (duplicates) 

475 titles selected for abstract review

378 excluded at abstract review level by reviewer 
agreement 

97 titles selected for full-text review

29 additional titles 
selected for full-text 

review after hand search 
of reference lists

77 excluded after full-text review. 
35 Not focused on pastoral care 
17 Not peer-reviewed article  
12 Not focused on psychiatric inpatients 
6 Not in English 
3 Full-text unavailable 
4 Duplicate 

49 articles meet inclusion criteria 
31 non-evaluative reports 
18 evaluative studies 
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Nonevaluative Reports

Among the nonevaluative reports, the historic
account provided insights into how tensions in an
asylum in Northern Wales reflected broader ten-
sions between the Church of England and non-
conformist sects.12 Although the information in this
article is of minimal relevance in understanding the
risks and benefits of PaC providers on con-
temporary inpatient psychiatric units, it is included
in the review results because it met the a priori
defined inclusion criteria.

The remaining 30 nonevaluative reports consisted
of 21 personal accounts,13–33 6 descriptive accounts
of PaC integration models used by the articles’
authors,34–39 and 3 nonsystematic reviews of sub-
topics relevant to this systematic review.40–42 As a
group, these reports are largely descriptive in nature
and, thus, represent a lower level of evidence. How-
ever, each article suggests at least some ways in
which PaC providers may be beneficial to psychiatric
inpatients and therefore the articles in this category
are worthy of review and consideration. The benefits
of PaC that were identified as common among 3 or
more articles are summarized in Table 1 and these
articles are described in more detail below.

Twenty-one nonevaluative reports involved
accounts of personal experiences by PaC providers.
In the majority of these personal accounts, the PaC
provider described specific PaC services that were
provided and/or challenging experiences encoun-
tered while working on an inpatient psychiatric
unit. The accounts highlight 2 major ways in which
PaC providers feel they can be most effectively
utilized. First, in many of the accounts, the authors
noted how ill prepared they felt when encountering
a patient with severe mental illness. The authors
suggested that PaC providers working with psy-
chiatric inpatients should receive additional speci-
alized training about severe mental illness, includ-
ing information about psychiatric diagnoses and
symptomatology.15,17,22,33 Second, the authors
reported feeling most effective as PaC providers
when they are integrated into the care team13,26

and given definitive roles that are made clear to
other team members.13,18

Six nonevaluative reports described PaC inte-
gration models and detailed how a PaC provider
functions when integrated into inpatient psychi-
atric care team and discussed the attitudes of

TABLE 1. Nonevaluative Reports of
Pastoral Care (PC) Providers on Inpatient
Psychiatric Units

References
Main Benefits of PC

Providers

Slaughter22*
Hiltner24

Rattray29

Stephens31

Jensen et al35†
Knights40‡
Popovsky41

Kelleher et al42

Can provide a unique
perspective on a patient and
aid in determining whether a
specific belief or practice is
culturally appropriate or
pathologic

Bruce and
Bruce20*
Stage25

Stein and
Thomas26

Rattray29

Jensen et al35†
Meyer et al37

Kelleher et al42‡

Can decrease alienation from
the religious community by
educating and acting as a
bridge to supportive spiritual
communities

Shire18*
Walker19

Bruce and Bruce20

Clark38†
Shackelford et al39

Can diminish feelings of guilt in
patients who view God as
angry and punishing them

Soukoreff14*
Slaughter22

Neely23

Clark38†

Can provide expertise in
discussing death and loss,
topics other staff members are
often reluctant to address
with patients

Bruce and
Bruce20*
Stein and
Thomas26

Quinlan28

Can often easily connect with a
patient or family member
skeptical of mental health
professionals

Hirschmann36†

Clark38

Shackelford et al39

Can facilitate scheduled
worship or spiritual groups,
which may introduce
structure into a patient’s life

Hirschmann36†

Clark38

Shackelford et al39

Can facilitate worship or
spiritual groups, which may
decrease feelings of isolation
and promote a sense of
community

*Personal accounts.
†Descriptive accounts of PC integration models.
‡Nonsystematic reviews of subtopics.
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patients and staff members toward the PaC pro-
vider in this role. These articles fall into 2 catego-
ries: (1) descriptions of specific spirituality groups/
worship services run by a PaC provider and (2)
descriptions of patient and staff perceptions of the
PaC provider. These articles suggested some best
practice techniques for spiritual groups and worship
services. Two case reports specifically described the
benefits the authors observed when using sacred
stories in the group setting.34,37 The stories in the
groups/worship services were multifaith and
focused on uplifting themes to offer patients a more
self-affirming outlook on reality, as many people of
faith who have a psychiatric illness may feel that
God is punishing them.39 Although the more
recently published articles reported that patients
with mania or religious delusions were not allowed
to participate in the groups, an earlier article pub-
lished in 1967 stated that the PaC provider’s reli-
gious “authority” was judged useful in suppressing
pathologic religious preoccupations.37 The optional
groups were seen as helpful even for nonreligious
patients who elected to participate.36 Although no
formal patient outcome data were included in these
reports, the authors considered the groups benefi-
cial, and 1 article reported that patients rated the
spirituality group the highest of all groups
attended.35 Overall, the articles viewed spiritual
groups as favorable and stressed the importance of
discretion and positivity in running spiritual
groups.

The remaining 3 nonevaluative reports reviewed
specific subtopics, such as specific religious tradi-
tions, geriatrics, and chaplains performing psycho-
therapy, related to PaC providers on inpatient
psychiatric units.40–42 Although older reviews are
not generally incorporated into systematic reviews,
it was decided a priori to include these overviews/
nonsystematic reviews to best present the breadth
of the literature in this area. None of these articles
used a systematic search strategy and thus repre-
sented synthetic reviews at best. For example, one
of the articles focused on the challenges of providing
psychiatric care to “ultra orthodox” Jewish patients
and suggested how rabbi involvement could sig-
nificantly help with care41 as it can be difficult for a
mental health care team to determine which
requests and behaviors are religiously appropriate
and which are delusional. The author suggested
that involvement of a religious leader (in this case, a

rabbi) can increase long-term adherence with care,
help a care team more fully understand a patient’s
culture, and decrease anxiety in patients who are
devoutly religious or from significantly different
religious or cultural backgrounds.

Evaluative Studies

Qualitative Studies
The 5 qualitative studies reported on outcomes of
structured interviews with PaC providers,2,43 focus
groups with previous inpatients and their fami-
lies,44 surveys of staff perceptions and observations
of PaC providers,45 and a longitudinal observational
study of PaC providers with regard to the potential
that clergy members have to connect with outside
religious communities.46 (Table 2). Because of the
greater number of participants, the survey results
of Law et al45 and the data from the focus groups
reported by Moller44 are considered to represent the
greatest strength of evidence in the qualitative
studies category.

Two of the qualitative studies suggested that PaC
providers can be utilized to educate a patient’s
outside religious leaders and family members on
mental illness.2,46 In addition, these studies high-
lighted how PaC providers can help patients remain
connected with their outside religious communities
and provide a connection to a strong, emotionally
supportive community upon discharge,2,46 Some
patients specifically indicated dissatisfaction when
there was little to no follow-up with the PaC pro-
vider after discharge.2

Many of the qualitative studies reflected a com-
mon theme: a failure to address the spiritual con-
cerns of psychiatric inpatients. Patients often felt
misunderstood by both the hospital staff and out-
side religious figures, and they were frustrated by a
lack of attention to their spirituality from care team
members. And, indeed, some therapists and chap-
lains are reluctant to discuss religion or God with
patients, for fear of eliciting a psychotic response.43

Data from a discussion group with hospitalized
patients and their family members suggested that,
when in spiritual distress, patients are often
labeled as having religious delusions and are not
allowed to speak with a PaC provider.44 In fact, the
study by Law et al45 found that psychiatric hospital
staff at 1 hospital generally questioned the specific
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TABLE 2. Qualitative Studies of Pastoral Care (PaC) Providers on Inpatient Psychiatric Units

References and
Location Goal

Methods/
Participants Key Findings

Carey and Medico2

New Zealand
Explore role,
contribution, and
issues faced by New
Zealand PaC
providers

Focus group of pastors
(N=8); 75% male,
100% Protestant;
75% working in
forensic psychiatric
settings

Support (also termed “being
there”) and “advocacy”
considered most important roles
by PaC providers. Providers
helped patients with loss of
autonomy and injustices in the
mental health care system
PaC providers considered their
interactions with families in
mental health care settings more
important than in normal health
care settings. However, due to
restricted access, PaC providers
had difficulty interacting with
families.

PaC focus group felt to be
“unquestionably cost-efficient,”
and useful to “improve patient
care, compliance, and/or patient
throughput” and to provide
“support to families and clinical
staff.”(p61)

PaC providers can also discuss
with families how to accept
patients’ criminal actions and
decrease the stigma of mental
illness

Moller44

The United States
Determine what PaC
resources are needed
by patients and their
families

Two discussion groups
of formerly
hospitalized patients
(N=65) and their
family members
(N=27); Christian,
Jewish, Native
American, Islamic,
and Buddhist
religious affiliations

Groups expressed distress at
concept of religion, because half
had been evicted from their home
churches due to psychiatric
symptoms

The number 1 need expressed by
patients was for their spiritual
advisor/pastor/rabbi not to
abandon them. For those not
associated with a religious group,
they wanted to be asked their
religious/spiritual preference and
have the appropriate PaC
provider contacted

To assume that a spiritually
confused patient who is psychotic
also has religious delusions is not
always correct. Denying this
patient group spiritual healing
and comfort may delay progress
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TABLE 2. Qualitative Studies of Pastoral Care (PaC) Providers on Inpatient Psychiatric Units
(continued)

References and
Location Goal

Methods/
Participants Key Findings

Gulko43

The United States
Examine how PaC
providers use a
medical model in
their relationship
with patients and
avoid discussions of
death, God, and
theology. Reasons for
PaC providers’
hesitancy to discuss
religious topics with
patients are explored

Interviews and
observations of PaC
providers (N=5) and
observations of
patients in a
Veterans
Administration
psychiatric facility

Team members and even PaC
providers on the studied
psychiatric ward rarely talked
about religion or God with
patients. One therapist said she
was afraid she’d say “the wrong
thing.” One PaC provider said he
feared such topics could elicit a
psychotic response

The author described an inpatient
unit on which PaC providers
work more as another form of
psychological counselor instead
of a spiritual/religious guide. The
author found this nonideal, in
that many patients wish to
discuss religion/spirituality yet
are not able to

The author also mentioned
reasons that PaC care providers
find these topics taboo. The
hesitancy to confront religion in
this population may suggest
negative outcomes in the past
when these topics were
discussed; however, the paper
did not make explicitly state this

Law et al45

England
To explore the work of
a PaC provider and
staff responses to the
presence of a PaC
provider

Survey of staff (N=107)
and observation of a
PaC provider (N=1).
An outside minister
served as an
independent observer
of the regular work of
the PaC provider
working on the unit.
The PaC provider
himself kept a
confidential diary for
3mo. Staff members
were also
interviewed

Staff were asked to respond to 2
main questions. The first asked
about the specific skills of the
PaC provider and how best to
exercise them. The second
question concerned the PaC
provider’s role and produced the
conclusion that the role should be
made clearer

Staff indicated that the PaC provider
should have some knowledge of
modern psychological and
psychiatric theory as well as
experience in group work

Problems encountered in working
personally with patients were
commonly related to guilt and
feelings of unworthiness. Patients
also wanted reassurance. One or 2
patients requested exorcism
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skill sets of the PaC provider and were unclear as to
the provider’s role on the unit.

Discussions between psychiatric inpatients and
PaC providers may benefit patients in a number of
ways. A focus group with PaC providers in forensic
psychiatric settings found that these patients com-
monly seek out PaC providers to “cope with their
circumstances of segregation and/or incarceration,
to seek comfort, consolation, and forgiveness, plus
obtain pastoral support and spiritual guidance.”2 In
1 discussion group, many psychiatric patients
reported being forced to leave their home churches
due to their psychiatric symptoms,44 leading to self-
reported feelings of guilt and abandonment. The
number 1 need expressed by patients in this dis-
cussion group was that their spiritual advisor not
abandon them, suggesting that some patients need
comfort, companionship, conversation, and con-
solation, which PaC providers are well equipped to
provide.44 PaC providers have also been reported as

acting in an advocacy role for patients, helping
them cope with frustrations caused by loss of
autonomy and injustices within the mental health
care system.2

Quantitative Studies
The 13 studies47–59 that reported primarily quan-
titative outcomes are summarized in Table 3. In
general, these studies used questionnaires to assess
the spiritual needs of patients and attitudes of
patients and staff toward the PaC provider and his
or her role on the psychiatric unit.

Because of various factors, including sample size,
the conclusions drawn from these quantitative
studies were generally considered to have greater
strength as evidence compared with the non-
evaluative reports and qualitative studies reviewed
above. Four of the 13 quantitative studies used
especially rigorous designs and methodology,47–49,58

and were considered the publications with the

TABLE 2. Qualitative Studies of Pastoral Care (PaC) Providers on Inpatient Psychiatric Units
(continued)

References and
Location

Goal Methods/
Participants

Key Findings

Reiner46

The United States
Determine the
functions that PaC
providers might
perform as leaders in
neighborhood
communities and
assess the potential
for clergy in the role
of social and
community
rehabilitator

Essay by physician
including 9 short
clinical vignettes

Author documented
actions of PaC
providers (N=4) and
patients (N=9) in
Worchester State
Hospital during
9-month period in
1964-1965

Clergy are leading members of the
social environment to which
hospital patients are returning.
They can help former patients
adjust to their communities and
aid in rehabilitation

The PaC providers sometimes
made other staff feel threatened
that they would succeed when
the staff member had not. The
PaC providers were urged to
collaborate with the threatened
staff member

Highlights how PaC providers
could be used to gain community
leverage to make sure a patient,
on discharge, returns to a
positive, supportive environment.
However, many of the techniques
the PaC providers used to
integrate former patients into
their community might also be
used by a social worker
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TABLE 3. Quantitative Studies of Pastoral Care (PC) Providers on Inpatient Psychiatric Units

References
and Location Design Goal Methods/Participants Key Findings

Goh et al47

Australia
Retrospective
cohort
study

To examine how the PC
provider was being utilized
and accessed by patients

16-mo chart review of 202
patients and 250
admissions to
psychogeriatric unit
between February 1, 2009
and June 30, 2010

Examined patient
diagnoses, demographics,
and length of contact with
health services. Only
looked at first admission
if >1

No statistically significant association
with religious grouping, diagnosis,
education/career, and receiving PC
contact

Patients seen by PC providers were
significantly more likely to engage
in some religious practice, have a
longer stay, and have
neuropsychiatry, social work, or
occupational therapy assessments

Assessment of spiritual well-being
(66%) and pastoral ministry (32%)
were the 2 most common ICD-10 PC
interventions

Lucchetti
et al48

Brazil

Retrospective
cohort
study

To report the prevalence of,
and factors associated with,
inpatient acceptance of
religious assistance

16-mo chart review of 213
patients (82.2% of those
admitted) evaluated by
religious assistance
service: 66% male, mean
age 35.6 y; 44% attended
religious service once a
week. Common
diagnoses: 52 nonalcohol
substance abuse, 50 BD,
46 SCZ, 40 MDD

79% of those with no religious
affiliation still requested PC
services

Patients with SCZ, higher
dependency, and lower intrinsic
religiousness requested less
religious assistance

38% of those requesting care
requested religious assistance from
a different religion

Grossoehme
et al50

The United
States

Case-control,
survey

(1) Determine feasibility of
using INSPIRIT tool with
adolescents

(2) Describe religious/spiritual
experiences of adolescent
psychiatric inpatients and
healthy adolescents in terms
of mean INSPIRIT scores

(3) Examine differences in
INSPIRIT scores by
covariates

122 adolescent psychiatric
inpatients with
depressive disorders
completed INSPIRIT
after first PC-led group
on inpatient unit: 60%
female, mean age 15 y. 80
healthy controls
(response rate 36%)
recruited from teen
volunteers at University
of Cincinnati and “peer
ministers” from a chapel:
60% female, mean age
15.7 y

Healthy controls had higher frequency
of core spiritual experiences and
higher positive impact of those
experiences on their belief in God.
Substantially lower frequency of
“overwhelming experience of love”
in depressed patients

Girls placed more emphasis on
religion than boys and reported
higher frequency of experiences

High scores on 3 questions associated
with increased age, 2 had to do with
feeling close to God and the feeling
that God dwells within, not specific
experiences

Galek et al58

The United
States

Survey To understand how health care
workers interact with the
hospital PC provider and for
what indications they would
refer a patient to PC

278 medical directors, 230
nursing directors, 229
social work directors, and
470 PC directors
responded to the survey
(overall response rate
30%); 81 (7%) worked in
psychiatric-specific
hospitals

Although many nurses view spiritual
care as essential to holistic
treatment, many physicians feel
unskilled and uncomfortable
exploring these concerns with
patients(p364). Nurses are much
more likely to refer patients to PC
than physicians. The difference in
referral rate is associated with self-
reported religiosity

Although medical directors’ ratings
were lowest for all types of issues,
comparisons found no statistically
significant difference between
ratings by medical, nursing and
social work directors

Staff in psychiatric hospitals rated all
categories of referrals lower than
did staff in other hospitals. Staff in
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TABLE 3. Quantitative Studies of Pastoral Care (PC) Providers on Inpatient Psychiatric Units (continued)

References
and Location

Design Goal Methods/Participants Key Findings

religiously affiliated hospitals were
significantly more likely to rate it
important to refer patients to PC for
all types of issues

Physician self-ratings of religiosity
and spirituality were substantially
lower than other health
professionals

Nurses on psychiatric units made
fewer referrals to PC providers than
did nurses on other units of the
same hospital

Lawrence
et al49

The United
Kingdom

Survey To investigate professional
attitudes among old-age
psychiatrists concerning the
presence and value of
spiritual care

All members of Faculty of
the Psychiatry of Old Age
in the United Kingdom
were asked to complete a
21-question survey
mailed in 2002-2003
(N=316); 4% stated they
had religious affiliation
and 55% endorsed
religious beliefs

72% said they had not suggested/
supported PC for any inpatient in
the past 3mo; only 41% had
informed patients about PC services

Clinicians may be taking the
“professional” stance of not referring
patients to PC because they fear
being seen as proselytizing or
introducing a bias into the
therapeutic relationship, or because
they may be ethically concerned
that it might seem coercive/
intrusive(p969)

The following percentages of
respondents gave positive ratings to
aspects of PC: emotional support/
enabling coping 39%, human dignity
and normalization 21%, comfort and
hope 13%, values/
meaning/explanation 10%

The following percentages of
respondents gave negative ratings
to aspects of PC: potential to worsen
psychiatric symptoms 29%,
intrusion/coercion 29%, conflict/
interference with program of care
12%, negative/terminal
connotations 11%, no therapeutic
meaning/value 11%

McGee and
Torosian51

The United
States

Case series,
survey

To describe a successful effort
to quantitatively assess and
address different domains of
spirituality on an inpatient
psychiatric unit

5 patients, Mini Mental
Status Examination
Score >20 with spiritual
care concerns on the basis
of a survey

5 spiritual domains
assessed on a scale from 0
to 100

Results compared with
healthy hospital staff as
control population

Ratings in 1 or more spiritual domains
were low in all patients

It is easily possible to assess different
domains of spirituality on an
inpatient psychiatric unit

Impairment in specific spiritual
domains seems to correlate in
meaningful ways with clinical
impairments

Khan52

The
United
Kingdom

Survey To describe the new, multifaith
spiritual and cultural care
service introduced by Oxleas
National Health Service
Trust

Surveys returned by 52
patients and 22 staff
members

How the service helped patients:
spiritual comfort 58%, information/
discussion on spiritual and cultural
care 54%, access to religious
practices 40%, counseling 37%

Meeting patient spiritual needs:
Patients—yes 40 %, no 48 %; Staff—
yes 77%, no 14%
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TABLE 3. Quantitative Studies of Pastoral Care (PC) Providers on Inpatient Psychiatric Units (continued)

References
and Location Design Goal Methods/Participants Key Findings

PC provider described as “good friend”
and valued because, “You can
confide in him, he is a good listener
and nonjudgmental”

Patients requested things to read on
ward other than the Bible, and
mentioned that philosophy gives
them peace/inspiration

Grossoehme53

The United
States

Survey To test the hypotheses that (1)
spiritual issues are
important to adolescents in
psychiatric care, (2) these
adolescents do not have
frequent opportunities to
discuss spiritual issues, and
(3) the opportunity to explore
these issues would be a
positive experience

6-mo period in 1999,
patients aged 11-18 y;
18-question true/false
survey about their group
experience and spiritual
and religious beliefs
(N=137, response rate
85%), 72% female, MDD
86%, eating disorder 17%,
BD 14%

(1) 82% said religious or spiritual
beliefs were important to them; 70%
said they were an important part of
their healing

(2) 60% had not been asked about
religion/spirituality by any mental
health professional

(3) 94% found spiritual issues group
helpful, 92% said group helped them
talk about what was going on in
their lives, 76% learned new skills to
use after leaving hospital; 19% said
the group increased the stress they
have to live with on a daily basis

Sachdev54

New Zealand
Interview To construct a theoretic

paradigm of the Elder-
Patient Transaction and to
contrast it with
psychotherapy and pastoral
counseling

Quantitative content
analysis of 10 interviews
of 5 Maori patients by 1
Maori Elder in a forensic
psychiatry unit in Otago,
New Zealand

The elder was largely directive in his
approach, making presumptive
statements about the patient (10%),
giving practice information (9%),
and giving directives (9%)

The patients did not consider
themselves religious, and discussion
generally was about Maori
spirituality

The Elder relationship is similar to
PC in that both provide practical
assistance, discuss spiritual
matters, and can strengthen the
patient’s feelings of community

Pasewark
et al55

The United
States

Survey To determine whether
seminary training
adequately prepares clergy
to assume the role of
psychotherapists and to
evaluate the receptivity of
patients to having clergy as
therapists

79 patients in Wyoming
State Hospital in a
compulsory group
psychotherapy program
(44 male; ages ranging
from 13 to 69 y)

Patients were accepting of clergy in a
psychotherapist role: 70% indicated
they would feel comfortable
discussing personal feelings and
thoughts and 13.1% said they would
be uncomfortable

68% of patients said that group
sessions with a clergy person as a
leader would be beneficial and 8%
said it would possibly be
detrimental to their welfare (vs. 7%
for psychiatrists and 4% for
psychologists)

Patients were more accepting of the
clergy person than of the alcoholism
rehabilitation counselor, the aide,
the educational therapist, another
patient, or themselves
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strongest evidence base in this systematic review.
Goh et al47 conducted a 16-month retrospective
cohort study of 202 patients on the basis of a chart
review that examined the main interventions of
PaC providers as well as suggesting that religious
group, diagnosis, and education/career were not
associated with increased PaC contact. Lucchetti
et al48 conducted a 16-month retrospective cohort
study of 213 patients at a psychiatric hospital in
Brazil in which were patients are asked whether

they would like religious assistance on admission.
On the basis of chart reviews, patients who accepted
religious assistance were compared with those who
did not and the researchers found that patients who
were not overtly religious may still seek PaC serv-
ices. In the third study, Galek et al58 surveyed 278
medical directors, 230 nursing directors, 229 social
work directors, and 470 PaC directors through a
mailed questionnaire. The results of the survey
suggested that psychiatric patients are less likely to

TABLE 3. Quantitative Studies of Pastoral Care (PC) Providers on Inpatient Psychiatric Units (continued)

References
and Location

Design Goal Methods/Participants Key Findings

Morrow
and
Matthews56

The
United
States

Survey To determine the current
backgrounds of mental health
PC providers, the roles they
fill, and the roles that they feel
are appropriate for them to
take

Survey of 113 protestant
mental health PC
providers (response rate
80 %) regarding
appropriateness of and
frequency of participation
in 10 clinical, 10
evangelistic, and 8
“standard” chaplain role
activities

Most respondents rejected
evangelistic roles as inappropriate
(eg, 21/113 said “saving patients’
souls” was an appropriate role and
7/113 said “preaching to patients on
judgment and hell” was
appropriate)

The top 2 activities that were rated
appropriate were “counseling
patients on their religious problems”
(113/113), and “leading worship
services” (109/113)

More PC providers would like to
participate in decision-making and
group psychotherapy than
commonly do

Knights and
Kramer57

The United
States

Survey To determine existing
attitudes toward the PC
provider’s role functions

Survey of 169 patients and
medical staff at South
Carolina State Hospital
(response rate 68%)

Pastoral activities had ≥90% positive
response rate from all groups of
respondents

Teaching was rated as positive by only
77% of medical staff

Overall, there was a less positive
perception of nontraditional role
functions of the PC provider

Gynther and
Kempson59

The United
States

Survey To objectively assess the
attitudes of hospital
personnel and patients
toward an expanding PC
program

Survey of 127 staff
(response rate 63%) and
433 patients (response
rate 73%) involving 25
true-false questions

Nurses expressed the least favorable
views toward PC, potentially
because nurses are responsible for
maintaining ward routine and the
PC provider may disturb that

Religious staff displayed a more
positive attitude toward PC than
nonreligious staff

116/127 staff gave positive responses
to the idea that patients should be
encouraged to attend Sunday
services

Both patients and staff agreed that
PC providers should visit all newly
admitted patients. Patients felt they
got more out of Sunday services
than individual visits

BD indicates bipolar disorder; INSPIRIT, tool measuring core spiritual experiences; MDD, major depressive disorder; SCZ,
schizophrenia.
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be referred for spiritual counseling compared with
medical inpatients and that physicians are uncom-
fortable exploring spiritual concerns directly with
patients. The strengths of this study included the
large number of respondents and the multifactor
analysis of the data. The fourth study by Lawrence
et al49 reported on a 21-question survey consisting
of quantitative and qualitative items that was
completed by 316 members of the Faculty of Old
Age Psychiatry in the United Kingdom. The results
of this survey suggested a low referral rate to PaC
providers for psychiatric inpatients, in part due to
concerns about the potential adverse impact of such
referrals on patient outcomes.

A number of the quantitative studies assessed
patients’ spiritual needs and suggested that patients,
even those who are not religious, have a need for
spiritual care. In the Brazilian retrospective cohort
study described above, Lucchetti et al48 found that a
high percentage (79%) of psychiatric inpatients who
reported no religious affiliation nevertheless
requested religious assistance when it was offered,
and a US study of 5 patients on an inpatient psychi-
atric unit found impairment of spiritual domains as
measured by the Fetzer spiritual assessment tool.51 A
study of an adolescent psychiatric inpatient pop-
ulation, which used a spiritual assessment tool, found
that adolescents suffering from mental illness had a
lower frequency of core spiritual experiences than a
healthy peer group.50 The results of these studies
suggest that use of assessment tools and routinely
asking whether a patient would like PaC is superior
to assuming that only vocal, religious patients need to
talk to a PaC provider.

Many of the quantitative studies suggested that
spirituality is often underaddressed in inpatient
psychiatric settings and that psychiatric inpatients
have unmet needs for spiritual care. In the study of
316 geriatric psychiatric care providers described
earlier, Lawrence et al49 found that 72% of those
providers had not referred a patient to a PaC pro-
vider in the preceding 3 months even though they
viewed religious and spiritual care as important.
Although it is known that patients without formal
religious practices do request religious assistance,
the retrospective cohort study by Goh et al47 that
examined patients’ spiritual needs on a psycho-
geriatric ward found that patients were more likely
to be seen by a PaC provider if they reported
engaging in some religious practices. Another study

also found a discrepancy between staff and patient
perceptions regarding whether the spiritual needs
of patients were being met, with more staff than
patients indicating that they believed patients’
needs were being met.52 In a survey of adolescent
psychiatric inpatients, 70% reported that spiritual
beliefs were an important part of their healing, but
60% of them also said they were never asked about
religion or spirituality by any mental health pro-
fessional.53 In fact, in their study comparing 77 staff
from psychiatric hospitals to 1125 staff from other
hospital settings, Galek et al58 found that psychi-
atric hospital staff thought it was less important to
refer patients to PaC providers than staff in other
hospital settings.

Various explanations for the small number of
psychiatric inpatients who receive a PaC provider
assessment have been given in the literature. These
include staff discomfort in exploring spirituality
with psychiatric patients, so that only those staff
with high self-rated spirituality are likely to refer
patients to PaC providers,58 and staff concerns that
the PaC provider’s assessment could be viewed as
coercive or intrusive and/or that it could worsen
psychiatric symptoms.49 These obstacles may rep-
resent the major reasons why staff generally report
spiritual care as important but do not refer patients
to PaC providers.

The quantitative studies that assessed patient
and staff attitudes toward PaC providers generally
revealed positive views toward these providers. The
majority of patients report that PaC services pro-
vide them with spiritual comfort. A study that
evaluated the impact of a spiritual issues group on
adolescents in psychiatric care found that 94% of
patients thought the group was helpful, although
19% said it increased their stress.53

A number of older quantitative studies examined
the roles of PaC providers. One report suggested
that most patients will accept a PaC provider in a
psychotherapist role and that most view the pres-
ence of a PaC provider in a group session as bene-
ficial.55 However, another study found that both
patients and staff have a less positive perception of
PaC providers taking on nontraditional roles such
as teaching and counseling, and both groups
rejected proselytizing roles (ie, “saving patients’
souls,” “telling a patient what is right and what is
wrong”) as inappropriate.56 This opinion is con-
sistent with the ethical standards of chaplaincy
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organizations such as the Association of Pro-
fessional Chaplains, which prohibit “imposing doc-
trinal positions or spiritual practices.”60

Risks Associated With PaC Providers

Overall, the articles that met criteria for this sys-
tematic review presented a generally positive view
of greater inclusion of PaC providers in the care of
psychiatric inpatients. However, a number of arti-
cles alluded to possible negative outcomes, includ-
ing increased stress reported by 19% of adolescent
participants in a spiritual working group.53 In
addition, a survey of patients in a psychotherapy
program found that 13.1% reported that they would
be uncomfortable discussing personal feelings with
a PaC provider and 8% that having a group led by a
PaC provider could be detrimental to their wel-
fare.55 Although no article identified by this review

examined the incidence of worsening symptoms
caused by the presence of PaC providers, 29% of the
316 geriatric psychiatry faculty surveyed by
Lawrence et al49 in the United Kingdom reported
fearing this outcome.

Other risks of integrating PaC into a psychiatric
care unit were speculated on in nonevaluative
reports or were anecdotally described in the liter-
ature. In a nonevaluative report that described a
worship service, Clark38 cautioned other PaC pro-
viders to take care when selecting materials and
providing interpretation of materials to minimize
the risk of religious delusions. The author also
speculated that, if a worship service is construed as
magic or a means of escape, it may foster malad-
aptive patterns of behavior. In another non-
evaluative report, Meyer et al37 suggested that,
when a PaC provider is integrated into the care
team, some patients may use religion “defensively,”
such as requesting a prayer to not have any further

TABLE 4. Key Learning Points Concerning Pastoral Care (PaC) on Psychiatric Inpatient Units
by Article Category and Type of Evidence

Quantitative studies Psychiatric inpatients commonly have spiritual needs that are unmet,
with PaC providers underutilized by the psychiatric care team49,52,58

This need has been identified even in nonreligious patients48,51,52

Spirituality groups run by PaC providers, which often include sacred
stories as a theme, have been reported to be beneficial, even by
nonreligious patients34,35,37,53,55,67

Qualitative studies PaC providers are trained to address patients’ spiritual needs and
provide comfort and counseling,52 while addressing feelings of loss,
abandonment, and guilt14,18–20,22,23,38,39,44

Nonevaluative reports (and opinions
voiced in evaluative studies)

Many PaC providers and physicians express the opinion that PaC
providers work best in the psychiatric inpatient environment if they
have some training in psychiatric illness,13,15,17,18,26,33,40 and are well
integrated into the traditional care team39,45

PaC providers can be utilized in educating a patient’s outside
religious leaders and family members about the patient’s mental
illness. Many authors expressed the opinion that this may give the
patient a more supportive community upon
discharge2,20,25,26,29,35,37,42,46

PaC providers may provide a useful perspective about a patient and
help in determining whether a specific belief or practice is
pathologic22,24,29,31,40,41,42

Summary points Although PaC is almost unanimously reported to have positive
outcomes in the literature, controlled outcomes studies are needed to
verify this assumption

There is no evidence base to suggest that the generalized fears of
having PaC providers interact with psychiatric inpatients are valid
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electroconvulsive therapy. Some authors39,45 have
speculated that, if an inadequately trained PaC
provider focuses on guilt and judgment, this could
lead to a worsening of a patient’s mood. One PaC
provider described a situation in which a patient
asked him to perform an exorcism. Although the
care team supported this idea, the PaC provider did
not provide the service, because he was concerned
that the spiritual intervention could exacerbate the
patient’s feelings of guilt and hopelessness.29 In
sum, all of the articles examined viewed PaC pro-
viders as beneficial, although some did caution
against potential negative effects.

DISCUSSION

To the authors’ knowledge, this systematic review is
the first to bring together the biomedical literature
discussing PaC providers’ presence on inpatient
psychiatric units. As inpatient psychiatric units
consider integrating PaC providers into their mul-
tidisciplinary care teams as part of a movement
toward a more holistic approach to mental health
care, anticipated benefits need to be specified and
the potential for harms addressed. This review did
not find any published data on the impact of PaC
provider care on psychiatric inpatient outcomes in
the major biomedical databases. Although the
overwhelming majority of the literature exploring
the topic alludes to significant potential benefits of
integrating PaC providers, multiple studies have
also reported mild to moderate resistance from
mental health care staff regarding such integration.
Most of this resistance arises from legitimate con-
cerns that increased discussion of religion and spi-
rituality could upset patients or worsen patients’
psychotic symptomology (especially in patients with
hallucinations and/or delusions that have religious
content).23,33,37,43,49 Unfortunately, given the lack of
relevant outcomes data, there is insufficient evi-
dence to definitively deny or confirm the validity of
these reported staff concerns.

Many of the nonevaluative reports that were
identified noted that some of the fears and appre-
hensions felt by team members might be mitigated
by formal integration of a PaC provider into the
care team with defined roles for PaC providers and
formal training of PaC providers concerning psy-
chiatric illness.13,15,17,18,22,26,40 In addition, Galek
et al58 suggested that educating team members

concerning the significant training and skill set
required to become a board-certified chaplain may
help other health care providers understand the
usefulness of PaC. Although chaplaincy organ-
izations have set standards for training chaplains to
understand ministry to psychiatry patients, the
extent to which chaplaincy training programs gen-
erally provide this training is unknown and war-
rants further research. However, it should be noted
that a curriculum that has been implemented at the
institution of several of the authors of this review,
which was designed to make physicians more aware
of chaplaincy skills, has had a significant impact.61

Although a thoughtful integration of PaC providers
into psychiatric inpatient settings is suggested to
yield the best patient outcomes, no strong evidence
was found in the literature supporting these claims.

The quantitative studies identified by this review
as having a strong evidence base suggest that
medical care providers in general, and psychiatric
care providers in particular, are unlikely to discuss
spiritual issues with patients.45,48,54 Sadly, this
reluctance is accompanied by reports from inpatient
psychiatric patients that they have unmet spiritual
needs.52 The unmet spiritual needs of this vulner-
able patient population might best be met by an
increasing use of PaC services, as the literature
reveals that psychiatric inpatients rate interactions
with PaC providers as helpful.44,52,53,55 It is rec-
ommended that PaC providers be authorized by
medical staff to make themselves and their services
known to all psychiatric inpatients who have the
cognitive capacity to benefit from spiritual care, as
even patients who do not identify with a religion
may desire spiritual care.48,52 Mental health teams
could improve support for patients by adopting a
new strategy involving inclusion/exclusion criteria
for PaC involvement. Thus, instead of assuming
that only a subset of patients may benefit from PaC,
mental health teams could instead identify which
subset of patient might be inappropriate for PaC
services, thereby making PaC more broadly avail-
able to patients. For these reasons, the authors of
this review recommend the thoughtful integration
of PaC into inpatient psychiatric teams.

An opinion that was commonly expressed in
many of the articles reviewed is that PaC may also
foster familial and community support,2,26,42,46 and
that it may help other team members gain an
additional, often critically important, lens through
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which to view patients.21,35,42 However, these
claims are anecdotal and have not been empirically
demonstrated.

With regard to patients with acute religious
delusions, although some of the literature cautions
against PaC providers interacting directly with
patients with acute religious delusions, finding it
ineffective17 or excluding this population from
studies,34,35 other publications suggested potential
benefits of having PaC providers involved with this
population, such as providing context as to whether
or not a belief is appropriate or delusional.2,41

Although articles on spiritual healing did not deal
with PaC providers and were therefore not included
in our review, 1 article describing a study of elderly
Egyptian patients with schizophrenia suggested
that spiritual healing could be associated with an
increased risk of relapse.62 In contrast, non-
psychotic religious activity has been associated with
improved long-term outcomes in psychotic
patients.63 It has also been suggested that provid-
ing a PaC provider with training in psychiatric ill-
ness may mitigate much of the potential risk asso-
ciated with PaC providers’ contact with psychiatric
inpatients.39,45 Overall, a conclusion of whether or
not to exclude this population from interacting with
PaC providers cannot be made on the basis of the
currently available literature.

This literature review has a number of limi-
tations. It focused specifically on literature involv-
ing PaC providers, due to their substantial training
in dealing with spiritual issues in an inpatient
setting. Therefore, articles examining spirituality
groups and spiritual care provided by team mem-
bers from other disciplines, which may be relevant
to the current discussion, were not included.
Another limitation is the review’s focus on psychi-
atric inpatient settings; thus, potentially relevant
literature involving spiritual care provided to psy-
chiatric patients in general medical settings and to
psychiatric outpatients was not reviewed. In gen-
eral medical units, the staff is usually less well
trained in psychiatric care and the patient pop-
ulation may include psychiatric conditions, such as
delirium, which are relatively rare on psychiatric
inpatient units.64 Therefore, findings from the lit-
erature on medical patients may not be general-
izable to the psychiatric inpatient population.

Although not included in this systematic review,
the authors believe the work conducted by

Nieuwsma et al65,66 in the Veterans Affairs (VA)
and Department of Defense (DoD) also deserves
mention. Nieuwsma and colleagues studied and
increased the integration of PaC and mental health
services in the VA and DoD. Their findings indi-
cated that VA and DoD chaplains commonly saw
patients with mental health issues and that
increased integration had the benefits of reducing
stigma associated with receiving mental health care
and increasing access to this care.65 They concluded
that strategies to increase interaction between PaC
providers and mental health care providers (eg,
joint clinical rounds), joint training of PaC providers
and mental health care providers, and other rec-
ommended strategies would greatly improve inte-
gration of the 2 disciplines.65 They reported that
PaC providers often felt that mental health care
providers did not understand the chaplains’ role
and that this led to decreased integration of the 2
teams,65 but that, when PaC providers were
included in interdisciplinary mental health care
teams, they felt understood and validated.66 Many
of the findings in the VA system echo those of our
systematic review.

This systematic review focused solely on the lit-
erature included in major biomedical databases and
excluded the literature that may have been avail-
able only on sociological databases. The decision to
limit the search to biomedical literature databases
was made because of our emphasis on the very
specific population of individuals being treated in
inpatient psychiatric settings and the chaplaincy
services provided to them. However, a systematic
search and informal review of the American Theo-
logical Library Association Religion database was
conducted, which yielded no relevant articles con-
taining outcomes data with sufficient evidence
strength to persuade the authors to expand the
systematic review beyond the biomedical literature
databases.

As mentioned previously, another major limi-
tation of this review is the dearth of evaluative
studies in this area of patient care. For this reason,
it was decided to also include nonevaluative reports
(personal and other descriptive accounts) to provide
a summary of the range of recommendations cur-
rently available in the literature. These non-
evaluative reports were included to provide an
overview of commonly held views of PaC for psy-
chiatric inpatients and a few practical
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recommendations from prudent care providers as to
how PaC can be appropriately utilized. However,
the conclusions from these reports, which have only
limited strength of evidence, must be cautiously
interpreted.

The authors’ first step in stratifying the reviewed
publications on the basis of level of evidence
strength was to categorize the articles by type:
nonevaluative reports, qualitative studies, and
quantitative studies. Within each of these catego-
ries, the articles varied in the strength of their
evidence. Among the 5 studies in the qualitative
category, the 2 studies that included validated
outcome measures (Moller44 and Law et al45) were
considered to have a stronger level of evidence than
the other 3 studies. One of these studies used dis-
cussion groups with 65 former psychiatric inpa-
tients and 27 of their family members to gather
data on needs expressed by patients.44 The other
study used a 3-way approach that involved (1)
having an independent outsider observe a PaC
provider working in a psychiatric hospital, (2) hav-
ing the PaC provider be the one to journal events,
and (3) conducting a survey of 107 staff members
concerning staff concerns about PaC and the role of
PaC providers in this environment.45 Because of the
generally smaller number of participants involved,
the qualitative studies were considered to have less
strength of evidence than the majority of the
quantitative studies reviewed. However, the quan-
titative studies also varied in the quality of their
evidence due to differences in study design, the
validity of their quantitative measures, and sample
sizes.

It should be noted that PaC providers and the
psychiatrists who are responsible for decisions to
integrate PaC providers into their treatment teams
authored the majority of the articles identified in
this review. Perhaps related to this fact, a large
proportion of the articles were published in PaC
journals. Thus, these characteristics of the current
literature may introduce a significant publication
bias toward positive results of PaC provider
interventions.

CONCLUSIONS

This review of the biomedical literature regarding
PaC providers in inpatient psychiatric units provides
a number of learning points, useful for any

psychiatric care provider working in the inpatient
setting. These points are summarized in Table 4,
arranged by article category and type of evidence
supporting the conclusions. First, findings from
multiple studies suggest that psychiatric inpatients
have spiritual needs that are often unrecognized
and/or unmet by the traditional care team.49,52,58

This finding supports the need for integration of PaC
into inpatient psychiatric care teams. In addition,
data from these studies indicate that these
unrecognized/unmet spiritual needs are not confined
only to patients who are openly religious.48,51,52

Second, although clinical judgment is always crucial,
this review found only anecdotal reports of any
patient harm from PaC integration, most often
expressed as concerns rather than any observed,
measured outcomes. Third, this review found that
the opinion of experts in this field is that PaC may be
most effective when these providers are well inte-
grated into the current care team with well-defined
roles and are given specific training in working with
psychiatric patients.13,15,17,18,22,26,39,40,45 However, it
must be added, there is no strong evidence to either
support or refute this opinion. Finally, the review
identified multiple case reports of spiritual working
groups from which patients reported finding
benefit.34,35,37,53,55,67

The recommendations and conclusions discussed
here, although potentially practical for other hos-
pital settings, are specific to PaC providers working
on psychiatric inpatient units. Continued, high-
quality research is needed to determine whether
PaC providers, when better utilized and integrated
into traditional multidisciplinary inpatient psychi-
atric care teams, can lead to more effective psychi-
atric care and improved patient outcomes.

REFERENCES

1. Curlin FA, Odell SV, Lawrence RE, et al. The relation-
ship between psychiatry and religion among US physi-
cians. Psychiatr Serv. 2007;58:1193–1198.

2. Carey LB, Medico LD. Chaplaincy and mental health
care in Aotearoa New Zealand: an exploratory study.
J Relig Health. 2013;52:46–65.

3. Rusch N, Muller M, Lay B, et al. Emotional reactions to
involuntary psychiatric hospitalization and stigma-
related stress among people with mental illness. Eur
Arch Psychiatry Clin Neurosci. 2014;264:35–43.

4. McNally VJ. FBI’s Employee Assistance Program: an
advanced law enforcement model. Int J Emerg Ment
Health. 1999;1:109–114.

Journal of Psychiatric Practice Vol. 00, No. 00 ]] 2016 17

PASTORAL CARE ON INPATIENT PSYCHIATRIC UNITS

Copyright © 2016 Wolters Kluwer Health, Inc. All rights reserved.



5. Van Ness P, Larson D. Religions, senescence, and mental
health: the end of life is not the end of hope. Am J Geriatr
Psychiatry. 2002;10:386–397.

6. Goncalves JP, Lucchetti G, Menezes PR, et al. Religious
and spiritual interventions in mental health care: a
systematic review and meta-analysis of randomized
controlled clinical trials. Psychol Med. 2015;45:
2937–2949.

7. Marin DB, Sharma V, Sosunov E, et al. Relationship
between chaplain visits and patient satisfaction. J Health
Care Chaplain. 2015;21:14–24.

8. Chapman TR, Grossoehme DH. Adolescent patient and
nurse referrals for pastoral care: a comparison of
psychiatric vs. medical-surgical populations. J Child
Adolesc Psychiatr Nurs. 2002;15:118–123.

9. Association for Clinical Pastoral Education (ACPE).
Standards and Manuals. Decatur, GA: ACPE; 2010.
Revised 2015. Available at: http://www.acpe.edu/pdf/2010%
20Manuals/2010%20Ethics%20Manual.pdf. Accessed
December 17, 2015.

10. Mental Health and Faith Community Partnership Steer-
ing Committee. Mental Health: A Guide for Faith
Leaders. Arlington, VA: American Psychiatric Associa-
tion; 2015. Available at: http://www.psychiatry.org/
psychiatrists/cultural-competency/faith-community-part
nership. Accessed July 5, 2016.

11. O’Neal G, Connors E. APA Releases New Resources on
Mental Health for Faith Leaders. Arlington, VA: Amer-
ican Psychiatric Association; 2015. Available at: http:/
/www.psychiatry.org/newsroom/news-releases/apa-releases-
new-resources-on-mental-health-for-faith-leaders. Accessed
November 24, 2015.

12. Michael P, Hirst D. Recording the many faces of death at
the Denbigh Asylum, 1848–1938. Hist Psychiatry.
2012;23:40–51.

13. Kohlen H. If ethics in psychiatry is the answer—what
was the question? Exploring social space and the role of
clinical chaplaincy. Aporia. 2014;6:5–15.

14. Soukoreff M. Suicide in a mental health setting: caring
for staff, clients, and family members. J Pastoral Care
Counsel. 2008;62:353–362.

15. Westerkamp T. Spiritual rounds. Am J Health Syst
Pharm. 2007;64:2495.

16. Chamberlain K. The Gadarene Demoniac finds whole-
ness. J Pastoral Care Counsel. 2007;61:133–134.

17. Penner C. I had a hammer: reflections on ministry in an
acute schizophrenia ward. J Pastoral Care Counsel.
2006;60:241–245.

18. Shire DF. The chaplain in a psychiatric facility. Med
Health R I. 1997;80:121–122.

19. Walker AV. The child and the chaplain in the mental
health hospital: a clinical impression. J Pastoral Care.
1993;47:149–156.

20. Bruce DD, Bruce SD. The chaplain in a private
psychiatric hospital. Psychiatr Hosp. 1989;20:125–128.

21. Pruyser PW. Religion in the psychiatric hospital: a
reassessment. J Pastoral Care. 1984;38:5–16.

22. Slaughter JT. The roles of chaplains in community
mental health: in an inpatient setting. Hosp Community
Psychiatry. 1978;29:797.

23. Neely TD. A pastoral ministry in a mental hospital. Med
Ann Dist Columbia. 1972;41:520–522.

24. Hiltner S. Theological consultants in hospitals and
mental health centers. Am J Psychiatry. 1972;128:
965–969.

25. Stage TB. Theological consultation in mental hospitals.
Hosp Community Psychiatry. 1971;22:210–211.

26. Stein LI, Thomas JR. The chaplain as a member of the
psychiatric team. Hosp Community Psychiatry. 1967;18:
197–200.

27. Booth G, Franzblau AN. Physicians, clergymen, and the
hospitalized patient. JAMA. 1967;200:354–356.

28. Quinlan JJ. The chaplain and mental disorders. Hosp
Prog. 1955;36:69–72.

29. Rattray LH. Significance of the chaplain within the
mental health care team. Psychiatr Bull. 2002;26:
190–191.

30. Gluckman RM. The chaplain as a member of the
diagnostic clinical team. Ment Hyg. 1953;37:278–282.

31. Stephens J. A personal view of the role of the chaplain at
the Reaside Clinic. Psychiatr Bull. 1994;18:677–679.

32. Scully AW. The work of a chaplain in a state hospital for
mental disorders. J Nerv Ment Dis. 1945;101:264–267.

33. Macritchie I. Worlds apart? A comparison of mental
health and acute hospital chaplaincy AQ1. Health Soc Care
Chaplaincy. 2004;7:23–27.

34. Kidd RA, Maripolsky V, Smith PP. The use of sacred
story in a psychiatry spirituality group. J Pastoral Care.
2001;55:353–364.

35. Jensen CA, Flynn S, Cozza MA, et al. Including the
ultimate: a spiritual focus treatment program in an
inpatient psychiatric area of a hospital in partnership
with a pastoral counseling center. J Pastoral Care.
1998;52:339–348.

36. Hirschmann J. Psychological and theological dynamics in
an inpatient psychiatric chaplaincy group. J Relig
Health. 2011;50:964–974.

37. Meyer GG, Royer BP, Nighswonger CA. The chaplain's
role in milieu therapy. Dis Nerv Syst. 1967;28:749–753.

38. Clark PY. A liturgical journey at Wesley Woods: worship
experiences within an inpatient geriatric psychiatric
unit. J Pastoral Care. 1993;47:388–403.

39. Shackelford JH, Ro-Trock G, Schoolar JC. The place of
worship in a therapeutic milieu setting. J Pastoral Care.
1979;33:126–135.

40. Knights WA Jr. The role of the chaplain in mental
hospitals. Int Psychiatry Clin. 1969;5:257–267.

41. Popovsky RMA. Special issues in the care of ultra-
Orthodox Jewish psychiatric in-patients. Transcult Psy-
chiatry. 2010;47:647–672.

42. Kelleher R, Goh A, Taylor M, et al. Providing pastoral
care service in aged mental health settings: a literature
review. Asia Pac Psychiatry. 2011;3:5–9.

43. Gulko J. Chaplains’ medical approach to psychiatric
patients. J Relig Health. 1983;22:278–286.

44. Moller MD. Meeting spiritual needs on an inpatient unit.
J Psychosoc Nurs Ment Health Serv. 1999;37:5–10.

45. Law M, Hill D, Harries C. Exploring the work of a
hospital chaplain in a psychiatric hospital. Nurs Times.
1978;74:1478–1482.

46. Reiner ER. Clergymen in the rehabilitation of mental
hospital patients. Pa Psychiatr Q. 1966;5:42–48.

47. Goh AM, Eagleton T, Kelleher R, et al. Pastoral care in
old age psychiatry: addressing the AQ2spiritual needs of
inpatients in an acute aged mental health unit. Asia Pac
Psychiatry. 2014;■:127–134.

48. Lucchetti G, Braguetta CC, Vallada C, et al. Exploring
the acceptance of religious assistance among patients of a
psychiatric hospital. Int J Soc Psychiatry. 2013;59:
311–317.

18 ]] 2016 Journal of Psychiatric Practice Vol. 00, No. 00

PASTORAL CARE ON INPATIENT PSYCHIATRIC UNITS

Copyright © 2016 Wolters Kluwer Health, Inc. All rights reserved.

http:&#x002F;&#x002F;http://www.acpe.edu&#x002F;pdf&#x002F;2010&#x0025;20Manuals&#x002F;2010&#x0025;20Ethics&#x0025;20Manual.pdf
http:&#x002F;&#x002F;http://www.acpe.edu&#x002F;pdf&#x002F;2010&#x0025;20Manuals&#x002F;2010&#x0025;20Ethics&#x0025;20Manual.pdf
http:&#x002F;&#x002F;http://www.psychiatry.org&#x002F;psychiatrists&#x002F;cultural-competency&#x002F;faith-community-partnership
http:&#x002F;&#x002F;http://www.psychiatry.org&#x002F;psychiatrists&#x002F;cultural-competency&#x002F;faith-community-partnership
http:&#x002F;&#x002F;http://www.psychiatry.org&#x002F;psychiatrists&#x002F;cultural-competency&#x002F;faith-community-partnership
http:&#x002F;&#x002F;http://www.psychiatry.org&#x002F;newsroom&#x002F;news-releases&#x002F;apa-releases-new-resources-on-mental-health-for-faith-leaders
http:&#x002F;&#x002F;http://www.psychiatry.org&#x002F;newsroom&#x002F;news-releases&#x002F;apa-releases-new-resources-on-mental-health-for-faith-leaders
http:&#x002F;&#x002F;http://www.psychiatry.org&#x002F;newsroom&#x002F;news-releases&#x002F;apa-releases-new-resources-on-mental-health-for-faith-leaders


49. Lawrence RM, Head J, Christodoulou G, et al. Clinicians'
attitudes to spirituality in old age psychiatry. Int
Psychogeriatr. 2007;19:962–973.

50. Grossoehme DH, Cotton S, Leonard A. Spiritual and
religious experiences of adolescent psychiatric inpatients
versus healthy peers. J Pastoral Care Counsel. 2007;61:
197–204.

51. McGee MD, Torosian J. Integrating spiritual assessment
into a psychiatric inpatient unit. Psychiatry (Edgmont).
2006;3:60–64.

52. Khan Q. Spiritual and cultural care inAQ3 recovery. A Life in
the Day. 2006;10:24–28.

53. Grossoehme DH. Self-reported value of spiritual issues
among adolescent psychiatric inpatients. J Pastoral Care.
2001;55:139–145.

54. Sachdev PS. Maori Elder-patient relationship as a
therapeutic paradigm. Psychiatry. 1989;52:393–403.

55. Pasewark RA, Hall WT, Grice JE. Patients’ perception of
clergy as group psychotherapists. Pastoral Counselor.
1969;7:18–19.

56. Morrow WR, Matthews AT. Role-definitions of mental
hospital chaplains. J Sci Study Relig. 1966;5:421–434.

57. Knights W, Kramer D. Chaplaincy role-functions as seen
by mental patients and staff. J Pastoral Care. 1964;18:
154–160.

58. Galek K, Flannelly KJ, Koenig HG, et al. Referrals to
chaplains: the role of religion and spirituality in health-
care settings. Ment Health Relig Cult. 2007;10:363–377.

59. Gynther MD, Kempson JO. Attitudes of mental patients
and staff toward a chaplaincy program. J Pastoral Care.
1960;14:211–217.

60. Association of Professional Chaplains. Code of Ethics:
Clause 13013. Schaumberg, IL: Association of Professio-
nal Chaplains; 2000. Available at: http://www.professio
nalchaplains.org/Files/professional_standards/professio
nal_ethics/apc_code_of_ethics.pdf. Accessed December
15, 2014.

61. Hemming P, Teague PJ, Crowe T, et al. Chaplains on the
medical team: a qualitative analysis of an interprofes-
sional curriculum for internal medicine residents and
chaplain interns. J Relig Health. 2016;55:560–571.

62. Salib E, Youakim S. Spiritual healing in elderly psychi-
atric patients: a case-control study in an Egyptian
psychiatric hospital. Aging Ment Health. 2001;5:
366–370.

63. Koenig HG. Research on religion, spirituality, and mental
health: a review. Can J Psychiatry. 2009;54:283–291.

64. Patten SB, Williams JV, Haynes L, et al. The incidence of
delirium in psychiatric inpatient units. Can J Psychiatry.
1997;42:858–863.

65. Nieuwsma JA, Rhodes JE, Jackson GL, et al. Chaplaincy
and mental health in the department of Veterans Affairs
and Department of Defense. J Health Care Chaplain.
2013;19:3–21.

66. Nieuwsma JA, Jackson GL, DeKraai MB, et al. Collab-
orating across the Departments of Veterans
Affairs and Defense to integrate mental health and
chaplaincy services. J Gen Intern Med. 2014;29(suppl
4):885–894.

67. Smith S, Suto MJ. Spirituality in bedlam: exploring
patient conversations on acute psychiatric units. Can J
Occup Ther. 2014;81:8–17.

Journal of Psychiatric Practice Vol. 00, No. 00 ]] 2016 19

PASTORAL CARE ON INPATIENT PSYCHIATRIC UNITS

Copyright © 2016 Wolters Kluwer Health, Inc. All rights reserved.

http:&#x002F;&#x002F;http://www.professionalchaplains.org&#x002F;Files&#x002F;professional_standards&#x002F;professional_ethics&#x002F;apc_code_of_ethics.pdf
http:&#x002F;&#x002F;http://www.professionalchaplains.org&#x002F;Files&#x002F;professional_standards&#x002F;professional_ethics&#x002F;apc_code_of_ethics.pdf
http:&#x002F;&#x002F;http://www.professionalchaplains.org&#x002F;Files&#x002F;professional_standards&#x002F;professional_ethics&#x002F;apc_code_of_ethics.pdf



