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WORLDS APART?

A COMPARISON OF MENTAL HEALTH AND ACUTE HOSPITAL CHAP-

LAINCY

Iain Macritchie

suffering in either case.

ABSTRACT: Starting with a personal account of his own experience as a Hospital
Chaplain, working in both the psychiatric and acute sectors of health care, lain
Macritchie makes observations, and draws some comparisons between these two
areas of Chaplaincy. Healthcare Chaplaincy, in general, is seen as a dialogue
between faith and suffering. The differences between acute and mental health
Chaplaincy are highlighted by examining the nature of the theology and of the
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Introduction

My own involvement in Mental Health Chaplaincy
came about almost by accident. Rather than lose
two sessions of Chaplaincy, I asked for them to be
transferred to Mental Health, where I could be of
help to the half-time Chaplain already working
there. The result is that, at present, I am a whole
time chaplain working predominantly in the acute
sector, but with two sessions of work each week in
mental health.

A sense of difference.

I came to appreciate some of the differences in these
two areas of Chaplaincy, as I moved from one set-
ting to another. In the acute sector, there was a real
sense of being part of the healthcare team. A large
number of referrals came to me from other health-
care workers. | was allowed to ascertain for myself,
and from the patients, whether they wanted any in-
volvement of Chaplaincy in their Spiritual Care. On
the whole, illnesses were regarded as entirely physi-
cal in nature, but that there would be a spiritual ele-
ment to the care given. There was a fairly clear
understanding that I was there as a spiritual care-
giver in this context.
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However, in the mental health environment there
was much less of a sense of being a part of a health-
care team. This was made particularly clear when it
came to issues of patient confidentiality. The chap-
lain would only be told the names of patients who
had asked to see the chaplain. There seemed to be
the tacit implication that the chaplain, alone among
healthcare professionals, was not able to determine
for him or herself, the degree to which she or he
should be involved with a patient. As well as this,
there was the frequent concern expressed that a visit
from the chaplain might actually worsen a patient’s
condition, especially by encouraging religious delu-
sions. In short, religion was often seen as part of the
problem.

Another major difference I soon came to appreciate
was that the re-admission rate was far greater in the
mental health setting, and I would get to know sev-
eral of the patients well through their frequent visits
to the hospital.

What do | think | am doing in an
Acute Hospital?

So what am I doing as Chaplain to an acute hospi-
tal? I am bringing the acute suffering of human be-
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ings into conversation with my understanding of the
Christian faith, so that one can inform the other. A
number of implications follow from this statement.
I need to know as much as I can about my own faith.
I need to know something about the conditions of
acute illness among which I am working. I need to
hold both of these things together, and listen to the
unique questions that arise when this happens.

1. | am developing praxis.

It is important for me, in order to do the work of a
Chaplain, to be rooted in my own understanding of
my own faith tradition, the Christian faith. This is
particularly true for me, working where I work be-
cause, for many of the people using this service,
their own spirituality is rooted in the same faith tra-
dition.

What this rootedness and understanding of my own
faith tradition gives me, is a basis, or a foundation
on which to construct a theology of suffering. The
more understanding I have of my own faith tradi-
tion, the more it nourishes me, and enables me to do
the work of a Chaplain. It gives me something out
of which to care. It also gives me a certain amount
(never to be over-estimated!) of shared understand-
ing with those among whom I work.

Christian theology equips me with the spiritual re-
sources | need to go about the work of Chaplaincy in
an acute setting. As undergraduates in theology, we
were warned that the hospital was no place to go
without some kind of theology of suffering — even a
basic one. So such texts as Hicks Evil and the God
of Love, or Lewis’ The Problem of Pain have been
of particular help to me.

Problems arise, however, when theological under-
standing does not develop or grow, but becomes
stuck and entrenched in a kind of ‘one size fits all’
mentality. In this respect, I would liken Christian
theology to a child having access to a whole range
of toys in a toy cupboard. The child will want to
play with a large variety of toys, will probably have
a few favourites, but will learn from playing with
them all.

We too need to have a sense, in building our under-
standing of suffering, and in helping others to find
meaning in the midst of their own suffering, of the
range of toys available in the cupboard, the different
ways in which Christians down through the centu-
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ries have wrestled with the problem of pain. There
needs to be not just one theological toy that we all
have to play with in whatever circumstances we find
ourselves. This means that, at best, what we have is
work in progress, informed by the efforts of previ-
ous workers in this field. But we can construct from
that, along with the patients, our own understand-
ings in our own situations.

We need, then, to have a teachable faith that is not
afraid to reach out for different understandings of
our situation, or even to put all to one side and start
again, as a child might well do when playing with
toys. We need a sense of creative play in building
our own, and others’ sense of theological under-
standing. In a phrase, we need to be consciously
developing our own theological praxis in the context
of acute suffering.

2. | am developing my knowledge of
acute suffering and healing.

While the unique gift that Chaplains bring to
Healthcare is undoubtedly their theological and
spiritual understanding in the context of suffering,
we also have to make sense of the medical terms
being used in the hospitals where we work. What
does it mean when someone tells us that they have
advanced metastatic ovarian cancer? What does it
mean when someone tells us that they have had a
lumbar puncture, or an MRI scan, or any of the
plethora of procedures that occur daily within acute
healthcare?

There are those who believe that Chaplains should
stay within their own field of spiritual care, and
leave all the medical matters to the other healthcare
professionals. But if we are moving in the sphere of
healthcare, and if we wish to be taken seriously as
healthcare professionals ourselves, then we should
be prepared to learn the language of the places
where we are working, and in so doing, come to a
greater understanding of those with whom we work.
This will allow us to understand more fully the im-
plications of an acute illness and of its treatment,
particularly for the area of spiritual care in which we
specialise. This will also allow us to work more co-
operatively with other healthcare professionals at
part of the care team.

3. ‘So that one can inform the other’.

Bringing these two areas together will give rise to a
unique set of questions, and Chaplains, as those
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trained in articulating spiritual and theological issues
and as healthcare professionals, are called upon to
explore the possible answers.

Questions regularly arise such as, ‘Where is God in
my pain?’ or ‘Is God punishing me?’ or ‘Is this the
devil’s work?” Chaplains are regularly asked ‘Why
me?’, “‘What have I done to deserve this?’ or ‘What
does this illness mean for me now?’ If we cannot
begin to help people in exploring the answers to
these questions in their own situations, then what are
we doing as Chaplains, and why have we gone to the
trouble of gaining training and experience in the
fields of theology and spiritual care?

However, the process is a two-way one. It is of
huge importance that not only do we address pain
from the standpoint of faith, but that we also let the
pain address our understanding of faith, so that one
can inform the other, so that the dialogue might be a
genuine one, and so that both patient and Chaplain
can grow in understanding of the acute illness and of
the spiritual and theological sense that is to be made
of that illness.

What do | think | am doing in Mental
Health?

So what do I think I am doing as Chaplain in a Men-
tal Health setting? 1 would give a similar answer to
the one previously given regarding acute healthcare,
and repeat much of what has been said above, but
with an obvious and crucial difference. I am bring-
ing the mental suffering of human beings into con-
versation with my understanding of the Christian
faith so that one can inform the other.

When we do this, we find that similar ingredients
are present in the work: knowledge of Christian
theology, knowledge of mental sufferings and bring-
ing the two together in dialogue. However, the de-
tails of the component parts, and the ways in which
they come together can help us in understanding the
differences between acute and mental health Chap-
laincy.

I am developing a praxis of Theology in
Mental Health.

As with acute healthcare, the more rooted I am in
my understanding of my own faith tradition, then
the more I can be nourished in my care of others.
But I suggest we use different toys from the theo-
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logical toy cupboard, as it were, in the area of men-
tal healthcare.

I find myself drawn more to Vanier and Ulanov. I
find myself considering the important spiritual and
theological aspects of authors in the field of psy-
chology such as Freud, Jung, Winnicott, Rizutto and
Kohut. I find myself, in particular drawn more and
more to the ministry of Jesus as recorded in the syn-
optic gospels. (I also find it interesting to observe in
this context that we allow Christ to suffer physi-
cally, but are less good at understanding the mental
aspects of Christ’s suffering, and probably find it
impossible to conceive of him being mentally ill.) I
also find myself drawn more and more to poetry,
which, with its use of metaphor and symbolism,
often manages to access and articulate spiritual and
psychological issues in a very helpful way. The
modern novel can also produce very useful insights
into the condition of the human mind.

And, as with acute suffering, the spiritual or theo-
logical understanding of mental suffering has to be
work in progress, born of a teachable faith. In this
process both the Chaplain and the patient can be
enriched.

I am developing my knowledge of mental
suffering.

As with Chaplaincy in the acute sector, with mental
health Chaplaincy some understanding of the condi-
tions being encountered is necessary. What is a
psychotic illness? What is clinical depression?
What kind of symptoms lead to a diagnosis of
schizophrenia? What are the implications of these
conditions for the person who is ill, or for those with
whom they live? These areas of knowledge are im-
portant in mental health Chaplaincy, not so that peo-
ple can be labelled or pigeon-holed, but so that the
chaplain can develop some kind of understanding of
the nature of the illness, and of the possible
interventions that might be offered.  This is
particularly true where religious delusion is a sig-
nificant part of the person’s illness, and where the
question of feeding these delusions arises.

Also important in mental health is the whole ques-
tion of aetiology and the prophetic role of the Chap-
lain. While this is not absent from the acute setting,
it does come into sharper focus in mental health. As
indicated by Smail, If someone is living in particu-
larly awful circumstances, ill fed, ill housed and
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with no outlet for creative energies in terms of work
or leisure activity, then it is not particularly surpris-
ing that certain mental health issues arise. The
Chaplain, as so well indicated by Pattison, has both
a pastoral and a prophetic role within the organisa-
tion and within wider society, which not only seeks
to support those in need, but also calls into question
the circumstances that have allowed such needs to
arise.

‘So that one might inform the other’ - A
Different Coming Together.

Because the components are different, we can ex-
pect the combination of these issues to result in a
difference between acute healthcare Chaplaincy and
mental healthcare Chaplaincy.

Good pastoral care can offer a critique of mental
illness from the standpoint of faith. It can give to
the patient, and to the carer, a sense of space to con-
tain what would otherwise be uncontainable, for
example, the transcendent, the mystery of suffering,
religious experience or even the ultramundane. In
this respect, good theology is good psychology and
vice- versa. Van Deusen Hunsinger clearly illus-
trates this point in her excellent book on the meeting
of pastoral care and counselling. So our faith should
be open to criticism and learning from the pastoral
encounter.

Convergences and divergences.

Both models have much in common. They both
involve rootedness in one’s own faith tradition, but
openness to change and to learning. They both in-
volve developing knowledge, understanding and
articulacy in two fields, the domain of faith, theol-
ogy and spiritual care on the one hand, and the do-
main of human suffering on the other.

However, it is noted that, while acute care seems to
have been better at involving Chaplaincy and in giv-
ing Chaplaincy a place in the total care being offered
to patients, mental health care seems more cautious
of such interventions. Also, in acute healthcare,
Chaplaincy is less directly involved in the healing
process, but has a fundamental place in the care of
the whole person, and in helping the individual find
meaning in the context of acute illness or approach-
ing death, while, in mental health, it seems that good
spiritual care is of more direct relevance to the ac-
tual condition of the patient. This would suggest
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that greater effort should be made to integrate spiri-
tual care into the total care package that is available
in mental healthcare, and this for at least two very
important reasons.

First of all, in mental healthcare, religious experi-
ence has to be taken very seriously. There is a sense
in mental healthcare Chaplaincy of hearing the pa-
tient’s religious experience, not in order to patholo-
gise this, or in order to see it as a feature of mental
illness, but to work with this as a potential avenue
for healing and wholeness.

We offer to the individual something unique in this
aspect of mental health Chaplaincy. We offer some-
thing that can house them in the presence of that
which threatens to overwhelm them; or house the
religious experience itself, so that it can be exam-
ined critically. In other words, we offer a sense of
inner sanctuary. Religious experience can be over-
whelming, and particularly in the context of mental
health and mental illness it can be a tremendous
source of healing or of damage. By taking religious
experience seriously we do not necessarily feed reli-
gious delusion, but we can offer the healing function
of good theology and a critique of negative religious
thinking.

Secondly, in mental health Chaplaincy forgiveness
and absolution are high on the agenda. Indeed, one
Consultant Psychiatrist in the hospital where I work
once stated that he envied me the gift of forgiveness.
What he saw was that, like it or not, I could, with the
representative authority of my community of faith,
declare to people that they were loved, accepted and
forgiven by God, and that is a powerful thing in a
situation where people so often feel unloved, unac-
ceptable and unforgiven.

Conclusion

The above recognises areas of similarity and differ-
ence in the approach to Chaplaincy in two different
healthcare settings, and calls to question the caution
with which Chaplaincy intervention is often met in
mental healthcare.

It is also recognised that, in reality, there will still be
areas of overlap between the two kinds of meeting
of faith and suffering. Maybe our response to this as
chaplains, in a profession which is increasingly
moving towards greater specialisation, should be to
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ensure a breadth of experience, especially in early
years of chaplaincy, and perhaps even to build into
our Professional Development Planning and Review
(PDP&R) programs, experience of different health-
care Chaplaincy settings, so that acute and mental
health chaplains have some experience in each oth-
ers areas of work, and get to play, every now and
again, with toys from a different cupboard.

lain Macritchie is acting senior chaplain for NHS
Highland.
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