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Abstract 

A serious illness disrupts taken-for-granted ways of being in the world , often 

creating suffering and precipitating a search for spiritual meaning. This 

hermeneutic inquiry was undertaken to explore the meaning of spirituality and 

spiritual care practices in family systems nursing. The videotapes of 12 

therapeutic conversations with 3 families living with serious illness seen at the 

Family Nursing Unit, University of Calgary were the primary data for the inquiry. 

This data was supplemented with research interviews conducted with the families 

and one student clinician. Findings suggest that suffering embodies an obligation 

to respond to the spiritual. Practices that alleviate suffering by opening space for 

the spiritual in therapeutic conversations included gathering and calling forth 

stories, creating a clearing and awaiting the arrival of future possibilities, and 

opening space for reading the sacred through ritual. Practices of creating a 

sanctuary and receiving the other, embracing imagination and metaphor and 

hearing the voice of suffering were also identified. Implications for practice, 

education and research are explored. 
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1 

Chapter One: Introduction 

A serious illness disrupts taken-for-granted ways of being in the world, 

often creating suffering and precipitating a search for spiritual meaning. Nurses 

accompany persons through experiences of profound suffering and often find 

themselves caught up in spiritual questions. As a person and a nurse who 

understands the world as spiritual , I have struggled with the meaning of 

spirituality in nursing practice. 

The academic nursing discourse takes as granted that spiritual 

assessment and intervention are a legitimate part of the work of nurses. Such 

language has troubled me, sometimes leading me to imagine a spirit as an object 

that we can assess and manipulate like a blood pressure or a fractured bone. I 

have been perturbed by many questions related to this. For example, if the 

spiritual can be understood as immanent and transcendent, human and divine, 

what happens to the spiritual when it is objectified in such ways? What might be 

lost? What are the implications of this way of thinking for us as nurses, as 

patients, and as human beings? And what does it mean about the sacred? I have 

also wondered about other questions, such as: Does something happen in 

nursing practice that might be usefully understood as spiritual care? What might 

the implications be of languaging about care practices as spiritual practices? 

What shape do such practices take and when do they emerge in nursing care? 

Are spiritual care practices implicit in care, or more expl icit? 

An hermeneutic inquiry begins when one is personally addressed by a 

topic (Gadamer, 1989); it begins with a question that catches our attention and 
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. 

holds us in its gaze (Smith, 1999). The questions a topic asks are personal ; they 

have meaning to me and are questions that I cannot refuse. They pursue me as 

much as I do them and I find myself obligated to give an accounting. This speaks 

of my own life as an historical being and to my pre-understandings that existed 

when this topic found me. Such pre-understandings are not, however, a limitation 

but the very ground that opens up the possibility for me to understand something 

(Gadamer, 1989). Spiritual care practices can address me because of what I 

understood before. At the same time, taking up a topic is to recognize that it 

existed long before me. There is a sense of joining a conversation that has been 

going on long before I arrived. 

Nurses are complicit (from plicar, meaning plaited or braided together; 

Tapp, 1997) with the spiritual and religious. From the earliest historical, western 

accounts, nursing as a practice of caring for the sick has been understood as a 

religious obligation (Nelson, 2000). Over the past century, however, nursing has 

shifted from being primarily a question of Christian religious practice to being a 

practice of non-sectarian holistic care that includes the spiritual (Nelson). This 

evolution corresponds to the professionalization of nursing and the gradual move 

of hospitals and schools of nursing away from religious to secular governance. 

The concern with spiritual care (and the use of such language) corresponds to 

the rise in nursing discourse of "holism" and holistic practice. This is a fairly 

recent phenomenon. While religious practices in nursing were perhaps more 

clearly defined by the various Christian denominations, spiritual care is far less 

clearly articulated and considerable confusion about it persists in the nursing 



3 

literature. What might spiritual care look like and how, if at all, are such care 

practices helpful for persons and families who are ill? 

In family systems nursing, the focus of care is on the alleviation and 

healing of suffering (Wright, Watson, & 8ell , 1996). Suffering, healing, and care 

are situated in lived experiences of the world, having to do with the meanings 

that persons bring to them, with the things that matter, and with questions of what 

is morally good or right. The experience of suffering often becomes transposed .to 

one of spirituality as family members attempt to make meaning out of the 

suffering and distress that illness often brings (Wright, 1999). In practice, 

therefore, spirituality and suffering often emerge as intertwined. Since nurses 

accompany persons through times of suffering, they often find themselves caught 

up in an obligation to provide spiritual care, whether they want to or not and 

whether or not they name it as such. 

The spiritual does not exist as an object; it is not measurable or 

quantifiable but is known by how it is lived (Anderson, 1999). Spiritual care thus 

requires that nurses "know the patient" (Liaschenko, 1995), that is, as someone 

who has a life, someone who is more than their disease. This is a knowing that is 

situated in the ambiguities and meanings of a particular, contextualized life. Such 

particularities, however, are often lost as persons become severed from their 

lives in the process of becoming patients in a health care system where explicit, 

abstract and universal theoretical knowledge is preeminent. When the theoretical 

defines what it is that is important to know or talk about (tell me about your 

symptoms, answer my questions) a person may become defined as the disease. 
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Little else is known; patients too sometimes forget who they are and live as 

though they are their disease. In the face of disease, where rationality reigns, 

and rightly so, there is little room, and frequently suspicion, regarding the 

presence of the "subjective" particulars of meaning, most especially perhaps the 

ineffable or mysterious, the sacred or spiritual. 

Theoretical knowledge contrasts with the knowledge of the particular, a 

knowledge that is an "everyday understanding [that] is implicit, concrete, local , 

holistic, and partial" (Dreyfus, 1994, p. viii). Nursing, like medicine, has been 

dominated by Cartesian ideas about what counts as knowledge, and, therefore, 

what knowledge is needed by nurses, since the time of Nightingale when the 

practice of nursing moved from the "everyday" to the "scientific" (Barnum, 1996). 

This move to the "scientific" (meaning related to the assumptions and methods of 

the natural sciences or empiricism) has contributed to an alienation from the 

everyday practical wisdom that is at the heart of nursing as a caring practice and 

human science (Benner, 1994a, 1994b; Benner & Wrubel , 1989; Bishop & 

Scudder, 1990, 1991 , 1995, 1999; Gadow, 1990, 1996). By "practical wisdom" I 

mean the kind of thinking and knowing that is demanded in the midst of the 

messiness of everyday life. Such thinking is complex and contextual ; it is non

repeatable; it does not lend itself to general theory (Field & Latta, 2001 ; Phelan, 

2001 ). 

The most recent outbreak of Cartesian thinking in health care is heard in 

the push for "evidence-based practice" (EBP) which justifies care on the basis of 

what can be measured, quantified and what it costs (Bonnell , 1999; Closs & 
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Cheater, 1999; DiCenso, Cullum, & Ciliska, 1998; French, 1999; Hallberg, 2003; 

Mulhall, 2000; Ray, 1999). This increased emphasis on that which can be 

measured, however, comes with a shadow side. We find ourselves in "an age 

where the matters of inquiry have become matters of method" (Heidegger, cited 

in Jardine, 1990/1998, p.15). So many things that matter, however, "are not 

easily counted and tend to get marginalized" (Benner, 1994a, p. xix) in 

technologically dominated health care systems. Practical wisdom, care 

practices, spiritual care practices, grounded as they are in the particular, are 

among the things that may be marginalized in such systems. Perhaps the limited 

understandings of spiritual care that are reflected in the nursing literature is 

evidence of such marginalization. In such systems, nurses struggle to find ways 

to speak about the spiritual in their practices. Such practices simply no longer 

count. 

It is into this health care context that I bring this inquiry about nursing 

practices. It is a beginning in opening the topic of spirituality in the practice of 

family systems nursing (Wright et aI., 1996). My intent is to understand 

something about the life world of nurses and families as it is lived in the face of 

suffering and the obligation for spiritual care. I want to understand the spiritual 

care practices that meet that obligation. When are such practices called out and 

what shape do they take? In what ways might such practices be helpful, healing, 

and necessary? This is perhaps a unique study. As far as I know, there have 

been no other studies reported of spiritual care nursing practices as they happen. 

Rather, studies of spiritual care are often based in reports of what nurses say 
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they do (or in the case of patients, received). This study is also one of a precious 

few that explores spiritual care with families. 

I understand nursing as a caring, interpretive practice. Understanding 

nursing as a practice implies that good nursing practice is always caught up in 

what is morally right (Fjelland & Gjengedal, 1994). If nurses are fundamenta lly 

concerned with what is morally right, by implication nurses are always obligated 

to an Other (Caputo, 1993). Such obligations happen, without our willing or 

wanting , sometimes taking us by surprise. 

As soon as we come to be we find ourselves .. . enmeshed in obligation . 
. . . By obligation, I mean the feeling that comes over us when others need 
our help, when they call out for help, or support, or freedom, or whatever 
they need, a feeling that grows in strength directly in proportion to the 
desperateness of the situation of the other. The power of obligation varies 
directly with the powerlessness of the one who calls for help, which is the 
power of powerlessness. (Caputo, 1993, pp. 7, 5) 

These are not obligations that can be met, however, by attending to generalities, 

but only by attending to the particularities of a person who suffers. Suffering is 

always in particular. "Suffering is a consequence of personhood - bodies do not 

suffer, persons do" (Cassell , 1992, p. 3). Such suffering and the obligation it 

embodies "does not derive from anything else, originate anywhere else. It has its 

own credentials, but it is without ultimate authorization, since who would have the 

authority to authorize it?" (Caputo, 1993, p. 39). Just as we find ourselves 

obl igated by the demand of suffering, we, as nurses, are also obligated to "the 

other" to provide an accounting of our practices, to ensure that they are sound, 

useful, appropriate, and wise. 
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A clear call has been issued to nurse researchers (Bulechek & 

McCloskey, 1992; Craft & Willadsen, 1992; Gilliss & Knafl, 1999; Wright & Bell , 

1994) to meet this obligation. It is an obligation to understand more about what it 

is that we as nurses do that makes a difference to persons that seek our care. 

Studies are needed that examine practice as it happens. Examining practice as it 

happens helps us to understand care practices as they emerge, their shape, 

character and meaning, contributing to nursing knowledge that makes a 

difference in alleviating and healing suffering. This inquiry is a response to these 

obligations. 

The conduct of this inquiry is informed by philosophical hermeneutics 

(Gadamer, 1989). Gadamer suggested that "generally we [ask questions] in the 

experience of being pulled up short by the text. Either it does not yield any 

meaning at all or its meaning is not compatible with what we had expected" (p. 

268). Hermeneutics, an approach to finding meaning and gaining understanding 

of a "text" , that is a situation that we find ourselves in, seems a particularly good 

fit with the kinds of questions that spiritual care practices raise. Like nursing, 

hermeneutics is understood as a practice and requires a particular mode of 

knowing , what Gadamer (1989) called "tact". Tact is a special sensitivity to 

situations and the appropriate response; it is tacit, drawn not from general 

principles but from practical knowledge of the particular. Many of the difficulties 

that patients and families experience, such as the difficulties of attempting to live 

life in the presence of suffering (Wright, 1999), require such tact on the part of 
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nurses. In such a situation, understanding about how one goes on in the face of 

particular suffering is needed. 

Hermeneutics understands that meaning arrives in the dialectic of 

question and answer. Through questioning, the topic itself is opened up for 

understanding and new possibi lities emerge for living life. "A person skilled in the 

'art' of questioning is a person who can prevent questions from being suppressed 

by the dominant opinion" (Gadamer, 1989, p. 367). Thus the nature of the 

questioning is critical. Hermeneutics (and nursing practice) require the ability to 

see what is questionable, to pursue a topic and to allow it to pursue us with 

questions. Questions open space for a topic to speak with new possibilities. In 

nursing, these are possibilities to practice more thoughtfully and with wisdom. 
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~hapter Two: Situating the Inquiry in Literature 

Interest in the spiritual and the religious in nursing practice is not new, 

having existed as an integral part of nursing since long before Florence 

Nightingale (Barnum, 1996; Nelson, 2000; Nightingale, 1859/1969; O'Brien, 

1999). However, over recent decades, there has been a resurgence of interest in 

the topic of spirituality on the part of theoreticians, researchers, and clinicians in 

nursing and other health disciplines (Barnum; Baumann & Englert, 2003; O'Brien; 

Wright et aI., 1996). Although the interest has been significant, some nurse 

scholars suggest that, at least in the care of families , spirituality remains the most 

neglected aspect of clinical work (Wright et al.) . The following discussion 

explores the theoretical , research , and practice literatures in nursing and related 

disciplines in the area of spirituality in health/illness and nursing practice. 

Theorizing Spirituality 

Spirituality has been included in significant ways in a number of 

conceptual models of nursing and has been the subject of numerous conceptual 

analyses. While some theory may be useful, overall this literature reflects our 

empirical inheritance in its demand for, and pursuit of, theoretical and conceptual 

clarity. Spirituality is theorized primarily as an individual phenomenon, with 

virtually no attention to family spirituality. This theoretical literature is reviewed, 

critiqued and extended in the following sections. 

Re-membering Spirituality 

The origins of nursing as a healing practice concerned with health can be 

traced to the Greek goddess Hygieia, the daughter of Asclepius, who was the 
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classical god of medicine (Barnum, 1996). Until the mid 20th century, nursing has 

been associated with, or actually existed under the auspices of, religious 

institutions. Nursing practice, therefore, has been strongly influenced by religious 

ideals, particularly an ethic of "doing good" and care of the suffering (Nelson, 

2000; O'Brien, 1999). 

In more recent times, Florence Nightingale (Dossey, 2000; Nightingale 

1859/1969; Widerquist, 1992) theorized about the spiritual focus of nursing 

practice. Nightingale believed she was "called" by God to serve humanity. To 

contribute to the development of a sense of spiritual well being in her patients, 

Nightingale focused on developing "sympathy", a concept similar to the idea of 

empathy. Sympathy was understood as a mode for shared experience with 

others that included the idea of tolerance for others' beliefs and religious 

practices. Gradually, however, as the natural sciences became the preferred way 

of understanding everything related to the body, nursing's spiritual and religious 

sensibilities became submerged in the Cartesian discourse that dominated the 

scientific curricula of nursing schools throughout the first half of the twentieth 

century. Secular views were separated from sacred morals and physical reality 

from spiritual being (Brittain, 1986). By the 1960s, illness was considered strictly 

a pathophysiologic event (Keegan, 1994) and the majority of nursing schools 

were no longer associated with religious institutions. 

The overt religious commitments of nursing have been left behind, at least 

as far as the academic nursing discourse is concerned. The residues of nursing's 

religious sensibilities have been subsumed in the current topic of interest, 

L 
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spirituality. The nursing literature of the past few decades suggests that spiritual 

issues have been neglected in actual nursing practice, as well as in nursing 

theory, and research. This acknowledgement seems to have sparked a renewed 

interest in researching and theorizing about spirituality and spiritual care, 

particularly with regard to individuals (Barnum, 1996; Dyson, Cobb, & Forman, 

1997; Laukhuf &Werner, 1998; Tuck, Pullen &Wallace, 2001) but also, to a 

lesser extent, with families (Marshall et aI., 2003; Wright et aI., 1996). Far more 

of this literature has been centered in academic thought, while far less has been 

grounded in the actual practices of nurses, contributing to a proliferation of 

literature that has little meaning to clinicians and that provides little grounding for 

care. The meaning of spirituality in nursing practice continues to be poorly 

articulated (Cusveller, 1998; Martsolf & Mickley, 1998). Similar 

acknowledgements and interest has been seen in medicine (Benson, 1996; 

Dossey, 1993; Koenig , McCullough, & Larson, 2001 ; Kristeller, Zumbrun, & 

Schilling, 1999; Larson, 1993; Mathews, Larson, & Barry, 1993), psychology 

(Bergin, 1991 ; Richards & Bergin, 1997), sociology (Ellison & Levin, 1998) and 

family therapy (Anderson & Worthen, 1997; Becvar, 1996; Carlson & Erickson, 

2002; Carlson, Kirkpatrick, Hecker, & Killmer, 2002; Chubb, Gutsche, & Efron, 

1994; Griffith, 1995; Prest & Keller, 1993; Stewart & Gale, 1994; Walsh, 1999). 

The inclusion of nursing responsibility for spiritual care by the International 

Council of Nurses, in their "Code of Ethics", in the "Standards for Holistic Nursing 

Practice", by the American Holistic Nurses Association, and the development of a 

nursing diagnostic category "Spiritual Distress" by the North American Nursing 
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Diagnosis Association (Hall & Lanig, 1993) all speak to the increased interest in 

spirituality in nursing. Barnum (1996) has attributed this increased attention, in 

part, to the growth of the discourse of "holistic" nursing practice. In addition, 

however, research on religious and spiritual topics has become more 

"respectable" in recent years with the burgeoning research evidence that 

spirituality and religion do make a positive difference in health and illness (Ellison 

& Levin , 1998; Larson, 2001 ; Richards & Bergin, 1997). The general public in 

North America has also demonstrated increasing interest in spirituality, though 

not particularly in traditional religious institutions (Bibby, 1987, 1993, 2002, 

Elkins, 1999; Swenson, 1999), possibly adding further impetus to health care 

practitioners to consider the relevance of spirituality in health care. 

Within the area of marriage and family therapy there is perhaps one 

additional contribution to the increased interest in spirituality. Over the past 

decade or so, responding initially to feminist critiques of gender biases in family 

therapy, marriage and family therapists have become much more attuned to 

issues of diversity (Bird, 2000; White & Tapping, 1990). Religion and spiritual ity is 

one more aspect of diversity at play in psychotherapy that is beginning to garner 

attention (Adams, 1995; Bergin, 1991; Boyd-Franklin & Lockwood, 1999; Lax, 

1999; Lukoff, Lu, & Turner, 1992; Stewart & Gale, 1994). 

The Spiritual Dimensions of Persons: Theories, Echoes, and Kin 

The view of person as including a spiritual dimension has emerged in 

contemporary conceptual models of nursing in the work especially of Jean 

Watson (1988), Margaret Newman (1994) , Betty Neuman (1995) , and Barbara 
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Dossey (Dossey, Keegan, Guzzetta, & Kolkmeier, 1995). Although each of these 

models is very different in focus, all four models strongly support the notion that 

spirituality is an integral part of understanding human beings, health, and nursing 

practice. Some nursing theories (Parse, 1998), however, consider that the notion 

of person as a biopsychosocial and spiritual being contributes to fragmentation 

and dualistic thinking (Baumann & Englert, 2003). 

The idea of person as continuously growing and developing is often 

connected to the idea of growing toward a higher good (such as God). In 

Watson's (1988) conception of person, the notion of spirit reflects this goal 

orientation, as does Newman's (1994), albeit in different language. Neuman 

(1995) understood persons as being animated through their spirit and that 

spirituality permeates all aspects of persons, whether or not it is acknowledged or 

developed. For Dossey and her colleagues (1995) , spirituality was understood as 

having three defining characteristics. The first characteristic "unfolding mystery" , 

refers to one's experiences of life meaning and purpose. The second, "inner 

strengths" , refers to self, consciousness, transcendence, and both inner and 

sacred resources. The third characteristic, "harmonious interconnectedness", 

refers to interconnections with self, others, a higher power or God, and the 

environment (Dossey et aI., p. 22). These authors differentiated nursing care as 

either doing, such as medications and procedures, or being, which include such 

things as imagery, prayer, meditation, and quiet contemplation, as well as the 

presence and intention of the nurse. 
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In addition to the formal conceptual models of nursing, much effort has 

gone into defining and conceptualizing spirituality as a phenomenon of interest. A 

number of authors (Burkhardt, 1989, 1994; Cusveller, 1998; Emblen, 1992; 

Martsolf & Mickley, 1998; McSherry & Draper, 1998; Oldnall, 1995; Reed, 1992; 

Tanyi, 2002) have suggested that it is important to differentiate between rel igion 

and spirituality, making the assumption that distinction, definition, and clarity will 

contribute to the integration of spiritual care in nursing practices. Spirituality is 

generally portrayed in the literature as a broader, more inclusive concept than 

religion (Dyson et aI. , 1997; Nagai-Jacobson & Burkhardt, 1989; Wright et aI. , 

1996). Burkhardt (1989) viewed spirituality as a unifying force or vital principle of 

a person that integrates all other aspects of human beings. One understanding of 

spirituality is that it is 

a belief in and experience of a supreme being or an ultimate human 
condition, along with an internal set of values and active investment in 
those values, a sense of connection, a sense of meaning, and a sense of 
inner wholeness. (MacKinnon, Helmeke, & Stander, 1994 as cited in 
Wright et aI. , 1996, p. 30) 

In her literature review of the concept, Fry (1998) suggested the range of 

definitions of spirituality include those related to personal transcendence, 

interpersonal relationships, the transpersonal realm, and all three. Barnum 

(1996) found that in some nursing literature spirituality has been associated with 

a traditional religious context, in others with an advanced level of human 

development, and in still others as growth beyond insular human existence. 

Since most of the theories that consider spiritual ity are holistic in nature, 
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spirituality has become associated with holism, the etymological roots of which 

mean holy (Newman, 1994). 

Emblen (1992) surveyed more than thirty years of the nursing literature to 

distinguish the concept of religion from that of spirituality by using concept 

analysis procedures. The following nine words appeared in defining spirituality: 

personal, life, principle, animator, being, God, quality, relationship and 

transcendent. Six words were associated with religion: systems, beliefs, 

organized, person, worship, and practices. Emblen concluded that the terms 

reflect distinct concepts that exist in relationship to each other. In analyzing the 

concept of spirituality emerging in nursing literature, Martsolf and Mickley (1998) 

identified the following attributes of spirituality: meaning, value, transcendence, 

connecting, and becoming. Religion, however, has been understood as referring 

to a system of institutionalized beliefs that involve shared values and beliefs 

about God, the Divine, or some other higher principle. More recent analyses 

have reported similar findings (Tanyi, 2002). Religion also implies involvement 

with a community that shares those beliefs and values (Wright et aI., 1996). 

The etymological roots of spirit include the Latin "pneuma", meaning soul, 

courage, vigor and breath. Spirit is also derived from the Hebrew"ruach" and the 

Greek "pneuma" both of which also point to breath, or breath of life (Barnhart, 

1988). "Spirit" can be understood to be a dimension of persons that is the source 

of life, meaning and unity, whereas "spirituality" refers to beliefs and behaviors 

that flow from one's experience of spirit (Muldoon & King, 1995). 

L 
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A related term "soul" is explored in a helpful piece titled "The salvation of 

your souls: But what is a soul?" (Carter, 2000), which traced the etymological 

roots, in part, to the Old English saw!. Sawl is also the root for the word "sea", 

which was believed to be the place of habitation of souls in Celtic mythology. 

Symbols of the soul have always related to nature, and include such images as 

the wind, the sea, and water. Although language varies, all cultures seem to have 

some conception of soul as a center of being. In the Dani culture of New Guinea, 

for example, all creatures except reptiles and insects are believed to possess a 

soul called etai-eken or "seeds of singing" (Carter). Augustine identified three 

aspects of soul, one of which was "pneuma" (spirit). The terms spirit and soul, for 

some, have come to be used interchangeably, though within the health care 

literature the term "spirit" is used much more commonly. In other cases 

(Anderson, 1999; Moore, 1992/1994, 1994; Smucker, 1996), however, soul 

continues to be interpreted as one aspect of spirit. In this understanding, soul is 

tied to the body and mind, including thought, action, and emotion. Soul relates to 

the immanence, rather than the transcendence, of spirit, to "genuine community, 

and attachment to the world" (Moore, 1992/1994, p. 229). 

The etymological roots of religion mean 'connection' (Capra & Steindl

Rast, 1991). In Native American languages, there is no word for religion with the 

closest translation of the term being "the way you live" (Spretnak, 1991). The way 

one lives in Native faith traditions embodies a connection and belonging to a 

sacred, sensate earth. 
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While many nurses have placed emphasis on differentiating spirituality 

from religion, it may be important to keep in mind the findings of one study 

(Joanides, 1997) that explored the meaning of spirituality and religion with a 

group of Orthodox Christians. For this population, drawing distinctions between 

the terms was not useful or congruent with their understandings of 

spirituality/religion. The study participants considered the terms inseparable and 

could not relate to requests to differentiate these. Joanides concluded that 

insisting on separation might contribute to clinicians inadvertently limiting 

conversations with families because of different understandings and biases about 

terminology. Similarly, in her analysis of a number of case studies, Mayer (1992) 

found that in the practice of spiritual care, neither nurses nor patients struggled 

with ambiguity about the terms spirituality and religion. Perhaps the struggle with 

clarity and definition may reflect the effort to study spirituality using the methods 

of the natural sciences, a predominant approach in the health care literature. 

Although I acknowledge that spirituality is indeed broader than religion, 

and the historical focus on religion rather than spirituality has possibly been 

constraining to nurses in providing spiritual care, continuing to consider the 

relationship between religion and spirituality offers important understandings as 

well . Thomas Matus, a Benedictine monk, in conversation with Fritjof Capra and 

David Steindl- Rast (Capra & Steindl-Rast, 1991) offered some thoughts about 

the relationship between religion and spirituality: 

You can have spirituality without religion, but you cannot have religion , 
authentic religion , without spirituality . .. . So the priority belongs . .. to 
spirituality as experience, a direct knowledge of absolute Spirit in the here 
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and now, and as praxis, a knowledge that transforms the way I live out my 
life in this world .... Institutionalization is one of the consequences when 
an original spiritual experience is transformed into a religion . .. religion 
brings out the intellectual dimension of spirituality, when it seeks to 
understand and express the original experience in words and concepts; 
and then it brings out the social dimension, when it makes the experience 
a principle of life and action for a community. (pp. 12-13) 

To consider religion and spirituality as praxis, transforming the living of life, 

highlights the relationship between them and may add a useful dimension to our 

understanding. In general , religion can be understood to be the languaging about 

the spiritual, which attempts to explain or describe the spiritual; spirituality itself 

is, according to Steindl-Rast, experience. 

Moore (1992/1994) suggested that there were two ways of thinking about 

religion. He suggested that church allows us to be in the presence of the holy to 

contemplate and to be influenced by that presence. Religion also teaches us to 

see the sacred dimension of everyday life, both directly and symbolically. 

Religion is, in Moore's reading of it, an "art of memory", a way of being mindful of 

the sacred. 

The foregoing discussion perhaps highlights the difficulties in resolving the 

ambiguity of both the terminology of, and the relationship between, spirituality 

and religion . Clearly there is a tension between the two that may be more 

important to attend to than to resolve through definition. The effort to differentiate 

terms seems motivated both by the requirements of natural science 

methodologies and the assumption that clarity will increase nurses' ability to 

integrate spirituality in their practices. This also reflects an interpretation of 

nursing as an applied science, where theory is understood to direct practice 
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(Bishop & Scudder, 1995). While some clarity is needed, too much may 

contribute to rigidity, a closing down rather than an opening up of spirituality to 

understanding. 

My own preference is to use the term spirituality in my writing, though I 

sometimes use the terms "the spiritual" and "the sacred" interchangeably. I 

understand spirituality as experience and practice, having to do with meaning 

making and purpose in life. At the heart of meaning making for human beings are 

relationships to self, deity or ultimate values, others (such as family) , and nature. 

These are negotiated in language, and are, therefore, communal. I understand 

that persons, families, communities and places may all be understood, or read 

as, spiritual. Spirituality as practice involves reading the world as spiritual. In this 

sense, it is a practice of literacy that opens up the ordinary and the everyday to 

the transcendent dimension of life. 

Toward an Understanding of a Family Spirituality 

Conceptual models of nursing rarely address the family as client, implying 

the inclusion of family in the general concept of client. In many regards this is 

unsatisfactory, since family is very different than an individual client for whom 

these models seem to be written. Similarly, there has been very little theorizing 

about spirituality and families and overall "the influence of family members' 

religious and spiritual beliefs on their illness experience has been one of the most 

neglected areas in family work" (Wright, 1997, p. 5). 

One theme reflected in the theoretical literature is that relationships are an 

integral part of one's experience of spirituality. In some ways, then, it is strange 
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that spirituality is taken up almost without exception in the nursing literature as an 

individual phenomenon, with such limited acknowledgment of the social and 

environmental aspects. The reality, however, is that nursing, influenced by the 

broader health care system, tends to be very individualistic in focus. This 

perhaps explains the neglect of the family and community aspects of spirituality. 

If spirituality is understood to be about meaning making that occurs in 

relationship with others, however, family becomes key to both the experience 

and practice of spirituality. This is particularly so when one understands "family" 

as "a group of individuals who are bound by strong emotional ties, a sense of 

belonging, and a passion for being involved in one another's lives" (Wright et aI. , 

1996, p. 45) . As others have suggested, "faith is inherently relational, from our 

earliest years, when the most fundamental convictions about life are shaped 

within caregiving relationships" (Walsh, 1999, p. 22). 

Religious and spiritual beliefs are among the most powerful beliefs we 

hold and contribute significantly to ways of making sense of the world (Wright, et 

aI., 1996). A belief is understood to be a persisting set of premises about what is 

taken to be true (Wright et al.) and is socially constructed in language within our 

families and the larger community (Anderson & Goolishian, 1988; Hoffman, 1990, 

Wright et aI. , 1996). Our beliefs are an ingredient in the glue of family and larger 

community. 

Beliefs distinguish one person from another, yet also join people together. 
Through our living and being together, we influence each other's beliefs. 
We develop our identities within our families, professions, and 
communities through the belief systems that we share and do not share 
with others. We live our lives only slightly aware, and sometimes not at all 
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aware, of our beliefs and the effect they have on our own lives and the 

lives of others. (Wright et aI. , pp. 19-20) 


Family rituals are important avenues for the development, sharing, 


evolving, and passing on to future generations the belief systems that are of most 

importance to a family. Rituals are often religious in nature, including such things 

as weddings, funerals and family prayer times. Family belief systems and their 

expression in ritual (both formal and elaborate; informal and simple) provides a 

way of making sense out of life events (Imber-Black, Roberts, &Whiting, 1988; 

Walsh , 1999), allowing us to conserve (Moules 2000a) and enrich the spirituality 

embodied in relationships. 

Anderson (1999) suggested that the renewal of an embodied family 

spirituality demands that we examine the metaphors that we use to think about 

the human person. The label of the self suggests a social construction whereas 

the idea of person as a biopsychosocial spiritual being is more captured in the 

label soul. Soul thrives on a spirituality that is not only transcendent but also 

grounded in the spirit of the family that is linked to generations of traditions, 

values and stories. Stories are the memories of a family and a people and "it is 

memory that makes our lives personally meaningful by linking the past and the 

present . .. when we have lost our memory, we have also lost our soul" 

(Anderson, 1999, p. 159). Offering a place for families to tell stories provides 

opportunities to claim memory and soul. Within the practice of family nursing "the 

inviting, listening to, and witnessing of illness stories provides a powerful 
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val idation of a profound human experience" (Wright, 1999, p. 67) . Such val idation 

might be understood as soul care. 

The capacity of health professionals to witness the stories of suffering in 

families is central to providing caTe; it is frequently the genesis of healing, if not 

curing (Frank, 1994; Kleinman, 1988). In working with families , nurses have an 

important opportunity to invite and witness stories, within which a "domain of 

spiritual ity is encountered. This journey into spirituality manifests itself in the 

offering of reverencing, compassion, and love between and among family 

members and therapists" (Wright, 1999, p. 75). In the inviting and witnessing of 

stories, the spiritual ity that is embedded in our lived experience of the world 

addresses us, both nurses and families, with all its echoes, multivocity, and kin 

(Jardine, 1992/1998) . 

The Research Literature: Spirituality and Illness 

Substantial bodies of literature are accumulating that attest to the 

importance of spiritual and religious variables in health and illness (e.g., Benson, 

1996; Dossey, 1993; Ellison & Levin, 1998; Gartner, 1996; Koenig, 1995; Koenig 

et aI., 2001; Mathews et aI., 1993; Mickley, Carson, & Soeken, 1995; Weaver, 

Flannelly, Flannelly, Koenig, & Larson, 1998). In addition to the literature 

examining these relationships, there has also been considerable interest in 

nursing in the study of spiritual needs and spiritual care (Barnum, 1996; Carson, 

1989; Hermann, 2001 ; O'Brien, 1999). However, with few exceptions (Stiles, 

1990), there has been very little research about spirituality in family nursing, 

family systems nursing, or family therapy (Wright, 1999). 
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In the medical literature, which is largely American in origin, the preferred 

terminology, and focus of study, is "religion" . David Larson (personal 

communication, May 25, 2001) argued that this terminology is more reflective of 

the beliefs of the American people, most of who are quite religious and relate 

more to the idea of "religion" than the idea "spiritual ity". However, it is also fair to 

say that much of this literature has looked at religion, not spirituality, often 

measuring such variables as church affiliation and attendance (Ellison & Levin, 

1998; Koenig et aI. , 2001 ; Larson, 2001). Even in recent literature (Ellison & 

Levin, 1998), the call for future research is to focus on differentiating the 

"behavioral" (e.g. church attendance, prayer) from "functional" (health behaviors, 

social ties, coping strategies) aspects of religious involvement, not on spirituality. 

In nursing, however, the favored language is almost exclusively 

spirituality. This perhaps reflects the efforts in nursing to theorize about the 

nature of human beings and nursing's understanding of persons as 

biopsychosocial and spiritual to a greater degree than some other disciplines. In 

the following review, I attempt to adhere to the language of the studies reviewed. 

Relationships between Religion and Health 

A large body of research, largely associated with disciplines other than 

nursing such as medicine and psychology, has focused on the relationship 

between religion and some health-related outcome. Although the language of 

"health outcomes" is used, many of the studies really examined "disease 

outcomes". Positive relationships between religion , often defined as church 

attendance and affiliation (though sometimes defined as spiritual well-being), and 
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a wide variety of disease and health outcomes have been identified. Though 

small to modest, this relationship seems relatively consistent across studies, 

despite limitations in measurement (Ellison & Levin, 1998; Koenig, et aI., 2001) . 

Epidemiological studies of mortality and overall health, including some 

longitudinal studies, have documented these effects and both physical and 

mental diseases have been examined. Examples of physical disease conditions 

that have been studied include cardiovascular disorders such as hypertension, 

coronary artery disease, and strokes, as well as cancer, immune system 

disorders, and a variety of symptoms such as disability and pain . In addition, 

relationships have also been studied with mental health disorders such as 

depression, anxiety, suicidality, substance abuse and schizophrenia. The 

consensus is that while many of the studies in the past were limited by 

homogeneous samples, cross-sectional designs, and inadequate measures of 

religious variables, more recent studies that overcome these limitations continue 

to show a positive relationship (Ellison & Levin, 1998; Koenig, et aI., 2001). 

Greater focus is now being placed on the development of better 

instruments and on understanding the mechanisms by which religious beliefs and 

practices contribute to health. Several such mechanisms are proposed by Ellison 

and Levin (1998) based on their review of the literature, including (a) regulation 

of individual lifestyles and health behaviors, (b) provision of social resources, (c) 

promotion of positive self-perceptions, (d) provision of speCific coping resources, 

(e) generation of positive emotions such as love and forgiveness, (f) promotion of 

healthy beliefs, and (g) other possible mechanisms such as the existence of a 
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healing bio-energy. These authors call for more attention to multidimensional 

measurement with tested instruments, a focus on the functional aspects of 

religion rather than the behavioral , and the development of studies designed to 

test the proposed mechanisms. They also identify the need to examine the 

possible negative effects of religion that are less evident in population based 

studies. Koenig and colleagues (2001) concur with the need to examine possible 

negative effects of religion and also call for more longitudinal and intervention 

studies in a number of areas. The most pressing need they suggest, however, is 

related to the integration of knowledge into clinical practice. The research 

trajectories proposed imply that knowledge will be integrated into practice 

through the eventual testing (using randomized controlled trials) of interventions 

that manipulate religious practices and experiences for the benefit of one's 

health. It is difficult for me to imagine, however, that instrumental use of sacred 

practices and experiences would be acceptable for many religious persons, or 

even possible. Nonetheless, this body of research has clearly demonstrated the 

health benefits of religious practices, confirming the importance of health 

professionals incorporating at least a respect for this aspect of life into their 

practices. 

Nursing Research and Spirituality 

Within nursing, research about spirituality has focused on the relationships 

between spiritual and religious variables and health related outcomes, the 

identification of spiritual needs, and the ways in which nurses define spiritual 

care. There are also a number of studies that interpret the lived experience of 
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spirituality for persons and nurses. Although the language is more consistently 

about spirituality rather than religion , many of the studies do employ measures of 

religiosity. As might be expected in nursing, the health outcomes examined tend 

to emphasize issues related to illness, rather than disease, including such 

outcomes as coping and quality of life. 

Health outcomes and spirituality. There is a substantial body of empirical 

nursing research in the context of chronic and life-threatening illness that reveals 

a positive relationship between spiritual and religious variables and a wide variety 

of health related outcomes. Some more recent examples of studies examining 

the relationship between religiouslspiritual variables and the following outcomes 

include: feelings of health and well-being (Fehring, Miller, & Shaw, 1997; Fryback 

& Reinert, 1999; Kurtz, Wyatt, & Kurtz, 1995), coping (Feher & Maly, 1999; 

Fredette, 1995), quality of life (Ferrell et aI. , 1996; Wyatt & Friedman, 1996), 

meaning and hope (Ballard, Green, McCaa, Logsdon, 1997; Feher & Maly, 1999; 

Fryback & Reinert, 1999), social support (Feher & Maly, 1999), and demands of 

illness (Fernsler, Klemm, & Miller, 1999). 

This body of literature is not without difficulties. As in other disciplines, 

most of the above studies are correlational in design, limiting the conclusions one 

might draw. Spiritual and religious variables for the most part are operationally 

defined and measured using existing instruments that are valid and reliable. 

However, many of the instruments have been criticized for not being culturally 

relevant for some, reflecting a strong Judeo-Christian bias (Mytko & Knight, 

1999). Although there are limitations, the findings across studies demonstrate the 
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positive influence of spiritual and religious dimensions of life for health and well

being in the context of serious illness. 

In addition to the empirical studies, there are accumulating numbers of 

studies guided by qualitative and interpretive approaches that also support the 

importance of spirituality in health and as a resource in illness and healing 

(Burkhardt, 1994; Chiu, 2000; Smucker, 1996; Stiles, 1990; Walton, 1999). 

Spiritual needs. There is an emphasis on the identification, or 

"assessment", of spiritual needs in both the theoretical and research literature 

(Barnum, 1996; Carson, 1989; Hermann, 2001 ; O'Brien, 1999; Stoll, 1979). 

Spiritual needs are conceived of as the need to find meaning in the midst of 

illness and suffering, the need for affirming relationships to self, others, God and 

nature, and the need for the real ization of transcendent values such as hope and 

creativity, compassion, faith , peace, trust, courage, and love (Emblen & 

Halstead, 1993; Highfield and Cason, 1983; O'Brien) . In response to the question 

"What needs can you identify related to your spirituality as you describe it?" a 

recent study (Hermann) found that 19 older hospice patients identified 29 

different spiritual needs. These needs were clustered under six themes: religious 

practices; companionship; involvement and control ; to finish business; to 

experience nature; and for a positive outlook. According to Hermann, "nurses 

must be able to identify patients' specific spiritual needs to intervene" (p. 68) . 

Related to spiritual needs is the nursing diagnosis of spiritual distress, 

identified by the North American Nursing Diagnosis Association (NANDA). 

Spiritual distress is defined by NANDA as a "disruption in the life principle which 
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pervades a person's entire being and which integrates and transcends one's 

biological and psychological nature" (Kim, McFarland, & McLane, 1987, p. 55) . 

This diagnostic category has influenced nurses to attend more to assessment 

and the development of interventions in the area of spirituality (Burnard, 1987; 

Emblen, & Halstead, 1993), resulting in assessment frameworks (Dossey et aI., 

1995) and models (Emblen & Pesut, 2001). 

Research on spiritual needs clearly reflects a desire for theory that will 

allow control and prediction and a belief that once needs are clearly identified, 

nurses will be able to intervene. Certainly this sensibility is not congruent with my 

understanding of nursing as a practice, and seems to reflect an understanding of 

nursing as an applied science, or a technology. Furthermore, I agree with Mayer 

(1992), who suggested that conceiving of persons as a collection of needs is 

simply a popular way of parceling out aspects of a life to the appropriate 

"experts" who are in the business of meeting them. Defining spirituality in terms 

of spiritual needs also invites a view of spirituality as a cluster of problems that by 

definition require a solution. 

Spiritual care practices. The literature reflects a relative consistency 

across studies about the nature of nursing interventions for spiritual needs. 

Interventions include those that involve "doing" (such as prayer, referral, physical 

care, alleviation of pain, creation of an environment that provides for spiritual or 

religious practices) as well as "being" (listening, being with , sharing, supporting, 

respecting, compassion), to borrow Dossey's (Dossey et aI., 1995) terminology. 

One study (Clark, Cross, Deane, & Lowry, 1991) explored the perceptions of 
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spiritual care of 15 previously hospitalized adult patients. In a structured 

interview, participants were asked about what hospital experiences contributed to 

hope and well-being and which negatively affected recovery, as well as what 

might have been done to further enhance their sense of well-being during the 

hospitalization. The authors conclude with a recommendation for five spiritual 

interventions including: (a) establishing a trusting relationship, (b) providing and 

facil itating a supportive environment, (c) responding sensitively to patient's 

beliefs, (d) integrating spirituality into the quality assurance plan, and (e) taking 

ownership of the nurse's key role in the health care system. I concur with Barnum 

(1996) that these interventions could simply be related to good psychological 

care (or just good care) without necessarily being about spirituality. However, the 

list identified reflects that "spiritual care" in practice may not be so much about 

caring for a spirit, as it is about a way of being in practice, or a style by which the 

nurse integrates all aspects of care for the patient (Mayer, 1992). 

Barnum (1996) suggested several "general methods" for nurses providing 

spiritual care including prayer and facilitating access to religious counselors and 

rites. Barnum also identified "patient managed therapies" suggesting that "faith is 

an important spiritual therapy for patients" and concluded that "whether the 

spiritual therapies for patients are self-applied or administered by the nurse much 

of the literature treats spiritual therapies as tactics to relieve stress" (p, 159). 

Barnum's concern seems to be the delineation and differentiation of spiritual 

therapies as distinct from other therapies such as psychological. What is not at 

all questioned, however, is the notion that faith can be "applied" as a "therapy". 
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Here again the influence of the natural sciences is seen in the view that faith is a 

thing, an object that can be manipulated like other objects. 

Similar sensibilities are implied in the stated purpose of another study 

(Taylor, Amenta, & Highfield, 1995), "to determine what spiritual care practices 

oncology nurses use", suggesting a technology rather than a way of being 

(Bishop & Scudder, 1995). The findings of this study indicated that nurses 

consider spiritual care practices to include praying with patients, referring to 

chaplains or clergy, and providing religious materials. However, nurses also 

identified that "spiritual care" included serving as a therapeutic presence, 

listening, and talking to patients. Other studies of both nurses and patients have 

reported similar findings, reporting both "doing" and "being" practices as 

important for spiritual care (Bauer & Barron, 1995; Hall & Lanig, 1993; Taylor, 

Amenta, & Highfield, 1995; Reed, 1992; Tuck, Pullen, & Lynn, 1997; Tuck, 

Wallace, & Pullen, 2001). 

In one hermeneutic-phenomenological study (Eifried, 1998) of nurses' 

lived experience of helping patients to find meaning during their experiences of 

suffering, many of the themes reflected the same interventions designated as 

spiritual interventions in other studies -listening, being present, providing hope, 

calling forth voice, and being a guide. The author suggested that these "caring 

responses . .. are foundational for spiritual nursing care" (p. 38), pointing to an 

understanding of care that embodies spiritual ity, rather than an understanding 

that nurses care for someone's spirit 
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Only two studies (Stiles, 1990; Wright et aI., 1996) were identified that 

examined spiritual ity in relation to families. Both identified the embedded nature 

of spirituality in nursing practices in the nursing of families and in family systems 

nursing. 

Using an ethnographic approach, Stiles (1990) explored the nature of the 

nurse-family spiritual relationship using an open-ended interview process with 11 

hospice nurses and 12 families in bereavement. The guiding question, "What 

was your hospice experience like?" avoided direct inquiry into spirituality, as the 

researcher preferred to allow a spiritual dimension to emerge if it was salient to 

the participants. Five themes were identified that reflected spiritual experiences 

in the relationship. These included (a) ways of being with (for example, being 

available, sharing, listening, humor); (b) ways of doing (physical care, touch, 

explaining); (c) ways of knowing (families drew on nurses' knowledge of the 

dying process and the transcendent); (d) ways of receiving and giving (including 

mutual opportunities for growth); and (e) ways of welcoming a stranger 

(entrusting loved ones to the nurse, sharing the hospice experience). Findings 

indicated that the "nurse-family relationship is mutual and dialogic and fosters 

growth for both nurses and families" (p. 235). 

A second study (Wright et aI., 1996), guided by hermeneutics, explored 

nursing interventions with families having difficulties living with a range of serious 

illnesses. While the focus of the study was not specifically about spirituality, in 

therapeutic conversations with the families the authors found that "a discourse of 

suffering frequently opens up a discourse of spirituality" (p. 63). This study points 
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to the need to understand more about how it is that a discourse of spirituality is 

opened up, is kept open, and what difference this makes to families. 

Although not a formal inquiry, in an analyses of clinical cases (Mcleod & 

Wright, 2001) of the ways in which family systems nurses open space to 

spirituality, four practices were identified. These included (a) opening space for 

the gift of listening, (b) maintaining curiosity and openness to surprise, (c) inviting 

reflection on spiritual! rel igious beliefs, and (d) the invocation of metaphor. 

Practices were embedded in the therapeutic conversations that evolved between 

the nurse, the family, and the clinical team. 

Spiritual Preferences 

In addition to the literature exploring spirituality in health and illness, there 

are survey findings and studies of patient's preferences suggesting that health 

practitioners should be aware of, and attend to, spirituality to a greater extent 

than they do now. For example, survey findings in Canada highlight the 

importance of religious and spiritual beliefs to Canadians. According to the 

Maclean's magazine religion poll (Chisholm & Steele, 1993), approximately 

three-quarters of the population profess Christian beliefs and an association with 

a Christian denomination. In addition, between 77% and 90% profess a belief in 

God (depending on the region of the country), identify with particular faiths or 

denominations, and between 68% and 83% believe that God "cares about me" 

personally (Bibby, 2002). 

In relation to health care practices, American surveys have identified that 

up to 40% of individuals would consider it very important for their physician to 

L 
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address spiritual issues with them if they were seriously ill (Gallup, 1997). As 

many as 77% of inpatients in another study (King & Bushwick, 1994) wanted 

their physicians or counselors to address their spiritual needs. Moadel and 

colleagues (1999), in a sample of 248 ethnically diverse people living with 

cancer, identified a variety of spirituall existential needs. Patients indicated they 

wanted help from health professionals with: overcoming their fears (51 %), finding 

hope (42%), finding meaning in life (28%), finding spiritual resources (39%), or 

someone to talk with about: finding peace of mind (43%), the meaning of life 

(28%), and dying and death (25%). In another Gallup Poll (1996), 66% of 

respondents stated that in a counseling situation they would prefer their 

caregivers to represent spiritual values and beliefs and more than 81 % would 

prefer a caregiver who enabled them to integrate their values and belief system 

into the counseling process. Griffith (1995) reported that clients "want to reflect 

on spiritual experiences in therapy, and .. . feel fragmented by attempting to 

delegate psychological, relational issues to conversations with their therapist and 

spiritual issues to conversations with their priest, rabbi, or pastor" (p. 124). These 

findings provide some indication of how important spirituality might be to persons 

experiencing serious illness and the need for health professionals to attend to 

these concerns in some manner. 

Within the nursing literature, there are mixed findings about how well 

nurses meet these needs, with some suggesting nurses do understand and 

provide what might be considered good spiritual care (Eifried, 1998; Stiles, 1990; 

Wright et aI., 1996), and others suggesting there are significant limitations in 
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either nurses' understanding, or in their willingness to provide, spiritual care (Hall 

& Lanig, 1993; Highfield & Cason, 1983; Kristeller et aL, 1999; Tuck et aL, 1997). 

In my review of the literature about spiritual care practices, I would 

suggest that at least some of the variability in the findings could be accounted for 

by the way in which the questions are asked, the educational level and age of 

study participants, as well as the practice setting. One of the things that seems to 

vary is the participants' ability to articulate this aspect of their practice, depending 

on how the question is framed and the aforementioned demographic variables. 

While nurses may feel uncertain about spiritual care when asked (Kristeller et aL , 

1999; Emblen, 1992; Emblen & Pesut, 2001 ; Taylor et aL, 1995; Tuck et aL, 

1997), I do not conclude that nurses are not providing spiritual care. Rather, 

nurses provide spiritual care that is embedded in other caring practices and that 

these are, therefore, less visible and more tacit. Helping to make visible the tacit 

through studies of lived experience in practice may contribute to nurses' ability to 

articulate and ultimately strengthen spiritual care practices. 

Tensions and Future Directions 

There are two primary and related tensions in the literature reviewed that 

influence the outline of future directions that follow. These include the struggle 

with language and the implications of the objectification of spirituality for nursing 

practice. 

The Struggle with Language 

I would like to acknowledge first the struggle that I experience in 

languaging about spirituality and religion. There is clearly a need to delineate for 
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the reader what it is I am interested in and talking about. However, language that 

is too definitive is also problematic. The objectifying language of the natural 

sciences sometimes suggests that nurses can care for a "spirit" as if it were a 

thing that we could hold in our hands. Spirit is elusive, mysterious, something 

that is alluded to but never pinned down to say "this is it". 

"To define is to distrust," Laurence Sterne once wrote; and what definition 
distrusts is the capacity of not only the reader but of conversation itself. 
Through definition, a word becomes a term: rigid, predictable, and 
invulnerable to the twists and turns that a word receives both in dialogue 
and in the history of the language in general. The terminal character of 
terminology is appropriate to meaning that has been finally determined 
and about which discussion has stopped. In this sense, definition is the 
foundation and fruition of methodic knowledge. (Weinsheimer, 1985, p. 1) 

Such methodic knowledge of spirituality does not make it easier to 

understand spirituality in practice. Instead, such objectification makes spirituality 

less recognizable, for spirituality always embodies a struggle in reaching beyond 

that which is human to that which transcends our humanness. Understanding 

spirituality in practice requires that we live with the fact that as it emerges in 

practice, it is ambiguous and multivocal , particular and local. "Clarifying" makes 

spirituality into something that it isn't - it isn't unambiguous, clear, defined. 

Rather than supporting nursing practice in its attention to the spiritual domain, 

such knowledge may be more alienating. Simplifying what is necessarily complex 

for the sake of procedural knowledge results in simplified interventions that are 

probably less useful and may be harmful. In hermeneutic philosophical thought 

(Gadamer, 1989), understanding is always coming, never arrived. There is value 

contained in the struggle to describe, or to bring into language, a lived 
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experience of spirituality, as long as that struggle doesn't strain toward a terminal 

meaning. Perhaps the struggle is simply part of spirituality. 

The Objectification of Spirituality: A Move toward Control and Manipulation 

The development of "interventions" follows from the identification of 

"spiritual needs", with both reflecting, at least to an extent, the objectification of 

spirituality as something that can be assessed and treated. This of course raises 

many questions, some of which have been alluded to already. For example, do 

we, as nurses, believe that spirituality can be 'assessed' in this way? That 

questions of spirituality can be asked, answered, and recorded like we record 

fluid intake (Mayer, 1992)? That we "intervene" with spiritual problems? What do 

such beliefs imply about our relationships with clients and with the sacred? What 

implications do they have for nurses, who are exhorted to assess and intervene? 

What is clear from the review of theory and research is that there are at 

least two fairly distinct voices about spiritual care practices that reflect certain 

epistemological assumptions and that have implications for nursing practice. The 

quieter voice is that articulating the lived experience of spirituality. Few of these 

studies, however, have explored spirituality as a practice in nursing care 

generally, or family nursing specifically. 

Far more prominent in the literature is the voice that, congruent with the 

natural science traditions, understands spirituality as an object, one that can be 

assessed, measured, quantified, and with which a nurse "intervenes". This 

standpoint is consistent with the literature in other disciplines investigating 

spirituality (religion) and health (Ellison & Levin, 1998; Koenig, et aI. , 2001). Such 
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an approach may be useful from an epidemiological perspective in validating the 

importance of spirituality and religion to health and illness. It is more difficult , 

however, to imagine how one will develop "interventions" based on the body of 

literature that will emerge from a research agenda informed by these 

understandings. Can Koenig and colleagues (2001) be serious when they 

suggest, in their section on future directions for research, that "research is 

needed to determine what types of rel igious coping are effective for what types of 

life stress" (p. 468) so that interventions can be designed? Is religious belief and 

practice just another thing that we manipulate as health care practitioners? If 

other health care practitioners deem this appropriate, do nurses? 

Some (Emblen, 1992; Mayer, 1992) make the assumption that if 

spirituality and religion were more clearly defined (a need of empirical science in 

order that these "variables" be operationalized), then better nursing practice 

would be the result. However, if spirituality in nursing practice is largely tacit, 

embodied in care, clear definition will not contribute to the kind of understanding 

needed but rather result instead in some rather bizarre recommendations. For 

example, Carson (1989) suggested that appropriate goals for nursing 

intervention in the case of spiritual distress include promoting patients' spiritual 

beliefs and promoting or maintaining patients' relationship with their personal 

deity. Outcomes that might be expected from good spiritual care include that 

patients will express decreased feelings of guilt and anxiety, rel igious or spiritual 

satisfaction, express being at peace, and positive meanings about their existence 

and present circumstances, and (all the while) display positive affect and 
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behavior. No less daunting is the message that Simsen (1988) offered that a 

patient's ability to find meaning in their illness depends on the skills of knowing, 

hoping, and trusting, and that these skills can be taught by nurses as a central 

part of spiritual care. It is little wonder then that some nurses are uncomfortable 

with spiritual care, at least as it is defined in these ways, perhaps seeing these as 

impossible tasks. There are more questions that arise out of such descriptions of 

spiritual care. Is it realistic to think that nurses can promote or maintain someone 

else's relationship with a personal deity or be responsible for another finding 

meaning in their life circumstances? What kind of knowledge is needed to do 

this? What do such goals imply about the nature of the nurse-patient 

relationship? 

Nurses make choices about the ways in which they position themselves in 

relation to patients and families and these choices have implications. Drawing on 

the philosopher Emmanuel Levinas, Frank (1998) suggested "there is an 

inextricable relation between knowing the other, being known by the other and 

knowing oneself. When this relation is forgotten, attention ceases to be a gift and 

becomes reduced to instrumental necessity" (p. 200). In the objectification of 

spirituality, which leads to "assessment" and "intervention", this relation is 

forgotten. It is also a positioning that invites a view of the nurse as one who is the 

expert rather than a participant in the struggle to live with illness. The relationship 

becomes one of hierarchy, of "acting" upon, potentially one of manipulation, 

rather than one of respectful "being with". The nurse is the one who "intervenes", 

"promotes", and "maintains". The nurse's limitations in this area are rarely 
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acknowledged except to say that nurses are "uncomfortable" with spiritual care 

due to lack of clarity in definition- (Emblen, 1992), lack of education (Naryansamy, 

1993), or role confusion (Fry, 1998). While nurses have an obligation to become 

experienced, even wise, about spirituality, no general intervention will suffice. 

What instead might suffice is to consider care generally, and spiritual care 

specifically, as a dialogic, hermeneutic process, "not an aggregate of anonymous 

truths, but a human comportment" (Gadamer, 1999, p. 18), one that is grounded 

in the particularities of a life-world. 

Future Directions 

There is clearly a need to understand more about the meaning of 

spirituality in nursing practice as it is lived. Nurses continually address (and are 

addressed by) concerns and questions that might be considered spiritual and/or 

religious and need to become experienced in good conduct in the face of such 

questions. In addition, although most definitions and conceptualizations of 

spirituality include acknowledgement of the spiritual nature of relationships, and 

the communal aspect of spirituality, only one study (Stiles, 1990) was identified 

that explicitly explored spirituality from a nurse-family perspective. This would 

seem to be a significant gap, limiting practice development in the area of family 

nursing. 

Within the family nursing community, there has been a clarion call for a 

greater focus on nursing interventions and outcomes in family research (Gilliss & 

Knafl , 1999; Wright & 8ell , 1994). There is considerable descriptive research 

about families' experiences of illness, but little research that points to how nurses 
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might conduct themselves well with regard to spirituality. There is certainly a 

need to know if nurses have helped a family, as well as a need to make sense 

out of what helped by looking inside interventions (Wright & Bell, 1994). While I 

do not favor the language of interventions, particularly in the context of 

spirituality, I concur heartily with the intent, which is to move the focus of 

research in family systems nursing from description to understanding care that 

matters. Perhaps rather than pursuing and attempting to pin down spirituality 

empirically, it might be more fruitful to reimagine it (Moore, 1992/1994). 

Family phenomena, such as spirituality, must be studied using an 

approach that embraces the shared meanings and concerns of families (Chesla, 

1995). A family systems study that is interested in nursing care must also 

embrace the shared meanings that evolve between the nurse and family. 

Interpretive inquiry such as hermeneutics embraces such shared meanings in 

ways that the methods of empiricism cannot. Hermeneutic inquiries do not 

produce knowledge that can be used for the purpose of control and manipulation, 

but do help us to understand differently in such a way that we, as nurses, can 

meet our obligation to provide care that matters. 

L 
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Chapter Three: Situating the Inquiry in Methodology 

Hermeneutics as an approach to inquiry has captured my attention and 

my imagination. Since the initial work of Patricia Benner (1984) exploring the 

nature of clinical nursing knowledge, interpretive inquiry has become a topic of 

interest to many nurse researchers. Benner (1994a) , drawing on Heideggerian 

hermeneutic phenomenology, suggested that the understanding gained in 

interpretive inquiry (rather than the ability to predict and control as in the natural 

sciences) is key to "becoming more effectively, skillfully, or humanely engaged in 

practice" (p. xv) . A number of other authors have identified that hermeneutics has 

the potential to contribute in significant ways to the knowledges necessary for 

nursing practice with individuals (Allen, 1995; Allen & Jenson, 1990; Annells, 

1996; Bishop & Scudder, 1995; Geanellos, 1998; Gortner, 1993/1999; Koch, 

1995, 1996; Pascoe, 1996; Steeves & Kahn, 1995; Van der Zalm & Bergum, 

2000; Walsh, K., 1996) and families (Chesla, 1995; Moules, 2000a, 2002; 

SmithBattle, 1996, 1997, 2000; Tapp, 1997, 2000; Wright et aI. , 1996). 

Hermeneutic inquiry contributes more to the development of nursing knowledge 

as a kind of wisdom. One who is wise is "experienced" (Gadamer, 1989) and 

understands a particular topic; they are able, up to it, and cope with it well 

(Grondin, 1995). 

The evolution of hermeneutics has been shaped by many philosophers 

and the "contemporary practice of hermeneutics is varied rather than universal" 

(Chesla, 1995, p. 65), necessitating the specification of the tradition that informs 

a particular study. My inquiry is informed by philosophical hermeneutics 
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(Gadamer, 1976, 1981 , 1989) as one approach to interpretive work. I also draw 

on the interpretations of Gadamer by Grondin (1994, 1995), Risser (1997), and 

Weinsheimer (1985). 

The Inheritance of the Natural Sciences 

The existence of the experimental method makes us think we have the means of 
solving the problems that trouble us; though problem and method pass one 

another by. (Wittgenstein, 1958, p. 232) 

The Cartesian ideas about "whether knowledge is real (i.e. an accurate 

representation of an external reality) or ideal (a subjective idea or private view of 

the world that is idiosyncratic and can never be fully shared or communicated)" 

(Leonard, 1994, p. 45) has resulted in centuries of debate about how we know 

what we know. Since the time of Descartes, for the natural sciences, whatever 

cannot be methodologically validated is not "true knowledge" and such a view 

has dominated Western cultures since the Enlightenment. In brief, the modern 

scientific project of the Enlightenment was to determine the one reality, the 

"single correct mode of representation" (Harvey, 1989, p.27), a mode that could 

be determined through isolating, objectifying, and mathematically measuring. As 

Descartes suggested, 

It is possible to reach knowledge that will be of much utility in this life; and 
that instead of the speculative philosophy now taught .. . we can find a 
practical one . . . and so make ourselves masters and possessors of 
nature. (Descartes, 1637, cited in Berman, 1981 , p. 25) 

The assumption was that human beings, guided by the methods of natural 

science, would engage in linear progress toward becoming "masters and 

possessors of nature" through the isolation of abstract, absolute truths. 
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While useful for the natural sciences, such severing of connections and 

objectification of phenomenon in order to make them amenable to measurement 

and statistical analyses provide little for the human sciences, concerned as they 

are with "the everyday human experience that is historically and temporally 

situated in language and cultural practices" (Plager, 1994, p. 74) . The 

phenomenological-existential-hermeneutic tradition posts a challenge to 

Descartes (Grondin, 1994), at least in so far as the human sciences are 

concerned. 

Beginning with Heidegger, the conversation about knowledge and 

knowing moved from an epistemological question (how we know what we know) 

to an ontological one (what it means to be a person, and why we are able to 

understand anything at all) (Leonard, 1994). Both Heidegger and Gadamer side

stepped the methodological questions, focusing instead on what happens before 

our theorizing - before we think of ourselves as subjects trying to understand 

objects out there in the world . As Gadamer (1989) noted, his "real concern was 

and is philosophic: not what we do or what we ought to do, [methodologically] but 

what happens to us over and above our wanting and doing" (p. xxviii) . 

Understanding ourselves as immersed, connected, and complicit with the life 

world 

is a different way of understanding ourselves and our place in the world, 
one which problematizes our aspirations to clarity, progress, mastery, and 
dominance as images of our relation to the Earth and to each other. It 
brings inquiry out from under the desire for the final Word ; it opens us up 
for the rebirth and re-enlivening of the Word in the soul , with the ful l 
richness and ambiguity that such re-enliven ing requires .. .. Its desire is 
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not to render our experience of the world, but to give a voice to it just as it 
is. (Jardine 1990/1998, p.19) 

For nursing as a human science, hermeneutics has become one way to give 

voice to that world. 

What is Hermeneutics? 

Hermeneutics has been described as "a general philosophy of how 

humans understand experience" (Steeves & Kahn, 1995, p. 177); as the theory 

of interpretation, "referring to what occurs when a really or apparently unfamiliar 

meaning is made intelligible" (Grondin, 1994, p. 18); and is always about 

"restoring life to its original difficulty" (Caputo, 1987, p. 1). Hermeneutics is never 

about "fixing" problems, but rather about learning how we can live well in the 

midst of the difficulty of life (Gadamer, 1989). As a way of understanding 

experience, hermeneutics attempts to reach what is be-fore, what is in and 

behind statements, "the mind and the soul that expresses itself in the word" 

(Grondin, 1994, p. 94). It looks behind the separation of subject and object to the 

life-world before our theorizing creates distance (Gadamer, 1989). 

Hermeneutics belongs to those interpretive traditions that argue there can 

be no one correct, valid interpretation of texts that is independent of the context 

of the interpreter. It may be important to point out that by "texts" I mean not only 

the written word, but also the spoken and the unspoken. Interpretation is 

understood as occurring through the fusion of historical horizons, that of an 

historically situated interpreter and an historically situated text (Gadamer, 1989). 

Such horizons are not fixed, but rather are always in motion. 
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Within hermeneutic traditions, understanding, interpretation, and 

application can be understood as integrally linked. "Understanding is always 

interpretation" (Gadamer, 1989, p. 307) and "application ... [is] just as integral a 

part of the hermeneutic process as are understanding and interpretation" 

(Gadamer, p. 308). To understand something is always to find a valid meaning. 

Because understanding always evolves out of the particularities of our own 

situation, from the topics that address us and from which we cannot turn away, 

understanding always implies application. According to Gadamer, we must relate 

to situations and meaning on a personal level if there is to be any understanding 

at all. 

Hermeneutics also implies the notion of "belonging" and points to the 

communal nature of understanding. "The person who is understanding does not 

know and judge as one who stands apart and unaffected but rather he thinks 

along with the other from the perspective of a specific bond of belonging, as if he 

too were affected" (Gadamer, 1989, p. 323). Understanding occurs, then, 

because of our belonging to a community and to tradition. 

Ancestry and Echoes: Gadamer's Kin 

Hermeneutics understands that human beings are not only historically 

situated, but are historical in an ontological sense (Gadamer, 1989). Everything 

that comes to our attention as a question in need of understanding comes to us 

with echoes, contested versions, things forgotten, stories, and ancestors (David 

Jardine, personal communication, October, 2000). The history of hermeneutics 

too comes with many echoes and contested versions. My discussion of 
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Gadamer's ancestry will be limited to the most immediate and salient of his kin, 

Heidegger. Heidegger's work on the hermeneutics of facticity and the historicity 

of existence represented a significant turn for the human sciences generally and 

were key to Gadamer's investigations (Risser, 1997). 

Hermeneutics of Facticity 

For Heidegger, the term 'facticity' was fused with the concept of life. 

"Facticity is, in a sense, the particularity of life that is inescapable" (Risser, 1997, 

p.41) , behind which one cannot go. According to Heidegger, life cannot be 

understood theoretically, but only in its enactment. Knowing anything is a matter 

of interpreting one's situated ness within the life-world and is first an event of 

being before it is an event of doing. Since understanding is part of the Being of 

Dasein (i .e. the ontology of persons) , interpretation is always an exposition of 

that which is already understood. 

Although interpretation is always a working out of possibilities projected 

from what is already understood in some way before our theorizing, one is not at 

the mercy of these pre-understandings or fore-structures. Rather, fore-structures 

are always worked out in dialogue with the things themselves. "This circle of 

understanding, in which what is understood is drawn from the things themselves, 

declares that understanding is never a presuppositionless apprehension of an 

object" (Risser, 1997, p. 48) . This fundamental knowing is understood as pre

linguistic, belonging to our behavior and is less a "kind of knowledge" than a 

"knowing one's way around" (Grondin, 1994, p. 93-94). 
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Historical Existence 

Heidegger understood Dasein as grounded in temporality, historically 

constituted. This historical reality of Dasein is understood in several senses. 

First, although history refers to something that is past, for Dasein it also refers to 

the past that still has an effect in the present since we are historically constituted 

in our Being. In a second sense, history is not understood as simply the past, but 

also as events running through past, present, and future (Risser, 1997). History 

also refers to that which is different than nature, having to do with spirit and 

culture, our inheritance through tradition. In the human sciences, understanding 

allows itself to be addressed by tradition . It is less something we do ourselves 

than it is about participating in an event of tradition, "a process of transmission in 

which past and present are constantly mediated" (Gadamer, 1989, p. 290). 

Gadamer's extension of Heidegger's ideas included showing how the historicity 

of Being relates to understanding our historically situated consciousness and 

those human endeavors in which this consciousness is expressed. 

The Nature of the Hermeneutic Experience 

The purpose of my investigation is not to offer a general theory of interpretation 

and a differential account of its methods . . . but to discover what is common to 


all modes of understanding and to show that understanding is never a subjective 

relation to a given "object" but to the history of its effect; in other words, 


understanding belongs to the being of that which is understood. 

(Gadamer, 1989, xxxi) 


What Heidegger began in his shift away from Husserl's phenomenology, 

Gadamer extended in the re-introduction of the being of the thing , seen as 

tempora l, susceptible to the future , historical , ambiguous, multivocal , and 

l 
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generative (Jardine, 1990/1998). While phenomenology wants to describe what 

is given in the lifeworld, hermeneutics suggests that what is given has not yet 

arrived but rather is still coming. Phenomenology is about the non-generative 

character of the being of things. In contrast, hermeneutics reads events as 

heralds of what we are going through, thus having something to say about what it 

means for our world (David Jardine, personal communication, October 2000). 

Hermeneutics is about experience, meaning "to be still alive when something 

happens" (Gadamer, 1989, p. 61). It suggests the eventfulness of understanding, 

an understanding that is always about something real , and alive, that we 

ourselves have grasped. There are several key aspects of Gadamer's 

hermeneutics that extend Heidegger's work and are important to understanding 

the hermeneutic experience. These include the linguisticality of understanding 

that occurs as a dialectic; the circular nature of understanding, expressed in the 

analogy of the hermeneutic circle; and the idea that all understanding is self

understanding. 

The Linguisticality of Understanding 

Hermeneutic understanding is characterized by an openness to 

experience and one cannot have genuine experiences without asking questions 

(Gadamer, 1989). The experienced person is characterized by an awareness of 

finitude and limitedness, of "not knowing". Not knowing implies knowing that 

something is questionable and full of possibilities. "The essence of a question is 

to open up possibilities and keep them open" (Gadamer, p. 299). Understanding, 

then, occurs as a dialectic, proceeding by way of question and answer. Posing a 
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question implies a direction, one that is both open and limited. However, there is 

no method for asking good questions, rather one must "learn to see what is 

questionable" (Gadamer, p. 365). To embrace the dialectic of question and 

answer in understanding is to engage in a dialogue in which each interlocutor 

allows him or herself to be conducted by the topic. This questioning opens up a 

topic, revealing it as fluid and full of possibilities. To say that understanding never 

arrives but is always coming means that understanding is never definitive or 

closed. It is always dependent on conversations with others and ourselves and, 

therefore, is always open to new understandings, reflecting its character of 

communality that necessarily occurs in language. 

Although understanding necessari ly occurs through language, it is not that 

understanding is put into words but "rather, the way understanding occurs . .. is 

the coming-into-Ianguage of the thing itself' (Gadamer, 1989, p. 379). The 

language in which something comes to speak is not a possession at the disposal 

of one or the other interlocutors, but rather something in which both share. This 

implies a certain common understanding of language, but understanding does 

not occur as a result of the interlocutors adapting to each other so much as it is 

that "they both come under the influence of the truth of the object and are thus 

bound to one another in a new community" (Gadamer, p. 379). This is a 

community generated through language. However, 

the essential linguisticality of understanding expresses itself less in our 
statements than in our search for the language to say what we have on 
our minds and hearts. For hermeneutics, it is less constitutive that 
understanding is expressed in language - which is true but trivial - than 
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that it lives in the unending process of "summoning the work" and the 
search for a sharable language. (Grondin, 1994, p. 120) 

In the dialogue that Gadamer says we are, there are no statements, only 

questions and answers that invite new questions and new possible 

understandings. Hermeneutics is always about possibilities, never about pinning 

down and making concrete, this is it, in part because the words that we use, and 

that use us, "cannot themselves exhaust what we have 'in mind'" (Grondin, 1994, 

p. 119). Hermeneutics thus always embodies a tension between the spoken and 

the unspoken; the understanding that arrives in language as well as that which 

has not yet arrived. Understanding is always on the way. 

The Hermeneutic Circle 

The hermeneutic circle is a metaphor for the way in which understanding 

occurs. Traditionally, the hermeneutic circle was understood as a movement 

between parts and wholes, an activity undertaken so that understanding could 

occur. Heidegger, however, in his explication of the being of Dasein, suggested 

that the primary thing is understanding, and interpretation consists in merely 

cultivating or extending that understanding. Gadamer (1989) extended the notion 

of the hermeneutic circle to the interplay of the movement of tradition and the 

interpreter. Understanding "proceeds from the commonality that binds us to 

tradition . But this commonality is constantly being formed in our relat ion to 

tradition" (Gadamer, 1989, p. 293). Tradition is not simply part of our precondition 

but we both produce, and participate in, the evolution of tradition. 
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The circle of our understanding then has nothing to do with a 

methodological circle, but rather describes the ontological structure of 

understanding. Although the text speaks to us because we belong to it in a 

traditionary sense, understanding proceeds from a recognition of the strangeness 

of a text. "It is [in the tension of] the play between the traditionary text's 

strangeness and familiarity to us, between being a historically intended, 

distanciated object and belonging to a tradition" that the true locus of 

hermeneutics is to be found - in the "in-between" (Gadamer, 1989, p. 295). 

The historical nature of consciousness suggests that we belong as much 

to history as history belongs to us through its shaping of tradition, fore-structures, 

and language by which we are constituted. Fore-structures, or 'prejudices' as 

Gadamer refers to them, are not understood as a liability, but as the very 

principle of our understanding. "We understand and strive for truth because we 

are led on by expectations of meaning" (Grondin, 1994, p.111). Interpretation 

brings the fore-structure of understanding to transparency. Such transparency 

allows the possibility of understanding the text as something that is different. 

Thus in every correct interpretation the very first task must be to become 
reflectively conscious of one's own fore-structure of understanding . .. . to 
make our own situation transparent so that we can appreciate precisely 
the otherness and alterity of the text - that is without allowing our 
unelucidated prejudices to dominate the text unwittingly and so conceal 
what is proper to it. (Grondin, 1994, p. 96, 97) 

The hermeneutic circle contains the notion of a fusion of historical and 

present horizons out of which something new and alive emerges. 
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Understanding as Self-understanding 

Understanding is always self-understanding and inextricably linked to 

application. Because the logic of hermeneutics proceeds as a dialectic of 

question and answer, understanding always relates to questions that have been 

put to us in the text and of which we in turn have asked questions out of the 

particularities of our own situation. "The one who hears is not just the one who is 

addressed, but the one who cannot not hear, in contrast to the one who sees 

who can look away from what is seen" (Risser, 1997, p.76). Gadamer goes 

further in saying "it is not just that he who hears is also addressed, but also he 

who is addressed must hear whether he wants to or not (Gadamer, 1989, p. 

462). The event of understanding with which we participate has the character of 

something that is undergone, a trial , through which we are transformed, whether 

we want to or not. We become "experienced" in the process, a process that may 

be painful and requires that we risk what we understood and were before, so that 

we can understand differently. 

Implications for the Hermeneut 

In a very real sense, the 'choice' of a topic in a hermeneutic inquiry is less 

about the researcher choosing it than it is about being chosen. Understanding is 

motivated by the questions that we hear and hearing comes out of the historicity 

of being - the ways in which I am implicated in my topic, complicit with it. As one 

who chooses, and is chosen by, hermeneutics as a way of informing a study, I 

must be prepared to live with a certain risk. Proceeding implies the expectation of 

being transformed in the process of dialogue with the topic. In genuine dialogue, 
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there is the possibility of being corrected as "our own prejudice is properly 

brought into play by being put at risk" (Gadamer, 1989, p. 299). To understand 

differently then is to undergo trial oneself as previous understandings are 

challenged and shifted, a sometimes uncomfortable and confusing experience. 

Living with the uncertainty and fluidity that comes from keeping a topic open is 

difficult and hermeneuts must be prepared for such experiences. 

Interpreters who purport to draw on Gadamer's philosophical 

hermeneutics to guide their inquiry are faced with the fact that there is no 

"method" per se for proceeding. The topic itself is understood as having 

something to say about how I might proceed, and is, therefore, worked out in the 

course of the study. However, this does not mean there is nothing at all to say 

about how to begin. 

The hermeneutical conversation begins when the interpreter genuinely 
opens himself to the text by listening to it and allowing it to assert its 
viewpoint. It is precisely in confronting the otherness of the text - in 
hearing its challenging viewpoint - and not in preliminary methodological 
self-purgations, that the reader's own prejudices (i.e., his present 
horizons) are thrown into relief and thus come to critical self
consciousness. (Linge, in Gadamer, 1976, p. xx-xxi) 

The interpreter, therefore, does not attempt to "bracket out" their 

prejudices as in a phenomenological study, but rather brings them to bear on the 

topic at hand. One attempts to illuminate prejudices, to put them "in play", 

knowing that transparency of prejudice allows the text to speak all the more 

clearly. An interpretive inquiry has the character of moving between the whole 

and the parts, between prejudice and the strangeness of the text, between the 
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historically situated interpreter and the historically situated text, in such a way 

that different understandings arrive. 

The Scholarly Integrity of Hermeneutic Inquiry 

The results of inquiries have ethical implications for the ways in which we 

conduct ourselves in our practices. As such, we are obligated to address the 

scholarly integrity of any inquiry. However, "the very idea of a definitive 

interpretation seems to be intrinsically contradictory. Interpretation is always on 

the way" (Gadamer, 1981, p.1 05). Within interpretive inquiry, issues of integrity 

often become tangled in the assumptions of the dominant discourse of science, 

that which is informed by empiricism (Ceci , Limacher, & McLeod, 2002). What is 

often invisible in such discourses are the issues of power that determine the 

language that is considered to be 'scholarly'. At the heart of this discussion are 

assumptions about the nature of truth and the challenges inherent in attempting 

to account for the integrity of interpretive inquiries. 

Truth 

Understandings of truth are fundamentally different between the natural 

sciences and the human sciences. The natural sciences assume that the subject 

I is not part of the object. The problem becomes, then, how to speak of the object 

in some way that represents (or corresponds to) truth. Only if I begin with the 

separation of subject and object, however, do I need to figure out how to 

represent the truth of reality "out there". Demonstrating the rigor with which I 

have applied particular rules of procedure that are deSigned to measure a 
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particular "object" is often sufficient to justify that my claims to knowledge are 

warrantable. 

The human sciences, however, make a different assumption, that is, 

before we begin to theorize the world into subjects and objects, we already have 

a lived experience of the world. The world, in other words, is not "out there" but 

rather human beings are in the world in deeply connected, situated and 

implicated ways (Haraway, 1988; Lather, 1993; Lennon & Whitford, 1994; 

Tanesini , 1999). Gadamer (1989) suggested that we cannot set aside our lived 

experience of the world in order to understand the world "objectively" ; we can 

never get behind being already in the world. 

Truth , from the perspective of hermeneutics, is more congruent with the 

idea of aletheia, understood in several senses (David Jardine, personal 

communication, October 23, 2000). The etymology of aletheia is a (not) /ethia 

(dead). Aletheia then has to do with making something alive, to enliven it, to 

cause it to arise, or to provoke it. Truth is the awakening of something that was 

dead; it is an event. Something is called to task or provoked, commanded to give 

answer to a particular case in the world . The second sense of aletheia is to open 

something that was closed. A closed case is opened again as to what else it 

might mean. Not what it actually or factually means but what it might mean. The 

territory becomes open and questionable territory in which many things become 

possible. In such territory, the possibility exists that something more useful or 

fruitful will reveal itself. In Roman mythology, Lethe was a river of forgetfulness. 

Aletheia, then, means to remember what is forgotten, to illuminate or unconceal 
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what was shadowed or hidden. At the centre of this notion is that while there is 

an opening, a revealing of something eventful, there is also a closing, a 

shadowing. Every remembering is also a forgetting. Hermeneutics is interested in 

the "individual case" (Jardine, 1992/1998), and the character of the case is such 

that it forces us to wake up and re-member what we have forgotten. 

Truth often arrives in story, poetry, or in metaphor. It has the character of 

an event of re-membering, an experience filled with possibilities and multivocity. 

If one measures the truth of a particular knowledge claim by the natural scientific 

concept of knowledge (which corresponds to the "scientific" concept of reality) , 

one misses the understanding of truth that is appropriate to human beings and 

the things that concern them (Gadamer, 1989). The notion that there is an 

absolute truth, as suggested by the natural sciences, requires the loss of "any 

sense of itself as interpretive, that is, as constituting only a particular 

interpretation of the world" (Ceci et aI. , 2002, p. 715), a forgetting of the historico

temporality of existence. 

Trustworthiness 

If the quality of a hemeneutic inquiry cannot be judged by adherence to 

universal rules of method, how can it be judged? Is there not some way to justify 

one's account or does anything go? Madison (1988) argued that a viable 

hermeneutics must be prepared to respond to the question of which 

interpretation is more credible when two disagree on the same text and 

suggested that hermeneutics as a practice embodies principles (not rules) for 
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doing that. These principles rest more on the logic of persuasive argumentation 

than on the logic of validation that is appropriate to the natural sciences. 

Others (Angen, 2000; Ceci et aI. , 2002; Geanellos, 1998; Koch, 1994, 

1996, 1998; Kvale, 1995; Lather, 1986, 1993; Mischler, 1990; Morse, 1994; 

Morse & Field, 1995; Sandelowski , 1986, 1993, 1994, 1998; Smith, 1984) have 

also grappled with the question of integrity in qualitative research. Both Morse 

and Field (1995) and Sandelowski (1986) argue that the notion of trustworthiness 

may be more appropriate to qualitative studies than the notions of validity and 

reliability. These authors put forward Lincoln and Guba's (1985) criteria for 

trustworthiness (credibility, applicability, consistency, and confirmability) as 

useful. However, in later writing, Sandelowski (1993) argued that "rigor is less 

about adherence to the letter of rules and procedures than it is about fidelity to 

the spirit of qualitative work ... . validation is less a technical problem than a 

deeply theoretical one" (p. 2) . 

Several authors (Benner, 1994a; Koch, 1994; Morse & Field, 1995) have 

argued that integrity is strengthened through the creation of an "audit trail" in 

which the researcher records notes related to his or her prejudices, decisions, 

thoughts and interpretations. An audit trail should allow the reader to follow the 

researcher's thinking and thereby contribute to the credibility of the study. While I 

did generate an audit trail for this study in the form of field notes, memos and 

drafts, I am not convinced that such a trail really does strengthen integrity. In my 

experience the thinking and decisional processes were far less defined and linear 

than the notion of a trail implies. I could not say, in many cases, at which point I 
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made particular decisions and suggest that it is unlikely the reader could find that 

in my notes either. Part of the resolution of this issue for me is to suggest that 

while an audit trail is useful in some senses it is not the only, nor even the 

primary, answer to the question of integrity. Ultimately the data (in this study in 

the form of transcripts around which the interpretation is written) should be 

congruent in some compell ing fashion with the interpretation; the reader should 

see that the interpretation makes sense, is convincing and believable. A good 

interpretation should also, obviously, extend understanding in some way and 

open up possibilities. In the case of this study, possibilities for practice. 

The desire for some criteria, some elevated ground on which one can 

stand to judge a study's trustworthiness or to adjud icate between competing 

accounts, is understandable. Researchers have an obligation to ensure their 

interpretations are sound, given that interpretive understandings influence (one 

hopes) nurses and, by extension, their practice. However, many of the attempts 

to address this issue reflect the continuing influence of empiricism in our 

language, in the words that are available to us to speak about issues of rigor 

and even in what it is that we can know about a topic (Ceci et aI" 2002). While 

many of the criteria put forward by the previously cited authors offer some 

direction, ultimately the search for criteria of val idation is incongruent with the 

philosophical assumptions of the ambiguity and multivocity that is part of our 

inheritance as historically constituted beings. Any validation is a socially 

constructed, historically situated process (Geanellos, 1998; Lather, 1986, 1993, 

Mishler, 1990; Sandelowski, 1998; Smith, 1984). As such, the community 
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of scholars who are experienced in a given topic area may be the ones to judge 

the value of a particular inquiry. While there may not be rules, there are better 

ways to conduct oneself in relation to an interpretive inquiry, ways that remain 

faithful to the philosophical assumptions of hermeneutics (Gadamer, 1976, 

1989) and reflect the scholarliness of the work. 

The practice of hermeneutics, like the practice of nursing, requires that the 

practitioner embrace the practice with a certain humility. A hermeneutic inquiry is 

always personal , shaped by the obligations that address the inquirer. Ultimately, 

such an inquiry is about responding to something that I cannot refuse, something 

that has a claim on me, and from which I cannot turn away. 

The Context for this Inquiry 

The context of practice for this inquiry is the Family Nursing Unit (FNU) 

(Wright et aI., 1996), an outpatient clinic for families experiencing serious health 

problems, at the Faculty of Nursing, University of Calgary. In addition to clinical 

care, the mandate of the FNU includes education of graduate students (Master's 

and doctoral) in family systems nursing and cl inical research . The nursing 

practice at the FNU is informed by the Illness Beliefs Model (IBM) (Wright et aI. , 

1996) and the Calgary Family Assessment Model (Wright & Leahey, 2000). 

These models assume the biopsychosocial-spiritual nature of human beings and 

are concerned with the reciprocal relationship between the family and the illness 

as well as the influence of larger systems. Illness beliefs are understood to be at 

the heart of the matter in possibilities for both suffering and healing. A bel ief is 

understood to be a persisting set of premises about what is taken to be true and 
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may either facilitate or constrain healing. Facilitating beliefs are distinguished, 

highlighted and strengthened. Constraining beliefs are also highlighted and, 

through a variety of micromoves, may be perturbed in such a way that space is 

created for new beliefs that may ease suffering. Spiritual and religious beliefs are 

some of the more powerful beliefs that persons hold and, therefore, may be 

particularly significant in either contributing to, or alleviating suffering (Wright, 

1999). 

The IBM conceptualizes illness as a family affair and understands that 

every family member is affected to some degree by an illness. While individuals 

may hold their own understandings, the family as a whole also holds shared 

understandings that are locatable culturally and socially. In some senses 

spirituality may be understood as an individual phenomenon, with each individual 

holding their own meanings and experiences. In addition, however, spirituality is 

understood as something that is also shared through stories, rituals, and 

significant experiences (Walsh, 1999). 

Families either self-refer to the FNU or are referred by a health 

professional. A student (either Master's or doctoral) is assigned to follow the 

family and an initial appointment is scheduled by the unit secretary. A faculty 

member using a one-way mirror and telephone supervises all clinical sessions 

conducted by students. Other students observe the session with the supervisor. 

Drawing on the work of the Milan team (Tomm, 1984), the process of the 

family sessions is organized in five parts. The student prepares and presents a 

pre-session to her faculty supervisor and fellow students (the team) during which 
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relevant literature and the concerns of the family are discussed. The student 

clinician (hereafter called the "clinician") is assisted in developing a tentative plan 

for the session. The family meets with the clinician while the faculty supervisor 

and the other students (the "team") observe. As appropriate, the faculty 

supervisor may telephone the clinician to offer ideas or questions, which are then 

presented to the family. Near the end of the session the opportunity to hear ideas 

from the team is offered to the family. If they are interested, the team and family 

trade places. The team goes into the interview room and shares their reflections 

with the family who observes behind a one-way mirror. After the reflecting team 

leaves the room, the family returns and comments on their experiences of 

hearing from the team. Following the family session, the team gathers again to 

debrief in a post-session. The family sessions as well as the pre and post 

session discussions are videotaped with the family's written informed consent. 

This five part approach (pre session, therapeutic conversation with the 

family, reflecting team, a closing conversation with the family, and post session) 

has particular benefits. Reflecting teams (Anderson, 1987, 1991, 1995) provide 

the family an opportunity to hear a number of different points of view about their 

concerns and strengths. This "ecology of ideas" (Bateson, 1972) embeds the 

notion that there are multiple ways of understanding a family's situation and 

multiple possibilities for healing. Families repeatedly identify that the reflections 

offered by the team are the most interesting part of the session for them. A 

secondary benefit is the way in which using reflecting teams enrich student 
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learning. They, like the family, are invited into the view that there are always 

multiple possibilities that can be distinguished in language. 

The work of the Chilean theoretical biologists Maturana and Varela (1992) 

is a significant influence in the IBM. Their research explored the biology of 

perception and cognition and found that sensory data goes through 

transformation as it is received. How it is transformed is determined by genetics 

and the history of interactions individuals experience in their lives. Their findings 

support the belief that we have no direct access to the world around us but can 

only know and see what we are biologically determined to know and see. What 

we consider to be reality, the world that we live in, is one that is brought forth in 

language. Human beings do not, however, function as "biological isolation 

booths" (Hoffman, 1990, p. 3) but rather are plastic and malleable, responsive to 

their environment. 

Maturana's theory is congruent with postmodern ideas that reality does 

not exist as an independent, objective "truth" but rather is brought forth and 

distinguished in communities through language. These ideas influence the 

nursing care at the FNU in a variety of ways. Such understandings invite 

clinicians to be continuously curious, respectful , and open to multiple 

interpretations of both problems and solutions. It also invites a belief in the 

possibility that change and healing can be brought forth in language. As meaning 

shifts, new worlds are brought forth . 
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Study Procedures 

The primary data for this study were videotapes of clinical nursing practice 

with families seen at the FNU between 1998 and 2001. Study families were 

selected in consultation with the Director of the FNU. The role of the Director was 

to assist in identifying families for whom therapeutic conversations included 

spiritual concerns or issues, either explicitly or implicitly. The final sample was 3 

families who were seen for a total of 12 sessions. A fourth family was invited but 

declined to participate. Each of the 3 families had originally agreed that their 

clinical work might be included in future research studies. However, for the 

purposes of this study, I met with each family, explained the study in detail and 

obtained an additional informed consent (Appendix A). 

In addition to the videotapes of the therapeutic work, additional data 

included an audiotaped interview with each family and one of the clinicians. Like 

the families , the clinicians had signed a general consent to include their clinical 

work in research at the FNU. However, efforts were made to obtain an additional 

consent for this study (Appendix B). Of the 3 clinicians that might be included in 

this study, two signed the additional consents while the third could not be 

located. One of the two clinicians that gave consent, later could not be reached 

and, therefore, was not interviewed. 

The Study Participants 

The study families were different from each other with regard to the issue 

or concern that brought them to the FNU, but not different with regard to the 

kinds of issues that are commonly addressed at the FNU. Two families were 
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dealing with devastating physical illness and one family with grief. All three of the 

families would describe themselves as having strong spiritual beliefs but only one 

had formal religious affiliations at the time of the FNU visits. Details about each 

family are described below, using pseudonyms assigned for this study. 

Family #1: Walter and Sharon Murray attended 4 sessions at the FNU, 

one of which included their 10-year-old son Joel. Joel had been diagnosed with a 

benign brain tumor (that was anything but benign) a few years prior to the first 

family session and had undergone several surgeries and radiotherapy for the 

tumor. Walter had also been diagnosed with cerebellar ataxia, a degenerative 

and life-shortening neurological disorder. Sharon initiated the contact with the 

FNU. Both she and Walter wanted help to deal with Joel's behavioral difficulties. 

Sharon also wanted help for herself. She was the primary caregiver for two ill 

family members and very conscious of the fact that neither her husband, nor her 

son, was likely to live a normal life span. Sharon struggled to know how to help 

them and herself. 

Sharon agreed to an abbreviated (15 minutes was the time limit) research 

interview with me. At the time that we spoke Joel had just been discharged from 

hospital and Walter's health was much worse than when they had been seen in 

the FNU. Sharon was interested in participating but found it difficult to spare the 

time for a full interview. The clinician was a Master's student. Unfortunately, I was 

not able to locate her to invite her participation. Two faculty members, namely 

Drs. Dianne Tapp and Lorraine M. Wright, supervised the clinical work. 
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Family #2: The Lawson family included Diane and her two adult children, 

Heather, 23 years old and Andrew, 21 years. They came to the FNU at Diane's 

initiation for help in dealing with their grief after the deaths of first their brother 

Michael, who died in a traffic accident, and then the death of their father/husband 

Ben. Ben died suddenly of a heart attack one year after Michael 's death and 9 

months prior to their first visit at the FNU. The family attended 3 sessions at the 

FNU with a doctoral student as the clinician. 

My interview with Diane lasted about an hour. Both Heather and Andrew 

declined to participate. Dr. Nancy Moules, the student clinician at the time who 

saw the family, was also interviewed for this research. Dr. Lorraine M. Wright 

supervised the clinical work. 

Family #3: The third family included Jim and Susan Cavenaugh, a couple 

in their early 50's. Jim had been diagnosed and treated for leukemia and had 

also suffered a stroke (a complication of the chemotherapy) , leaving him with 

neurological deficits. They came to the FNU on referral from their family doctor 

for help with Jim's sadness/ depression. They attended 5 sessions, two of which 

included their young adult sons. Both Jim and Susan participated in the research 

interview with me and our conversation lasted about an hour. The cl inician was a 

second year Master's student who initially agreed to participate in the research 

but later could not be located. The faculty supervisor was Dr. Lorraine M. Wright. 

The Research Interviews 

The research interviews were conducted after the videotapes of the 

cl inical work had been transcribed and I had begun the interpretive writing in the 
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form of memos. My intention was to conduct very open-ended interviews (Kvale, 

1995) with both the families and the clinicians. All of the interviews were done by 

telephone (in Jim and Susan's case, telephone extensions were used so they 

could participate together) and began with a reminder about the topic of my 

research ("You will remember that I am interested in studying spiritual care 

practices in family nursing"). I then went on to say that I would like to begin the 

conversation by hearing about what was most important to them about their 

sessions at the FNU (or the nursing care of this family in the case of the 

clinician). I was curious to hear if some of the things I was seeing and hearing in 

the videotapes would be reflected in the research interview also. If spiritual ity did 

not come up (it did not explicitly in two cases, but did in the third) , I asked if they 

considered that their spiritual bel iefs and concerns were addressed in the 

therapeutic work. I also asked them to talk about what the nurses did that opened 

the door to such conversations. 

For two of the families , the language of spirituality was not used until I 

raised it as a specific topic. In both cases the families said they were not at all 

surprised that their spiritual concerns were addressed in the conversations with 

the nurse. As far as they were concerned, they could not have a conversation 

about themselves or their lives without it involving spirituality. Spirituality was 

very much about the way they lived their lives as opposed to being something 

separate and distinct. However, although they didn't label it as such, at least 

initially, they did talk about aspects of the care that I understand to be spiritually 

respectful or caring. 
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Data Generation and the Process of Interpretive Writing 

In interpretive work, the investigator is seen as participating in generating 

data, not simply analyzing the data that is given (Koch, 1996). The investigator 

generates data by engaging in dialogue with the text, selecting salient aspects 

from the text, asking questions of it, writing thoughts and reflections, and 

engaging in conversations with others about the text. All of these aspects of data 

generation are understood to contribute to rich and varied understandings. 

The interpretative work in this inquiry proceeded initially with careful and 

repeated reviews of the videotapes of the therapeutic work of each family several 

times. For the first two families, the majority of the videotapes were then 

completely transcribed. By the time I was working intensely with the videotapes 

of the third family, the segments of conversation that might be considered to be 

about the spiritual (either explicitly or implicitly) were much more apparent to me. 

It was unnecessary at this point to transcribe entire sessions and I transcribed 

only salient segments of each session. I became aware that my own spiritual 

literacy was developing. I took notes throughout the videotape reviews, using 

these to guide my initial writing and ongoing reading of other literature. I also 

entered questions and brief notes directly into the transcripts at times in order not 

to lose ideas that emerged during the transcribing. 

The audiotapes of the interviews with the families and the clinician were 

also reviewed several times and segments that were most salient were 

transcribed. The transcriptions were then reviewed numerous times, with note

taking occurring simultaneously as with the videotapes. 
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Transcripts were carefully read and re-read in their entirety with 

interpretive writing occurring initially in the form of memos. I worked initially with 

the data from one family before moving on to the next. The research interview 

transcripts were also read and re-read, but because the interviews were 

conducted a little later in the process, I initially worked just with the clinical 

session transcripts. 

The writing had a continuous circular character, both within one family's 

transcripts and then back and forth among the families. Salient events, or 

instances when spirituality seemed to show up, led to more re-reading of the data 

and interpretive memo writing in an attempt to see what might become of an 

interpretive conjecture. I also began to read other literature that might illuminate 

my initial interpretations. Once the interpretive writing began, each subsequent 

piece of writing influenced previous writing as the new piece was read backwards 

into the previous piece. In this way there was continuous backward and forward 

movement within the interpretation, among the parts and the whole, with each 

influencing the other. 

A scholarly interpretation is not final, but rather one that keeps the topic 

open and fluid , allowing the possibility of returning to interpret again as we are 

addressed by the next instance (Jardine, 1992/1998). Hermeneutics attempts to 

open up topics, to understand differently in such a way that life can go on and a 

scholarly account must reflect new meanings, en-l ivening a topic that has been 

cold and lifeless. To do so, the interpretive writer must write in such a way that 

the reader can see something of themselves and their lives in the account. 
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Writing must be persuasive, since "the subject matter appears truly significant 

only when it is properly portrayed for us" (Gadamer, 1989, p. 284). Congruent 

with the notion that understandings are always changing, the writing should invite 

the reader to a dialogue, opening the topic to more questions. 

Interpretive research attempts to bring to light, to make visible, something 

of the lifeworld. Language must be used in order to do so, creating both 

possibilities and limitations. Spirituality has to do with the mysterious and the 

writing that attempts to illuminate spirituality and spiritual care practices must 

respect something of that mystery. The writing must not make spirituality into an 

flattened two-dimensional object but must open space for poetic imagination. 

Interpretive writing must also be strong, in order that the topic can be 

seen. It should challenge our thinking about something in such a way that we find 

ourselves looking afresh at it, seeing something new and meaningful. While the 

writing must remain close to the text, it should also open up that text in new 

ways, allowing both new understandings and more questions. 

Ethical Considerations 

This study received ethical approval from the Conjoint Health Research 

Board of the University of Calgary. In the writing of my thesis I have assigned 

pseudonyms to each family and family member to ensure confidentiality. Other 

potentially identifying details were altered in the study text to protect anonymity. 

Dubbed videotapes of family sessions have been stored in a locked cabinet. Key 

segments of videotapes may be kept for dissemination purposes, with the 
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family's knowledge and permission. Other videotapes will be erased at the 

conclusion of the study. 
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Chapter Four: Living the As-Yet-Unanswered 

What does it mean to families that they ask questions that, as yet, have no 

answers? What does it mean to healthcare professionals when they struggle with 

answers to the question: "What can I do to get better or to survive?" Is the 

absence of answers a sign that "nothing can be done"? Is not having an answer 

a sign of failure? How do we live with such questions? 

The Murray family, Sharon, Walter and their 10-year-old son Joel, 

attended 4 sessions at the FNU with a Master's student as the primary clinician. 

In the first session they shared with the nurse their struggle to live with Joel 's 

brain tumor and Walter's degenerative brain disease, diagnosed within a few 

years of each other. They are devastated by the loss of their lives as they once 

were. They struggle with the responses of their physicians and counselors who 

. are unable to offer any answers for Joel 's unhappiness and behavioral 

difficulties, or for Sharon's question about how she will go on when both her 

husband and son die. They have not yet found any answer or meaning to their 

suffering, or at least none that they can live with. 

Suffering may be understood as a family phenomenon, shaped by family 

stories and experiences. Suffering is also an individual phenomenon, lived 

differently by each member of a family. Families sometimes identify that one, or 

another, family member is suffering more than others. In this family, Sharon was 

identified as suffering the most. They are a religious family, firmly connected to a 

conservative Christian faith community, information that the nurse discovers as 

she constructs a genogram and inquires about meaningful relationships. Opening 
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space for the spiritual aspects of life is an established practice at the FNU, 

influenced by the IBM and the faculty supervisors, whose own beliefs embody 

acknowledgement of spiritual and religious beliefs as some of the most powerful 

beliefs families hold. Such beliefs are understood to shape illness experiences, 

both suffering and healing. Even the absence of firmly held beliefs are 

understood to be influential. An exploration of these beliefs are, therefore, 

included in the initial conversation. As one student clinician (Dr. Nancy Moules) 

noted: "I would have asked that family about their religious beliefs anyway, but I 

was particularly conscious of going there because I knew it was an expectation." 

Holding such an expectation invites students to create an opportunity for all 

families to comment on their spiritual beliefs and, therefore, spirituality often 

enters into the therapeutic conversation from the very beginning. 

Gathering and Calling Forth: Stories of Illness and Faith 

The making of a life is similar to the making of a text. We live by reading our own 
stories. We read by recall and imagination. A sacred text is made up by making 

up what is felt to be already there, just like a life. A sacred text is an impression in 
stone, or imagination filling up the maker of the space. (Sexson, 1992, p. 28) 

In the first interview with Sharon and Walter, their suffering is palpable as 

the nurse invites them to tell their stories of illness, a beginning place for most 

families at the FNU. Sharon and Walter choose to begin talking about Joel 's 

illness and share the sense of responsibility they feel in making decisions and 

giving consent for his medical treatment, including several surgeries, some of 

which have had devastating outcomes. Although Sharon has done her best to 

research the illness and ask "all the right questions", the information they have 
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gathered has not been enough to prepare them for Joel's life after surgery. They 

are aware that the people they had looked to for answers, the physicians and 

counselors, have been unable to provide them. Despite their best efforts, they 

believe the decisions they have made as Joel's parents have not resulted in the 

hoped for outcomes and indeed have created outcomes that are profoundly 

challenging for them as a family. Sharon has begun to cry. 

Nurse: Walter were you aware that Sharon was feeling some of these 
feelings - that she felt so much responsibility? 

Walter: I don't recall myself being aware of it - that she felt like she - there 
was something she could have done. 

Nurse: So when you see her teary, what are you thinking? 

Walter: Well I guess I think of my own feelings, which come a little later. 

Nurse: Which were? 

Walter: When it came to the second surgery in which they were going to 
remove the tumor. See the first surgery just drained the cyst of the tumor 
and it was just a matter of putting in a catheter, draining the cyst and 
collapsing the tumor and then that was it for the first surgery and he was 
great after that. (Joel is hugging Mom who is still crying) . Quite a few 
things about him changed. He was better at eating of course, no more 
headaches and just some different aspects like that. We remarked to each 
other that if we could take him just the way he is we would but they had 
scheduled a second surgery and us not knowing anything we just go 
ahead with it. 

Nurse: With the second surgery. 

Walter: The second surgery did all the damage. So if I had it to do over 
again I probably wouldn't do the second surgery. 

Nurse: So what was the difference, what happened after the second 
surgery? 

Walter: Well his hypothalamus was knocked out which controls a lot of the 
hormonal things so they said he'll be on hormonal replacements - we have 
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replacement for all these. Well it sounded simple when they say that but 
you know when you live it it's not that simp/e. But even stuff that they said 
was going to happen, I don't think you can realize 

Sharon: What it all entails 

Walter: what it means. What do you think? 

Sharon: But it was like he was a different boy coming out of surgery. We 
noticed it right away. If we have to do it again [surgery] they're telling us 
that things could be different again and we can't lose any more. 

The struggle to learn to live not only with the fallout of the surgery on their 

lives, but also with their own complicity in allowing the surgery is evident. They 

began with a trust in the physicians and accepted their guidance but later realize 

that it is they, not the physicians, who are making the choices for Joel ; in some 

ways these are choices that are made alone. Walter's statement of "us not 

knowing anything we just go ahead with it" reflect the burden of "not knowing" 

and the responsibility they feel for these decisions. Their loneliness in this seems 

to contribute to their suffering. The difference between the medical narrative and 

the illness narrative is also clear. There is no doubt that they were advised of the 

risks of the surgery and the need for hormonal replacement but "when you live it, 

it's not that simp/e". 

Trying to find a way to live with circumstances that are decidedly "not 

simple", particularly in the absence of answers about how to do so, creates a 

certain suffering and a search for meaning. This family asked questions, seeking 

explanations about why this has happened to them and what they could do to live 

with it. Awaiting a satisfactory answer, or becoming satisfied that there is no 

answer, is a difficult process, for both nurse and family. 
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As might be expected with a religious family there are religious answers, 

though even they don't always satisfy. The loss of a cohesive story, a family 

identity, and Sharon's efforts to make sense out of this, become evident in the 

interaction between the nurse and the family. 

Nurse: How do you make sense that your family is experiencing this? 

Sharon: I can't. And I find that really hard. You know you go through your 
whole life thinking that you have a certain amount of control over your life. 
And you plan for the future. You plan for retirement and you plan for your 
dreams for your kids. You have hopes for your marriage. You know, where 
are you going to be in 10 years? Where are you going to be in 20 years? 
You think all about that and you plan. You do things in accordance to 
those hopes and dreams and plans and yet within an instant that's gone. 
All of it is gone. In a period of 3 years it's gone. No matter how I tried to 
get control or how I planned for the future, everything is gone. 

Nurse: Have you been able to make any sense out of the situation that 
you find yourself in? 

Sharon: No. 

Nurse: Why your family is challenged this way? 

Sharon: Well I think it's either one of two things. As much as I hate both of 
these thoughts, it's either that we're being put to the test like Job was or 
that we have done something to deserve this. It's one or the other. I mean 
it's one or the other. And if I'm being tested like Job, I hope I can prove 
myself. I'm not sure that I can. 

Nurse: Do you lean more towards one than the other? 

Sharon: No. I just try and understand it. Try and see you know how things 
can get so out of control. 

Nurse: And what have you told yourself? 

Sharon: I don't understand it. 

Nurse: You don't understand it. Walter how do you make sense of your 
illness and Joel's illness in your lives? 



76 

Walter: Well I guess I'm more simplistic about it. I just think these things 
happen. 

Nurse: OK 

Sharon: And when he says that I find that very comforting. But I can't think 
- I can't - I can't think simply. And there are times when Walter's logic and 
his way of saying that's the way it is I find amazing. I mean I just get so 
much out of it and it's comforting but I can't do it. 

Walter and Sharon share a faith but they do not share the same 

interpretations of that faith . Sharon wonders if she is being tested by Job, and 

expresses hope that she can "prove" herself to God. The story of Job in the Holy 

Bible is an emblematic story of suffering that many Christians turn to in attempting 

to find meaning in their own suffering (The Holy Bible, New International VerSion, 

NIV). As the story goes, Job is terribly afflicted with all manner of suffering through 

no fault of his own in an apparent "test" of his faith negotiated between God and 

Satan. Initially Job's friends and family support him and weep with him. As time 

goes on, however, they begin to wonder what Job has done to provoke God that 

God would allow such devastation in his life. They begin to blame Job for the 

trouble that has befallen him. Others tell him to curse God. Job's faith is steadfast, 

however, and he does not turn away from God, though he certainly questions 

God. No answers seem to be forthcoming and in time God restored Job's health, 

family, and life. While the story is problematic in many ways, inviting more 

questions than it answers, Christians often interpret the book of Job as a "test of 

faith" story. That Sharon would refer to the story of Job when asked for her own 

explanations for what is happening in their lives reveals the ways in which some 

Christians draw on faith stories when attempting to find meaning. 
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In contrast to Sharon, however, Walter sees things much more simply as: 

"These things happen". The nurse, here, pursued their explanations, knowing that 

most people have thought about explanations for the unanswerable "why", and 

knowing perhaps that families with clear religious faith often have religious 

explanations. Such explanations may be comforting or not. She asks three times. 

In the process, both Walter and Sharon are invited to make their explanations 

visible, to give them shape in language. The contrast in the interpretations of faith 

is immediately apparent. Sharon is not able to fully appropriate Walter's more 

comforting belief but she considers it, possibly not for the first time. In this way of 

questioning, the nurse carefully gathers and holds the tension in Sharon's 

explanations and between Walter and Sharon's differences. She doesn't attempt 

to ease or resolve this tension , knowing perhaps that it is not resolvable. In so 

doing a clearing is created - a clearing that is open to consider possibilities. 

Prophets are often thought to be the people who connect us with the past. 
The Old Testament speaks of many prophets who reminded Israel of their 
covenant, their identity, their past. Many think of prophets as futuristic, 
speaking of the tomorrow for a religion, an institution, or an individual. 
Prophets use the messages of the past, and can point to the future, but 
are messengers of the present. What does a person's belief system have 
to say to the "now" in their story? That is the work of a prophet. (Gilbert, 
2000, p. 24) 

Gilbert, a chaplain , suggested that clergy might be prophetic in their 

interpretation of stories of a faith for the "now" . The nurse here served a prophetic 

function in the questions she asked. Illness offers opportunities, or creates a 

demand, for families to appropriate religious teachings in new ways. The global 

and distant wisdom of the ages contained in religious writings challenge us to re
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interpret these in light of the intimate particulars of now. By pressing for 

explanations, the nurse helped family members to speak their faith stories and 

beliefs in such a way that possible alternative interpretations could enter into the 

conversation among them. Traditional texts may be "an occasion of address" 

(Haugen, 1999, p. 2) for those gathered to read them. Inviting a dialogue about 

the meaning of these pushes against a tradition of a singular "true" interpretation. 

The family themselves open up the possibility for re-interpretation , or at least an 

acknowledgement that the "answer" is not simple, or clear. The "clear" answer is 

often the closed answer, an answer that is "finished" . 

Questions themselves have a healing power when they are shared. An 
answer is an invitation to stop thinking about something, to stop 
wondering. Life has no such stopping places, life is a process whose 
every event is connected to the moment that just went by. An unanswered 
question is a fine traveling companion. It sharpens your eye for the road. 
(Remen, 1996, p. 293) 

If answers are comforting , if they bring healing, that of course may be 

helpful. But when an answer is not comforting , as the possible answers Sharon 

had considered were not, holding unanswered questions may "sharpen your eye 

for the road". Holding questions, inviting even more possibilities and distinctions 

through the questions the nurse asked, seems to introduce some space, a 

clearing, in which more hope is held. Beneath the surface are infinite possibilities 

for religious texts to speak differently for now. 

Telling the illness story is identified in the IBM as a basic process in 

therapeutic conversations that helps the clinician to "engage" with a family (to 

come to know them, and they her, as well as the work at hand) and to identify 
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embedded illness beliefs. However, the notion of storytelling and listening may 

also contribute to spiritual healing in and of itself. 

Spirituality involves the ability to think beyond, or transcend, this time and 

place (Morgan, 2002). It is often thought of as an individual phenomenon, yet has 

always involved community. Storytelling is polyphonic as different members of a 

family name and shape the meaning of their experiences and their lives. Stories 

create community within which voices are shared and joined, allowing for both 

continuity and change (Roberts, 1994). Listener and teller join in a dialogue that 

changes shape with each telling, calling forth new stories and meanings as each 

person's position in the story (teller, listener) and perspective shifts. Native 

peoples do not write their traditions, knowing the power of the oral tradition . 

No, you don't write anything down. You don't write down your traditions
because once you write it down it's structured one way now - and that is 
the way the people know it . . .. [the storyteller] can put things in better 
ways what he means or what it means. That is why you can have a Great 
Law, and some ways that you brighten a people". (Chief Thomas, cited in 
Haugen, 1999, p. 9) 

Written text, Chief Thomas knew, closes meaning, fixes it, in such a way that 

meanings for now cannot arrive. The spiritual truths need to be told in more than 

one way. They need to be told in such a way as to "brighten a people" . 

In the singing of traditional tales, Ong (1981) suggested that 

the singer is not conveying 'information' in our ordinary sense of a 
'pipeline transfer' of data from singer to listener. Basically the singer is 
remembering in a curiously public way - - remembering not a memorized 
text, for there is no such thing, nor any verbatim succession of words, but 
the themes and formulas that he has heard other singers sing. He 
remembers these always differently, as rhapsodized or stitched together in 
his own way on this particular occasion for this particular audience .... 
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The song is the result of interaction between him, his audience, and his 
memories of songs sung. (p. 17-18) 

The telling of illness and faith stories opens possibilities for memories to be re

membered in new ways - as "rhapsodized or stitched together" for this time and 

for this place, to brighten a people, to bring hope for other possibilities. The 

arrival of a possibility may not be as important as the hope for infinite possibilities 

that may brighten a life. 

Spirituality calls for an openness to the sacred embodied in the stories of 

our everyday lives, stories that are not called forth without thought and invitation. 

The nurse invited these stories, not only to understand a family's experiences and 

struggles, their beliefs about illness and life, but also to create a healing 

community within which family memories of illness experiences and meaning are 

retrieved and re-interpreted for now. 

The heart of a family spirituality is captured in the language of "soul", 

reflecting the nature of spirit as both transcendent and immanent. 

The recovery of soul is ... at the same time the retrieval of both the earthy 
and the transcendent in human life. Soul enables us to embody that 
spiritual quest in ordinary, everyday activities like family living ... . The 
sacred work of soul care is therefore art as well as science because it is 
the application of poetics to everyday life . ... what we know about the 
care of soul in its essence is drawn from what the soul does ... Soul is the 
making of meaningful memory. It is soul .. . that expresses meaning and 
making meaning depends on memory". (Anderson, 1999, pp. 158-159) 

"Soul care" calls for art as well as science as family members are invited to tell 

stories that re-member in different ways. Such memories are vessels holding 

spiritual meaning (Brussat & Brussat, 1996). "Memories, removed by two 

generations, are acts of imagination. The story heard and told is a new creation . 
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The event serves as an impetus for memory; and recall makes a new story, 

gradually spinning itself into its transformed existence" (Sexson, 1992, p. 40) . 

Spiritual readings become possible, understanding and meaning invited. 

One of the issues for Sharon and Walter that emerged in the storying of 

illness in the second session, and that carried on in the third, is Joel 's behavior 

and their struggle to both understand and to find solutions to that behavior. 

Sharon vividly describes Joel 's behavior and their own efforts to get help. 

Sharon: It was just that I guess we were thrown into a caregiver position 
that we didn't know how to deal with because all his emotions just went 
nuts and his body temperature - there'd be times that he'd be so cold he'd 
be shivering and his teeth would be chattering and his lips would be blue 
and then a while after he'd be so hot that he'd have to take all his clothes 
off. And he'd be vomiting because his inner body was so hot and you 
couldn't really do anything about that. And then you know there'd be times 
when he'd go right from total anger and pounding on a closet and not 
knowing why he was angry cause I would ask him. And then 3 minutes 
later after that I mean like just turning a switch, he'd go into deep sobbing 
in his room like his whole life was falling apart. And he still didn't know why 
he was crying. He didn't know how to control it and I'd say let's think about 
someth ing else. Let's try. What would you like to do? Can we try and stop 
the crying and he'd say well I'm trying but I can't. And then it would go on 
for a time and again just like a switch he'd be laughing and he didn't know 
what he was laughing about. And this would be a time span of maybe 10 
minutes you know. So we went to counseling about that. That was the 
time we went to see the counselor at the Children's Hospital. We didn't 
know. I mean he was getting up in the night, 3 or 4 times in the night, and 
in two weeks he had put on 10-15 pounds and then his eating was totally 
out of control. Like he would just have this huge, huge meal that could 
even make him sick and an hour later he'd be starving to death. And then 
pain sensation was a really big thing. At that time you couldn't even hug 
him without him screaming and in pain and we didn't understand what we 
could do to help. How did discipline fit in there? What do you allow and 
what don't you allow and what can we control and what can't we control 
and you know vice versa with him. We believe it is our Christian 
responsibility as parents to discipline. But I didn't see how with Joel. It was 
a real hard time. After 2 months we just felt like we were walking on 
eggshells all the time, 24 hours a day. 
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Walter: Yeah 

Nurse: So the two of you were trying during this time - were working 
together and trying to find a way to . . . . 

Sharon: To understand it or to find a solution. 

Nurse: And did you find a solution? 

Sharon: No. And so we went to a counselor in the Oncology Department 
to see if he knew about this and we didn't get a whole lot of help. He 
asked us well what gets you through the hard times? And we said our 
marriage and he just sat there open jawed. And then he said well I think 
you have everything under control. And we're sitting there and thinking OK 
(giggle) so our marriage is good - our life is falling apart around our 
marriage but as long as our marriage was OK - that's what he said. 
You're giving him the best thing you can give him through your marriage. 
And I agreed with that. But that didn't help us live day to day. And so I 
didn't get a whole lot out of that and there wasn't another appointment 
made - like he didn't recommend that we come back. 

Walter: We talked with the doctor, the endocrinologist at the Children's 
Hospital , who deals with this sort of thing and he wasn't a lot of help. He 
said there was nothing he could do about it. 

Sharon: There was no medicine 

Walter: There was no medicine he can have and his weight will keep 
going up and I've never seen it go down and 

Nurse: Did you believe that when they said there's nothing they can do? 

Walter: I don't know if I believed it totally - there must be something. 

The struggle to live with no answers from anyone about how to live with 

Joel 's behavior is evident. Although they are clearly finding themselves without 

answers from the professionals, Walter and Sharon continue to seek their own, 

hoping they will find something to help them make sense of Joel 's behavior and 

find a meaningful response to that behavior for themselves. This search is what 

had primarily led them to seek help at the FNU. The nurse's question: "Did you 
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believe that when they said there's nothing they can do?", helps them to take a 

stand and claim hope as Walter expressed his doubt that there was nothing that 

could be done. In another sense, however, there is no-thing that can change 

what is happening to them. The nurse does not attempt to offer her own ideas 

about what might help. Somehow she knew this was not the place to do so. In 

doing so she holds the question open, refusing to allow it to be suppressed in the 

dominant discourse of health care. 

It is difficult for Sharon and Walter to understand the counselor's response 

to them. Somehow it seems that he was not able to engage with the family around 

the as-yet-unexplained of Joel's behavior and this increased their sense of 

isolation and helplessness. He seemed to understand the strength of their 

marriage, which mirrored Sharon and Walter's understanding as well, but not their 

struggle and suffering with day to day life. Would an understanding of this struggle 

as something "caught up" in conflicts with spiritual beliefs, as having to do with 

meaning of life questions, have changed anything in the help that was offered so 

that it might be more helpful? Did this counselor see this but hesitate to "go there" 

as many health professionals do, defining spiritual questions as not part of his 

professional domain? 

Later in the session, Walter breaks down and sobs while he talks about the 

lack of support, and indeed the condemnation, that they experience from their 

extended family members about Joel 's behavior. Sharon and Walter are talking 

about this in the next session when Sharon tells a story about a time when she 

"lost if', like Walter did. 
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Sharon: I was sobbing probably harder than he was last session and I had 
just fallen apart and it probably lasted about 10 minutes and he was totally 
there for me. He just held me and talked to me about things and we 
shared guilt about our life. The things we were sorry for in this whole 
situation. I mean how much our lives have changed and everything like 
that. The loss is just such a tremendous loss. I can't even express. I mean 
our life is just so . .. I'm not sure how to put it. 

In the inviting of this family's stories of living with the brain tumor, their 

suffering and loss of a familiar and meaningful life is palpable in the struggle 

even to find words to describe what has changed ("I can't even express"). Even 

more evident is their sadness and burden of guilt for contributing to Joel 's 

suffering in the choices they made as parents for his surgery. While the nurse's 

voice is quiet in parts of these interviews, it is seen in the questions she asks that 

call forth , and contribute to, the weaving of the story, a process that helps the 

family find language for some of what has previously been inexpressible. The 

usefulness of this process is heard in Sharon's voice as she comments on her 

witness of her husband's experience, read in his tears. 

Sharon: Yes, Walter hasn't cried about anything since he told me that Joel 
had a brain tumor (4 years earlier) and I didn't really see it that much. It 
wasn't like this. So I see the deepness of his pain. (Walter sobs out loud 
as Sharon says this) . I mean it's good for him and it's good for me and I 
think he's needed to do this for a very long time and he just couldn't. This 
confirms that I was right and I shouldn't have doubted it. We need to do 
more of this together. This is the first time that I've ever in thirty years of 
knowing him have ever seen him break down like that. 

Understanding the telling of stories not as the telling of facts but as a 

performance of meaning in which stories are told differently in each telling, 

depending on the teller and the listener(s) , allows us to understand something 

about the practices of nurses in their efforts to help families. This performance of 
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meaning in which meaning is created during the telling and witnessing 

contributes to the creation of connectedness and community. It helps us to make 

sense out of our lives in such a way that they can go on. The meaning of this 

family's suffering, their burden of guilt, loss, and their confusion is clarified and 

shared through the storytelling and witnessing. Finding language for the 

inexpressible seemed to break down barriers and create connections for Sharon 

and Walter around their pain, and perhaps eased their suffering in and of itself. 

The mystery of how they are to go on, however, to find a life that is meaningful , 

remains an as-yet-unanswerable question. 

Creating a Clearing: Awaiting the Arrival of Future Possibilities 

Gathering stories and holding them with all their tensions, contradictions, 

and questions seems to create open space, or invite a clearing , within which new 

possibilities for living life might show up. Inherent in this practice is a particular 

kind of questioning that makes visible facets of life as lived. Sharon commented 

on her experience of the nursing care she has received at the FNU: 

Cause it's one thing to talk and get your feelings out but really if there 
wasn't you sitting there asking the questions, I don't know if I could get it 
out. You know what I mean? It's not, to me anyway, I don't find it as 
helpful just to talk just - here are my feelings (laugh) . I find it helpful when 
somebody can take what I say and rephrase it maybe look at it in a 
different way that I'm not looking at it. More objective - maybe seeing the 
inconsistencies because that's where the true problem lies. That's so hard 
to do that for yourself. You can do that to a degree but you can't do it 
objectively. 

Questions, and the listening that accompanies them, helped Sharon and Walter 

give voice, reflect, and understand differently as they were heard, by the nurse 

certainly, but also by each other. 
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Spirituality sometimes does not find its expression in religious practices 

and beliefs, but for many people it does. This was the case for Sharon and 

Walter who were both very committed to their faith. One of the ways in which 

religion is helpful to those who are ill and suffer is in the way it provides language 

to understand and find meaning in the midst of turmoil. For Sharon particularly, 

however, her religion also created conflict for her and in some ways supported 

her feelings of alienation from her own wisdom and sense of what was right for 

her family. This conflict centered on the behavioral difficulties with Joel and her 

beliefs about "godly discipline" . On the one hand she speaks of her belief in 

discipline as a godly, responsible, and loving act of a parent; on the other she 

speaks of the fruitlessness of disciplining Joel as she might if he had not had the 

brain trauma. She and Walter both feel the pressure of their faith community and 

family who seem to hold up the ideal of "well-behaved" children to them, 

increasing their sense of helplessness and hopelessness. Their beliefs about 

what "good" parents should do are shaped by many factors, including their 

religious beliefs and their own upbringing. Their beliefs and experience of life are 

in conflict and induce a burden of guilt, increasing their suffering. 

Sharon: He deserves every kind of happiness that anybody can give him 
and I will do almost anything to have that accomplished and it's hard as 
parents not to allow him to get away with things because we see what he 
has to go through every day. 

Nurse: So are there times when you choose not to discipline? 

Sharon: Yeah. 

Nurse: And what do you say to yourself when you choose not to 
discipline? 
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Sharon: That I'm a terrible Mom. 

Nurse. You're a terrible Mom for wanting - you know what strikes me 
when you say that is on the one hand that you want to do what's best for 
Joel and sometimes that means stepping back and not disciplining. That's 
when you would say that you are a good Mom. And on the other hand 
you're saying to yourself-

Sharon: That's the confliction. 

Nurse: That's the confliction. 

Sharon: I mean it is. That's the confliction. I know that if I discipline him 
and he learns from that that he'll be better off in the long run. And when he 
gets older, I mean every child thinks they're being picked on. But they get 
to my age and they think, boy I really appreciate the love I saw in Daddy's 
hands. 

Nurse: And you believe very much that discipline is a sign of love? 

Sharon: Yes. 

Nurse: So then not disciplining for the moment is just in the moment but 
disciplining is for the long haul. 

Sharon: Exactly. But it makes him so unhappy. And it would be different if 
he had happiness in any other respect. Do you know what I'm saying? But 
his whole life is filled with unhappiness. Usually a kid will get over that 
because they've got so much other that they can look and say yeah well 
OK well that's not so bad right? But he doesn't have that. It's like I can't 
make him happy in anything. Cause I can't change his life. I can't make it 
better for him. And he's still going to have to go for another surgery but his 
life is not going to get better and I can't change that. We can't change it 
and to add discipl ine on top of that is just too much. And I hate everybody 
for making me feel this way you know that? That I have control over 
making Joel 's life happy because I don't see it in the realm of possibilities. 

The pressure to answer the question of discipline is very strong. And yet 

the nurse calls forth the story in such a way that it is simply held in all its 

"confliction". The nurse makes no attempt to resolve the tension but rather simply 

gathers the threads and holds them. There is no answer. There is only the call to 

L 
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understand and in that understanding, a clearing is created for possibilities to 

emerge. This is a different experience for the family, an experience highlighted 

by Walter when he asks the nurse about the boundaries of the practice at the 

FNU. He asks the nurse very directly if she is there to provide answers to their 

discipline problems or if she is "just here to make us feel good about ourselves". 

The nurse attempts to explain her practice in such a way that it becomes evident 

that she is there to explore with the family possibilities. 

Nurse: We have some ideas and wonderings that we share with you. But 
they may not be answers per se, though they may be helpful to you. 

The arrival of a possible "answer" to the question of discipline is heard in a story 

that Sharon tells just after Walter's question. 

Sharon: Something happened to me today that I wish Walter had been 
there. Cause along with discipl ine comes support. Like it's kind of a two
fold thing. Because we're Christians we believe in spanking. Reasonably 
you know, not beating on a kid, but in disciplining you know. And we did 
that before and I've tried it - we've tried it haven't we? We've tried the 
spanking, we've tried the time out, we've tried motivation, we've tried 
reward systems, and we've tried the charts and the graphs (laughs) . You 
know put the little sticker on whatever you want. We've tried money - you 
know tokens. You name it, we've tried it. And it doesn't do anything. So 
today I went - they (Joel's class at school) were going on a field trip to the 
fire hall and I went with them. And there was another mother there and her 
child has a different diagnosis than Joel but we were talking something 
about clothes and being buggy and she said Joel 's like that too? I thought 
I was the only one. And so we got on this topic you know of how the 
clothes just bug him and bug her son too, to the point that they just throw 
fits. They just get so agitated and frustrated about it and then I brought up 
the thing about support and on discipline and she said I have the exact 
same problem. My family thinks I'm not disciplining him and yet I can do 
everything and it doesn't work. And I said I'm with you on that one. So we 
decided to get together - she's really nice - so we've decided to get 
together and just talk about things you know. And it made me feel good 
that finally somebody understands. Because I believe in discipline. I don't 
want my child to be ornery and just ugly to people. When that happens it's 
an embarrassment especially when you're Christians because people look 
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at you like you should know. You should have your children under control 
(laughter). We have tried and it doesn't work and so when people are in 
your face about it all the time you just get so frustrated because they have 
no clue what they're talking about you know. I guess with my parents I feel 
very angry would be one word - unfairly treated. 

The possibility that Sharon seems to be entertaining is that there is no 

answer that will help. There is only understanding, an understanding that she has 

found in another mother's experience of parenting an ill child. An understanding 

that eases her suffering and that gives her some peace that she is doing the best 

that she can do as a mother. While all of the behavioral programs were 

reasonable first steps, they were not enough. Perhaps because they did not 

result in a change in Joel's difficult behavior; perhaps because they could not 

address the questions of meaning that Sharon struggled with - what does Joel's 

behavior mean about me as a "godly" mother? 

The telling of the story in the family session with Walter is significant. 

Some may believe that Sharon has arrived at meaning in the middle of this 

experience and is telling of the understanding that she has already 

accomplished. The story is a report. But if meaning is understood as being 

negotiated in language, until the story is told, meaning may not be created. 

Certainly the stories we tell ourselves have power; the stories we tell out loud to 

witnesses, especially family witnesses, often have far more power. They 

reverberate, and in the echoes and soundings, are strengthened as they are 

registered "within the deep web of sounds and voices" (Smith, 1999, p.41) that 

make up our structure and who we are. Perhaps the telling of the story invited 
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meaning making for both Sharon and Walter; perhaps Walter found an answer to 

his question in Sharon's story. 

The nurse goes on to ask questions about their thoughts with regard to 

discipline and where these come from. Sharon and Walter acknowledge the 

biblical teaching that parents must not "spare the rod" or they will "spoil the child". 

Walter believes that Joel is better behaviorally than he was in the past and the 

nurse asks Sharon if she shares that belief with her husband: 

Nurse: And you share that belief now as well? 

Sharon: Yeah. But yet my belief system can't. It's like because 
everybody's on our case about discipline and when you have everybody in 
your face about it and your own belief system is telling you I've got to get 
this kid under control. 

Nurse: So your belief system is telling you I've got to get this kid under 
control but there is part of you that is also starting to say that you may not 
be able to get his behavior under control. 

Sharon: Right. So it's such - it's a confliction. After I think about it I'm just 
totally drained because we don't know the answers. We don't know. If it's 
a discipline problems and I can change it then it's my responsibility as a 
parent to do that because he's not going to be happy otherwise but if it's 
not and I'm trying to change something that I can't change then I'm dOing 
more harm than good. 

Nurse: Walter do you share the same struggles that Sharon does? 


Walter: Yes exactly. 


Nurse: Exactly. 


Sharon: We talk about it and we don't know what to do. We don't even 

know what to do with our own frustration. 

During the latter part of the session the team offers their reflections to the 

family. One clinician offers the idea that the Hebrew word for "rod" is sometimes 
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understood as a stick for hitting, but it can also be interpreted as a shepherd's 

hook, used more for guidance than for hitting. Such an offering turns out to be 

helpful to the family, with both Sharon and Walter commenting on this idea in the 

closing of the session and again at the beginning of the next session 

Nurse: Well, I guess we start all of our sessions welcoming you back to 
another session here at the FNU and ask you each what stood out from 
the last session and from the videotape (of the last session) that you 
watched? 

Walter: Well I think there were a couple of points. I think the last time 
both times - I really liked when I shared about the scripture spare the rod 
and spoil the child when the other nurse made the comment that this thing 
is more of a guidance thing than a punishment and that was good. And so 
when you have to make adjustments like we had to make adjustments it 
throws way out of whack our ideas of discipline as well. Because we have 
a certain way to think that discipline is to be handled and when we have to 
make adjustments that really contradicts our views on discipline too. And 
so you feel kind of lesser as a parent because you're not holding up your 
ideals of discipline. But you come to grips with that and the adjustments 
that you make. And you hope that others understand that but it's hard to 
ask them to understand because they're not going through it. 

Nurse: So those are the things that stood out for you? 

Walter: Yeah 

Nurse: So, then, can I ask you, over the past 2 weeks, has reading the rod 
more as a guide, has that made a difference for you? 

Walter: We thought it did at the time. That was a very wise piece of 
information. But I think it's going to take longer to integrate. 

Nurse: OK 

Sharon: It releases some of the pressure for us but I think when it comes 
to my parents, my family, it's more than just us that has to change. 
Otherwise the support isn't there and you're going back to being alone 
again. 
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Being prepared as a clinician to help families to explore and re-interpret 

their beliefs when they link to religious teachings requires a skillful "reading" of a 

family, their situation, and their beliefs. Clinicians sometimes feel unqualified to 

offer such interpretations, preferring to refer religious questions to appropriate 

other resources. And yet the reading of a situation and the arrival of the moment 

to read sacred text differently is important and unpredictable. One hopes the 

nurse is ready to respond and if not, perhaps that arrival is missed, an 

opportunity to be helpful lost. 

Nursing is practiced in the practical realm, what Aristotle termed 

"phronesis", the 

realm . . . [of] ill-structured problems that emerge from life as lived. ' ... 
Entering the practical means entering a realm of legitimate uncertainty, 
ambiguity and disagreement. Rooted in the particular and the concrete, 
the practical heralds a wisdom and an ethic of its own. (Phelan, 2001 , p. 
42) 

Honoring the uncertainty and ambiguity of life as lived calls for a certain 

tentativeness in the ideas that are offered. Such practices require a particular 

kind of knowing, what Gadamer (1989) called "tact" . 

By "tact" we understand a special sensitivity and sensitiveness to , 
situations and how to behave in them, for which knowledge form general 
principle does not suffice. Hence an essential part of tact is that it is tacit 
and unformulable ... . the tact which functions in the human sciences is 
not simply a feeling and unconscious but is at the same time a mode of 
knowing and a mode of being. (p. 16) 

The nurse on the reflecting team offered her ideas tentatively, never knowing for 

sure which ideas may "fit" for the family, keeping open the possibility that the 
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arrival of an opportunity can be mis-interpreted. The team makes it easy, in their 

tentativeness of offering, for the family to reject an idea that doesn't fit. 

"Spirituality refers to the ability of the human person to choose the relative 

importance of the physical , social , emotional , religious, and intellectual stimuli 

that influence him or her and thereby engage in a continual process of meaning 

making" (Morgan, 2002, p. 59). The calling forth of stories and reading a family in 

such a way that the nurse knows what to ask when, even when this questioning 

is always imperfectly performed, seemed to support this process of meaning 

making. Meaning emerged in the dialectic of question and answer. Through such 

questioning, a topic is opened up, a clearing created, into which new 

understandings and possibilities for living life arrive. The nurse in this session 

had faith that possibilities will arrive, if a clearing is created and held open. Thus 

the questioning offered by the nurse invited more questioning, the entertainment 

of new possibilities, by both she and the family. 

In order to nurture a family soul, perhaps it is helpful to maintain a poetic 

imagination that is attuned to need, and suffering, and metaphor, that gathers the 

threads of the stories of a life, while holding open a clearing for future 

possibilities. Family soul is 

a felt network of relationship, an evocation of a certain kind of 
interconnection that grounds, roots, and nestles. This connectedness 
doesn't have to be perfect or whole to do its business and give its gifts, but 
it has to be able to stir the imagination and move the emotion in a way that 
is particular to the family. (Moore, 1994, p. 71) 

In responding to the poetics of faith, the metaphors and images offered by the 

family, the nurse helped this family to hold their faith beliefs differently, to create 
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different and more meaningful relationships with these, relationships that may 

"ground" a family in the midst of suffering. The inviting, and witnessing of, illness 

stories requires a particular listening, a "deep listening" (Stein, 1998), that is 

immediate, open, and authentic. In such listening we do not talk at cross-purposes 

with each other, but are with one another as both are conducted by the topic that 

has something to say to each of us (Gadamer, 1989). Both nurse and family 

attempt to understand how life can go on in the face of suffering the 

unexplainable. 

Understandings of a family spirituality call for a re-examination of the 

metaphors that we use to think about human beings. The notion of soul carries 

the meaning of immanence, rather than transcendence, and suggests 

connection , community, and being in the world (Anderson, 1999). It is soul that 

expresses meaning, and meaning depends on memory and community. Through 

memory captured in story we link the past to the present and future. 

Memory is lost in many ways through disconnection with family and 

community in the face of the often fragmenting and isolating experiences of 

illness. For Walter and Sharon, fragmentation was evident in the schism between 

the ideals of what it means to be Christian parents held by themselves, their 

extended family, their faith community, and their lived experience of illness. In 

some ways, Sharon knew what Joel needed and what her moral responsibilities 

were that respected the contingencies created by Joel's illness. Part of her 

suffering lay in the "confliction" between what she knew and her religious ideals. 

She did not feel a freedom to re-interpret these. In the clearing created in the 
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telling of the illness story and making explicit b~liefs that shaped that story, other 

interpretations emerged as possibilities. New understandings arrived. 

Ritual: Opening Space for Reading the Sacred 

Wisdom lies, not in the constant struggle to bring the sacred into daily life but in 
the recognition that there may be no daily life, that life is committed and whole 

and, despite appearances, we are always on sacred ground. Ritual can become 
a way of remembering this. (Remen, 1996, p. 266) 

Simply understood, a ritual is " a prescribed set of performing rites"; "a 

procedure regularly followed" (Barber, 1998). In the family therapy literature 

rituals involve symbolic, prescribed behaviors and shared meanings (Imber-Black 

et aI. , 1988). Ritual can be a ground of beginning and opening doors, a way of 

honoring connections to each other, the earth, and the sacred. Rituals may be 

"spiritual readings of the meaning of place, often signaling gratitude and 

hospitality" (Brussat & Brussat, 1996, p. 97). 

There are a number of ritualistic practices in the FNU that may open the 

door to the spiritual. I call these practices ritualistic because they occur with 

every family (or nearly so) and have prescribed behaviors and meanings that 

may, over time, come to be shared by the family. Some of these practices 

contribute to a particular therapeutic stance (Robinson, 1996; Tapp, 2000). They 

include such routine practices as constructing a family genogram at the 

beginning of the nursing care of a family offering commendations, and offering 

the family an opportunity to hear the thoughts of the cl inical nursing team near 

the end of the session. Ritualistic, or routine, practices enacted with every family 

could be alienating if not practiced with the appropriate attitude. Practiced 
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thoughtfully they can also open space for reading the spiritual in family life and 

foster healing. 

While not particularly understood as a spiritual care practice, the attention 

to the spoken and unspoken during the construction of the genogram allows the 

family opportunities to claim and name their connections to spirituality. Such 

connections may be with formal religious ties, in other defined spiritual or 

philosophical beliefs, or in the rejection of them. Family members' beliefs about 

important events in their lives together open the door to reading and 

understanding family spirituality and the relevance it might have to both suffering 

and healing. 

The therapeutic stance taught and ritualized through certain practices 

seem to open the door to "receiving" a family as they are. In addition to those 

mentioned above, there is a commitment to acknowledging family wisdom and 

strength. This includes accepting direction from the family about the focus of 

therapeutic conversations. Such rituals arise in part to provide a structure for 

novice clinicians, and in part out of a heartfelt commitment to the belief that 

families are due honor and respect. This therapeutic stance is at heart a spiritual 

(or at least moral) stance, reflecting a belief that each person gathered is a 

reflection of the divine. 

A theology of immanence means treating each thing, animate and 
inanimate (perhaps the distinction no longer clearly obtains), natural and 
man-made, as if it were alive, requiring what each living thing requires 
above all else: careful attention to its properties, their specific qualities. 
This plant needs little water; this wood won't bear great weight and burns 
with a smoky fire . Look at me carefully: I am an aspen, not an oak. Notice 
differences, pay attention, give respect (re-spect = look again). Notice 



97 

what is right under your nose, at your fingertips, and attend to it as it asks, 
according to its needs. (Hillman, 1995, p. 80) 

The rituals of the FNU invite re-spect on the part of the clinician - a call for 

looking again, understanding differently than you understood initially. They open 

space for family members to look again at each other, at their situation and their 

re-membered stories. Such practices invited a re-membering of what has been 

lost, and gained, and a re-membering of love. 

Travelling Companions 

Often at the end of the therapeutic work with a family there is a sense that 

something has been completed, perhaps answers are found. Sometimes, 

however, there is simply the sense that doors have been opened. During the last 

session with Sharon and Walter they expressed a desire to continue meeting. 

However, the reality of their situation, particularly for Sharon, precluded this. As a 

full time caregiver for two family members, the planning and time required to 

attend sessions was exceedingly difficult to accomplish. Repeatedly Walter and 

Sharon had said that the sessions were meaningful and helpful, particularly in the 

way that they were able to "hear" what each other was thinking and the thoughts 

of the clinical team. Sharon had said that, when the nurse asked questions, it 

helped her to get th ings out: "I can't do that for myself' . She also said: "I find it 

helpful when somebody can take what I say and rephrase it, maybe look at it in a 

different way that I'm not looking at it . . . that's so hard to do that for yourself. " In 

my research interview with Sharon about her experiences at the FNU, she 

repeated these sentiments, saying the most useful aspect was being able to tell 
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their story and to hear other people's ideas. "I wasn't looking for answers. There 

are none. But it was helpful just to think about things differently. And of course 

we have continued to do that as things have changed since then". 

Walter and Sharon did look at things differently at the end of their work at 

the FNU; the difference, however, was not in the answers they found. As Sharon 

said, there were none, though I am not sure that she realized that at first. The 

difference was in the questions they took away unanswered. These were spiritual 

questions, meaning of life questions, questions that had been thoughtfully 

considered and re-interpreted in many ways. Perhaps these became good 

"travelling companions" that sharpened their eye for the road, a sacred road that 

was strewn with suffering and struggle and even more questions. A road, 

however, that could be read as questionable, a road with infinite possibilities lying 

just below the surface. 

Although I could see that this was useful, I continued to wonder if the 

nurses had in fact been helpful to this family. I found myself wondering what it 

means to "be helpful". The experience of participating in sessions at the FNU had 

been an unusual (as in different) experience for Sharon and Walter. The 

questions that were asked were identified as helpful. But good questions, to be 

asked and considered, must be accompanied by listening. In her interpretation of 

listening, Fiumara (1990) pointed out that Western cultures tend to privilege the 

Word (as in the spoken word; Logos) over listening, which is "the other side of 

language". Listening, in the dominant culture of the West, is understood as 

passive, a receiving of language, rather than as language. Etymologically, the 
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roots of Logos include the verb /egein, which opens the possibility of 

understanding language not only as speaking forth, but also in the sense of 

gathering, sheltering, and receiving that which "can 'speak' if it is listened to" 

(Fiumara, p. 72). Such a notion of language does not fit with the tradition of 

health care "intervention" - the delivery of the curative Word. I confess that I too 

am sometimes caught up in the need to "intervene", to deliver the powerful Word 

that dominates dialogical space, rather than simply valuing the open space and 

listening for what unanswered questions might have to say. For Sharon and 

Walter, an open space allowed something to speak, something that helped, even 

though the nurse here didn't control it but, rather, participated in an event of 

understanding. 

Listening as an openness, or a "listening openness" (Levin, 1989) is an 

openness to the possibilities of what has not-yet been heard. Our willingness to 

be silent, to hold back the Logos, is a listening beyond what we expect to hear, a 

listening for that which has been suppressed, unheard. Such listening beyond, a 

listening that seeks to understand, has the character of play. True play, 

according to Gadamer (1989) , is that within which the player loses him or herself. 

There is a decentering of the player; the play presents itself. One is not literally 

lost of course; play after all has rules and boundaries. The players are present 

but "being present now has the character of being outside oneself' (Risser, 1997, 

p. 140) in such a way that understanding happens, it arrives, for "self

understanding always occurs through understanding something other than the 

self' (Gadamer, 1989, p. 97). 
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The willingness to hear the unheard, to listen with an opening silence, 

stands against the dominant tradition of the Word. Perhaps it was the stand 

these nurses took against such a tradition that was most helpful, a stand that 

allowed something to be heard that was helpful and healing. 
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Chapter Five: The Poetics of Spirit - A Story of Re-Membering 

The Lawson family consulted at the FNU for help with their grief following 

the death of their father/husband, Ben, and their brother/son Michael. The family 

members who attended included Diane, the 50 year old mother (designated 'mo' 

in the transcripts below); Heather, the 23 year old daughter ('da'); and Andrew, 

the 21 year old son ('son'). Ben ('fa') had died suddenly 9 months prior to their 

first session at the FNU from a heart attack and cardiac arrest during a family 

vacation in Florida. The family had planned the holiday to coincide with the first 

anniversary of the death of their son and brother, Michael, who died at age 18 in 

a car accident while driving under the influence of alcohol. 

In the first session, the nurse comes to understand that this is a religious 

family. The father Ben had been a pastor for a time and, earlier in her life, Diane 

had been a Roman Catholic nun. Their understanding of their faith and their 

spiritual sensitivity are clearly apparent from the first session, given voice through 

the rituals of genogram and story-telling. A doctoral student (now Dr. Nancy 

Moules, NM) saw the family for a total of 3 sessions. 

Creating Sanctuary in the Wilderness 

The death of important persons in our lives is a profound and challenging 

life event that affects how we experience ourselves in the world and in our family. 

Persons who grieve sometimes seem to have lost themselves as well as their 

loved one (White, 1989), along with their sense of how to go on . The struggle to 

make sense, to find reasons for what has happened, as well as to find a way 

through and to create an endurable future, is perhaps a universal struggle often 
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accompanied by silence, suffering, and questions. Questions that were reflected 

in various ways in the conversations with the Lawson family included how can we 

be a family now that two of us are gone? How can we go on in our lives? Why 

this, this way? Is there hope for a livable future? The search for answers that 

might alleviate the suffering of loss and provide a path for continuing on with life 

shaped the clinical work with the Lawson family. 

Early work at the FNU often involves telling the story of a family's struggle, 

in part so that the clinician can understand the experiences a family has 

undergone, and in part so that families themselves can understand differently. 

The IBM draws on Maturana and Varela's (1992) work as theoretical biologists in 

suggesting that the world that we live in is brought forth through interactions with 

others, particularly those that we love. Love is defined as accepting another's 

views as valid, which opens space for another to live alongside us (Maturana & 

Varela). Accepting another's views as valid , however, does not necessarily mean 

that we agree with them. When we love someone, in this sense, we are more 

open to hearing what he or she has to say. We allow what others have to say to 

influence us. Bringing forth a world occurs through languaging. Therefore, 

whenever a family is invited to have a conversation together, they bring forth a 

world in that conversation. If the conversations are different than ones they might 

otherwise have, new information is introduced, new possibilities for living life 

arrive. This new or different information presents itself partly because stories are 

never told the same way twice, but rather always shift with each telling, 

depending on context and to whom the story is told (Roberts, 1994). New 
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information may also arrive because families are often silenced in the face of 

illness, losing possibilities for telling the stories that may heal (McLeod, 

Mombourquette, & Urquhart, 2002). 

Stories are the "text" of family life. "Text, etymologically, refers to weaving; 

and it is the weaving of imagination and discovery, of the divine and the human, 

of the past and the present, that creates the fabric of our existence" (Sexson, 

1992, p. 34). In the face of illness, however, families are often silenced, losing 

opportunities to weave new texts that incorporate illness into family life. Silencing 

seems to happen because details of illness and suffering are painful , sometimes 

too painful to bear out loud. Family members sometimes protect one another by 

not talking (McLeod et aI., 2002). 

This tension between the beliefs embedded in the IBM, that talking can 

open possibilities for healing, and not wanting to talk because it is painful came 

to the forefront in the first session with the Lawsons. Diane expressed her belief 

that "I have a lot of unresolved stuff that would be helpful for me to talk about and 

to give the kids a chance to talk because I find that we kind of protect each other 

a lot" by not talking . Heather expressed her fear that talking may contribute to her 

"coming apart" : 

Nurse: So when your Mom then told you about coming here did you 

Heather (da): I'm not really a big fan of this sort of scenario. 

Nurse: Which scenario? You mean like counseling? 

Heather (da): Yeah. I don't personally feel ready to do this. I mean I have 
a lot going on in my life as it is that I don't really need to come apart. 
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Heather talked about her struggle with depression and that, although she is 

taking antidepressants, she has "made it a policy to not see anyone for 

counseling because it's too difficult, I hate it". Although other areas of her life, like 

school, seem to go·well, other things that have happened to them as a family 

gets her asking, "why the hell am I here you know?" 

The struggle to tell the story is also reflected in Andrew's voice as the 

nurse asks for their wisdom about how to proceed in the session. 

Nurse: At one level it would be really helpful to hear how each of these 
events (Michael and Ben's deaths) happened but I don't know if that's 

something that you're OK talking about right now. 


Andrew (son) : It's just the same story. We've told it so many times. 


Nurse: Is that tedious for you? 


Andrew (son) : No, it's not tedious. I mean it's good in a way but we've 

talked so much about it among ourselves and with other people. 


Diane (mo): I think it's more for me anyway it's a question of where do we 

go from here. It's attempting to find for me a sense of family for the three 

of us and yet at the same time being very much aware that my children 

are ready to launch. 


Heather (da) : And that's hard for you. 


Diane (mo): Well it's hard in the sense that I don't want to hang on to you 

both and yet at the same time I want to continue providing the roots that 
you need. And to continue to have that sense of family because I guess 
when we went into ministry you end up being a little family together almost 
sort of like, I don't know, a fortress or something like that. And now with 
only the three of us left it's hard to know how to let people in. 

Family work often requires the telling and witnessing of stories, yet this 

family's ambivalence to such telling, allowing others to enter into their intimate 

grief, was clear. Can the telling of "the same story" yet again be helpful, or is it 
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simply re-traumatizing? Is it useful for some members of the family but not 

necessarily all? Is there something different in the telling of the story in this 

setting that is different than other tellings? In gathering illness stories and 

creating a clearing for the arrival of possibilities, is a particular kind of place 

created for a family such that the telling is healing rather than traumatizing? 

Diane asks directly for help with: "Where do we go from here?" Though 

part of the family struggle is developmental since both Heather and Andrew are 

ready to "launch", these normal developmental struggles are complicated by their 

grief. Who are we now that "we" is only 3 of us, not 5? Later in the session, the 

clinician asks the "one question question" (Wright, 1989): "If you could have just 

one question answered in our work together what would that one question be?" 

All three family members crystallize their concern around similar questions. 

Diane and Andrew both ask, "Where do we go from here?" Heather asks "Is 

there any hope for good times in the future or is it (life) always going to be 

tainted?" While explicitly addressed to the team at the end of the first session, 

these questions seemed to influence the direction of the entire first session with 

the Lawsons. 

How do nurses help families find answers that can ease the suffering of 

loss and grief? How could the nurses here help Diane, Heather, and Andrew find 

direction and hope for "good times"? 

The notion that the nurse "engages" with a family as a way of creating a 

beginning (and ongoing) place for therapeutic conversations is reflected in one 

way or another in most family nursing literature. Part of the challenge of 
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"engagement" for this family is the tension between talking and not talking. The 

nurse very skillfully and thoughtfully responded to this family's ambivalence. Her 

respect for their wisdom with regard to the direction of the session emerges over 

and over again. Through the engagement process, the space that they have 

gathered in, nurse and family, becomes safe, a sanctuary in the midst of their 

pain. 

A sanctuary is defined as "a holy place", "the holiest part of a temple" , and 

a "place of refuge" (Barber, 1998; Zodhiates, 1992). Being the holiest part of a 

temple, it is a place for meeting the sacred, a place of mercy and healing. Here 

the sacred is read for what it has to say for the now. Creating a sanctuary as a 

meeting place for this fam ily began at the outset when Heather said that she "is 

not a fan of this scenario" and that "I don't personally feel ready to do this" (i.e. 

talking; counseling) . The nurse responded: 

Nurse: So do you think you came more because your Mom wanted you 
to? 

Heather (da) : Yeah. 


Nurse: Well , what a caring thing for you to do. Especially where this kind 

of stuff doesn't fit for you - that you would actually come. 


Heather (da) : That's all. I'm hoping that I can stay the whole time but I 

don't know if I can. 


Nurse: Well I just see that as being very open that you would come and 

give it a shot. I find it a real reflection of respect even. 


Framing Heather's attendance at the session as caring and respectful of 

her mother seems helpful to Heather. She is able to stay and to participate in the 

conversation for about an hour before her struggle to be there with her family 
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arises again. During this time the family tells a story of an earlier time for their 

family, a time when Ben had gone to a new church as a pastor. The children 

were aged 11,12, and 14 years when things became unraveled in the church, 

with church members turning against Ben and eventually asked him to leave. 

Andrew and Heather both talk about their sense of confusion and anguish as 

church members talked about their father as "evil" and as their friends, members 

of the church, were no longer allowed to play with them. Diane says, "so when 

that kind of fell through we lost a huge part of who we were as a family". 

Heather's memories of these events are vivid: 

Heather (da) : It almost felt like emotional rape .. . . because I felt so 
violated. I was so young and so na'ive and pure when I came and 
everything was just changed and it wasn't fair. Like this little girl who came 
with big ideals and such big hopes had to be smashed in that way. We 
were sort of ostracized and I lost all my friends. I was 14 and just moved 
from a small town all by myself. And it was hard to talk in my family 
because everybody was hurting. The damage that was done to my family 
is irreversible. 

Nurse: What kind of damage do you see that was done to your family? 


Heather (da) : I can't even verbalize it. 


Diane (mo): The beginning of a broken heart for Ben for one thing. To be 

so misrepresented and to be so misunderstood. He felt called to ministry. 
He went back into insurance and was a great success but his heart was 
broken. 

The family talks about their belief that these events contributed to Ben's 

heart attack, a broken heart, and to Michael 's rebelliousness and later drug and 

alcohol abuse that ultimately led to his death. Heather talks about her experience 

of her Dad. 
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Heather (da) : You have to realize that my dad was the one who would 
keep it all together for the rest of us. Like if we were worried - I' ll fix that. 
Or it's going to be OK and that's the thing that I miss the most. Like just 
always optimistic and I think that he carried such a weight on his 
shoulders trying to make us OK. We didn't even know if we were going to 
be able to save our house. I mean it was a good thing that we had our 
faith because we prayed and we knew God was going to take care of us 
and He took better care of us than I could ever have imagined. 

Storying the past creates and recreates memory. Memory is the soul of a 

family and perhaps a source of soul healing. "Resolution" of grief is often 

understood to demand dis-connection from the dead (Rando, 1993), however, 

the metaphor of reclaiming a relationship with the person who has passed away 

has been offered as an alternative interpretation to understand healing loss 

(Moules, 1998; White, 1989). "Full recovery from mourning may restore what has 

been lost, maintaining it through incorporation into the present. Full recollection 

and retention may be as vital to recovery and well-being as forfeiting memories" 

(Myerhoff, 1982, p. 111). Memory gives shape to family identity and connection. 

Cutting off from memory happens when storying stops. Heather's struggle to 

dwell in the conversation, to find sanctuary and to listen is understood more in 

the following conversation. 

Heather (da): It's the same when my dad died. That same empty 
nothingness void that there's just no reservoir that you can even pack a 
feeling into. You were just so dead is how I would describe it. This 
scenario of being taken in here (the interview room at the FNU) reminds 
me of being taken into that conference room at the hospital. That's why I 
don't like it. And I cried there but I haven't really cried much since. 

Nurse: And how do you make sense of that? 


Heather (da): Because I have to keep sane to get through school and to 

get through all this stuff and I don't have time. 
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Andrew (son) : Even to acknowledge them. You know that they're there but 

I mean you're just trying to find something that's normal. 


Heather (da) : Yeah! Cause we felt so abnormal for so long just to have 

something normal and hang onto it and pretend that things are OK. 


The conversation goes on to Diane's suffering around the death of 

Michael and the fact that he was responsible for the death of a young mother of 

two. Diane carried a tremendous sense of responsibility, believing that perhaps 

there was something she could have done to influence Michael 's choices. She is 

crying when Heather again expresses difficulty in continuing in the session: 

Heather (da): I'm worried about getting into all of this stuff today. Like 
maybe it's too much. 

Nurse: It's too much with the crying? 


Heather (da) : It's not even that. I'm find ing th is really difficult to get into all 

this. 


Nurse: Well we certainly want to respect your wisdom about this. 


Andrew (son) : It's hard to set a pace for all this. 


Heather (da): It's hard for me to start talking about this. 


Andrew (son): I know it's hard for you but it's hard to set a pace. Like you 

came in here with the mindset that you didn't want to get into anything too 

serious too soon but look where the conversation 

Heather (da) : Like I'm just saying I can't handle this right now. Maybe they 
can. I could leave. 

Although Heather cuts Andrew off, Andrew clearly feels the conversation is 

useful in some way, though it is not clear in what way it is helpful. 

Nurse: Well , there's a couple of ways we could approach that Heather. I 
mean yes if other people, your Mom and Andrew, wanted to continue and 
you were uncomfortable you could leave. Or they may be agreeing with 
you about the pace. That they want to go a different route and talk about 
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something else and maybe you could guide us as to what you think would 
be most helpful to your family right now. So I mean - what's your sense 
about that? Diane what do you think? 

Diane (mo): Well I think that this is a really great example of the dynamics 
in our family. What happens to us is that Andrew and I do work really hard 
so that Heather feels safe emotionally and in a lot of other ways. 

Nurse: Let me just - can you help me to understand that for a second. 
Safer in terms of 

Heather (da) : Comfortable - it takes a lot for me to feel comfortable. 

Diane (mo): Yeah. And I think that you've had to lean quite a bit on me 
and Andrew to feel safe because Dad was there - Dad helped. But I think 
that now we're looking at our family dynamics that I'm concerned that we 
somehow work out together in a safe way for everybody. 

Heather (da): And I'm in full agreement with that. I'm just saying that at 
this - I don't know if I can do this right now. Like I'm just really having a 
hard time being here. 

Nurse: Can I ask what the hardest part is right now. Is it re-visiting the time 
or is it revisiting your Mom's pain right now? 

Heather (da): No I don't mind that she's in pain. It's just - I can't even 
describe it. I just don't feel like I can start talking about this right now. And 
even listening to it I'm going to fall apart. You know what I'm saying? 

Nurse: And knowing Heather, cause you know her and I don't, both of 
you, do you agree that for her to continue this would be 

At this point there is a phone in from the faculty supervisor. The clinician 
listens for a few moments and then returns to the conversation with the 
family. 

Nurse: First of all - the team - they are impressed with how open you've 
been so far especially because you were so up front in the beginning that 
this stuff doesn't fit for you right? That you don't want to be here and you 
came out of respect for your Mom. And yet your offerings here - and for 
me too - have been really invaluable in terms of getting another 
perspective on your family. I think that you're very bright and you have a 
lot of insight into what is going on in your family. So that's been helpful to 
us right? But what they're curious about is - because there's different 
kinds of people right - different kinds of beliefs. So they're wondering are 
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you the kind of person that believes that growth and change or dealing 
with things or working them out comes from sort of immersing yourself in a 
situation? Sort of staying and seeing it through - working it out - or are 
you the kind of person that believes that more growth and change comes 
from leaving and dealing with it on your own? 

Heather (da): I would say that I'm more like the second. That change is 
very difficult for me and I have to kind of ease myself into it. If I was to just 
go into that change right away I would fall apart - is that not right? I have a 
really difficult time. 

Diane (mo): I know that's your belief 

Andrew (son): That's your belief. 

The telephone call from the team shifted the interaction between the nurse 

and family from being a conversation about feelings and behavior, Heather 

feeling uncomfortable and wanting to leave, to being a conversation about 

beliefs. Acknowledging that there are different beliefs about "growth and change" 

gets to the heart of the matter for Heather. She is able to acknowledge a core 

belief about herself, that she has a difficult time making change, bringing this 

belief into the open. It becomes apparent that this belief influences Heather's 

suffering and struggle to talk about the catastrophic losses in her life. As the IBM 

suggests, it is the constraining beliefs about a problem that is the problem and 

that in turn invite suffering; whereas facilitating beliefs about a problem invite 

healing (Wright et aI., 1996). 

Interestingly, simply naming the belief, inviting it into the conversation, 

seemed to introduce more flexibility and choice about how to proceed. It seemed 

helpful to Heather to claim her own beliefs and have these acknowledged by 

those who were gathered with her. More structure is also negotiated in the form 
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of a time boundary for the rest of the session and this allows Heather to stay with 

her family and the conversation. Heather asks her brother and mother to affirm 

her belief about herself, that she has a very difficult time with change. While they 

acknowledge her belief, they go on to offer examples of times that Heather 

expected to have a difficult time making a change but in fact accomplished the 

change well. It is not clear if these are useful ideas to Heather but she does stay 

for the rest of the session and her need to leave does not come up again. Did the 

team's offering of alternative beliefs, one of which Heather related to, open up 

space for her to feel included in the session on her own terms? Did the honoring 

of Heather's suggestion "I could leave" as one possibility among a couple that 

were suggested also help? Is creating spaciousness, space to contain all ideas 

and beliefs, and honoring these, part of creating a sanctuary, a space that is 

open enough that "our knowledge comes out of hiding" (Palmer, 1983, p. 70)? Or 

is it the firmness of boundaries, such as time and pace, that makes it possible for 

openness to exist without becoming chaotic or overwhelming (Palmer)? 

Imagination and Metaphor: Entering Sacred Realms 

Reading the spiritual asks for imagination and a poetic reading of the 

world . Opening up possibilities to heal from profound loss and suffering 

sometimes occurs in language that alludes to the spiritual as in poetry, song, and 

metaphor. Sometimes metaphor speaks for us in ways that we cannot. Near the 

end of the first session Heather offers a metaphor for her ongoing connection to 

her father and brother, using the metaphor to help her to express some of what 
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she "can't even verbalize". This is picked up, re-interpreted and extended, first by 

the clinician and then in the reflections offered by the team. 

Heather (da): I was just going to say that I just got this picture as you were 
talking of how when you lose somebody - you were saying that one of the 
hardest things that when we lose someone - it's almost like you're 
building a house. And when someone dies, all the top gets taken off but 
the foundation is still there. This is how I picture it. So we still have this 
foundation and we've got to build it up again. And in that foundation is Dad 
and Michael. They're still there. 

Nurse: They're still there. 

Heather (da) : They're still there and they're so much engrained in who we 
are even though all of the physical manifestations of them are gone. 

Nurse: Well that is a really incredible metaphor for me to hear because I 
have this belief that in our society we put a lot of emphasis on saying 
good-bye to people. When someone dies we think we're supposed to say 
good-bye and yet what I think people struggle with is that those people are 
still in the foundation . They're still in their lives and they still have 
relationships with them. Sometimes the struggle is to learn to say hullo to 
those persons who are physically gone but still part of the foundation of 
our lives. 

Heather (da) : So do you suggest still talking to these people or 

Nurse: Well - I'm not sure. I guess that's where - that's where we work 
together around which ways do you continue to stay in relationship with 
Michael and with your Dad. 

Heather (da) : Like I kind of in a way put that on a back burner. I haven't 
talked to Dad and I haven't talked to Michael. 

Diane (mo): But look at your room - look at all the pictures. 

Heather (da): That's true - it's like a shrine. Yeah I think that would be 
helpful for me to think of a way that we can devise plans that we could be 
in touch with them stil l. 

It seems that sometimes metaphor speaks the language of the spirit in a 

way that other ways of languaging cannot reach . Perhaps listening for and 
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including metaphor in the therapeutic conversation opens space for spiritual 

healing. Perhaps, spiritual meaning shows up as metaphor. I wonder if Heather 

maintains an ongoing relationship (Moules, 1998) with her father and brother 

through the images, the pictures that she has kept around her. Perhaps she lives 

a spiritual connection with them that she has not recognized and has not storied 

before. 

A little later the team comes into the room to share their thoughts about 

the session, while the family goes into a different room to observe. The Faculty 

supervisor, Dr. Lorraine M. Wright (LW) offers her initial commendations to the 

family and then says 

LW: The most useful idea for me is this notion of saying hullo and saying 
goodbye. Both are necessary eh? Some people are better at doing one or 
the other but both are needed. Heather seems to be able to say hullo, 
keeping her father and her brother a part of life. Bringing the pictures 
today was a way of helping us to say hullo too. I wonder if she needs to 
learn to say goodbye. And Andrew, he seems to be more able to say 
goodbye. 

Dr. Wright goes on to acknowledge that family members all grieve differently and 

because of that perhaps are able to help each other say hullo and goodbye. She 

also expressed her hope for this family. 

LW: I sense a very strong family and am very hopeful for them. There will 
always be sorrow but I have a lot of hope for them as a family for a better 
future. I think we will learn from this family a great deal about how families 
get through this kind of experience. 

When the family returns to the room they are asked for their thoughts about what 

the team had to say: 

Nurse: Well what did you think about that? 
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Heather (da) : I liked that. 

Nurse: So what did anyone say that particularly stood out for you 
Heather? 

Heather (da): Just that people think that we're strong I find amazing. You 
know that there's hope. That they see hope for us is amazing. What about 
you (to mother)? 

Diane (mo): I was really struck to see that (one of the students on the 
team) had tears because it again reminded me again of how precious Ben 
was. You know kind of like a connection. That was very precious. 

Nurse: So it touched you that she knew him? 

Diane (mo): Yeah. Yeah. It was meaningful. And I was particularly 
impressed by what Dr. Wright said about learning to say hullo and say 
goodbye and they brought that up. Before Christmas I had taken off my 
wedding rings and rearranged pictures not to have them around too much. 
And I went through Christmas without my rings and just really felt not 
ready to do that. So I just put my rings back on and now I've got a picture 
at work of Ben and it's so comforting you know to feel he's there. 

Nurse: That piece about Dr. Wright's suggestion that you've been working 
really hard at saying goodbye and maybe that you needed to go around 
and say a little bit of hullo. Thank you. Was there anything else for you 
Diane? 

Diane (mo): It was just so encouraging to hear her saying she felt hope for 
our family. That was so encouraging. I can hardly believe that we've been 
on the right track and I wanted to find out more strategies of how to be 
more effective, to do this better. There's no real way to do this but I feel 
like we've been doing it alone for so long. It's so nice to be able to share it. 
(tearful) 

Nurse: Thank you. (Silence). Andrew how about for you? 

Andrew (son): Well pretty much what Mom said. It's always hard when you 
talk as a family because you know different personal things get brought 
out and you're only stuck with your opinion and your experience. But here 
there's a whole bunch of people with everybody bringing in different 
things. It really reaffirms a lot of this stuff that we've come to. Cause we've 
come to a lot of the same conclusions that there is hope. There are things 
to look forward to. It's not just something that we're deluding ourselves 
with. After we've gone through all this, the natural thing is after you break 
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down, you look for hope. But the fact that other people are seeing pretty 
much the exact same things that we - I mean they're seeing some 
different th ings but a lot of the core stuff was stuff that we've talked about 
as the three of us. 

Nurse: And so hearing it from other people it 

Andrew (son): It just reaffirms it. It was hard you know, everyone bringing 
these things up, because we carry them with us but we don't want to talk 
about them. First of all you don't feel safe because you don't trust the 
environment. It's something new, it's something different and it's also very 
hard on you emotionally to keep going through the same thing. But for me 
it always feels better each time I do it. Because not that the pain gets any 
less or anything like that but I always have a more complete feeling at the 
end. A better feeling at the end that maybe it will be OK. I've just said 
some different things. I'm at a different level of understanding than what I 
had before. So I really like it. 

Nurse: Thank you. Well I have to say there were actually a couple of 
things that stood out for me from what they said. Not always does the 
clinician comment but when Dr. Wright mentioned about being very 
hopeful for your fam ily I have to admit that I really resonated with that. I 
really had that same sense. But what really hit me was that I was lucky to 
have you as a family, to be working with you. And I'm thinking that while 
you are blessed to have these two children well I'm really blessed to meet 
you and to have the opportunity to work with you. 

Diane (mo): Thank you. You are very kind - very kind 

Nurse: So then would this fit for you - would you like to come back? And if 
so how soon? 

Andrew (son) : Soon is good. I don't see soon as bad cause we're learning 
things. I see that we're making real progress that maybe we were 
skeptical before we finally came here. But I mean I don't think - I th ink 
there is a certain level of comfort that I didn't feel before we came. So I 
mean as soon as we can get it scheduled. 

The expression of the whole team's hope for the Lawsons as a family was 

sincere and heartfelt. Such expressions are often very powerful for families. Is it 

that the nurses in this context have a professional authority to make such 

"pronouncements", to proclaim their own belief in such a way that a family can 
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accept and use them to heal and strengthen? What did it mean that the team had 

a sense that they "knew" Ben especially? For Diane, that was a "connection". 

Perhaps it strengthened her connection to Ben to know that even though he is 

physically gone, he is still present enough that the family can introduce him to 

others. 

What was it that the nurse did that created a safe environment, a 

"sanctuary" for this family to create healing, "a more complete feeling - a different 

level of understanding"? Creating a place to talk, "engaging" a family, is not only 

first session work but an ongoing effort that arises overtly again at the beginning 

of the second session. Andrew describes his experience of the environment (the 

FNU and the team) and Heather is "still not a big fan" of the work. 

Nurse: So I like to ask at the beginning of our session especially if 
anything about our first meeting together stood out for you or if you had 
any thoughts or conversations or anything about it since then. 

Andrew (son): I thought it went good. I was a little bit nervous about first 
starting. And I thought do I really want to sit down and go through all this 
stuff. I don't know these people. But it was kind of, I don't know, I was 
quite impressed with it. It was not what I thought would happen and it 
wasn't as hard to go through to sit down and talk about all the stuff and I 
felt good after it. So I mean it was - I know it was 4 weeks since we met 
and I was a little bit nervous this morning but then I remembered it was 
OK sort of thing. 

Nurse: Now can you help me to understand Andrew - it helps me to know 
what was different than what you expected? 

Andrew (son) : Well I've never been to anything like this so maybe it wasn't 
different. But it was kind of like not having to worry about making a bad 
impression and being able to say exactly how we feel. I felt comfortable 
that way. Sometimes I'm a bit reserved and I'll just skim over the top of 
things. But that's not an issue here. I can say what I think and I can say 
what I feel and I don't think twice about it. 



118 

Nurse: I'm glad you feel that way. What about for you Heather? 


Heather (da): It was all right - yeah - it was all right. 


Nurse: You came with a few questions last time about the work here. You 

were pretty open about that. 


Heather (da) : Yeah it was all right. It was good and it was beneficial but 
I'm still not a big fan of doing this but you know I'll still do it. 

Nurse: Well that's impressive that you're willing to persist. And are you 
able to continue being open with me if it gets to be too much for you? 

Heather (da): Oh yeah I think so. I'll just say or I'll take off for a bit or 
something. I'm very open about things like that. 

Nurse: Cause I really appreciate that in you and you know I found you 
very direct and very sure of what it is you wanted to do. So I appreciate 
your openness with me about that and not just leaving without sort of 
talking about it. 

Honoring Heather's hesitation by asking questions, acknowledging and 

inviting ongoing engagement with the clinician around her concerns seems to 

have contributed to Heather's comfort in participating. Perhaps this also 

contributed to Diane and Andrew's willingness to continue meeting, given that 

they were so clear in the first session about their own efforts to make things 

"emotionally safe" for Heather. 

The notion of "honoring" implies respecting and creating or opening space 

in the relationship with the nurse that is large enough, spacious enough, to 

include the particulars of each person's life as lived. An understanding of those 

particulars is co-evolved in conversation as each attempts to understand the 

other. The nurse asks questions in an effort to understand and is attentive and 

responsive to the offerings of the family members. In the first session the nurse 
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responded to Heather's comment that "she wasn't a big fan of this scenario" by 

asking questions until it was clear enough to her and to the family what was 

needed. Later in the session the nurse honored Heather's idea about leaving as 

one possibility, while offering another possibility also. The team's question about 

beliefs honored and included Heather's experience and beliefs about being "the 

kind of person who believes growth and change happens on your own". 

Heather's beliefs about herself were stretched when other family members 

offered their beliefs about her and change, beliefs that were different than her 

own. Perhaps they were stretched also by staying with the session and, in the 

end, experiencing it as helpful, possibly opening another avenue for healing. 

The metaphor that one aspect of healing from loss calls for "Saying Hullo" 

(White, 1989) to the person who is in our lives differently after death emerged in 

the second session as very helpful to the Lawsons, especially Diane. 

Nurse: How about you Diane - was there anything that stood out for you 
from the last session? 


Diane (mo): A lot of good things. Especially that that whole way of looking 

at saying hullo instead of just saying goodbye and carrying that through to 

the reading of the article (Micheal White's article "Saying Hullo"). I thought 

a lot about that. For me it was particularly helpful knowing my relationship 

with Ben especially. 


Nurse: What pieces of it - can you help me to understand that? 


Diane (mo): Well the piece that how I was or how I am in relationship with 

Ben and how I want to continue that. How we celebrated so much together 

and how I wanted to continue celebrating. Even though we're not together, 

we're still together. 


Nurse: And that was a different way for you to look at it. 




120 

Diane (mo): A different way of looking at it yeah. And I found that quite 
helpful. And then I started to think in terms of my relationships with 
Heather and Andrew and that I tend to be quite either or with them as well. 
Like they're going to leave home and they're going to be gone and we'll 
have a relationship but it will be very different. And now I'm sort of 
understanding that there's a lot more of the hullo you know in my life. You 
know that I'm growing to really appreciate Heather and Andrew in a much 
newer dimension since Ben and Michael are gone. 

Nurse: Well that is really an incredible realization I think? 

Diane (mo): Yeah it is. 

Nurse: So can I ask - I don't mean to belabor it too much, but I'm just 
trying to understand what you mean. Some of this thinking about still 
having a relationship but different with Ben has invited you to think about 

Diane (mo): Yeah my relationships with Andrew and Heather 

Nurse: But differently? 

Diane (mo): Different. 

Nurse: Now different in what way? 

Diane (mo): Different in the sense that the adult people that I'm living with 
have emerged since Ben and Andrew are gone. 

Nurse: Well and what's that like to have your Mom to sort of come to that 
realization? Is that interesting to you? 

Heather (da): I think it is yeah. I think that when something like this 
happens you realize the humanness and fragility in all of us. That we're 
not super human beings. 

Nurse: That's a lovely way to put it. 

Heather (da): And we're all fragile - you realize that. So maybe that's what 
we're picking up too. 

Nurse: So do you think that your relationship with your mother has 
changed? 

Heather (da) : She's a lot more understanding I would say and accepting. 
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I----~ 

Nurse: I'm really struck by that cause some people can hear about an idea 
or read an article and kind of think well that's a useful idea. I can kind of 
apply it to one area of my life. But what really occurs to me is that you've 
applied it to more than one area of your life, to other relationships. 

Diane (mo): Well it fit into some other thinking. I guess I have to go back to 
1994 when my grandmother died. I was very close to my grandmother and 
she died in Montreal. And I went back for the funeral and I recall being so 
overwhelmed with grief cause she was such an important figure to me. 
Such a strong woman. Strong, humorous, delightful person. I just 
thoroughly enjoyed my grandmother. And when she died I felt like I was 
coming apart and as time went by I realized that much of who my 
grandmother was I was becoming. It's like I sort of internalized her 
memory. And I also noticed that a lot of the conflicts with my Mom all of a 
sudden weren't important. 

Nurse: And how was that? 

Diane (mo): I saw that in my relationships. All my relationships shifted 
when my grandmother died. It just felt that, especially my female 
relationships, it felt like there was a nurturing part of me that all of a 
sudden was more available to me and to other people. 

Nurse: That's very interesting isn't it? 

Diane (mo): Including my Mom you know. And that was very precious. So 
when my dad died - my grandmother died and then my father died a 
couple of years later and then Michael and then Ben - it's as though I've 
always clung to the hope that there was going to be something very 
precious that would emerge. 

Nurse: So when your grandmother died, there was part of you that thought 
at first that you were going to be overwhelmed but another part of you 
knew there was a gift in there. 

Diane (mo): But she wasn't gone. She wasn't totally gone. I remember 
how she was growing up. I'm a lot like that and I just rejoice in that. 

Nurse: So do you believe that what you went through and th.e feelings that 
you had around your grief for your grandmother is helping you now in 
terms of Ben? 

Diane (mo): Weill believe that a lot of the fears that I had were 
unfounded. A lot of the fears that I was going to totally lose her were 



122 

unfounded. And that's why what you were sharing last time about saying 
hullo was so helpful because it fit into what I was already experiencing. 

Nurse: That the person who's gone is still a part of you. That's there's still 
a relationship. 

Diane (mo): It really resonated with me. 

Nurse: And had you lost sight of that for a while? 

Diane (mo): No. 

Nurse: OK. So the idea of saying hullo wasn't news, it was just about 
hearing more of that. 

Diane (mo): It was about applying it. 

Andrew (son): Did you know about it before or were you looking at it like 
that before now? 

Diane (mo): No. It's as though I knew that about my grandmother. And I 
knew that to some degree about my Dad. But I hadn't yet been able to 
take that all in. Because it felt like when Michael and Ben died it was so 
catastrophic it was like so much of my reality was now gone. How do I 
take all this in? Who am I? It was just too big. 

Nurse: These realizations sound pretty monumental. 

Diane (mo): I'm a lot more at peace. 

Nurse: Is that right? 

Diane (mo): And especially when we shared. And I remember being so 
upset in the last session and sharing how guilty I felt with regard to 
Michael. Feeling that I just hadn't been available to him or any of them as I 
should have been as a mother after all the things in the church happened. 
I felt like I had contributed in some way to Michael's struggles and 
choices. And Andrew and Heather, even though they had told me before 
that they believed that we had a good relationship and that I didn't need to 
feel guilty, somehow I heard it. 

Nurse: When they said that as a mother they did find you available? 

Diane (mo): Yeah. Like I heard it that time. 
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Nurse: And one of the things that you mentioned in that session is that 
very belief about somehow being responsible was contributing to a lot of 
your suffering. So why is it do you think that you were able to hear what 
they said last time and not before? 

Diane (mo): Maybe because I wasn't alone having to hold this all together. 
I could just be me in the session and I'm not responsible for the session. I 
don't have to be in charge. I can just be me. 

Nurse: I mean that sounded like a very sincere thing that your kids said to 
you. That they really did see you as a mother that was available and 
giving and they were telling you not to feel responsible. They were telling 
you that you weren't responsible in their eyes. 

Diane (mo): Right - and that really helped. And like the reflecting team. 
Hearing Dr Wright say that she felt so much hope for our family meant so 
much to me. 

Nurse: I think the team members were all very impressed with the kind of 
resilience that your family has and how much hope there appears to us 
right? Did you believe that there was that hope before you heard it from 
the team or was it just reassuring to have some one else say it? 

Diane (mo): I kind of hoped that there was that hope (laughter) . I kind of 
hoped that we weren't deluding ourselves that we really were OK. We 
really are OK. 

Nurse: I have to ask - I mean this is really helpful and I really appreciate 
your openness about the difference that you felt. I'm curious if either 
Heather or Andrew have seen any difference in you since our last session. 
Would they know all of this stuff that's happening inside you and your 
thinking about it? 

Diane (mo): Did you? 

Andrew (son) : Well she's always so positive. Like she says she's the 
eternal optimist. That's why she and Dad got along so well. There was 
always somebody looking out. Like the cloud with the silver lining if you 
will. And I don't know it just seems lately that she's not - I don't know. It's 
not normal cause it's a new kind of normal. It's not normal like it was when 
Dad was here. It's a new kind of normal that we're getting used to. But I 
think she's really has things to look forward to. Like around the house and 
even socially with other people like going out for supper and like just 
hanging out with friends and you know even just in talking with her. I've 
seen that in Mom. She's smiling a lot more. 
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The "fit" of a metaphor is not predictable, often arriving unexpectedly. The 

nurse listened carefully, initially to Heather's metaphor of a foundation in life, 

within which dwell persons we have lost. She extended this metaphor, offering 

that of White's (1989) metaphor of "saying hullo". She could not predict if this 

might fit and the offering of it came out of who she was as a 

person. This particular clinician had struggled with the notion of living with grief 

through her previous work in pediatric oncology and believed that saying hullo 

could be healing. However, she did not offer this as an absolute, with certainty, 

but rather with hesitancy and openness to the arrival of the invitation from 

Heather to think metaphorically. The fit of this metaphor became apparent in the 

family responses to the team's reflection in the first session, and even more so 

when the family had time to dwell with this metaphor. Diane's interpretations 

were made visible to her children, stimulating questions from Andrew too. 

How does a nurse know when to offer a possible metaphor for a family's 

struggle, a metaphor that invites healing? In my research interview with her, Dr. 

Nancy Moules offered her thoughts about the metaphors that emerged in her 

conversations with this family, 

I'm one of those people who is cautious about the use of metaphor in my 
work. I think we can become overly enamoured with metaphor. We can 
offer metaphors for everything and then we can end up talking about 
things as something instead of as themselves. I think we fall in love with 
our playfulness with language. But sometimes we can offer metaphor as a 
way to engage around something that we cannot engage directly. But if it's 
a family that offers a metaphor then absolutely go with it. And then see 
where it goes. 
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Dr. Moules went on to say that it may be less about knowing how to read a 

family and more about responding in a transparent way to what the family offers. 

Responding transparently involved making visible in the conversation her 

experiences with other families with whom she had worked, offering ideas that 

have been helpful in other contexts, as well as her own thoughts. She also 

. suggested that 

we have to be willing to let metaphors go if the family doesn't take them 
up. It may be that the reflecting team is the best place to offer metaphors 
because they can sort of consider them as a possibility but may 
experience more freedom to reject them if they don't fit. 

In these sessions, however, the metaphors that did fit were ones that evolved in 

session. There were some other metaphors offered by student clinicians in the 

reflecting team, but these much more often did not go anywhere. It seemed that 

they fell flat, the family did not seem to notice them, and did not comment on 

them as something that captured their attention. Dr. Moules offered her idea that 

there is a "tone" in the room that, at its best, evolves into a "harmony" with a 

family. When harmony is created, perhaps the ideas, including the metaphors 

that are offered by the clinician are more likely to "fit" . She interpreted this in her 

own research about therapeutic letters, suggesting that harmony is the "joining 

together or fitting of something which displays form, beauty, and unusual 

perception" (Moules, 2000a, p. 139). Although writing about the "tone" and 

"harmony" of therapeutic letters, Dr. Moules acknowledged that there is a 

harmony that sometimes develops in the relationship between family members 

and nurses, and this was a harmony that she felt from the very beginning of her 
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relationship with this family. This harmony, a blending of sounds and tone, and 

language, developed and gained richness as the relationship unfolded, reflecting 

perhaps Maturana's notion of structural coupling (Maturana &Varela, 1992). 

While not wishing to "fall in love" with the play of language that is 

metaphor, at least not when it is not a love affair shared by the family, there 

seems to be something more that metaphor offers in languaging about spiritual 

concerns. Metaphor means to bear or transfer (Hoad, 1996), or "'to carry 

beyond'. Metaphor is the way language carries itself past its own powers, to 

enter new realms" (Hirshfield, 1997, p. 111 ; Moules, 2000a). The spiritual often 

inhabits metaphor, making an appearance in the stories and memories of family 

life. 

Memory is an imaginal constellation of past and present that generates a 
new experience. Memory is not the storying of the past, but the storying of 
the present. Or memory may be made of mingling, as when parts of one 
join with aspects of a second. It is as dependent on the elements forgotten 
or upon what had been left out, as upon the tension that brings the 
disparate into accord. The sound of a word , the precision of an act, 
creates a world, an art, a semblance of the ordinary that replicates the 
perfect. Religious experience makes memory palpable; when memory 
takes over, ordinary time is dispelled. In religious terms one enters the 
eternal , in poetic terms, the metaphor. (Sexson, 1992, p. 41) 

The spiritual is sometimes expressed most vividly by stories, song, poetry 

and metaphor that alludes to, or points to, itself. This seemed to be the case for 

the mystery of Diane's ongoing relationship with Ben, even when he was 

physically absent, captured in the metaphor of "saying hullo" (White, 1989). It is 

perhaps chance that this fit so well not only for Diane's current struggle but also 

with her past life experiences. However, it was wisdom and a particular spiritual 
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sensitivity that invited the continuing weaving of this metaphor into the cl inical 

work with this family, creating a very helpful and therapeutic harmony. Such a 

harmony allowed Diane to remember what she had forgotten of her learnings 

about her grandmother. And yet the learnings were not the same learnings. "Only 

by forgetting does the mind have the possibility of total renewal , the capacity to 

see everything with fresh eyes, so that what is long familiar fuses with a new into 

a many leveled unity" (Gadamer, 1999, p.16). 

The idea that family members learn from each other is illuminated in this 

session too. Diane remembered a time when she thought she was "coming 

apart" , perhaps unconsciously using Heather's language for her fear about 

participating in the session. But Diane found her fears were unfounded. She did 

not come apart but instead clung to the hope that there was going to be 

something very precious that would emerge. Was this helpful for Heather to 

hear? Likewise, Andrew enters into a conversation with his mother about how 

she knew about an enduring relationship with someone who is lost - saying 

hullo. "Did you know about it before or were you looking at it like that before 

now?" 

Metaphor, like poetry and song, is one language that alludes to the 

spiritual. To practice spiritual literacy in reading metaphor requires a particular 

sensitivity and a listening for an arrival. Attending to conversations, and 

responding wisely when such moments arrive, calls for a particular presence that 

embodies openness to the mysterious, the sacred, the unexplainable. Perhaps 

spiritual literacy asks too for transparency and a certain humil ity, as each, family 
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and nurse, struggle to read the spiritual well for what it has to say to the now of 

suffering. 

Encountering the Mysterious: Reading the Sacred in the Mundane 

Answers to the questions of: how can we go on; how can we be a family; 

is there any hope, emerge in the context of a sanctuary to talk, to listen, to dwell 

and to read the spiritual. Pain and suffering often stifle language and block 

memory, diminishing a sense of connection and identity. The community of a 

family is a special kind of community created through shared history, memory 

and love. The "glue" of these connections allows us to re-interpret events though 

the eyes of others. 

While the nurse co-created the space for this to happen, the sharing of 

different interpretations of events creates opportunities for re-interpretations . 

Where there has been silence, the voice of spiritual healing emerges in the midst 

of metaphor and multiple interpretations. Diane "heard" from her children that 

she was the mother she wanted to be. She had "been there" for her children 

even when she feared that she had not been. The nurse's questions and offering 

of ideas that honor the spirit of this family and the conversation that evolved 

among them invited such meaning making. 

Later in the session the family tells the story of Ben's death. The spiritual 

aspects of this experience for them are revealed in the wonder and awareness of 

the mysterious as it arrived at various times and in varying ways for each of 

them. Heather talked about following the ambulance to the hospital and being 

taken into a room "like th is" (the interview room at the FNU). 



129 

Heather (da): I was praying and we were taken into a room like this and I 
knew then 

Nurse: That he had died 

Heather (da) : That he was dead. And I remember a song going through 
my head. An old hymn, "It is well with my soul" . But the song, do you know 
the history of that song? 

Nurse: No I don't know the history, no. 

Heather (da) : How the songwriter's family all died in a ship - a ship wreak 
was it? They all died and he was the only one left. And he looked up to the 
heavens and he was crying to God and saying though all these things are 
happening it is well with my soul. And a peace came across me that no 
matter what happens it's going to be OK. 

Nurse: So there was some message in that for you at that time? And when 
you were asking earlier Heather, did people have a premonition, did you? 

Heather (da) : I had kind of weird psychic things happen to me prior to 
Michael and prior to dad. Like before Dad died, a month before, he mailed 
me a card in the mail. And we live together. And the card said I just felt I 
had to tell you these things. How much I love you. And how proud I am of 
you and to give you a piece of wisdom for your future. And all sorts of 
just how proud he was and all these like things that he wanted to say to 
me. A month before he died. And it's almost like a message. Because I go 
back to it and I read it. 

Nurse: So tell me again, you got it a month before? 

Heather (da) : A month before he died. He said I just bought this card and I 
have to say this to you. 

Nurse: And what does it say to you? 

Heather (da) : That I was being prepared. And also with Michael I had a 
dream, like from the time I was a very little girl , that Michael died. And I 
asked the Lord could you please send him back. And God said I'll send 
him back for a little while, only for a little while. And he came back as a 
little boy and he walked into church and sat beside my Mom and we were 
all so happy to see him. And I kept having the dream all throughout my 
childhood that Michael was only here for a little while. 
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Nurse: And when you weren't dreaming when you thought about it, was it 
a belief that you held? 

Heather (da) : Uh huh. 

Diane (mo): Remember how you worried about him as a child. 

Heather (da) : Always. 

The spiritual often arrives in music, as it did for Heather in a familiar hymn. 

It is revealed in the mystery of a card that was a gift, a blessing to her from her 

father, a way of him preparing her for a life in which he would be physically 

absent. 

At the heart of every story is Mystery. The reasons we attribute to events 
may be far different from their true cause. Often our first interpretation of 
events is quite different from our last reading of them. Mystery is a 
process, and so is our understanding of it. The ability to see and find 
meaning in life is based on the capacity to hold paradox and maintain an 
unblushing ... dissonance. (Remen, 1996, pp. 302-303) 

Diane continued sharing her memories of her husband: 

Diane (mo): It's like Heather said he was larger than life and yet there was 
a part of Ben that was just so down to earth. That's why so many people 
just really loved him. Just a caring compassionate human being and we 
had such love and respect for each other. 

Nurse: You mentioned last session something that really stood out for 
me. When you were talking about the experience that you went through at 
the church and that terrible rejection and all that stuff that happened. You 
talked about having your heart broken and having a broken heart and your 
belief that some of what happened was related to that. Do you believe 
that? 

Diane (mo): Well I've had time to think about that and I guess my belief 
about that is that Ben's spirit was so big that it just couldn't be contained in 
his human heart. I just believe that it finally had to burst. 

Nurse: Oh - that's an incredible way to think about it. 
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Heather (da) : Was it you who said - remember you were walking with him 
and you had a feeling 

Diane (mo): right before 

Heather (da) : OK tell me the story. I'm curious about this. 

Diane (mo): Well the night before we went for a walk. And I remember the 
sky was quite unsettled and I was concerned you know. Sometimes the 
calm before the storm you get that feeling of high humidity in the air and 
there hadn't been any forecast or warnings of any problems or whatever. 
But I just had this sense that the skies weren't quite right. But we went for 
a walk anyways and we ta lked and I remember thinking to myself that I'm 
not going to have him very long. For no reason whatsoever. He didn't look 
particularly fragile. Just that sense that I'm not going to have Ben for very 
long. And I dismissed it. You get all kinds of crazy thoughts. And I 
remember we came home and that night we watched TV and there were 
little tornadoes that had touched down in various spots. In Florida but not 
where we were. We were in Orlando. And we went to bed. And I was quite 
surprised the next morning to see that nothing had happened, that there 
hadn't been a horrible storm in our area. 

Nurse: Because you had thought there was something in the air. 

Diane (mo): Something foreboding. That sense of foreboding that I 
thought must be the weather. 

Nurse: Who or what do you think was telling you that you're not going to 
have him for long? 

Diane (mo): I don't know. I don't think that the Lord goes around telling 
people messages and stuff like that. On the other hand I know that God 
really cares for me and cares for Ben. And as much as it is possible for 
someone to be somewhat ready, I'm sure that the Lord that cared for me 
and cared for the children wanted to get us a little bit prepared. 

Nurse: His spirit - that lovely description that you gave about his spirit 
being too big for his heart. Have you ever asked yourself if that was Ben's 
spirit talking to you then? 

Silence 

Diane (mo): I never thought of that. 

Heather (da): Yeah that's weird eh? 
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Diane (mo): I never thought of that. 

Silence. 

Nurse: I'm just really struck with this sort of gift Ben was giving even 
before he left you in terms of the card that he sent you and even - if you 
believe I don't know if that fits or not - but if that were in some ways him 
preparing you. I don't know. It really speaks to me of the love and 
givingness that Ben had for you all. 

Diane (mo): It could be. Because I had my 50th birthday 2 weeks before 
Ben died. And Ben took my rings and he went and had the diamond 
replaced in the engagement ring . He could hardly wait for me to put it on. 
He was so excited about that. And he was so insistent that I had to go and 
get a new car and he got me a convertible and the whole bit. For my 50th 

birthday. Like he was so determined that we had to really celebrate and he 
knew the kind of private person that I am that I didn't want a big - like lots 
of people -like I wanted my family. And he did that. 

Nurse: And that said to you? 

Diane (mo): Just that - it says to me that somehow there was closure that 
was happening that was going to be something I can carry through my life. 

Nurse: He had given you that 

Diane (mo): I always knew that Ben loved me too much. I always knew 
that he absolutely squandered his love on me when I turned 50. And I had 
that to carry with me for the rest of my life. 

Nurse: It's a pretty rich gift that he gave you isn't it? 

The nurse holds open space in the session for the family to talk about 

these mysterious events. She participates in meaning making with the family, 

with questions like: "and that said to you?" However, she also participates 

through the transparency of her thoughts that emerge in witnessing the story. 

"Have you ever asked yourself if that was Ben's spirit talking to you then?" "It's a 

pretty rich gift that he gave you isn't it?" Both thoughts are offered tentatively, not 

imposed, but in such a way that the family considers the fit. Diane's 
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thoughtfulness after the first question, heard in the silence in the room, suggests 

that perhaps this idea does fit and opens up new ways of saying hullo to Ben, 

new ways of claiming spiritual connections with him. She dwelled with the 

question, wondering if the meaning it invites has a home with her. 

We may lose - as we have - the ritual , the sacred place, the holy words, 
but the power of "text" persists through memory and imagination, through 
telling the story. Text, etymologically, refers to weaving; and it is the 
weaving of imagination and discovery, of the divine and the human, of the 
past and the present, that creates the fabric of our existence. We all have 
bits and scraps of experience, dreams, and thought out of which we 
weave the texture, the story, of our lives. The metaphors within which we 
reside link us to the symbolic quality of the divine. (Sexson, 1992, p. 34) 

During the reflections offered by the team, Dr. Wright acknowledged that 

she experienced Ben being present in the room with them today, "even more 

than last session". While the thoughts of the reflecting team include many other 

ideas, it is this idea that stands out for the family when they return to the room. 

Nurse: Anything that stood out for you that the team offered today? 

A lengthy silence 

Heather (da): I think the silence is good. 


Diane (mo): The presence of Ben. 


Heather (da) : That was good. 


Diane (mo): The presence of Ben. That really and truly that we're saying 

hullo. 


Andrew (son): But the fact that we're not the only ones saying hullo. 


Diane (mo): That's right. That's right. And it really means a lot to me that 

somehow we can convey a little bit of how special he really is. 

Nurse: Well I have to tell you something about that cause that was really 
uncanny for me to hear that. I want to hear the rest of your impressions 

L 
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but before that was spoken I thought there is something that I have to tell 
this family in here. What I wanted to say is that when you talked about 
Ben's spirit - you know being big and not able to be contained within his 
heart. Well what I experienced today was his spirit in this room. 

Diane (mo): Yes. 


Nurse: And that felt holy to me. So that - I was kind of - my breath was 

quite taken aback when Dr. Wright mentioned that because I guess they 
felt it too. 

Diane (mo): Wow. And even what carried through for me was what I was 
able to experience with my grandmother that Ben is still with us-in our 
family. All those strengths are still there, in Heather, in Andrew, in myself. 
Like I see myself becoming more independent, more -like a lot stronger 
in certain areas that I never really took any type of leadership in. 

Andrew (son): Like you are confident in the areas that you weren't before. 


Diane (mo): Like Dad bel ieved so much in me but I just said oh yeah right. 


Heather (da): You can see it. 


Diane (mo): It's just so exciting cause they are really with us. Those two 

men are still with us. 


Silence 


There is a sense in listening to the session that these are sacred silences. 


A silence in which everyone gathered contemplates the mystery of spiritual 

presence in the absence of the physical. The silence of a sanctuary where the 

expectation is held that mystery will reveal itself, show its face. The clinician, Dr. 

Moules, shared with me her sense of that "sacred" space, saying it felt like there 

was "something" more in the room with them, a sense of Ben's presence and an 

awareness of something holy. I (OM) asked her what it meant to experience 

something holy then. 
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NM: That I felt having had that experience was a blessing. It was 
something that was given to me in trust. Not only for the family but I think 
that God wouldn't have opened up that experience for me if I hadn't been 
the right person for it. 

DM: So there is a sense for you of God working in your own life through 
this? 

NM: Oh yeah! And certainly side by side with me in the clinical work. 

Not all nurses feel comfortable to discuss spiritual beliefs and meanings 

with patients and their family members. While these issues are discussed 

routinely at the FNU, some nurses are more open and able to explore these 

beliefs in meaningful ways. Dr. Moules identified two reasons for her openness to 

work with these concerns with this family in particular. 

I think the main reason that spirituality was so much a part of my work with 
this family was because of their invitation. They were a very spiritual family 
and so just getting to know them kind of took us there. But even if they 
hadn't been a spiritual family, I would be remiss not to ask about spiritual 
beliefs and create an opening in our work to talk about these. But another 
kind of family that I think I would be remiss in not asking about their 
spiritual beliefs would be if I thought they were experiencing some distress 
around their spiritual beliefs. Perhaps I might believe that there was some 
suffering that was really either connected to, maybe a disconnection from 
their spiritual beliefs, maybe a disappointment from them, a lack of them, 
or because of some other cues that might suggest to me that it would be a 
helpful conversation in terms of reclaiming some of that in their lives. But 
even if I were atheist or agnostic, I still believe it would have been remiss 
of me not to open space in the conversation for those discussions 
because that's who this family were. We could not have had a 
conversation about the loss of Michael and Ben without it being a spiritual 
conversation. Now, would the unexplainable something else in the room 
have happened if I didn't have a spiritual awareness for myself - I don't 
think so. That's a shared thing. Because not only was I able to hear on an 
intellectual level , but I was able to move into an experience at a spiritual 
level too. 

Spiritual care practices clearly require a belief on the part of the clinician 

that th is is important work. To provide spiritual care well requires a willingness 
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and a sense of obligation to explore spiritual beliefs. At the most basic level 

perhaps spiritual care does not require the nurse to share a family's beliefs, but 

the best spiritual care may be that which emerges when there are shared beliefs, 

or at least a shared spiritual awareness or literacy. "To understand ... is to have 

a present involvement in what is said. It is not really a relationship between 

persons . .. but about sharing in what the text shares with us" (Gadamer, 1989, 

p. 391). This nurse was spiritually literate, able to read what the "text" of the 

conversation said and didn't say. She was able to read the holy in her work with 

this family and to share a "present involvement". 

While spirituality is often thought of as an individual phenomenon, all 

religions create sacred spaces where the divine, the holy or the sacred is met as 

a community (Capra & Steindl Rast, 1991). Perhaps mystery and paradox arrive 

in the polyphonic voices of communities. The voices of families, as a special kind 

of community, have particular power. They hold memory in ways that individuals 

cannot. Memory is held in the voices and silences of those that know us best and 

have shared some of our history. And yet history is always lived in particular 

ways, interpreted in multiple ways. It was the way that Diane lived her history and 

memories of her grandmother that allowed the fittingness of metaphor to be re

membered by her for this time and place. In the memory and interpretations of 

one, gifts are acknowledged and passed to another. Gifts of cards and of rings. 

Gifts of mystery, of love and of preparation. Contemplation of the mystery within 

stories invites new meaning and new memory that perhaps heal the spirit. 
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Understanding that creates a home, a sanctuary and that receives the other with 

compassion. 

Receiving the Other: Preserving Wholeness and Holiness 

In my research interview with her, Diane spoke about the most meaningful 

aspect of their work with Dr. Moules, that is her sense of being "received". 

OM: What was the most useful or helpful aspect overall of your work with 
Nancy? 

Diane (mo) : We" probably what stands out the most for me in that whole 
experience is Nancy's very compassionate presentation, the way she 
dealt with our family was - we" it's almost difficult to describe but it went 
beyond just professional. It wasn't just clinical. It was incredibly warm and 
accepting, curious and respectful and funny - a" of those things. 
Immediately our little unit felt so received. So that to me was absolutely 
tremendous. I can't think of a more healing thing to do. 

OM: Were there other things that contributed to you feeling received? 

Diane (mo) : We" the reflecting team was fantastic as well. You know when 
the team came back and shared those perceptions it was not only 
powerful and moving, it was also very warm. I knew that our story had 
touched the team. And I felt that. And Lorraine's (Dr. Lorraine M. Wright) 
comments were incredibly warm. She made me feel OK. 

OM: In what sense? 

Diane (mo) : We" she said I couldn't think of a family that I would have 
more hope for and that was so wonderful to hear. That was really 
wonderful because as a mother you really do a lot of internalizing. And 
you ask yourself what can I do more, better, or more helpful for Andrew 
and Heather and you know it settled me down. The sessions were 
instrumental in an initial comforting that we never would have gotten in a 
church . Never. And it was more spiritual an experience than anything I 
would have ever experienced in a church. 

OM: Can you tell me more about what you mean when you say spiritual? 

Diane (mo) : Well I didn't have to be anything special. I didn't have to come 
with an agenda or speak any special kind of church - ese language. I 
didn't have to fit into any certain mode. Surprisingly there is a lip service to 
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an acceptance of grieving in the church but at the same time you're told 
you're not supposed to grieve. You're supposed to immediately rationalize 
- they don't call it that - put your faith into gear. But I know that God isn't 
like that because there are people who are able to share my pain. They 
don't crumble, and they don't chastise me for it. 

OM: So it's back to the idea of receiving you as a person? 


Diane (mo) : Yeah! 


OM: And when you say it was more spiritual than a church, is that the 

biggest part of what you're talking about, that receiving? 

Diane (mo) : Yes - I have to believe that. Yeah. There's lots of stuff in 
churches but there is very little of a dynamic that's really healing. I have to 
believe that those sessions were ordained by God. The Lord knew we 
needed someone with skin on that could hear my story and hear the 
children's story and restore to us a sense of family. That we are complete 
the three of us. 

The sense of being "received" that Diane experienced was important to 

the telling of her story and perhaps too to those of her children . Telling the story 

restored a sense of family for Diane. The experience of being received and 

sharing their stories resulted in Diane having an experience that was more 

spiritual than "in a church", experiencing a compassion that gave her the sense 

that she was okay. Yet it was not a one-sided experience. The nurses involved 

not only received the Lawsons, but also offered themselves in very authentic, 

real, and transparent ways, allowing the Lawsons to receive them too. Both 

family members and the nurses shared something of themselves - a shared 

vulnerability to suffering and wonder and awe of the mysterious. 

The places in which we are seen and heard are holy places. They remind 
us of our value as human beings. They give us the strength to go on. 
Eventually they may even help us to transform our pain into wisdom. 
(Remen, 1996, p. 244) 
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Perhaps a sanctuary is a place of receiving, where families are seen, heard, and 

received . A place where they experience respect, that is a willingness on the part 

of the nurse to look again, to seek to understand, in ways that may not be 

common in churches and in life. Perhaps receiving someone is similar to the idea 

of hospitality, as in extending kindness to strangers (Zodhiates, 1992). Space 

that is open to the pursuit of understanding is characterized by hospitality. 

To be inhospitable to strangers or strange ideas, however unsettling they 
may be, is to be hostile to the possibility of truth; hospitality is not only an 
ethical virtue but an epistemological one as well. ... Hospitality is not an 
end in itself. It is offered for the sake of what it can allow, permit, 
encourage, and yield .. . space needs to be hospitable not to make 
learning painless, but to make the painful things possible. (Palmer,1983, 
p. 74) 

For the Lawsons, open space was part of creating a sanctuary to talk about 

painful things. However, such space also needed boundaries and hospitality for 

new understandings to arrive. 

Reading the Stories of a Faith and a Father 

What happens to the world if no one can tell the story of how Isis made her 
serpent with the spittle of Ra? Is the world thinned, faded , made more frag ile? 

Whatever we do in our lives, we make text of our lives. Whether or not our stories 
belong to the shared patterns of the great, true stories - the myths - they are the 
texts from which we find out our relation to the divine, to one another, and to the 
self.... What have we lost if we have lost that story? Certainly its components 
resonate with everything from the Garden of Eden to the Logos of the Gospel of 
John; but it creates and alters the universe in its own fashion . Perhaps if we lose 

the story of Isis, we lose a means by which the divine word can be tricked or 
stolen from the remote realm and come to reside within the maker, or the 

compassionate goddess; that is we lose one of the stories that can make the 
divine to come to live within ourselves. (Sexson, 1992, p. 26, 27) 
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Of a Faith 

In the third and final session with the Lawsons, the clinician inquires about 

the challenges the family has faced and the effect of these on their faith. 

Nurse: The first time we met and you talked about the suffering that your 
family experienced around the events happening in the church and the 
sort of betrayal particularly for Ben, a couple of you mentioned that you 
really sort of questioned your faith around that period of time. That was a 
really difficult time right? Sometimes people talk about loss, particularly 
the one they lost through death, as a time when they really question their 
beliefs and they really sort of go face to face with their beliefs and their 
relationship with God. I guess that's what I'm wondering for your family. 
Has your spirituality and your beliefs in God brought you comfort or has it 
brought you pain? 

Andrew (son) : It's kept us sane. 

Diane (mo): Yeah - I'd say that's really been the anchor of my soul. 

Andrew (son): What we went through before in the church was a precursor 
to what's happened now. 

Heather (da) : It was like a foreshadowing of death. 

Andrew (son) : And we experienced it, I believe we experienced it and we 
took it very hard and we took it in different ways and it reaffirmed 
everything that we had been taught since we were little. 

Nurse: So it made your faith stronger? 

Andrew (son): It made it stronger and that was the only thing that has 
been able to keep us sane because it's true. If I didn't have that hope - if I 
didn't have the things - the simple little things that I know in my heart that I 
know to be true. If I didn't have those, I wouldn't have a hope in the world. 
I would be lost. It would be like skiing with a big toque over my head and I 
wouldn't be able to see anything. I see a trail. It's a little obstructed but I 
can still see a trail and I can still see some light. 

Nurse: So if you were to give advice to someone - if somebody that they 
loved died and they were in pain and they came to you and they said how 
do I make this hurt less or how do I stop some of the pain. 



141 

Andrew (son) : You don't make it hurt less. You just have to remember the 
things that you know in your heart to be true. And for me the things that I 
know in my heart to be true is that I am only passing through. That I was 
able to have a wonderful relationship with two people that I will see again. 
There's a verse in the bible that is, you know it's a tough verse to take 
when you go through something like this. And it was just re-brought to my 
attention a couple of weekends ago. But it was the verse that says 
something to the effect that he who has started a good work in you will be 
faithful to complete it. And there is some other part in it that I can't exactly 
remember but it goes on to talk about how it may not be in our frame of 
time. It may not be when we want it to happen. It will happen. But we can't 
look at it on a day to day basis - when am I going to know, when am I 
going to know - why don't I know now - kind of thing. You will know. It's 
just a matter of whose time frame we're on. 

Nurse: So then if you were helping somebody else who was in pain, you 
couldn't sort of take their pain away. 

Andrew (son) : No you can't. 

Nurse: But would you recommend that they sort of access their own 
spiritual beliefs? Would that be something that you would suggest to 
someone? 

Andrew (son): Yeah. You have to have something and for me my hope is 
in my family and it's in my belief system and I think that if you don't have 
that like - I always wonder what comforts an atheist. 

Nurse: Can you tell me your beliefs about what? Your beliefs about 

Andrew (son) : Um well- there's a lot of them but the main general ones 
are that - I'm a Christian - so I believe that the Lord died on the cross for 
my sins and that by his grace I am saved. No matter what I can do, no 
matter what crazy, hypocritical terrible sin I can do there's always 
forgiveness. It's like an unconditional love. And no matter what happens, 
no matter what I do, I'm always going to have somebody I can go to who's 
going to watch over me. Some people might not agree with it but for me, 
that's what I was raised with from when I was little. And the experiences 
that I have had in my life have reaffirmed that. I see that as real - it's a 
reality I live with. 

Nurse: Those sound like very comforting beliefs. 

Andrew (son) : They are. Because as much as I'm a passenger on a plane, 
I sure have a good relationship with the pilot and the pilot is in control. 
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Nurse: So - part of the reason that I'm asking this is I wonder if holding 
such firm beliefs has really helped you to manage as well as you have. 

Andrew (son) : Even look at the funerals that we had. The funerals that we 
had weren't overwhelmed with loss. There was grief, and there was loss 
there, but it wasn't the end of the road . We have to see a future. And that 
was the big thing in both funerals, in my brother's funeral and in my Dad's 
funeral. A lot of the people that didn't share the same beliefs that we had, 
you know people that came from my Dad's work or people that came from 
my Mom's work, all were touched by the same hope that we had. The 
same optimism that we had that we don't lay treasure in earthen vessels. 
That's another verse in the Bible. 

Nurse: Well this is - as I told you before I'm really interested in 
experiences of grief and this is really, really interesting to hear how a 
family that has such beliefs is doing so well I guess is the way that I see it. 
The kinds of things that you have to teach me about this are really 
interesting to me. 

The telling of faith stories creates opportunities for reading the "palpable 

imprint of the divine, which can be traced over again, renewed and reimagined" 

(Sexson, 1992, p. 29). A spiritual practice is the act of reading such texts, for to 

"talk about religion is in some senses to practice it" (Sexson, p. 1), "creating a 

reality that binds us to the divine as it loosens us from our limitations" (Sexson, p. 

33). Re-membering the stories of a faith , and the meaning these hold for us for 

the now of our lives, invites the spiritual to be present in therapeutic work. Not so 

that nurses can analyze and intervene, but rather so they can participate with 

families in re-imagining the divine. 

We create our world by reading it. "To create the universe - as the gods 

did and we do - is to interpret, select, emphasize, order, all that which makes up 

reason and imagination" (Sexson, 1992, p. 72). Our ancestry, our kinship, is 

grounded in reading the texts of animals and of rain , the texts of stars and 
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silence and of palms. The spiritual is always "read"; we interpret and find 

meaning in relation to ourselves, our families , and our experiences. We find 

kinship in stories. Distant wisdom is made personal, our own, and reads our lives 

back to us differently than we read before. Life is read, "not merely literally, but in 

the manner of sacred text" (Sexson, p. 31). In the telling of faith and life stories, 

perhaps families not only re-member and stitch together meaningful accounts for 

now, accounts that invite the presence of, and create connection to, the divine, 

but more importantly they (and we) learn the world can be read. And in such 

readings healing, wholeness, and the holy are found . 

What happens when we lose the stories of Isis, the stories of a faith? Do 

we lose, in such discourse, "a means by which the divine word can be tricked or 

stolen from the remote realm and come to reside within the maker, or the 

compassionate goddess; . . . the stories that can make the divine to come to live 

within ourselves" (Sexson, 1992, p. 27)? A dominant discourse in health care is 

that of "evidence based" practice. But the question is what kind of evidence 

counts? If the sacred cannot be received except though an openness to reading 

the world as sacred, by listening and re-membering , how will it be read against 

the smooth weave, the shiny surface of the language of outcomes? The sacred 

slips by such ways of understanding; it disappears as meaningful to our work as 

health professionals. Opportunities, or invitations, to perform faith stories are 

limited. Such invitations in family nursing practices invite the divine to live with us 

in the midst of illness and suffering, invitations to possibilities for healing and 

wholeness. 
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And a Father 

Religion, then, is the consecration of experience, or person, so that the person, 
or experience, is made whole (holy). Religion may be an unfortunate term (some 
cultures have no equivalent for this word), a term that should refer to becoming 
so intimate with space (the mundane) and time (the secular) that they - or we 
are transformed by consciousness and made holy. Religion is more a quality of 

perceiving and knowing than it is of bowing before the bizarre. 
(Sexson, 1992, p. 9) 

Ritual and play, the poetic and imagination, are openings to the divine, 

holiness, or wholeness. In keeping with the preceding clinical work with the 

Lawson family, the meaningfulness of the metaphor of saying hullo (White, 

1989), and their literacy with the sacred generally, the clinician introduced a 

rather novel idea in her last session with them. She invited play and metaphor 

and the opportunity for spiritual presence by offering to "conduct" an "internalized 

other" (MacCormack & Tomm, 1998) interview with the family (the "other" being 

Ben). The idea of an "internalized other" interview is that each person carries 

within themselves memories of another that shape our lives. By engaging those 

memories in conversation, the "other" is read, perhaps differently than they have 

been read before. In this context, the nurse considered the notion of such a 

conversation as a way of reading those texts that invite a spiritual connection 

with the person who has died. In the following excerpts, following discussion of 

the idea and receiving enthusiastic interest, the clinician interviewed Andrew as 

though he were Ben; Andrew responds as "Ben". 

Nurse: And just so we can get kind of practiced I'll ask you some easy 
questions too. OK, Ben do you remember the day that Andrew was born? 

"Ben": Of course. 
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Nurse: And what was that day like for you? 

"Ben" : Um it was the first son being born so it was something I'm never 
going to forget. 

Nurse: What kind of a young boy was Andrew? 

"Ben" : He was - not a perfect son but as a young boy he was exactly what 
I expected. He was into the same things - he reminded me of me when I 
was young. 

Nurse: In what way did he most remind you of you Ben? 

"Ben": His nature. The way he was with his sister and with his Mom and 
just the fact that he was always very gentle and very caring. You know he 
was into the sports and stuff like that but he was always not passive but 
very gentle. Easy on the nerves. 

Nurse: And what was the greatest joy throughout his whole life that 
Andrew brought you Ben? 

"Ben": I think the greatest joy would have been that I could have such an 
influence, such a positive influence on somebody from such a young age. 
And such a close relationship whether it be through sports or just from a 
father to a son. 

Nurse: Ben do you think that your son loved you? 

"Ben": Yes. 

Nurse: And did you love him? 

"Ben": Very much. And he knew that. 

Nurse: And how do you think Andrew is doing now Ben? 

"Ben": Well he's got his struggles and he's got stuff that he's dealing with 
but he's dOing well. He's working in business and he's making a name for 
himself. He was probably hired on because of me but he's making a name 
for himself and he's growing up. 

Nurse: And what do you think Andrew most gives to his Mom and his 
sister now? 
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"Ben": The same kind of nature that he had when he was a kid. A tender, 
caring, compassionate nature. Worrying about how everybody else is 
doing. And that's the way I was with Diane and that's the way he is with 
her now. It's not the same kind of relationship as a husband and wife but 
it's the same comfortable dependable day to day relationship. 

Nurse: Ben do you experience that as a gift that he continues to give to 
you? 

"Ben": Yes. I see him turning out like me which is what he wants. 

Nurse: What other gifts does he give you Ben? 

"Ben": Just the joy that though I maybe influence him, he is still his own 
person. And he's still- he's not a little Ben walking around but he's - he 
does things differently than I would have done. The results may be a bit 
different but just the joy that he's becoming the man that I knew he would 
be when he was little. 

Nurse: Do you think that Andrew has anything that he needs to say to you 
that he hasn't had the chance to say? 

"Ben": I don't th ink so. Cause though he hasn't said it I know. I already 
know because he tells me all the time. 

Nurse: Do you mind me asking Ben, what that is? 

"Ben": Just that he loves me very much and he wishes he could have 
worked with me. Going into business together and shared a family and 
you know all the experiences a man goes through - marriage and children 
and things like that. But I'm going to be there with him experiencing it the 
whole time. It won't be person to person, face to face but I playa big part 
in his life now. I played a big part in his life in the past and I will see him 
again soon. 

Nurse: And Ben is there anything that you needed to say to Andrew? 
What would that be? 

"Ben": You guys are going to be OK and you're doing a good job. 

Nurse: Are you proud of him? 

"Ben": Very much. I miss you very much. 
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Nurse: And Ben, help me out here. Do you think there is any other 
question that would be helpful to Andrew for me to ask? Or to your family? 

"Ben": How's Michael doing. 

Nurse: And where do you think that Andrew might be hurting around that? 
In what ways might he be hurting around that? 

"Ben": He misses his brother. They were together from the time they were 
little. He misses that relationship. 

Nurse: And' is there anything that you could say that would comfort him? 

"Ben": That his brother misses him very much. And though it will be 
different, when they are together it's going to be the same. 

Nurse: Is there anything that you want me to ask you? Any other 
questions Ben? 

"Ben": No. Just for Andrew and Heather to know that I miss them and that 
I am very proud of them. And that they're going to be OK. They are OK. 
And that I haven't forgotten about them. 

The response to this interview in which Ben's presence was made tangible 

was powerful , expressed in tears, and open weeping on Heather's part. Although 

all three found the conversation difficult, they also expressed in various ways that 

it was helpful. 

Andrew (son) : I could see him. I was kind of crying but I was smiling inside 
that I could see my Dad. I can see my Dad. Like we used to have - we 
called them team meetings where he'd get together the whole crew. And 
we always thought that we were in trouble. And I could see his head like 
th is and he would move like this and I could just hear his expressions and 
his little cliches saying those same things. 

Laughter. 

Nurse: And so do you think that's why your Mom and Heather started 
crying too cause they could also see that? What's your guess about 
what's bringing tears for them? 
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Andrew (son): I think it's the same thing. That they could see him saying 
that stuff and just they know within themselves that that's what he'd be 
saying. 

Diane (mo): Yes I could. And in the movements and mannerisms and 
facial expressions. Ben looked and sounded just like that. 

Laughter. 

The nurse can never know for sure if what she suggests or offers will fit. 

As Dr. Moules told me, this particular "technique" was somewhat risky. Although 

it started out feeling very much to her like an "intervention", as the conversation 

proceeded it became something else. Ben's presence became palpable to 

everyone in the room. The family re-lived their own rituals of gathering together 

that included Ben and that were healing. In this process, the nurse both created 

an opportunity for the family to relive important ritual and was invited into the 

ritual . 

The willingness to take a risk, to try something that, while technical and 

"gimmicky" in a way, invited Ben's spiritual presence into the room was 

profoundly meaningful for all members of the family and for the nurses who 

witnessed the conversation . It was unexpected, surprising. There was a sense 

that the clinician, who in one sense "conducted" the conversation, was in another 

sense conducted by it. 

Such a technique is a kind of ritual, understood here as a prescribed 

pattern of behaviors, invariably performed. Such rituals can be foreign, feel 

technical and dry. But they can also open space for the spiritual. "Ritual" is at the 

heart of the spiritual; the spiritual speaks of both breath and ritual. The holy 
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sometimes breathes through prescribed rites and procedures. Rituals extend 

hospitality to the sacred; one hopes, but never knows, if the sacred will surprise 

us by accepting the invitation. 

"Leopards break into the temple and drinks the sacrificial chalice dry; this 
occurs repeatedly, again and again: finally it can be reckoned on 
beforehand and becomes part of the ceremony . ... Leopards breaking in 
- upon whatever our complacencies - is the nature of religion. (Sexson, 
1992, p. 10) 

A leopard breaking into the rituals of our practices is always startling, for 

leopards are unpredictable (even frightening) things. And yet leopards do what 

they will, causing even a technical procedure to become a sacred chalice that 

welcomes and reveals the mystery of the spiritual. 

Words Become Worlds in the Play of the Gods 


Our most fundamental stories, the creation stories, are stories of play - or what 

we call art. The creation of the world, all the world over, is made from the play of 


gods, potting, forging , dreaming, imagining, and making love. Play (or art) is 

turning one thing into another: mud into man, gods into horses and horses into 


love, dreams into earth. (Sexson, 1992, p. 71) 


The clinical work with the Lawson family was saturated with metaphor, 

and imagination and with space to be received and to play. These were 

metaphors of foundation and of saying hullo, of skiing and of airplanes. Heather, 

who found talking most difficult, found metaphors spoke for her. She was a writer 

who loved the play of words. Their laughter and fun in playing with language 

brought surprising things. Meaning arrived. Diane spoke about the sessions, and 

their work with Dr. Moules, as "funny", an interesting use of language given the 

profoundly difficult and painful focus of their work. Yet they described themselves 

as a family that laughed a lot, often and with many. Interesting too that a family 
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who understood themselves (and were understood by others) to be spiritual were 

so comfortable with the play of metaphor and with laughter. Perhaps play and 

laughter is a participation with the holy in creating a world. 

Dr. Moules, rightly, worried about overuse of metaphor, about falling "in 

love with our playfulness with language". We must be careful that it does not 

become a troublesome one-sided love affair. If the metaphor becomes an object 

to be manipulated, it is no longer play. "Play fulfills its purposes only if the player 

loses himself in play" (Gadamer, 1989, p. 102). Play requires that we become 

lost in it. True play holds the sense that we ourselves are played more than we 

play. "At play we are most conscious, clever, sharp, yet most deeply unconscious 

and played out" (Sexson, 1992, p. 68). The play of metaphor must be something 

that all players lose themselves in if the sacred is to be read , invited to be 

present, in the play. Play takes on its own life. "Words become worlds, laughter 

becomes the creative force of the universe" (Sexson, 1992, p. 36). 
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Chapter Six: Hearing the Voice of Suffering 

The spiritual often emerges in the face of suffering and nowhere was 

suffering more palpable than for the third research family, Susan and Jim 

Cavenaugh. Jim had been diagnosed and treated for leukemia 18 months before 

their first clinical session at the FNU. During his chemotherapy treatment he had 

a stroke, leaving him' with a number of neurological deficits including some 

difficulty with speech, cognition , and left-sided weakness in both his arm and leg. 

Jim had worked as a teacher for 27 years, work that he was passionate about. 

He had attempted to return to work but was unable to keep up the pace. Not long 

prior to their attendance at the FNU, Jim had also had a car accident. Jim and 

Susan attended 5 sessions at the FNU with a Master's student as the primary 

clinician. Their two young adult sons also attended sessions 3 and 5. 

In the first session Jim described himself as being caught in a "vicious 

cycle" of questions about his future and how he could possibly live a life that 

seemed so devoid of meaning. He struggled with questions about whether or not 

any more physical function would return and often felt like giving up. "Giving up", 

however, resulted in Jim feeling very depressed, hopeless, and weeping. Susan 

found herself encouraging and cajoling him into trying harder, believing he was 

"on a different path now" , a path that was not at all clear, especially to Jim. 

Although Jim had "come a long way", there had been no further improvement in 

some time, enough time that he had all but given up hope. For him, there was no 

longer any "light at the end of the tunnel". None of the physicians they consulted 

had been able to give them definitive answers about the possibility of 



152 

improvement in Jim's functional ability. Jim was having a very tough time 

"accepting" his life the way it was. Susan also struggled with that, but in a 

different way. 

Susan: Like do we just wait? Do we wait for Jim to get out of that space or 
should I be pushing him? Should he be trying more - is it normal to do 
what he's doing or should we be pushing him more? Or should we not 
push him and just leave him the way that he is? This is really affecting our 
family. It's hard for both of us and for our sons. You never realize the 
difference 

Jim: It's catastrophic. 

Susan: Yeah. Like people think that he's so lucky that he's come through 
and he's done so well. And he has. But it changes your whole life. 

Jim: Yeah. 

Susan: Like, I'll say to him, it could be worse you know but that doesn't 
seem to help. Because you know it could be a lot worse. Maybe he 
wouldn't be walking or talking or anything else. But that doesn't help him. 
He just has a lot of trouble dealing with what he has left. 

Jim: I don't know whether you can provide me with strategies, um, how do 
you get a person to accept the way they are? I don't know whether that's 
just something I'm going to have to work on. Maybe I'm going too fast. 
Maybe I expect too much. I don't know. 

Nurse: So what I'm hearing now, and this can change as we work 
together, is that you would like some advice on how to live in this space 
that you're experiencing right now. 

Susan: Yeah. Are we doing the right thing or the wrong thing? 

Nurse: OK. 

Susan: Is it -like I don't know. Sometimes I think I want to push him and I 
want to shake him and say, at least you're here. And other times I 
understand it's so hard for him. It's fine to say, well at least you can still 
walk, but the fact that he can't use his arm and his speech is impaired - I 
guess in terms of am I doing the right thing? Should I just leave him 
alone? But when I try to do that, I feel that's wrong. I should be 
encouraging him. 
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Nurse: And so your hope really is to find some strategies to learn to live 
with Jim's condition? 

Jim: Yeah. Like I don't know what the future is going to hold and that really 
bothers me because - what's going to happen? Like am I just going to 
continue this way? Throughout my life, like just veg? Or what am I going to 
do? I just - I don't know. 

Susan: Like when he gets really -like he'll sit and cry - what's to become 
of me? And that breaks my heart when I hear him like that. I felt that way 
when he was sick and I thought is this going to be our life you know? It's 
scary. Nobody thought he would come this far but will it ever come all the 
way back? When do you give up and accept that this is as good as it 
gets? You never give up. But nobody gives any answers. 

Nurse: And what do you think about Susan's thoughts about what the 
future holds? 

Jim: Yeah I agree with her. I don't know whether I should get pushed 
more. Half of me says I should be thankful and just take each day as it 
comes but when you're used to having a life and I don't have much of a 
life. It just seems more and more (weeping) has been taken away from me 
- my teaching, my driver's license - it just keeps adding up. So I don't 
know whether to try or I don't know whether to give up. Am I beating 
myself against a wall (weeping)? Should I accept the way it is? But I don't 
want to accept that. 

Jim struggled with questions about what the future held for him and how to 

live with the loses he had already experienced. Susan struggled to know how to 

support her husband, as well as how to live with the changes encountered in her 

own life. They both struggled with the messages that others have given them 

suggesting that they should be thankful that Jim is alive and can walk. But those 

messages did not help them to live with what is; rather they were questions and 

messages that brought suffering. 

Suffering has been understood as a disruption in the sense of self, 

meaning, or "place" in the world. "The self is a set of meanings or understandings 
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of the world and one's place in the world. A threat to the self is a disruption in the 

understanding of what the world is about, and this disruption is suffering" (Kahn & 

Steeves, 1996, p. 6). Self is understood as having temporality, that is meaning 

about self is located in the past, present and future. Suffering might also be 

understood "not as a meaning given to events that threaten personal identify, but 

as meaninglessness caused by that very threat" (Kahn & Steeves, p. 9). In Jim 

and Susan's story, questions about meaning, making sense out of 

senselessness, seemed central to their suffering. What can nurses do in the face 

of such suffering and the meaning of life questions that it embodies, and how do 

they know what to do? What are the spiritual care practices that might ease 

suffering for Susan and Jim? 

Ustening with an Opening Silence 

In the second session, the struggle about pushing and not pushing, being 

grateful for what is, and refusing to accept the way things are, again comes to the 

fore. Susan struggled in this session to listen to Jim, often attempting to cajole 

him into thinking and feeling differently than he does. While hearing the voice of 

suffering is always difficult, Susan's particular difficulty with this is not well 

understood initially. The clinician, a Master's student, also struggles to listen to 

Jim's anguish, to hear it fully, and to know how to help. Listening to such anguish 

is not easy for anyone (Frank, 1995) and may be particularly difficult for younger 

clinicians (Maeve, 1998). Clinical supervision and mentoring is required to help 

younger clinicians bear such anguish. During the session the faculty supervisor 

(Dr. Lorraine M. Wright) phoned the clinician to provide her with support in 
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listening. Dr. Wright pointed out the interactional pattern between Jim's anguish 

and Susan's attempts to cheer him up and asked the clinician to just listen to 

everything Jim has to say so that he can say it all, perhaps for the first time, 

without being interrupted. This guidance allows the student to beautifully join with 

the wife in listening to what Jim has to say. In doing this, the clinician creates a 

clearing and the open space of that clearing is maintained by asking Jim to tell 

her, and his wife, when they can speak again. This is a different experience for 

both Susan and Jim. Jim's speaking is preceded by almost a minute of silence 

and deep, deep sighing. 

Nurse: I guess I'd just like to invite both of us, myself and you, Susan, to 
kind of sit back and let you (Jim) kind of talk about the situation and what 
you're thinking . So if that's OK we'll just be quiet and listen and then you 
can tell us when we can talk. 

Susan: You just say what you feel. 

Jim: Sighing several times. Silence. 
Some days I just feel - - - well it's really hard - - - it's hard accepting the 
way things are. I tell myself that I should - that I should be thankful that 
I'm alive - that these things have happened to me and I have to accept 
them but I just get really frustrated that I can't do things like I used to. I trip 
over things. I understand that my brain doesn't work the way it used to 
(silence) . I sit on my balcony and I see people walking and riding and 
walking their dogs without looking like a gimp and I am a gimp (sobbing) . I 
don't know what I'm going to do. I think a lot about that. I can't take each 
day as it comes and live life being thankful that I didn't die. I have Susan 
here with me. But so much is unknown. I know it sounds silly cause there 
is always the unknown, but at least, like Susan knows she's going to work 
she's got her job - she's got this, she's got that. I don't know. And, you 
know, you come here and talk to us and things like that. You've got some 
sort of schedule to your life. Like my doctor said she'd die to have two 
weeks off. I uh - I don't know what my future is going to hold and I think a 
lot about that. Maybe I shouldn't. I don't know. (Pause) If I could do 
something beneficial. I just don't want to spend my time getting up, making 
the bed, doing the dishes, doing the laundry. Like I don't mind doing that 
it's not like I hate it. But there's got to be something more. And it's just 
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coming to accept that. I guess it's going to take - well I know it's going to 
take time. But - I just uh - (sighing). Am I making any sense? 

Nurse: Yes. Is it OK Jim if we talk? 

Jim: Sure. 

Nurse: OK. I'm just wondering what you (Susan) are thinking as you 
listen? 

Susan: I just feel his pain and I know that he - if you could have known 
what he was like before his illness and how just the kind of person that he 
is you'd realize how difficult this is for him. And I just can feel his pain. And 
I feel so helpless because - but when he's like this at home we can talk 
about it but sometimes he won't talk. It's just the same th ing but I don't 
understand, I don't know what to do. When he gets like this - I know what 
he's going through in a sense because I feel it - we're a part of each other 
and just like he feels my pain I feel his. And I hate leaving him some days. 
And I come home at lunchtime and he cries and it takes everything I have 
to go back to work. It takes everything I have. And these little jaunts where 
I take a couple of days off - like I went back to work Jan. 24th and I haven't 
taken a sick day since I returned to work cause I was off from June until 
January. When I get overtired or for vacation or whatever I used to have 
these extra days off with him so that we can do things. Even th ings as 
mundane as doing chores but it's together. 

Nurse: Well 

(The faculty supervisor phones in at this point) 

Nurse: The team just had a couple of questions. We're just wondering if 
you believe that talking is healing for you. 

Jim: Yes and no. I look forward to the session. It's good to talk. It's good to 
get the feel ings out. Cause if I'm just with Susan I know that I don't always 
talk. But um I don't (crying) I don't see any future for me. 

Susan: You described it as a vicious circle. 

Jim: It's a vicious circle and I go around and around and around cause I 
don't see any end near. Cause sometimes I think this is what my whole life 
is going to be. Right now I don't see answers. People haven't got answers 
for me. Like I don't know, maybe I'm rushing too much. I'm off (work) until 
the beginning of January and then I'll see the doctor. Um - I'm anxious to 
get going on doing someth ing. I've got to feel that there is some meaning 
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to my life. I don't know. The other day I was thinking about the kids - about 
teaching - about my classroom. That's not there for me anymore. Cause I 
know I won't be able to go back teaching but (sighing) there's got to be 
something. I don't know. It's a vicious circle. 

Jim's sense of being stuck in a "vicious circle", "not knowing", and the 

struggle to talk about the same thing that goes "around and around" captures 

some of his suffering. This suffering is not answered, perhaps not even heard, by 

those who attempt to cheer him up by encouraging him to be grateful for what he 

has. The willingness of others to hear his loss and deep anguish is limited and 

there was a sense in this session that th is may have been the first time that Jim 

was able to say everything he wanted to say without being interrupted and 

"cheered up" . 

Frank (2001) writes about the unspeakable nature of suffering and the 

dilemmas that speaking creates between sufferer and listener. How will my 

suffering be responded to if I do speak it? What will the other do? How can I find 

speech that does not diminish, distort, or dishonor what it is? These are difficult 

questions with no ready answers. 

One of the more famous stories of suffering, the biblical story of Job, tells 

of the initial reaction of Job's friends to his suffering. 

When they saw him from a distance, they could hardly recognize him; they 
began to weep aloud and they tore their robes and sprinkled dust on their 
heads. Then they sat on the ground with him for seven days and seven 
nights. No one said a word to him, because they saw how great his 
suffering was. (Job 3:12, The Holy Bible, NIV) 

This initial response might not be the enduring response but certainly reflected a 

compassion (com meaning with , together, in union with, to suffer with; passion 
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meaning marked with strong emotion) (Hoad, 1996) for Job's suffering. Frank 

(1992) offered the notion that "in the hermeneutic encounter two people share 

their common embodied vulnerability to suffering. The mutual need of these two 

people is to help each other to find some ways to both continue living with that 

suffering" (p. 472). Here, it is in the encounter (of a particular kind) that help is 

found . It is not from the position of "professional" , where the "intervention", the 

word (logos) of the professional is privileged over the "patient" , but rather they 

meet together, both listening and speaking - creating space for one another. 

Perhaps in the encounter that suffering requires, it is not so much the 

intervention of logos, but the encounter with legein that is useful, where a place 

of gathering and shelter is created. This is a sanctuary of silence and listening, a 

silence, however, of a particular kind, that which listens. 

Silence is our listening openness: in order to hear something, we must first 
give it our silence .. . . It is through the depth of our silence that we 
become rooted again in the originary openness of the sonorous field .... 
Silence should never be taken for granted. It is a gift to which we must 
respond by giving it, in return, the gift of our own silence. But the 
conditions of life in the modern world are not hospitable: outside us, there 
are too many man-made noises; and the pressures of life today make it 
difficult for us to form, within ourselves, a sense of the opening silence. 
(Levin, 1989, p. 232) 

Listening to another is an uncommon gift. Levin speaks to the difficulty of 

learning to listen and the multitude of barriers to listening. But listening is not only 

difficult. Hearing the suffering of another embodies an obligation to respond. 

Such obligations are not simply or easily borne. 

Obligations constantly happen, wherever we turn . Innumerable 
obligations, too many to deal with, sometimes in conflict with one another, 
often very difficult to sort out, although sometimes clear and pressing .... 
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[Obligation] comes at me, comes over me, overtakes me, seizes hold of 
me. As soon as I come to be I am already in its grasp. (Caputo, 1993, p. 
7) 

In many ways every relationship in which we find ourselves is 

characterized by obligation. These can be costly, for all meaningful relationships 

might be understood in some way as an ordeal (Campbell & Moyers, 1988). 

Suffering comes to address us as nurses and all those that witness. In the clinical 

work with Jim and Susan, suffering was not only within hearing, it was listened to. 

It called for a response, demanding that we find meaning in the midst of it. 

Part of the struggle that nurses (and others) experience in responding to 

suffering is related to the profound fear of suffering and death that is 

characteristic of Western cultures. Our terror of death, and difficulty finding 

meaning in suffering, reflects in some ways the Cartesian chasm between the 

rational and the intuitive (Kearney, 1996). Our religious and philosophical beliefs 

separate heaven and earth, mind and matter (Hillman, 1996) and this separation 

creates a chasm between what is our meaningful past and an unknown future. 

Our present may be a sea of meaningless confusion, creating a sense of 

homelessness. Jim embodied that homelessness - nothing was the same for 

him. He was not himself and could not find himself. Here it is difficult to know how 

to help. What are the bridges across such a chasm? What should we, as nurses, 

do when one is homeless? 

Buddhism acknowledges that suffering exists and that all human beings 

suffer (Spretnak, 1991). This is the human condition. Inherent in the experience 

of suffering is often the sense of being isolated or alone, a sense of being 
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different or set apart. In the story of Job (The Holy Bible, NIV), although Job's 

friends initially simply sat with him, they did not tolerate this "being with" forever. 

After the seven days and nights pass, Eliphaz the Temanite begins what turns 

out to be a long process of blaming Job for his troubles, for "who, being innocent, 

has ever perished?" (Job 4:7, The Holy Bible, NIV) he asks. Such being "set 

apart" in suffering seems to invite such conclusions, not only by friends and 

family, but also by the sufferer themselves. Our inclination is to recoil in the face 

of suffering, our own or others, "leaving [the sufferer] feeling isolated and terrified 

in a wasteland of meaninglessness and hopelessness" (Kearney, 1996, p. 16). 

Job's friends' recoiled as they turned to blaming him for his troubles. In this 

maneuver, they distance themselves and attempt to assert some measure of 

control over suffering, honoring the "collective myth of a taken-for-granted future 

as well as the personal belief in sustained health" (Charmaz, 1999, p. 366). If Job 

can be seen to have caused his own suffering, they are safe. They can control 

their own possible loss of health and immersion in suffering. Jim received similar 

messages, couched as they were, to be thankful and grateful that things were not 

worse - "at least you are here". Our obligation to respond well to suffering 

perhaps requires more of a listening openness, a listening silence, for what can 

be said? 

Hearkening 

The heart of Jim and Susan's suffering was captured in their questions to 

the team. Jim asked: "Willi ever be whole again?" Susan asked: "Are we 

heading down the right path? Is there anything else out there that can help?" 
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Suffering often brings such questions. Sometimes nurses contemplate questions 

with families, turning them over and over until they make "fine travelling 

companions" (Remen, 1996). At other times they respond with an answer, an 

answer that may be given with confidence, or with more tentativeness. At the end 

of the second session when the team offered their reflections to the family, the 

faculty supervisor, Dr. Lorraine M. Wright (LW) takes a risk, stepping "out on a 

limb" and offering an "answer" to their struggle and suffering. 

L W: So do we feel brave enough to tackle this very difficult question they 
are asking? So Jim was asking you know willi be whole again and earlier 
he was asking should I be accepting - was that the question? Should I be 
accepting this or should I be pushing myself more? That seems like a 
dilemma throughout the whole interview wasn't it? And then for Susan it 
was are we heading down the right path and did she have a question 
earlier? 

Clinician: Well advice - she was wondering about advice for how to live in 
this space she called it. 

LW: I mean one of the things they're saying is that nobody can tell them 
eh? They're saying they want to know is this as far as I can go. Or can I 
go further? 

JB (another faculty supervisor): Or should I push myself? 

LW: Or should I push myself further. And I guess I'd like to not give them 
the party line again today and say we don't know how you're going to 
progress. I'm willing to step out on a limb. And I would like to say that I 
think he can go farther. That I think he should push himself. Because I 
think not pushing himself is not healthy for him right now. He doesn't feel 
good about that. I think he should push himself and test his limits to see 
what he is capable of. Instead of sort of waiting for the health 
professionals to say yeah you're going to get better or you're not. No. Let 
him discover. 

JB: Well, it sounds like they've had lots of really interesting experiences 
already of challenging health care professional beliefs about even whether 
Jim was going to live. 
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LW: Yes. Health professionals try to be responsible and say prepare 
yourself on one hand but miracles happen - if they think of this as a 
miracle. So I'm saying now he has survived. For what purpose and for 
how far he can go, I don't know that. But I do know - I do believe very 
strongly that he should push himself. That he should push beyond and not 
wait for an answer from someone else. That he should decide his own 
limits. And another thing that I want to offer them I learned from a woman 
who was a quadriplegic who was in a terrible car accident. She was a 
psychologist and taught a workshop that I went to. And she taught me 
something that's been very useful to me in my work with families. She said 
that you never - when people - when health professionals are suggesting 
you should accept this - she said you never have to accept it. You never 
have to accept what's happened to you. But you do have to adjust to it. 
And I think that's a wonderful distinction. Jim may never want to accept 
that he doesn't have the full use of his right hand. That he maybe has 
some memory problems from time to time. That his right leg doesn't work 
as it once did. He never has to fully accept that. But he does have to 
adjust to it. That's what I'm saying. But adjust to what? He doesn't know 
the limits yet because he's sort of waiting for somebody to give him some 
direction about how far to go. And I'm saying push the limits. Go for it. See 
how far you can go. 

JB: I take it that you think the uncertainty about that invites inertia in him 
almost. 

LW: It invites inertia and I think it invites this depression. I think it invites 
him to feel very emotional wondering is this as good as it gets or is it not? 
Should we accept it or should be not? I'm saying he doesn't have to 
accept it. It's a terrible thing that's happened to him. It's a tragedy. He's 
right, at 51 years old. And so my answer I guess to Susan's question is 
the same thing. When she's saying should I be encouraging, should I be 
pushing him, I say push him. Get in there and let's see what he's capable 
of. And no more of this sitting around and trying to figure out should we 
just sit here and accept it or should we not. I mean I just think this man 
has got a lot to offer. I don't know where he'll end up finding himself. 
Maybe he'll end up being at home on his computer doing interesting things 
- writing. Maybe he'll want to get a part time job. Maybe he'll want to get 
full time work somewhere. I don't know. But I think he won't know that until 
he pushes more. But I'm curious about the rest of you. What do you think? 
Do you perhaps disagree with that? Is there another way to look at that? 

LC (student): I get the impression that he is already starting to push 
himself. Just doing all the work at home. I mean all the courage it takes for 
a man to accept or adjust to that. To do it and to learn to do the cooking 
like Susan was mentioning. I think it is another way to push himself. 
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Because it was probably not something that he was very pleased about at 
the beginning but now he's doing it. And also, like Susan was mentioning, 
now he is going to the computer, even though she is worried that he's 
spending all his time on the computer looking for answers. I think it's 
another way to push it. 

LW: Yes, that's true. 

LC: She even mentioned that the time that he is at the computer his 
attention is there. He feels better looking for more answers but at some 
point maybe he will say OK I can see then that I cannot get an answer or 
he is going to get an answer that's going to fit for him and he will push 
himself a bit more. But to me what I saw today I really had the impression 
that both of them are already pushing it. 

LW: You're right. Maybe he has already started. 

Clinician: Well, I think he is very determined and creative. 

Dr. Wright took a very strong position about her own beliefs about what 

might be helpful for Jim. Was it a useful position to take? Often one cannot know, 

sometimes for a while, what parts of a conversation will be most useful to a 

family. Clinical experience perhaps makes it more likely that the suggestion 

offered will be useful. In fact, in my interview with the Cavenaughs for this 

research project they told me that the most useful aspect of their 5 sessions at 

the FNU was the advice to "push the limits" . How did Dr. Wright know what would 

be useful? Or did she know? 

Perhaps it was the way that Dr. Wright listened to Jim's suffering and the 

courage of her experience that allowed her to offer this idea to this family. Such 

listening does not come easily but emerges out of good questions and from 

"feeling one's way into the openness of experience, by seeing the actual as one 

possibility among many" (Field & Latta, 2001 , p. 890). Experience here is not to 
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be misunderstood as accumulation of knowledge; rather, experience is 

understood as an openness to what comes to meet you, what presents itself in a 

given situation. 

Experience stands in an ineluctable opposition to knowledge and to the 
kind of instruction that follows from general theoretical or technical 
knowledge. The truth of experience always implies an orientation toward 
new experience. That is why a person who is called experienced has 
become so not only through experiences but is also open to new 
experiences. The consummation of his experience, the perfection that we 
call "being experienced," does not consist in the fact that someone already 
knows everything and knows better than anyone else. Rather, the 
experienced person proves to be, on the contrary, someone who is 
radically undogmatic; who, because of the many experiences he has had 
and the knowledge he has drawn from them, is particularly well equipped 
to have new experiences and to draw from them. The dialectic of 
experience has its proper fulfillment not in definitive knowledge but in the 
openness to experience that is made possible by experience itself. 
(Gadamer, 1989, p. 355) 

Being an experienced clinician kept Dr. Wright open to further 

experiences, to hear what Jim's suffering had to say and to respond with 

confidence. The confidence with which the idea was offered was part of what 

made it so useful. Such confidence should not be mistaken as certainty but 

rather responsiveness to the demands of this situation. In the face of great 

uncertainty and feeling stuck, the call for confidence was heard. To hear what 

was called for required a listening that was ready to encounter the world afresh 

and to hear it anew, a listening born of experience. "The clearing, the opening, is 

not only free for brightness and darkness, but also for resonance and echo, for 

sounding and diminishing of sound. The clearing is the open for everything that is 

present and absent" (Heidegger, 1972, p. 65). Such listening, what some call 
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hearkening (Heidegger, 1975) creates a clearing for suffering to be heard, to 

exert a claim on us for a response. 

Remembered Listening: The Mystery of the Lifeworld 

Can we hear again with the child's sense of belonging? 'We have heard' 
Heidegger says 'when we belong to the matter addressed' 

(Levin, 1989, p. 211) 

Levin (1989) understands listening as the ground of Being. Such listening 

is manifested as an opening-up and an ingathering of a sonorous field. It is a 

profoundly difficult listening, particularly when even the silence is anguished. Out 

of this attunement to that which has not yet been heard, possibilities for healing 

arise. The wisdom of suffering declares itself. And yet this is a paradoxical event, 

for to pursue possibilities for healing, to pursue that, closes our ears. Listening 

becomes an intervention. We begin to listen to ourselves, rather than to the life 

world that has something to say to us. 

Hearing is a gathering [Iegein] of oneself that composes itself on hearing a 

pronouncement. "Hearing is primarily gathered hearkening", (Heidegger, 1975, p. 

65) a hearing that is open and attuned. Hearkening allows us to learn what 

suffering has to say to us, but not suffering in general, for suffering never occurs 

in general , but suffering in the particular life of a person and a family. Hearkening 

responds to the claim of suffering on us. 

The 'appropriation' of our hearing is a claim (Anspruch) which calls for its 
proper or appropriate 'use' .. .. When we lend our ears to such a 
recollection of Being, our listening becomes properly tuned, properly 
thoughtful: it becomes an 'authentic hearing' (eigentliches Horen). And this 
is the achievement of 'hearkening'. (Levin, 1989, p. 207) 
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Perhaps this is the kind of listening that made a difference in responding wisely 

to the particulars of Jim and Susan's suffering. Jim's suffering spoke of being 

"stuck" in a "vicious circle". It spoke so strenuously that Dr. Wright responded 

with an audacious message - push! This suffering called out to be pushed. 

"Hearkening also has the kind of being of the hearing which understands" 

(Heidegger, cited in Levin, 1989, p. 207), an understanding that is cultivated 

through enduring, or living through, an experience of something. As an 

experienced clinician, Dr. Wright has endured suffering with many families, 

f inding opportunities to learn and to understand what suffering has to say and to 

understandingly offer the wise or helpful response. Suffering is familiar, 

something to which she belongs, and yet does not belong. Hearing the difference 

with this person, Jim, resulted in an important and helpful response. 

Hearing moves us to compassion, a suffering with the other that is 

healing, in and of itself, of the isolation and set-a-partness of suffering. Hearing 

as an embodied experience reveals a wisdom in listening and feeling. In feeling, 

"a state opens up, and stays open, in which we stand related to things, to 

ourselves, and to the people around us .... Feeling is the very state, open to 

itself, in which our being human hovers" (Heidegger, cited in Levin , 1989, p. 219). 

Since hearkening . .. is a recollection that demands of us the greatest 
openness to Being of which we are capable, it is a mode of 
perceptiveness that we can only achieve by cultivating our capacity for 
feeling and restoring the connection between feeling and listening. This 
means ... not only that we need to listen to our body's felt sense of its 
Befindlichkeit (how we are faring in the various situations of life in which 
we find ourselves) , but also that we need to learn a listening which listens 
with this bodily felt sense. In other words we need to cultivate a listening 
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that is deeply rooted in our body's felt sense of situated being. (Levin , p. 
219) 

Was there something felt in Dr. Wright's witness, in her listening that told 

her the wise, the courageous response? Is it the fact that this is a felt sense 

(rather than an intellectual knowing) that contributes to the difficulty of articulating 

how one knew to say that? Field and Latta (2001) explore the idea that, for 

teachers, becoming experienced involves being "mindfully embodied" (p. 888), 

that is thoughtfully and sensually responsive to the particulars of given 

circumstances. Being open to experience means being ready for the unexpected 

and being willing to take risks. Making a choice about what is the right thing to do 

in a given situation cannot be determined or predicted because the situation itself 

has something to say about what is right (Field & Latta; Weinsheimer, 1985). It is 

possible that Dr. Wright had never before said such a thing to a family. But she 

was willing to take a risk, not knowing for sure that it would work out, but 

demonstrating the good judgement that comes from being experienced in the 

sense of being open to experience. 

Listening in such a way that we understand, often differently than we 

understood before, is difficult work. Such listening was encountered by all three 

of the families in this study, expressed in different ways. Perhaps listening, as in 

hearkening, is the ground of spiritual care, in that a listening that hearkens to 

hear what the life world has to say will ultimately hear (and be claimed by) the 

mysterious, the spiritual, the enchantment of the world. 
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Listening from Below 

In my research interview with Jim and Susan, Susan spoke about her 

experience in working with the family nursing team. In being invited to "push the 

limits", she also found herself looking inward for spiritual answers. She attributed 

this inward looking to the listening and questioning of the team. 

OM: So it was the idea of pushing the limits that you both found the most 
helpful? 


Susan: Yes, pushing the limits was the biggest thing but also looking 

inside yourself for the answers. 


OM: Can you tell me a little bit about that? 


Susan: Well instead of looking to the outside for answers, they 

encouraged us to look to the inside. 


OM: Can you say something about how they did that? 


Susan: Well, when we discussed our spiritual beliefs, they supported 

those and they followed through and asked more questions which made 
you think more about your own beliefs. Their beliefs didn't come into it. 
They didn't try to direct you towards their beliefs or any other beliefs. They 
listened to what you believed. They accepted that and supported it and 
questioned it to bring it out more which makes you think about it more. 

Jim: We definitely did more thinking about it. 

Susan: Yeah. The fact that they brought our beliefs into the discussion 
and that they found our beliefs interesting and that they were accepting of 
it you know. That made me more comfortable to be able to talk about it. I 
was surprised at how they· wanted to discuss that aspect of our lives. 

In previous contacts with the health care system, Jim and Susan talked 

about how the interest of health professionals in their spiritual beliefs seemed to 

start and end with a proclamation of religious affiliation, affiliations that didn't fit 

for Jim and Susan. They refused visits from clergy, believing (rightly or wrongly) 
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that such persons are associated with particular systems of belief that would not 

be congruent with their own beliefs. Having the opportunity to be heard 

differently, as persons with unique interpretations of faith, was helpful to them in 

deepening and strengthening those beliefs. Since their sessions at the FNU 

ended, 2 years previous to my research interview with them, Jim has faced a 

recurrence of leukemia and, recently, a bone marrow transplant. Susan said 

during the research interview for this project that having the opportunity to speak 

about their faith beliefs made a difference to them in how they dealt with this 

latest health crisis. 

Susan: They (the nurses at the FNU) were prepared to listen to something 
that doesn't fit into a specific category of formal religion. And that support 
made a big difference for us and for the kids. We were really thankful for 
the sessions and we just kept growing spiritually since then. Until the 
wheels all fell off in May when the leukemia came back. But I think the fact 
that we were there and we had those sessions helped us to deal with it 
better this time. 

Listening outside of a "specific category" reflects an openness to hearing 

that which is authentically lived, rather than that which conforms. Hearing 

constitutes the primary way in which Dasein is open to its potential for being 

(Levin, 1989). The openness is an openness to different ways of living and 

healing. Such listening embodies receptiveness (receiving of another), a 

responsiveness to the claim of suffering and obligation. Such listening embodies 

care. 

Drawing on Wordsworth's "The Prelude", Levin (1989) understands a 

listening openness as a particular kind of "obedience" . 

~--
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'as wakeful, even, as waters are I To the sky's motion: in a kindred sense / 
Of passion, was obedient as a lute / That awaits upon the touches of the 
wind' . ... This strikes me as a perfect metaphor for the listening that is 
Ga/assenheit. 'Obedient as a lute' . . .. This is not an imposed obedience; 
nor is it the obedience of conformity. It is the obedience of letting, freely, 
spontaneously, joyfully yielding. In Latin, obedience is obaudire, the 
obedience of 'listening from below'. In German, 'obedience' may be 
translated by Horchsamkeit, a listening that is heedful. (p. 224) 

Such "listening from below", the listening for that which is too often 

suppressed by the dominant discourse (of rel igion or whatever) , these nurses 

provided a listening that was open. Their listening was open to other ways of 

bel ieving and of understanding. It was an openness that was interested, curious, 

that asked questions. It was open to surprise and expected the unexpected. 

Such questioning invited Susan and Jim to deepen and strengthen beliefs that 

sustained them. They too were invited to listen from below. To hear what 

suffering had to say to them. Perhaps the fact that the nurses were not clergy 

was helpful to Susan and Jim in that the nurses at the FNU were not overtly 

associated with particular ways of understanding faith . 

Such open listening, hearkening, left the conversation open to spiritual 

readings of the world, an openness to the meaning in perceptual experience, an 

openness that surprised Jim and Susan. They had not previously encountered 

any interest by health professionals in their spirituality, even though they had 

lived through not one, but two, life-threatening illnesses. Perhaps this reflects that 

too often listening is closed, conforming to the dominant discourse of health care, 

traditional science, and religious "categories". Perhaps this reflects a 

forgetfulness of listening, 
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a forgetfulness that has already prevailed within the lifeworld - the 
I ifeworld , that is, of most adults. This lifeworld is serious business. There is 
no time for music, not even - or perhaps least of all - the music of the 
celestial spheres. (Levin, 1989, p. 210) 

Hearkening clears a 'neutral' space, an open space for remembering listening. It 

is a space of silence, of listening openness, for 

in order to hear something, we must first give it our silence . ... it is 
through the depth of our silence that we become rooted again in the 
originary openness of the sonorous field .... silence should never be 
taken for granted. It is a gift to which we must respond by giving it, in 
return, the gift of our own silence. (Levin, 1989, p. 232) 

Silent space invites listening well, with understanding. It allows what is heard to 

make a claim on us, to appropriate a response. We resonate with that which 

sounds forth , resonances that can reverberate freely in the open space that our 

listening has created. 

To hear an appeal of Being calls for experience. Experience includes 

wisdom and humility. We can hear wrongly. "This 'appeal', this call and claim, is 

our 'appropriation' . The question accordingly is: will our hearing be developed so 

that it can respond appropriately, and thereby become what it properly and 

essentially is, namely, an organ of Being?" (Levin, 1989, p. 208). Our own 

openness to appropriation allows ourselves to be attuned by Being. 

Listening for Echoes 

The opening of space, the clearing, is open to light and shadow, for sound and 

echo, for that which is present and absent. Some indigenous peoples understand 

that being human is to be "one who sees and hears the echo and thus knows", 

while at the same time knowing that the ability to "know", that is to hear the echo 
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and to understand the essence of things, is a difficult spiritual achievement. 

"Often enough, the echo is only vaguely understood; there are many echoes, 

many possible meanings that reach the untrained ear, which must be decoded 

and interpreted - a task that in reality belongs (mainly) to the shamans" (Reichel 

- Dolmatoff, cited in Levin, 1989, p. 237). And yet in listening for, and to, echoes, 

listening grows in wisdom. Every clearing becomes an event of unconcealment, 

for a/etheia, a truth heard as difference. This is a difference heard in the univocal 

and the poly-vocal, monotone and harmony, the light and the shadow, melodious 

soundings and echoes. This is a truth that too often remains inaudible and, in 

silence, brings suffering. While hearing is always a gathering, an opening and a 

closing, it is always and also not yet. Hearing never arrives but is always on the 

way. Hearing can always become more attuned and responsive; more curious 

and open to surprise; more caring and compassionate (Levin, 1989). 

Beliefs are often understood as the "truths" that we hold that guide our 

understanding of the world and that shape our lives. At the heart of the Illness 

Beliefs Model (Wright et aI., 1996) is the idea that it is the beliefs that we hold 

that shape healing and suffering. Beliefs are not only cognitive constructs, 

something we hold intellectually, but are also embodied histories, echoes, of the 

lives we have lived and that have been lived before us. 

A belief is the truth of a subjective reality that influences biopsychosocial 
spiritual structure and function .... But not all beliefs matter; not all beliefs 
invite an emotional or physiological response. The beliefs that do matter 
are our core beliefs .... Core beliefs are the beliefs that are at the heart of 
the matter. These beliefs are accompanied by intense affective and 
physiological responses. Core beliefs powerfully and profoundly influence 
the family system and it functioning. (Wright et aI., pp. 41-42) 
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Belief fundamentally arrives through the ear (Levin, 1989), through 

hearing the stories of myth and legend, folklore and family history. Belief arrives 

in the songs of a faith . The ear contributes to a weaving of social and cultural 

texture, to the passing on of collective wisdom, to cohesion and continuity in 

families and communities. 

Returning from afar, 'a repetition', the echo brings with it our belonging to 
history. Because we do not understand the echo's gift; because we do not 
hear the entrustment of history to the guardian nature of our hearing, we 
are deprived of an historical belonging which we need and long for. (Levin, 
1989, p. 271) 

Illness is often a time in which we need, more than ever, the wisdom of the 

ages. We need to hear the stories of faith and suffering so that we can learn from 

them. We need to unpack and consider the beliefs contained within stories, 

beliefs that we sometimes hold with little thought but which , nevertheless, shape 

our experiences of suffering and illness. It is not uncommon during times of 

illness for spiritual beliefs to be challenged and perhaps re-considered. We may 

find our old beliefs no longer speak to our experience and require re

interpretation if we are to continue to hold them. We may seek new ways 

altogether of understanding our changing lives and our suffering. Beliefs may be 

held cognitively, or intellectually, but not at a heart level. It is the beliefs that we 

hold at a heart level , our "core" beliefs that are most firmly held and that have the 

most power to influence our suffering and our healing (Wright et aI. , 1996). 

Beliefs are held by persons, not families. Through shared history, 

however, family members may hold similar beliefs. What happens when family 

members hold different beliefs or the same belief differently? One of the beliefs 
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that Susan and Jim held was that of reincarnation and the idea that their purpose 

on earth is to learn certain things. They believed that all experience, including 

experiences of suffering, occurred for the purpose of learning. It seemed, 

however, that Jim's suffering was influenced in part because these beliefs were 

inadequate to address his experience for now. He seemed to hold this belief 

intellectually, but not in his heart. Susan, however, found these beliefs to contain 

much hope for her and she believed that if Jim would simply remember and hold 

onto this belief, if only he would look for the learning contained in this present 

experience, his suffering would be eased. 

Nurse: The team was remembering last session when we were talking 

about spiritual changes and how you believe that there is a God out there 

and they were just wondering if you pray about what the future holds for 

you? 


Jim: Yes. I do. But there are no answers. I say, God, please show me the 

way. And nothing is coming yet. You know, I thank him for my life. I don't 

want him thinking that I don't appreciate cause I do, but there's got to be 

something more. And I'm not getting the answer and I don't know whether 

it's - like you don't expect him to yell out what the answer is you know but 

I still don't know even if it's job opportunities or even what my direction is. 

Yeah, I pray to God. 


Nurse: So since God hasn't kind of thrown out these answers yet, what 

do you think his answer might be? 


Jim: I don't know. Cause it has got to be something. Because it's awfully 

traumatic what I went through. But maybe it is nothing. Like maybe I'm 

waiting for an answer - maybe there isn't an answer. I don't know. 


Susan: But we believe that everything that we go through in our lives good 

and bad is a learning experience right? 


Jim: Yeah. 
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Susan: And that there's something that we had to learn by going through 
what you went through - what we went through together. And that - what? 
(Jim has put his head down in his hands) 

Jim: No - go ahead 

Susan: And that everything good and bad is a learning experience and 
that you have to learn something from this experience that's going to 
affect what you're going to do. You didn't stick around just to sit at home 

Jim: (defensively) I know. I know that. 

Susan: and do what you're doing. The path is there - you just have to be 
patient for it to come because 

Jim: It's hard to be patient. 

Susan: He believes that - we believe that in each lifetime that we're here 
to learn more and that we learn from all our experiences. And we learn a 
lot about each other and life through these experiences of illness. But I 
can't bel ieve that he (God) left you here just to sit at home and worry 
about what your future is. There's something there - you do have a future. 

Jim: I know. 

Susan: But you've got to get out of what you're in to be able to find it. And 
I don't know how to get you out. 

Nurse: Well I was actually wondering when he is - or when Jim is feeling 
like this - do you feel that you have to kind of cheer him up or? You're the 
one 

Susan: Yeah. Yeah I feel like I have to do something for fear - it's not just 
for him - it's for me. For fear that I will go down there with him. Because 
he goes into a dark place sometimes and I've been there and I don't want 
to go there. And I've got to keep myself out of it. I can allow him to be 
there if that's where he needs to be but it's hard. It's hard to say well he's 
just got to go through this you know. 

Jim's bel iefs were proving to be inadequate to address his suffering. 

Whereas previously such beliefs provided meaning in his life, they brought no 

comfort in the midst of this suffering. Susan, however, continued to hold the 
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belief that all of life's experiences were given to us for the purpose of learning 

something important. If Jim could simply find that learning, he would find purpose 

in life. His suffering (and Susan's fear) would be resolved. The expression of her 

beliefs, and the persuasion and desperation in her voice, spoke of her fear for 

Jim, and for herself, and of her desire to ease his suffering. She feared his 

depression and her own, and her fear silenced Jim. The reason for Susan's fear 

became clearer as the conversation continued. 

Nurse: So if you did happen to go down into this black space what do you 
think would happen? 

Susan: Oh we're in trouble then. We can't both be there at the same time. 
I've been there and he's been there to help me out and to sort through it. 
He's been there and I've helped him out. But if we both go there we're in 
trouble - we're in big trouble right? (to Jim) 

Nurse: What would happen? 

Jim: Well there wouldn't be someone to haul you up. If we were both there 
I don't know who would haul us up. 

Susan: I think we would really lose it together. It's a very - I don't know if 
you've ever been deeply depressed but oh it's a nasty place. And I felt 
close to that when he - the first time this happened to him. I was very 
close to falling in and I thought oh I've got to do someth ing about this. And 
I won't let myself go there. When he was sick, I mean I went to the doctor 
and said I'm in trouble cause I can't handle this and I couldn't handle 
working. And I needed to work financially but I couldn't handle leaving him. 
And people say, well you know he's sick, they're taking care of him. But 
it's different with us. I had to be there with him or I just couldn't focus. So 
the day that I almost went over the edge I was driving back - I went to see 
him before work in the morning and I was driving back down Crowchild 
and I couldn't stop crying. I had to pullover because I didn't want to go to 
work. I wanted to be with him. Even though it wasn't the time where he 
was really sick yet. And so I went to the doctor and I said I can't do this. 
And then when I was with Jim I was calm. Not that it was easy but it was
this is where I need to be you know. It doesn't matter what anybody else 
thinks, that I'm not being responsible with my job or whatever. This is 
where I need to be and if we both go down there I don't know what would 
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happen to us. But it won't happen. No it won't happen because I know 
even now if I start to go down then he comes up. 

Nurse: Oh that's interesting. 

Susan: And he'll say it's all right honey, it's OK. We're going to get through 
this. And he - wherever he draws that strength from I don't know - but he 
does. Sometimes when I do get down he just draws it from somewhere. 
and then I think oh how can I do this when he's so down. But we do - we 
draw from each other and I don't know where it comes from. 

Nurse: Well I'm really interested in um you mentioned kind of two times 
when you were in that black hole - are you concerned about Jim's 
thoughts around suicide? 

Susan: We haven't really discussed it. I guess it's a good opportunity to do 
it. Because I know he's been there before from an incident that happened 
- is it 7 years ago now? And he was in a very, very dark place and it was 
a very bad situation and I know he was suicidal then. And I was thinking 
after all you've been through you're not going to turn around and go and 
give up the life that was given back to you. You can't do that. But I also 
know that when you're there you're not thinking clearly. So last year in the 
midst of his sickness and everything at Christmas time our very dear 
friends' son-in-law, Chris, who was a part of our family and who we loved 
dearly as well , committed suicide on top of everything else that we were 
dealing with. Last December. He went into the garage and turned on the 
car. Jim was sort of his mentor. Chris was in university and he had one 
year left. He would have graduated in April and he was going to be a 
teacher and Jim was going to be his mentor. And he was a young man 
who had gone through difficult times as well and had cleaned himself up 
and was doing well. He had a wife and daughter and nobody knew. And 
that really, really was difficult for us and for our sons. Our friends just 
couldn't understand how that could happen and it was very hard for Jim 
too. Well for all of us. And he talked about suicide a little bit then. But I do 
worry when he is alone a lot. But that is a fear that I have if he ever - and 
that's why sometimes when this little inkling comes to me to go home at 
lunch time or to call him. Or I send him a card through the mail so he'll get 
it during the day when I'm not around. 

Susan's fear, and the grounds for it, became very clear in this 

conversation. The important concern about su icide was brought into the open 

and the conversation that Susan and Jim had not yet found an opportunity to 
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have (perhaps had been too frightened to have) found expression here. Further 

conversation both in session and on the part of the reflecting team seemed to 

ease Susan's concerns. 

Core beliefs are always experienced and held on the affective, even 

cellular, level , as well as the cognitive and behavioral (Wright et aI., 1996). Such 

beliefs sometimes become a source of struggle among family members 

particularly when new situations invite a reinterpretation on the part of one, but 

not the other. Jim no longer found the belief, that there was learning in his 

suffering, of any comfort. His struggle to reinterpret this belief provoked strong 

feelings, and fear, for Susan, yet her fear was not that he had no belief that was 

comforting. Her fear was that, with no comforting beliefs, he might suicide. Her 

thought was that if only Jim would find spiritual meaning in his current situation, 

Susan could let go of some of the fear that she was holding for Jim. Of course 

one person can not "give" another a belief through persuasion; rather beliefs 

arise out of each persons life and structure (Wright et aI., 1996). The clinician 

had no answer, no resolution per se. But bringing these beliefs and fears into the 

open seemed to help Susan to feel more confident that Jim would not do 

anything to harm himself. Secondarily, this allowed Susan to hear Jim's thoughts 

more. She had less need to silence his suffering with her spiritual beliefs, but 

rather could support him as he opened himself up to hear the echoes of his own. 

Many of us do not reflect deeply on the religious beliefs, stories, and 

teachings of our faith traditions until confronted with a question. Often such 

teachings have a taken-for-grantedness that do not invite questioning. Within a 
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given faith community, however, there is often (if not always) more than one way 

to understand a given idea, belief, scripture or other spiritual writings. One might 

even argue no one understands such teachings in exactly the same way. New 

understandings often do evolve in the midst of the questions that we may not yet 

have confronted, either individually, as a family, or even as a faith community. 

Acknowledging that a story is a child of a relationship (Stein, 1998), not a 

thing to be manipulated, invites the clinician and family members to a reflection 

on the meaning of life for all of us. With such reflection , both the family and 

clinician may experience spiritual connection and mystery. Maturana and Varela 

(1992) offer the notion that 

Reflection is a process of knowing how we know. It is an act of turning 
back upon ourselves. It is the only chance we have to discover our 
blindness and to recognize that the certainties and knowledge of others 
are, respectively, as overwhelming and tenuous as our own . (p. 24) 

In Jim's story are heard the many discourses that have silenced him with 

"you need to accept", as well as the release of anguish in his sighs as he spoke 

of those things he cannot accept. In the clearing of a listening openness, of 

hearkening, echoes sound and reflection is invited. The lifeworld is heard and 

allowed to make a claim. New understandings for living a meaningful life arrive. 

Epilogue 

During the writing of this thesis, sadly, Jim passed away following an 

unsuccessful bone marrow transplant. Jim was a gentle and caring person and a 

teacher not only to his students, but also to many of us who knew him only 

briefly. His determination to live a meaningful life and to contribute to the world 
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was an inspiration to me. I believe that Jim found spiritual comfort before he died 

and trust that Susan's faith, and the love that they shared, will sustain her. I am 

grateful to Jim and Susan for their contributions to this study and to my thinking 

about spirituality and spiritual care practices. They are a very special family who 

taught all of us at the FNU a great deal about suffering and living. 
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Chapter Seven: 
Returning 

I began this inquiry with a question about the meaning of spirituality in 

family systems nursing. I wanted to understand the spiritual care practices that 

occurred with families at the FNU. What is the character and shape of these 

practices? How and when are they called out in the midst of family care? What 

difference do spiritual care practices make to the suffering that often 

accompanies serious illness? I want to return to these questions now and reflect 

on what I have come to understand about spiritual care practices. Understanding, 

however, is not something that is absolute about which we can say this is it. 

Rather, understanding "stands for a deep sense that something has been 

profoundly heard in our present circumstances" (Smith, 1999, p. 41). Something 

has arrived and in that arrival we become experienced (Gadamer, 1989). 

Becoming Experienced 

A true experience embodies surprise and transformation; we change our 

minds about something and re-orient ourselves (Weinsheimer, 1985); one 

returns from the adventure of a genuine experience as a different person (Field & 

Latta, 2001). 

When we talk of "undergoing" an experience, we mean specifically that the 
experience is not of our own making; to undergo here means that we 
endure it, suffer it, receive it as it strikes us and submit to it. It is this 
something itself that comes about, comes to pass, happens. (Heidegger, 
1971, p. 57) 

Here, at the end of this inquiry, I am aware that I have undergone something and 

perhaps become more experienced in the area of spiritual care. These 
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understandings and the implications that are immediately apparent are outlined 

in the pages that follow. But I am also aware that the notion of becoming 

experienced as a clinician lies at the heart of good spiritual care. Good spiritual 

care demands a responsiveness to what comes to meet you in conversations 

with families. Spirituality and suffering are unpredictable, caught up in the 

particulars of a given situation. The wise response to what arrives demands 

"mindful embodiment" (Field & Latta, 2001), a felt sense of what is right for now 

and a willingness to risk being wrong. There are no prescriptions for such care. 

Just as there are no prescriptions for spiritual care, there are no 

prescriptions for an interpretive study of spiritual care either. The topic of 

spirituality is one that initially seemed particularly difficult to study. It is a topic 

that seems to provoke passion (both positive and negative) or indifference, a 

certain flatness. This energy perhaps speaks to one's experience (or lack) with 

spiritual topics and, at times, may limit our responsiveness to the spiritual. As 

health professionals, we sometimes have missed the significance of the spiritual 

that provides a ground for meaning in the midst of suffering, meaning that often 

eases suffering (Frankl , 1962). The result is that the persons who seek our care 

too often do not receive care that is spiritually literate, limiting possibilities for 

healing. Yet the spiritual is often right there in the midst of our work, whether we 

want it to be or not, whether we notice it or not, and whether or not we handle 

wisely the obligation it poses. 

As an approach to inquiry, hermeneutics never seeks the pure, objective 

ground from which to study people or topics but rather "always takes its work up 
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right in the middle of things" (Smith, 1999, p. 45) . Taking up a topic always 

involves taking it up in its historicity, with its past, present, and future. Nursing 

has been caught up in the religious throughout its history (Nelson, 2000). As 

nursing became professionalized, secularized, and dominated by the discourse 

of holism, religious understandings that were once clear and uncontested have 

become transposed to spiritual understandings that are ambiguous and 

contested. While the ambiguity is understood as part of the lived experience of 

spiritual ity, too much confusion can limit the development of nurses' spiritual care 

practices. The meaning of spirituality in nursing practice has lacked texture and 

calls out to be re-imagined . 

The professional literature has largely portrayed the spiritual as an object, 

seeking ways to measure, assess, care for, and intervene with it, as though it 

were something separate from us. The challenge for me has been to interpret the 

spiritual in such a way that it was not objectified, for to objectify the spiritual is a 

betrayal of what it is, caught up and woven through who we are and the lives we 

live as human beings. I have tried to speak "from the centre of action" (Smith 

1999, p. 45) as spirituality is lived in nurses' work with families. I have attempted 

to open up spirituality, to interpret it, to read it. 

Seeking to understand the spiritual as it is lived by nurses and famil ies 

embodies a sense of being lost, of failing to read clearly or meaningfully and of 

stumbling around in the dark. Spirituality as it is lived is not clear, unambiguous, 

th is or that. Rather, it is unclear, ephemeral , ambiguous, and contested. The 

stumbling around, however, is not a failure in the sense of insufficiency but, 
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rather, "a failure which is at the same time a 'venture', a 'wholly new start', a form 

of recovery of that which has been lost, which, in the recovery, becomes lost 

again and again" (Smith, 1983, p. 31). We fail to find meaning and we look again, 

attempting to read what we failed to read before. 

The understandings of spiritual care practices that I have gained in this 

study have arrived in dialogue with myself and others as I read, listened, wrote, 

and stumbled around in the dark. Understandings also arrived in dialogue with 

the nurses and families who participated in this study. Invitations to read the 

world as spiritual arrived in the meeting point, in the mingling, between myself 

and that which is other (Klass, 1993). As we fail to find meaning, in that 

interruption of understanding, we receive an invitation to read again, to hear what 

the other is saying that is right. In the listening, an opening is created for new 

understandings to arrive. 

New Understandings 

Hermeneutics does not seek to make generalizations but rather interprets 

the particularities of the individual case to see what it has to say about the topic 

itself. Hermeneutics seeks a different understanding, an understanding that one 

hopes, in the case of this inquiry, influences how nurses practice, or at least how 

they think about their practice in relation to the spiritual. Hermeneutics can never 

say something about everyone, but rather speaks only about the particular. And 

yet the particular is fecund in the possibilities it generates for practice. 

There are a number of questions about those possibilities that I find myself 

entertaining here. For example, when are spiritual care practices most likely to be 
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called out? And how might nurses respond well , ethically, to such demands? Is it 

important to think about spiritual care for all patients and families? If not all , then 

for whom might it be important? 

For these study families, spiritual care practices were called out in the face 

of suffering. An appeal to the spiritual occurred when families had no answer, no 

meaning, no acceptable way of understanding what was happening and how life 

was to go on. In some cases the answers offered by other health professionals 

(or identified by the families themselves) did not fit with the family's experience or 

beliefs. In others, no answers were offered, questions remained unanswerable. 

There is no language to describe the unexplainable or the unanswerable. 

It is, by its nature, language-less. In the family work that occurred in the FNU, 

however, nurses and families both searched for language that would invite 

meaning-making that would ease suffering. Finding meaning allows us to live in 

the face of pain, suffering, and the fracturing of illness. For each of these 

families, suffering was eased when some meaning for their suffering was found. 

Perhaps this study teaches us, then, that wherever there is suffering, and 

perhaps in proportion to that suffering, there will be spiritual questions. Perhaps 

this is where nurses need to be most attuned to the spiritual. 

In the face of suffering, the nurses in this study found themselves 

obligated to respond to the spiritual. Interestingly, however, the possibilities for 

conversations about spiritual concerns were created as much by the families as 

by the clinician, particularly for two of the families , the Murrays and the Lawsons. 

In the research interviews conducted with them, when asked if they were 
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surprised that the conversations at the FNU attended to the spiritual both 

answered "not at all". Their explanations for this were congruent with each other. 

Both Sharon and Diane believed that if anyone knew them as persons, or cared 

for them as a family, the conversations would have to be about the spiritual. To 

receive them (that is to welcome, to open space for them) meant receiving their 

spiritual understandings of the world. Spirituality, for these families, is perhaps 

most aptly defined by the Native North American tradition, that is "the way you 

live" (Spretnak, 1991). Perhaps part of meeting the obligation of the spiritual, as 

in many areas of family care, is being responsive, or reading well , what families 

offer. 

I have been asked during the course of my research how nurses should 

address questions of meaning with persons who profess no spiritual beliefs. How 

have I attended to the beliefs of those who define themselves as humanist, 

existentialists, atheists? Where are they in this inquiry? My understanding is that 

all persons have some beliefs that inform their worldview and influence how they 

live in the world, whether or not they call these spiritual understandings. In 

providing care, a family's language and understandings of their beliefs of course 

need to be honored. However, hermeneutics always seeks informants that can 

speak to the topic. In consultation with the director of the FNU, we chose families 

who came to the FNU with very profound suffering, knowing that the therapeutic 

conversations had focused on spiritual questions. Such informants tell compelling 

stories that could help me to understand something about spiritual care practices. 

Others may not find a fit for themselves in the language I have used in this 
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writing. However, I do not believe the findings of this research are completely 

irrelevant to them. The relevance, perhaps, is most situated in the awareness 

that beliefs influence suffering and attending to questions of meaning may ease, 

or alleviate suffering (Wright et aI., 1996), whether or not such understandings 

are framed in the language of this study. 

While there may not be absolutes about spiritual care practices outside of 

the relationship between a particular nurse and a particular family, there are 

some learnings about how the nurses in this inquiry practiced spiritual care that 

may be helpful to highlight. These are offered in the spirit of possibilities, not as 

prescriptions, for each family has something to say themselves about reading the 

spiritual. 

Living the As-Yet-Unexplained 

Living with questions of meaning and purpose was a difficult experience 

for all three of the families in this study. When there were no answers, or at least 

answers had not yet been found, the families experienced a sense of 

helplessness and hopelessness; they suffered. During such times, there were 

three practices that seemed to help: gathering and calling forth stories, creating a 

clearing and awaiting the arrival of future possibilities, and opening space for 

reading the sacred through ritual. 

Gathering and calling forth stories. Some authors have highlighted the 

power of stories in illness and family care (e.g. Frank, 1998; Roberts, 1994; 

White & Epston, 1990; Wright et aI. , 1996) but the gathering of stories has not 

generally been interpreted as a spiritual care practice in the nursing or family 



188 

therapy literatures. In family work, this practice has generally been seen as a 

vehicle for other kinds of intervening (Combs & Freedman; 1990; Roberts, 1994) 

or as a way of understanding embedded illness bel iefs (Wright, et el., 1996). For 

the study families, however, storytelling contributed to meaning making in and of 

itself. In gathering and calling forth stories of illness and suffering, nurses 

participated with families in rewriting stories so that they took on new meanings 

that were spiritually healing. Such writing formulates the universe in which we live 

and the beliefs that guide that living. 

From gossip to records of significant liminal experiences, we are 
formulating the universe - writing sacred text. Little phrases, anecdotes, 
threads of family history become "text" when they are repeated, 
embroidered, given new contexts, and finally serve to interpret other 
events. Each family has its own stories, anecdotes, threads of histories, 
and wonderful lies, that are repeated and saturated with the lives of those 
who hold them in their memories. (Sexson, 1992, p. 31) 

The witnessing of family stories by family members themselves, as well as 

"compassionate strangers" (Robinson, 1996) such as nurses, contributes to 

wholeness and healing, both of which are, etymologically speaking, linked to the 

spiritual. Understanding this practice as spiritual care creates a particular 

understanding, an understanding that opens space for the spiritual and 

possibilities for healing suffering. "Re-writing" text, however, must not be 

misunderstood as an intervention, but rather something that evolves in the spirit 

of genuine dialogue (Gadamer, 1989). Ultimately, "storytelling is a form of ethical 

action because it joins those who suffer with those who feel called to respond to 

this suffering" (Frank, 2002, p. 367). 
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Creating a clearing and awaiting the arrival of future possibilities. 

Gathering illness stories as a spiritual care practice is different than other kinds of 

witnessing for other purposes. As a spiritual care practice, such witnessing is 

often done with the full awareness that there are no answers, as-yet, to the 

suffering that a family is experiencing. To offer answers or advice is to do a 

disservice, to dishonor, the profound nature and meaning of suffering. To abide 

with the questions that stories of suffering embody creates a space, an opening, 

a sense of waiting for an arrival. 

Abiding holds itself with expectancy. The nurse waits with faith and 

confidence that answers will show up. Even if the student clinician 's confidence 

failed, the faculty supervisor's did not. Abiding holds a trust that there are infinite 

possibilities, infinite answers to the call of suffering. But trust in "infinite 

possibilities" only arrives with experience; the inexperienced sometimes find 

themselves overwhelmed and frozen, unable to respond, or at least respond 

wisely. This is not surprising, for it is hard to overstate the difficulty of abiding with 

profound, anguished suffering (as Jim, the husband of the third family, 

particularly experienced) while not dishonoring what it has to say. Mentoring is 

critical if nurses are to become experienced in their obligation to suffering. 

An abiding silence creates an atmosphere of hope for answers to arrive. 

And answers did arrive. They arrived in conversation, and they arrived 

serendipitously, outside of the FNU between sessions. In the FNU, serendipitous 

answers were highlighted and woven into the ongoing conversation. Answers 
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were allowed to show themselves. A useful answer became apparent to the 

family and the nurse in the course of the conversation. 

Sometimes answers did not arrive during the time of the clinical work with 

a family. This was the case with Family #1 , Sharon, Walter, and Joel. Although 

the family was very satisfied with the care they received at the FNU, it was not a 

satisfaction that they had found answers to their questions, but rather a 

realization that there could be no human answer. This is perhaps an answer of a 

particular kind. "Unanswered" questions became "travelling companions", made 

companionable after being thoughtfully considered, turned over and over, their 

mystery acknowledged. Accompanying this family as they struggled with the 

unanswerable validated the struggle, eased the isolation of suffering. 

Opening space for reading the sacred through ritual. While not all families 

may want or need spiritual care, rituals (such as genogram construction) that 

open space for the spiritual in family care as a matter of course seemed helpful. 

We cannot know which families find meaning in reading their lives and their 

suffering as spiritual questions unless we ask. Structuring family sessions in such 

a way that important beliefs and relationships are identified early in the 

conversation immediately makes apparent either significant religious or spiritual 

connections, or a lack of these. Cues that may be read by the nurse early in the 

relationship that may indicate spiritual questions include significant suffering and 

strong spiritual or philosophical beliefs, or a strong aversion to these. A family 

who expresses no such beliefs, or a strong aversion to spiritual beliefs, may also 

be open to, and benefit from, a nurse initiating a conversation about their beliefs 
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and the connection of these to suffering. Not extending an invitation to a family to 

talk about these connections could result in less useful care. Invitations must be 

understood, however, as just that, an invitation, something that may be accepted 

or refused. 

There were other ways in which rituals contributed either to conversations 

about spiritual concerns or to families actually experiencing the care as spiritually 

healing. The therapeutic stance taught at the FNU is one that is non-hierarchical 

and collaborative in nature (Robinson, 1996; Tapp, 2000), ritualized in a variety 

of ways. A deep respect is always extended to families and their wisdom. This 

respect is actualized in the honoring of a family's definition of the problem, their 

agenda, and their wishes for the direction and shape that conversations should 

take. Every effort is made to make the therapeutic work transparent by sharing 

the thoughts of the clinician and team at key points, such as after the team 

phones the clinician during the session and during the reflections offered by the 

team. Even the admonishment to offer commendations to families in the first 10 

minutes of an interview is a ritual that encourages attention to family strengths 

and, thus, respect and honor (Levac, Wright, & Leahey, 1997). 

Such practices that make up a particular therapeutic stance are not 

generally considered to be spiritual care practices. Surprisingly, however, these 

were the practices the families mentioned when they were asked about their 

experience of "spiritual care" at the FNU. All three fam ilies mentioned the 

experience of having a safe place to talk about their suffering and the ways in 

which this was different from what they generally experienced, both socially, and 
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even, unfortunately, within the health care system. Perhaps any place that one 

experiences as caring and that attends to the wholeness of an illness experience 

(body, mind, and spirit) will be experienced as spiritual or holy and, therefore, as 

spiritually healing (i.e. restoring to wholeness). Diane, the mother in family #2 , 

labeled this experience as "being received" - as a person, a human being, a 

family, wholly. Perhaps whenever we receive persons wholly, as they are, body, 

mind and spirit, this is spiritual care. Labeling it as such perhaps turns our 

attention and opens our hearing to the spiritual in the midst of our work. 

Imagination and Metaphor 

Embracing the spiritual in nursing practices asks for openness to mystery. 

The spiritual is not an object that one can assess and measure; rather it is 

revealed in the reading of the texts of our lives. Spirituality calls out the creation 

of an imaginal universe, one in which we can live with meaningfulness. "Peculiar 

moments in ordinary lives, saturated by metaphor or personal symbol-making are 

the stuff of' (Sexson, 1992, p. 3) the spiritual. Reading the spiritual in the work of 

nurses and the lives of families requires a poetic imagination fabricated from the 

stories and metaphors we read . Being open, and creating openness in our 

conversations with families, for the imaginal, the poetic, and the metaphoric, 

opens space for spiritual meaning to arrive. But it is not the imaginal in the sense 

of imaginary, or foolish, but rather the meaning we make that creates the world in 

which we live. This may be a world of suffering and meaninglessness, or a world 

in which meaning created allows life to go on. 
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Hearing the Voice of Suffering 

Hearing the voice of suffering requires a particular kind of listening, 

hearkening (Heidegger, 1975) or what Levin (1989) refers to as Ge/assenheit, 

"just listening" . Hearkening has the character of play which, at its best, involves 

a certain forgetfulness (Gadamer, 1989) as the players are conducted by the play 

of conversation. Suffering itself is heard and we respond to its claim on us. 

Language provides a ground for therapeutic conversations. It is a ground 

that allows the possibility of relationships, connection , and meaning to arrive (or 

not) for persons who seek our help. Language consists of both the spoken and 

the unspoken - of voice and silence. It asks to be heard, again, with a "child's 

sense of belonging" (Levin, 1989, p. 211), a belonging that tells us we have 

heard. 

Mortals hear the thunder of the heavens, the rustling of woods, the 
gurgling of fountains, the ringing of plucked strings, the rumbling of 
motors, the noises of the city - only and only so far as they always already 
in some way belong to them and yet do not belong to them. (Heidegger, 
1975, p. 65-66) 

Belonging happens when we remember to listen with a hearing that is 

open to the lifeworld, the sacred. It is a hearing that is open to difference, to that 

which we have not heard before. Such listening is not easy for "there are many 

ways to hear the thunder of the heavens - and many conditions that ensure, in 

some sense, we do not" (Levin, 1989, p. 211). 

Language and meaning arrive "in the intervals, the contrasts, the 

participation between the terms" (Abram, 1996, p. 83). In listening, catching a 

tell-tale word , sound, or image, in understanding that something is being said 
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which could never be spoken before, "there is a recognition of the infinite 

possibil ities and experiences lying just under the surface of things" (Blythe, 1983, 

p.38). And yet, there is a sense that Gelassenheit is a listening that has no 

object. 

Gelassenheit clears a 'neutral ' space for good listening; it situates us in a 
space of silence that makes it easier to listen well and hear with accuracy; 
it enables us to hear what calls for hearing with a quieter, more global , and 
better-informed sense of the situation. (Levin, 1989, p. 228) 

Hearing the voice of suffering creates a neutral space into which new learning 

and meaning can arrive. In th is study, all three families acknowledged the nature 

of the listening they experienced as healing and meaningful. 

Reading the Spiritual 

The nurses who participated in this study, both directly as cl inicians and 

faculty supervisors, and more indirectly as members of the clinical team, found 

themselves not only in the midst of the spiritual, but also in the midst of language. 

To understand meaning, to help families find answers to suffering requires 

literacy. But not just literacy in reading, writing and listening but rather a literacy 

in reading the sacred. The nurses provided opportunities for families to "read" 

their memories and stories again and to participate in re-writing new stories, ones 

that held meaning and embodied new beliefs. For the nurses involved, this 

required a belief that the question of good conduct in nursing practice might be 

answered by hearing the obligation embodied in suffering. 
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Chapter Eight 
Implications: Taking up the Arrival of Possibilities 

The obligation of any researcher is to think about what difference an 

inquiry might make to the world, in this case the world of nursing and of families 

who suffer. "Not fundamentally a methodological affair, interpretation is most 

simply yet profoundly the work of thinking, of thinking through the implications of 

facing what comes to meet one as new" (Smith, 1999, p. 47). What learnings and 

questions have been uncovered about spiritual care practices that might be 

important to the future? What is the current health care context into which this 

inquiry will be read? Could there be a shadow side to pursuing the question of 

spiritual care in nursing? 

Implications for Practice 

Over the past number of months I have been asked several times to 

speak to nurses about how to "do" spiritual assessments and provide spiritual 

care. I am always at a complete loss about how to do this and question whether 

this is even an appropriate practice for nurses. Do we really think that we, as 

nurses, are qualified to "assess" someone's spirituality like their blood pressure? 

Do we bel ieve it is even possible? And even if it is possible, do we want to make 

spirituality into one more health problem with which we "intervene"? Such 

assessments, I fear, push us into objectifying spirituality to the point that we 

become hopelessly confused about the nature of the spiritual. I am not alone in 

my concerns (Dworkin, 2003; McSherry & Ross, 2002). 
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I am not sure where the pressure for spiritual assessment comes from for 

nurses. I like to think it comes from accompanying persons through profoundly 

difficult life experiences and a desire to provide better care. Perhaps nurses 

recognize that spiritual care practices hold some possibilities for easing suffering, 

a suffering that encircles them as well. Too often, however, I think the push 

comes from the demand for "holistic" care and the desire to conform to 

expectations of a particular discourse. The request sometimes seems to be for a 

recipe, preferably the quick kind , the kind that will satisfy the question mark that 

exists for the "spiritual" on assessment forms. Unfortunately (or fortunately 

depending on your perspective) there is no quick recipe, no recipe at all, which 

may be particularly problematic in our cost constrained, outcome driven health 

care system, a topic that I will return to shortly. 

Like all the most meaningful things in life, truly exemplary care, spiritual 

care especially, is costly. To provide thoughtful, care-ful , experienced spiritual 

care costs both professionally and personally. It demands that we put ourselves 

and our own cherished beliefs to one side and be open to different experiences 

and understandings, for these do not arrive in dialogue only for the families for 

whom we care; they also arrive for me, the nurse. Undergoing the trials required 

to become experienced means that our world will change and shift; we will 

change and shift. Such change is not for the faint-hearted. It means living with 

uncertainty and ambiguity and such living is not easy or comfortable. 

In response to what I anticipate may be expressed concerns from nurses, 

spiritual care providers and others, I do not think, and do not wish to suggest that 
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nurses provide "expert" spiritual care. Their expertise is not in theology or in 

spiritual care per se. However, I believe persons are spiritual beings and 

whenever, wherever, and with whomever suffering emerges, the spiritual is there 

too. Nurses accompany persons and families through profound, sometimes 

anguished, experiences of suffering. To ignore, overlook, dismiss, or refer the 

spiritual at such times is to contribute to fragmentation and more suffering. 

Particularly in the context of relationships such as those that occurred with the 

study families, nurses find themselves obligated to respond to what comes to 

meet them. 

This does not mean there are not times to solicit additional spiritual care 

expertise, whether in a consultative capacity or, when appropriate, as a referral. 

There are some areas of expertise that nurses cannot be expected to have. For 

example, it is unlikely that most nurses could speak to theological interpretations 

of sin and guilt that might contribute to suffering, or to administer religious 

sacraments that might contribute to healing. However, nurses do have 

obligations and areas of expertise that are relevant to the question of spiritual 

care and professional accountability. 

First, nurses have relational expertise (Robinson, 1996; Tapp, 2000) and 

relationships embody the spiritual. We cannot escape this. Since we are caught 

up in relationships with spiritual implications that we cannot avoid, my hope is 

that we will conduct ourselves well , wisely, being respectfu l of the sacred in the 

middle of our work. Secondly, in accompanying families through what may be 

tragic, painful experiences, questions of meaning are continually asked. Nurses 

~-
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find themselves obligated to struggle also with such questions. Such struggles 

are not confined to one particular place and time or to one particular discipline. It 

seems reasonable then, for nurses to seek to understand what practices 

contribute to meaning making within the boundaries of their own obligations. 

Such efforts are a response to the demand for professional accountability and 

good care. 

During this inquiry, it became evident to me that spiritual care practices 

occur continually in the normal course of nursing care, at least in the setting of 

the FNU. Somewhat surprising to me, however, was to realize that some care 

practices that are not inherently about spiritual care might usefully be interpreted 

as such. These practices became spiritual care practices when they were read 

as such, considered in light of what they open up with regard to spiritual care. For 

example, genogram construction is not inherently a spiritual care practice, but 

certainly creates the opening, and provides a beginning place, for spiritual care. 

Other practices such as those that involve creating a sanctuary into which nurses 

receive families is something that many nurses do already, but they do not 

necessarily define these practices as spiritual care. 

What difference does it make if we read these as spiritual care? I think 

there are at least a couple of reasons why it may be important to do so. 

Acknowledging practices as spiritual care is one way of giving visibility, and 

possibly legitimacy, to practices that are often viewed as "nice but not 

necessary" . Furthermore, receiving families with honor and respect, creating a 

relationship based on non-hierarchy and collaboration , are not just strategies that 
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create a useful therapeutic stance, a context for something else to happen. 

These relational behaviors are the something (Robinson, 1996; Tapp, 2000). 

Such a stance may be spiritually healing in and of itself. Understanding 

relationships as having spiritual effects perhaps opens up the possibility that 

such relationships might be more thoughtfully handled and, therefore, more 

suffering alleviated. Certainly nursing practice, generally speaking, can only 

develop and improve as we become more articulate about what practices make a 

difference to families. 

Since this study was conducted with families as opposed to individuals the 

question must be asked: Is it at all relevant to the care of individual patients? In 

my experience of nursing individuals, I think some of these practices would show 

up in any study of nursing care with individual persons who were suffering. 

However, would the care be as helpful as it seemed to be for the study families? 

Of course this inquiry cannot answer that question. It seems, however, that there 

is someth ing different about providing spiritual care to a family. Spirituality and 

meaning have always been crafted in community. Providing spiritual care in a 

family community seems to provide more opportunities for stories and memories 

to be told and woven in particular ways that offer new meanings and different 

understandings. Such understandings can be taken away not just by one person 

but by several. I imagine the opportunities for ongoing conversations are certainly 

greater and new, helpful understandings sol idified when understandings are 

shared in some way. 
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Some might argue that some of the practices that I identify as spiritual 

care practices might just as readily refer simply to "care" in general. Reading 

nursing care practices as spiritual links such practices to a larger context of 

meaning, both within health care and for particular families. Reading all caring 

practices as spiritual may be useful but goes beyond what I am prepared to say 

based on this study. Perhaps, however, we have underestimated the power of so 

many tacit nursing care practices by failing to name them. Perhaps good care is 

good spiritual care in the sense of being healing, contributing to wholeness and 

meaning making. In addition, families who live spiritually conscious lives perhaps 

would define much of what nurses call "just care" as spiritual, just as families in 

this study did. So the question is who gets to name care? Is this something that 

only nurses get to define? Or do families also get to define the meaning of the 

care that they receive? Perhaps it is helpful to think of "just care" as spiritual care 

dwelling in the background of what we do, whereas therapeutic conversations 

about meaning of life questions brings spiritually caring practices into the 

foreground. 

Implications for Research: Past, Present, and Future 

It is perhaps important in thinking about the implications of this inquiry for 

future research to consider some of the present context into which it is written and 

will be read. One of the most significant movements in health care at present is 

that of "evidence-based practice", which is accompanied by a corresponding 

emphasis on the measurement of outcomes. How will the findings of a study such 

as this be read in such an environment? 
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Past and Present: The "Evidence" Debate 

During the 1990's, health professionals have experienced increasing 

demands to demonstrate evidence of the cost-effectiveness of their contributions 

to health outcomes. Outcomes, as one form of evidence, have become the new 

economy of health care, influencing all levels of decision-making (Estabrooks, 

1999; Hayward et aI. , 1996). While many nurses have advocated for evidence 

based nursing (EBN) (e.g. Bonnell , 1999; DiCenso, Cullum, & Ciliska, 1998; 

French, 1999; Mulhall , 2000), others have expressed caution (Berg, 1997; Colyer 

& Kamath, 1999; Hallberg, 2003; Ray, 1999), called for a broad definition of EBN 

(as distinct from evidence based medicine or EBM) (Estabrooks, 1999; French, 

1999), or advocated outright rejection (Mitchell, 1997). The question that is 

relevant to this inquiry of spiritual care practices is, what counts as evidence? 

What happens to care if certain kinds of evidence do not count as warrantable 

"knowledge"? "Without the vigilant exercise of hermeneutic imagination, received 

traditions of knowledge, even wisdom, become brutish and inert" (Smith, in 

Jardine, p. x, 2000). Nearing the end of this inquiry, it may be helpful to take up 

this debate, at least briefly. 

Much of the research about the relationship between religious and spiritual 

variables and various health outcomes has been conducted in the quantitative 

research tradition . While in most cases these are correlational studies, with few 

intervention studies to date, there is reasonably good evidence of a positive 

relationship between spiritual well-being, or religious practices (or some other 

variable related to spirituality or religion) and health outcomes. To know this is 
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helpful in some ways. However, it seems to me that too much reliance on this kind 

of research risks missing the point. Researchers seem to have succumbed to the 

demand for a particular kind of evidence and, in my view, are relying too 

extensively on objectifying methods to study something that cannot easily (if at all) 

be objectified, that is, meaning. The ultimate goal of a quantitative program of 

research focused on spirituality is the development of randomized trials and the 

manipulation of particular spiritual and religious variables. This seems doomed to 

failure given that such variables are always embedded in meaning systems that 

cannot be manipulated like a drug regimen. 

While few people would disagree with the need for high quality, cost

effective, evidence based nursing care, the difficulties arise in the assumptions 

some of these words embody. For example, what is "high-quality"? Who gets to 

decide? What counts as "evidence"? In addition, there are a number of hidden, 

and, therefore, unchallenged, assumptions informing EBM and EBN which have 

significant implications for nurses, research, the public, and spiritual care. 

Within scientific communities, there is what has been termed a crisis of 

legitimation and representation fueling philosophical and methodological debate 

about what constitutes valid knowledge (Ceci et al., 2002; Lather, 1993; 

Sandelowski , 1993). The interpretations drawn from the epistemological debate 

about what constitutes evidence have huge implications for what research is 

funded and published (Ray, 1999). Some express the concern that the structure 

of the debate is set in the language of, and, therefore, biased toward, quantitative 

(particularly epidemiological) methods and epistemologies (Estabrooks, 1999; 
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Mitchell , 1997; Ray, 1999; Thorne, 1999). Many authors, however, diminish the 

concern that qualitative research is inherently less valued in the EBM/EBN 

movement, arguing that all methods have their place (Bonnell , 1999; Closs & 

Cheater, 1999; DiCenso et aI., 1998; French, 1999; Mead, 2000; Sackett, 

Rosenberg, Muir Grey, Haynes, & Richardson, 1996). The latter group seldom 

acknowledges the embedded assumptions and power imbalances influencing 

their position. Within the literature, clearly the highest priority is given to 

randomized controlled trials (RCTs) as providing the "best" evidence for care. 

Qualitative methods are either not mentioned, or considered at the low end of the 

hierarchy as something that will "do" if nothing better is available, or as an 

appropriate first step to doing more rigorous research (Bonnell , 1999; Closs & 

Cheater, 1999; Cullum, 1995; DiCenso et aI., 1998; Mead, 1999). Clearly these 

authors are unaware of how the language they use favors particular kinds of 

knowledge, that which is generalizable and population based. Nor do they seem 

aware of the way in which power imbalances are embodied in language. 

The grip of the discourse of evidence based practice that relegates all that 

is valuable to measurement and outcome risks obscuring the lived experience of 

persons who are ill - persons simply are hidden and disappear from sight. 

Families, too, disappear because families embody particularities. Care (whether 

understood as spiritual or not) is not amenable to measurement and, therefore, 

cannot be controlled. It too disappears, though only from sight. Such "economism 

is parasitical on the skillful ethical comportment of health care practitioners with 

notions of good about what is required to adequately care for particular patients" 
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(Benner, 1994a). Nurses continue to care, but their caring is devalued, even to 

themselves. This is the current context into which this inquiry may be read . 

What answer might there be? How can nurses seriously reflect on the 

nature of spiritual care, or really any care, in such an environment? Perhaps the 

question more appropriately is, how can we not? As a practice, nursing will 

always be concerned with questions of what is morally right. Suffering and the 

obligation it embodies "does not derive from anything else, originate anywhere 

else. It has its own credentials, but it is without ultimate authorization, since who 

would have the authority to authorize it?" (Caputo, 1993, p. 39) . As nurses we 

are obligated to "the suffering other" to provide an accounting of our practices, to 

ensure that they are sound, useful , and appropriate. Such accountability will 

always require interpretive accounts, not so that we can order the world to 

efficiency, but for what they reveal about how to provide ethical care and live 

meaningful lives for all of us. 

Into the Future 

In any interpretive inquiry the researcher is left with more questions than 

answers, and indeed this should be the case. Good hermeneutic inquiry opens 

up possibilities for different, and ongoing, conversations. Truth in interpretive 

research always has the sense of aletheia; as some understandings are 

illuminated, other understandings are hidden. Such truths contain hope for 

multiple possibilities of understanding lying just below the surface. 

This inquiry about spiritual care practices in family systems nursing is 

unique in that there are few studies of spiritual care practices conducted in the 
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interpretive tradition . There are also very few conducted with families, and none 

that I am aware of that explored the lived experience of spiritual care as it 

happened in clinical practice. This is not to suggest that this is the only way to 

study spiritual care practices, nor even, possibly, the best. Such an approach to 

inquiry, however, opens up and provides texture to spiritual care practices. It 

responds to the call to get inside nursing care to understand what is happening 

that makes a difference (Wright & Bell , 1994). Interpretive studies of spiritual care 

practices add a different dimension to an ongoing and very long conversation in 

nursing. 

The context of practice for this study is also unique. The clinicians who 

practice here, both as students and as faculty, are all advanced practitioners in 

family systems nursing (or on their way to becoming so). The FNU provides 

many rich opportunities for reflective practice. Students lead pre-session 

discussions before every family session. Drawing on the literature and their 

knowledge of the family from previous sessions, students and faculty supervisors 

develop a plan for the session. Of course the plan is always tentative, depending 

on the family's wishes and direction. Live supervision is provided by telephone, 

giving students an opportunity to think about what is happening in the 

conversation as it happens. Other students observing the session are able to 

reflect on what is happening between the nurse and family and to present their 

thoughts during the reflecting team. More conversations among the team and 

many hours of videotape review and writing on the part of the clinician follow the 

family session. 
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The supervision that is provided is also exceptional. Very few schools of 

nursing in North America provide live supervision for family nursing. The nature 

of the practice is controlled and planned, since the FNU is a research and 

education unit. This is very different than the kind of practice environment of most 

nurses, but certainly not all. Many graduates have found interesting opportunities 

to translate the work of the FNU into their particular practice setting. While some 

may see the context as a limitation of the study, I would argue that hermeneutics 

always seeks to present a strong case, with participants that illuminate the topic 

of study most clearly. 

While other contexts may be different, it would be my hope and 

expectation that they are not so different from the FNU that the nursing care is 

totally unfamiliar. Hopefully, nurses in many contexts would see something of 

their practice in this study. Nonetheless, there is certainly a need to explore how 

spiritual care practices vary depending on the context of practice. Questions I 

have include: What shape might spiritual care practices take in settings such as 

the community, long-term care facilities , and acute care hospitals? How are they 

different or the same when nursing individuals, as opposed to families? Further 

interpretative accounts will only add to the ongoing dialogue about the meaning 

of spirituality in nursing. 

Implications for Education 

During the course of my doctoral studies, I had several perturbing 

experiences that spoke volumes to me about the ways in which spiritual care is 

understood (or not) in nursing and the implications for nursing education. In the 
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first instance, after I had presented an earlier paper on spiritual care practices 

(McLeod & Wright, 2001), I identified that a lapse in curiosity on the part of the 

clinician might present a barrier to spiritual care. If we are not curious, we do not 

ask questions, and therapeutic conversation does not happen (Wright et aI. , 

1996). Another student approached me and commented on the fact that she did 

not have questions to ask - was not in fact curious. She felt stuck and was at a 

loss in knowing how to address this for herself in her own practice. She attributed 

this lack of curiosity to having absolutely no background education in religious or 

spiritual subjects, either formally as a student or informally in her family of origin . 

This raised questions for me about the educational preparation of nurses and the 

degree to which they are or are not prepared to respond to the spiritual in 

practice. 

Although interest in university course offerings about spirituality and health 

has grown over the past decade in many health disciplines (Furman, 1994; 

Highfield, Taylor, & Amenta, 2000; Patterson, Hayworth, Turner, & Raskin , 2000; 

Puchalski & Larson, 1998), such courses are currently not wide-spread, at least 

in nursing. One recent study (Lemmer, 2002), for example, of 132 randomly 

selected baccalaureate nursing programs in the United States suggested that 

most programs include the concept of spirituality, especially spiritual needs, in 

their curricula, but not as a separate course. Many faculty identified that they 

lacked knowledge about spirituality and expressed uncertainty about how to 

teach it as a practice area. It is, therefore, not surprising that there is a great deal 

of confusion about spiritual care practices in nursing generally. It also suggests 
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that if nurses do not have some background personally in spirituality, they are 

unlikely to receive much in their educational programs. This educational gap is 

important. It is not enough to simply transfer one's personal faith beliefs into 

practice. Rather, nurses need some understanding of the major faith traditions 

and the meaning of spiritual care in nursing, as well as experienced teachers to 

supervise and mentor them. 

Another more personally difficult experience that I had was with the 

passion that this topic provoked, both energetically supportive and energetically 

rejecting . I have spent considerable time thinking about what this energy means. 

Hermeneutics opens up something that has been lying silent, allowing it to speak 

again into the present, to say something about how to live meaningfully in the 

world . Some certainly felt , perhaps justifiably, that religious systems had done 

such damage in the world that they were better left as dead (as though they 

really were) . The topic of spiritual care (linked as it so often is with the religious) 

is one that was not worthy of study or, at the very least, should be taken up from 

a very critical point of view. I suppose such beliefs speak to a justifiable outrage 

on behalf of those traumatized by churches. Such beliefs forced me to think a 

great deal about what it might mean to continue with this topic. It was, however, 

something that I could not not address. As in all good topics, it had already laid a 

claim on me, one that I could not refuse. My more "logical" and public argument 

about pursuing spirituality, however, was more pragmatic. Given that around 

80% of Canadians identify themselves with Christian beliefs, and a slightly higher 

additional percentage with other religions, how can nurses remain responsive to 
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the needs of families and reject such significant belief systems as having any 

relevance to their care and healing? This alone was enough for me to continue 

with this study, although the questions have been with me throughout. 

I am of Christian faith, caught up in Christian worldviews in many ways 

that are both visible and invisible to me. I am aware that using such a label to 

identify myself also invites people to assume a great deal about me that mayor 

may not be true. Some have asked me why I use such labels at all , creating as 

they do a sense of inclusion and exclusion. I suppose it is somewhat like asking 

why we identify ourselves with any meaning system. What does it mean to 

persons to call themselves anything? Labels such as African Canadian, Albertan, 

or Albanian have meaning. They speak to not just how we understand the world 

in some limited sense but also where we find our place in the world, in our 

families, and in our communities. My family has a long Christian history. We have 

been bible teachers, missionaries, and ministers. Some of my own personal 

beliefs might be rejected by some of my family members, and I some of theirs' . 

Nonetheless, this is my heritage, as much a part of my bones as being a white 

woman, as complicit as it is with a great deal of harm as well as good. 

In this inquiry, however, I have attempted to side step the doctrine of 

particular faiths (more or less successfully) and speak about the experience of 

the spiritual , the sacred, the mystery of the lifeworld that is ever present. I 

experience the world as spiritual. This is not about a particular faith, but rather 

about a common, and ageless, human experience (Moules, 2000b; Spretnak, 

1991). I say this knowing that my experience of the spiritual is always shaped by 
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the heritage into which I was born, and knowing, too, that such prejudices are the 

ground of my understanding anything at all. 

To meet our obligation as nurses to provide care to all persons in all their 

diversity, we must open space for the legitimacy of the other, to listen for what 

the other is saying that is right. This requires not just tolerating, but being willing 

to listen, to hear and to understand life as it is lived. 

"Understanding" here is not a fixable category but rather it stands for a 
deep sense that something has been profoundly heard in our present 
circumstances.. . "hearing something in the present" does not just mean 
simply being aware of vibrations on the eardrums, but a registering of 
them within the deep web of sounds and voices that make up the structure 
of one's consciousness as language, memory and hope. (Smith, 1999, p. 
41 ) 

Understanding requires that nurses have a broad frame of reference in 

relation to spiritual issues and concerns. The best spiritual care perhaps requires 

that nurses have thought through their own beliefs about spirituality and are able 

to respond openly, with hospitality and transparency, to persons in all their 

diversity. Not all will wish to do so. For those who do, I hope that this inquiry has 

provided a thick, rich , and faithful interpretation that opens possibilities for 

practicing more thoughtfully and ethically. I hope, too, that it will paradoxically 

take some of the mystery out of spiritual care as it might occur in nursing 

families, while at the same time honoring the mystery of the spiritual. 
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Appendix A: Family Consent Form 

Research Project Title: Spirituality and Therapeutic Conversations in Nursing 
Practice 

Principal Investigator: Deborah McLeod, R.N ., M.N. 
Doctoral Student 
Faculty of Nursing, University of Calgary 

Principal Collaborator: Dr. Lorraine M. Wright, R.N., Ph.D. 
Professor, Faculty of Nursing 
Director, Family Nursing Unit. 
University of Calgary. 

This consent form, a copy of which has been given to you, is only part of 
the process of informed consent. It should give you a basic idea of what the 
research is about and what your participation will involve. If you would like more 
detail about something mentioned here, or information not included here, you 
should feel free to ask. Please take time to read this carefully and to understand 
any accompanying information. 

You are invited to participate in this study about spirituality in nursing 
practice. Little research has been done about the ways in which nurses include or 
are aware of spirituality in their practice. This study will increase our 
understanding about how nurses include spirituality in practice. If you agree to 
participate, the videotapes of your conversations with the nurses at the Family 
Nursing Unit (FNU) will be reviewed and segments of the conversations will be 
written as notes. In addition, you will be asked to meet with me on one occasion 
for about one and one half hours to share your thoughts and experiences of 
including spirituality and spiritual beliefs in the conversations with the nurses. This 
conversation will be audiotaped and conducted at a place and time that is 
convenient for you and your family. 

The videotapes of the conversations with you and your family at the FNU 
are currently kept confidential and stored in a locked cabinet. Some pieces of 
these conversations may be copied (dubbed) onto additional videotapes for my 
use. These dubbed videotapes and the audiotapes of your conversation with me 
will also be kept in a locked cabinet. The notes that I make from these tapes will 
be stored in a locked cabinet and will be kept for three years after the completion 
of the study and then shredded. As a student, the information on the tapes will be 
shared with my supervisory committee. They are bound by the same rules of 
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confidentiality as I am. No one else will have access to any of the study materials. 

From the notes, I will be writing a thesis that will become public information 
and will be available through the University of Calgary library. In writing my thesis 
I will be using my own words to describe my understanding of spirituality and 
nursing practice. At times, I may quote your words directly to give an example of 
what was important. However, I will not include any names or information that 
could identify you. Segments of both the dubbed videotapes and the audiotaped 
conversation with me may be used to present the study findings to health 
professionals. Confidentiality will be protected at all times. You may also request 
study tapes be erased at the conclusion of the study. 

In the interview with me, we may talk about things that you have not 
thought of before or things that might bring back unpleasant memories. This may 
be distressing to you. Please let me know if this happens so that arrangements 
can be made to provide you with any help you might wish. You are not obligated 
to talk about anything that you do not wish to talk about. 

Transcripts of any video or audiotapes that are made for the purposes of 
this study can be provided to you on request. 

Your signature on this form indicates that you have understood to your 
satisfaction the information regarding participation in the research project and 
agree to participate. In no way does this waive your legal rights nor release the 
researcher, sponsors, or involved institutions from their legal and professional 
responsibilities. You are free to withdraw from the study at any time. Your ongoing 
participation should be as informed as your initial consent, so you should feel free 
to ask for clarification or new information throughout your participation. I will 
inform you of any changes in my intentions and seek new permission on an 
ongoing basis. If you have further questions, please contact me at the number 
below. You may also contact my supervisor, Dr. Lorraine M. Wright or the office of 
the Associate Dean, Research and Graduate Programs, Faculty of Nursing, 
University of Calgary: 

Deborah McLeod (902) 827-4437 
Dr. Lorraine M. Wright 220-6575 
Associate Dean, Research and Graduate Programs 220-5839 
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If you have any questions concerning your rights as a possible participant in this 
research, please contact Pat Evans, Associate Director, Internal Awards, 
Research Services, University of Calgary, at 220-3782. 

Participants: _______________ Date ___ 

Date ___ 

_______________ Date ___ 

_______________ Date ___ 

Investigator: _______________ Date ___ 

A copy of this consent form has been given to you to keep for your records and 
reference. 
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Appendix B: Clinician Consent Form 

Research Project Title: 


Principal Investigator: 


Principal Collaborator: 


Spirituality and Therapeutic Conversations in Nursing 
Practice 
Deborah McLeod, R.N., M.N., Doctoral Student 
Faculty of Nursing, University of Calgary 

Dr. Lorraine M. Wright, R.N., Ph.D. 
Professor, Faculty of Nursing 
Director, Family Nursing Unit. 
University of Calgary. 

This consent form, a copy of which has been given to you, is only part of 
the process of informed consent. It should give you a basic idea of what the 
research is about and what your participation will involve. If you would like more 
detail about something mentioned here, or information not included here, you 
should feel free to ask. Please take time to read this carefully and to understand 
any accompanying information. 

You are invited to participate in this study about spirituality in nursing 
practice. Little research has been done about the ways in which nurses work with 
spirituality in practice. This study will increase our understanding about how 
nurses include spirituality in practice. If you agree to participate you will be asked 
to meet with me on one occasion for about one and one half-hours. At this 
meeting you will be asked to share your thoughts and experiences of including 
spirituality and spiritual beliefs in therapeutic conversations with a particular family 
that you interviewed at the Family Nursing Unit (FNU). This conversation will be 
audiotaped and conducted at a place and time that is convenient for you. 

The audiotapes of the conversation with you will be kept confidential and 
stored in a locked cabinet. The notes that I make from these tapes will be stored 
in a locked cabinet and will be kept for three years after the completion of the 
study and then shredded. As a student, the information on the tapes will be 
shared with my supervisory committee. At all times, confidentiality will be 
protected. No one else will have access to any of the study materials. 

From the notes, I will be writing a thesis that will become public information 
and will be available through the University of Calgary library. In writing my thesis 
I will be using my own words to describe my understanding of spirituality and 
nursing practice. At times, I may quote your words directly to give an example of 
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what was important. However, I will not include any names or information that 
could identify you. Segments of the audiotapes may be used to present the study 
findings to health professionals. Confidentiality will be protected at all times. You 
may also request that audiotapes be erased at the conclusion of the study. 

Transcripts of any video or audiotapes that are made for the purposes of 
this study can be provided to you on request. 

Your signature on this form indicates that you have understood to your 
satisfaction the information regarding participation in the research project and 
agree to participate. In no way does this waive your legal rights nor release the 
researcher, sponsors, or involved institutions from their legal and professional 
responsibilities. You are free to withdraw from the study at any time. Your 
continued participation should be as informed as your initial consent, so you 
should feel free to ask for clarification or new information throughout your 
participation. I will inform you of any changes in my intentions and seek new 
permission on an ongoing basis. If you have further questions, please contact me 
at the number below. You may also contact my supervisor, Dr. Lorraine M. Wright, 
or the office of the Associate Dean, Research and Graduate Programs, Faculty of 
Nursing, University of Calgary: 

Deborah McLeod (902) 827-4437 
Dr. Lorraine M. Wright 220-6575 
Associate Dean, Research and Graduate Programs 220-5839 

If you have any questions concerning your rights as a possible participant in this 
research, please contact Pat Evans, Associate Director, Internal Awards, 
Research Services, University of Calgary, at 220-3782. 

Participant: Date --
______________________________ Date ____Investigator: 

A copy of this consent form has been given to you to keep for your records and 
reference. 
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