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Reclaiming Mystery and Wonder: Towards a narrative based perspective on chaplaincy.

Imagine yourself walking through a deep, dense wood. You are surrounded by beautiful, luscious foliage; the constantly changing aromas of the rich shrubbery makes your head swirl. Suddenly you reach a clearing. Right in the centre of the clearing is a beautiful stream headed up by a magnificence waterfall. You stand and watch in awe at the mystery and wonder of the waterfall. Multiple rainbows dance across the glistening surface of the water. The sound of the water, the taste of the spray the sight of the magnificence and power of the waterfall touches you in inexpressible places and brings you into contact with a dimension of experience which you can’t quite articulate, but which you feel deeply and meaningfully. Eventually, your gaze of wonder begins to change as your curious side clicks into action: “What is this thing called a waterfall?” What is it made of?” “Why does it have such an effect on me?” So, you pick up a bucket and scoop up some of the water from the falls. You look into the bucket, but something has changed. The water is of course technically the same substance in each setting: H2O. It remains a vital constituent in your life; you need it to live and without it you will perish. Yet, something has been lost in the movement from waterfall to bucket. In your attempts to break it down, analyse and explain what it really is, the mystery and awe of the waterfall has been left behind. Which is more real? The mystery of the crashing waterfall or the still waters of the bucket?
I think this word picture reveals an important dimension which sits at the heart of the current debate over the role of the chaplain within a professional, evidence based, scientifically driven healthcare system. On the one hand, chaplains are called to be spiritual healers and carers. They are called to mediate and care for a person’s spirituality: that dimension of humanness which is unquantifiable, mysterious, individual and unique. On the other hand, they are called to justify their existence within a healthcare context which places great emphasis on that which is quantifiable, generalizable and universally applicable. The tension between the waterfall and the still waters of the bucket symbolises the difficult tension that chaplains are faced with when they begin to consider their role the healthcare system. In terms of professional development and their long-term role within the healthcare system this tension requires to be reflected on sensitively and thoughtfully in order that the uniqueness of chaplaincy can be fully recognised and effectively and meaningfully worked out.

Should chaplaincy be scientific?

The answer to this question is a resounding yes! Science is not the enemy of chaplaincy any more than it is the enemy of theology. Chaplains are called to provide the best, most appropriate care possible. It is right and proper that they should be aware of scientific developments and be able to function effectively within an environment whose primary language is often scientific. Chaplaincy is correct to utilise the methodologies of science to explore and reveal dimensions of its own practice that will enable chaplains to function more effectively and to care more fully. Chaplaincy needs to be evidence based and the very real and important contribution that chaplains make needs to be brought clearly to the attention of managers, administrators, fellow professionals and patients alike in order that this dimension of healthcare can be recognised, valued and developed in ways which are constructive and health-bringing. It is necessary and therapeutically vital that chaplains strive to base their theory and practice on appropriate and well-researched evidence. 
However, the question is: what actually constitutes acceptable evidence, who decides and why? The easy option is for chaplaincy simply to hang on the coat tails of medical science and technology and try to establish itself as a ‘professional’ discipline using the particular criterion of professionalism that are deemed to be legitimate at this moment in time. Currently it is the so-called ‘hard sciences’ which are assumed to provide the plausibility structures for sound, evidence based professional practice within the healthcare arena. When we talk about adopting evidence based, scientific approach to chaplaincy we tend to assume a very narrow understanding of science and ways in which we can authentically attain meaningful human knowledge. For knowledge to be deemed ‘truth’ it must be tangible, scientifically verifiable and consequently generalizable and reproducible. 
However, I want to suggest that science, or at least a narrow definition of science, is only one dimension of the professional role of chaplaincy. On its own our current definition of ‘science’ cannot provide an adequate basis for the theory and practice of chaplaincy. Why? Because human beings in general and human spirituality in particular is more akin to a waterfall than to the still waters of a bucket. Chaplains are first and foremost called to care for the spirituality of human beings, i.e. that dimension of humanness which refuses to be captured by standard scientific methods. If chaplains in their quest for ‘professional credibility’ forget this, they risk losing something which is fundamental to authentic chaplaincy. 

Psychological modernism

As I reflect on the nature of some dimensions of the discussion on whether or not chaplains should become more scientific in their approach, I get uneasy. Not because I have a problem with science. My uneasiness is caused by some underlying assumptions that, in the long term, may prove to be counterproductive and perhaps even dangerous. Thomas Moore has described a condition he calls psychological modernism: an uncritical acceptance of the values and understandings that make up the worldview of the modern world. (Moore 1993) Such a view restricts the parameters within which decisions are made, situations are assessed and understood and persons are treated, to the idea that the practice of healthcare can progress towards the freedom from illness and distress through the accumulation of human knowledge using the methodologies of empiricism and statistical quantifiability as the ultimate criterion for the development of identity and professional credibility. So called “soft knowledge” like spirituality sits very uneasily within this modernist mindset. Spirituality is not easily quantified by scientific methodologies and assumptions; its manifestations are often unique and non-generalizable, and its central tenets of love, relationship, hope transcendence and meaning, are not easily fitted into auditable competences. Psychological modernism leaves little room for those less quantifiable aspects of care. Instead as Moore correctly points out, ‘technology’ rather than ‘theology’ becomes the root metaphor for dealing with health and illness. (Moore 1993) 
Such implicit or explicit psychological modernism is one of the main dangers that any narrow turn by chaplaincy towards science could bring about.  While scientific knowledge is necessary, in its narrow positivistic form, it is certainly not sufficient for developing an understanding of the professional role of the chaplain. It simply does not provide a sufficient basis for developing a meaningful understanding of what it means to be human and to live humanly in the midst of disease and suffering. The danger for all of us who work within a contemporary healthcare context is that in our quest for professional/scientific credibility and our growing dependence on physical and psychological technology, we forget what it means to be human and to live humanly. Chaplaincy cannot afford to take that chance. If, even implicitly, it loses sight of the fullness of human beings and locks itself into a one-dimensional approach that does little justice to the richness and diversity that is a primary mark of human existence, chaplaincy will have failed in a fundamental way. Statistics, numbers and randomised control trials can offer us some knowledge of human beings and human experience, but on there own these dimensions of science cannot capture the “awesomeness of the waterfall.” If chaplains are to take seriously the ideas of science and evidence based practice, I would suggest that they must expand their definitions of what science is and what constitutes legitimate evidence, to include those dimensions of human experience which make human living human. This being so, any meaningful discussion of a scientific basis for chaplaincy must begin with the premise that the fundamental task of chaplaincy is not simply to conform to current professional standards but also to transform them in ways which reflect and cater for the fullness of human beings and the rich diversity of human spiritual experience. 

Rediscovering mystery and wonder: Developing an expanded science

Chaplains are called to rediscover the mystery and wonder of the waterfalls.  Whilst many dimensions of scientifically based healthcare begin with the assumption that that which can be captured and analyzed “in a bucket” will reveal the “true” nature of the thing being examined, the chaplain is called to widen that understanding to incorporate the dimensions of being human which often fall outwith the standard medical gaze. In the words of William James,:

Many worlds of consciousness exist…which have a meaning for our life…the total expression of human experience…invincibly urges me beyond the narrow “scientific” bounds. Assuredly, the real world is of different temperament – more intricately built than physical science allows. (William James in, Richard and Bergin 1997, p. ?)

The task of chaplaincy is to explore and mediate these other worlds and to enable other healthcare professionals to begin to expand their vision of science and the meaning of healing, wholeness and humanness. Chaplaincy is called to consider the possibility of developing what Abraham Maslow (1985) has neatly defined as an ‘expanded science;’ a form of science which takes seriously issues of value, hope, meaning and the unpredictable nature of lived experience. Such an approach will not exclude scientific methodology or the standard methods of science which have undoubtedly brought much benefit and healing. However, it will seek to explore the possibility that chaplaincy might have a unique, if often overlooked dimension which it can add to the theory and practice of healthcare; a dimension which may not be available to any other discipline, but which is vital for truly holistic healthcare.

Narrative Based Chaplaincy

Within nursing and medicine, as well as various disciplines in the social sciences such as psychology and sociology, there has recently been a significant movement towards the therapeutic significance of narrative for understandings of health and illness. The work of clinicians such as Arthur Kleinman,  (1988) Oliver Sacks (1998) and Richard Seltzer (2002) have opened up the significance of illness narratives, not simply as illustration to confirm or disconfirm diagnostic assumptions, but as a unique media which reveal new or “forgotten” dimensions of health and illness. In listening to the stories of those to whom we seek to offer care, we are confronted with new realities, embodied spiritual truths and deep and meaningful insights into the experience of illness and the implications of this for genuinely person-centred care. In a techno-medical (Wigg 1995 in Nolan and Crawford 1997) context that may well have forgotten what it means to be human and to live humanly, such a revelation is crucial. I want to propose that it is within the realm of narrative that chaplaincy can find a sure foundation for its theory and professional practice. Narrative offers a conduit through which chaplains can make a genuine and unique contribution to the development of healthcare practices and offer vital insights and new competencies to the healthcare team.

Taking stories seriously

Before we can begin to take narrative seriously, it is necessary to think through what narrative actually is and the ways in which it functions in human life. Put simply, stories are “the linguistic form most related to the way people maintain a sense of continuity through time and a primary form in which they share experience.” (Ruffing 1989 p.62) A person’s story reveals not only what they do or what they have, it also reveals who they are and how they perceive themselves to be. A person’s story reveals the way they construct the universe and their place within it. Stories reveal more than symptoms and diagnoses. They reveal the particular meaning and purpose a person’s illness has for them. This story may differ from the one told about the patient by the healthcare professional. It may be subsumed or subordinated to the medical discourse that often reigns omnipotent. However, when listened to, such stories can be a rich source of spiritual revelation and therapeutic healing. Whilst issues of meaning and purpose might not be considered central to the standard methods of science, when it comes to dealing with real people in real life situations, this dimension is crucial.
Human beings are by nature storytellers.  “We work and worry, pray and play, love and hate; and all the time we are telling stories about our pasts, our presents and our futures...everywhere we go, we are charged with telling stories and making meaning - giving sense to ourselves and the world around us. (Plummer 1995 p.20) When we seek to make sense of our experiences, including our experience of illness we fit them into stories. “When events fall into a pattern which we can describe in a way that is satisfying as narrative then we think that we have some grasp of why they occurred.  (Dictionary of philosophy p. 853) In The Man Who Mistook His Wife for a Hat Oliver Sacks puts this point thus:
If we wish to know a man, we ask, ‘what is his story, his real, inmost story?’ For each of us is a biography, a story.  Each of us is a singular narrative, which is constructed continually and unconsciously by, through, and in us - through our perceptions, our feelings, our thoughts, our actions; and, not least, through our discourse, our spoken narrations.  Biologically, physiologically, we are not so different from each other; historically, as narratives, we are each of us unique." (Sacks p1988)

It is our narrative experience which provides us with our uniqueness and individuality. While we may have dimensions of our selves and our experiences that are quantifiable, reproducible and generalizable, our personal narratives, like our spirituality, provide a dimension of our experience which is unique, ungeneralizable and unrepeatable. As such a person’s story holds the potential to reveal unique dimensions of illness experience unavailable by other means.
Bearing in mind the increasing emphasis on technology within the practice of healthcare, this is no small point. As Greenhaugh points out,

At its most arid, modern medicine lacks a metric for existential qualities such as the inner hurt, despair, hope, grief, and moral pain that frequently accompany and often indeed constitute, the illness from which people suffer. (Greenhaugh 1999 quoting from Balint 1957 p. 50)
If Greenhaugh is correct in this assertion, it has important implications for chaplaincy. The existential/spiritual dimensions of the healthcare process that are highlighted by Greenhaugh as missing from contemporary healthcare practices form the very essence of chaplaincy. It is in recognising and seeking to offer care and insight into these dimension that chaplaincy consolidates its unique position within the healthcare system Rather than simply attempting to latch on to a research agenda which is frequently set within a narrowly scientific model which excludes vital dimensions of humanness, a focus which seeks to reflect critically on people’s stories and which exposes the hidden existential dimensions of health and illness will enable chaplains to add a vital and often missing dimension to the contemporary understanding and practice of healthcare.
The chaplains the bearer and sharer of stories

On reflection, such an emphasis for professional chaplaincy seems rather obvious. If we think for a moment on the day-to-day practice of chaplaincy, it becomes clear that the idea of narrative is central to the role of the chaplain. Religious communities are formed around particular sets of narratives which present varying interpretations of what life is about, who God is and what it means to be human and to live humanly. Such communities tell stories about health, illness, sadness and joy and offer explanatory narratives within which people can make sense of their lives. Chaplains are normally commissioned by particular religious communities.  They are sent out by religious communities and charged with the responsibility of embodying, acting out and, where appropriate, re-telling in healing ways, the particular narrative of their religious communities. All day long they tell and listen to stories; stories of illness, sickness, suffering, happiness, brokenness, life and death. This storied universe provides the basic context for chaplaincy and represents a primary mode of communication and healing that they offer to those with whom they come into contact. This being so, surely, in terms of establishing a professional role for chaplains, it is this dimension of human experience that provides chaplaincy with a particular dynamic and a distinctive focus? 

Listening to stories and recreating worlds

Stories then are the mode through which people make sense of their world and their experiences within that world. As such, interpreting people’s stories holds the potential to provide deep insights into the nature and meaning of illness and illness experiences. It is my proposition that the role of chaplaincy in expanding science and moving healthcare practices from the stillness of the bucket to wonder of the waterfall can be consolidated by developing the concept and significance of narrative and introducing a hermeneutical/interpretative dimension to its research and practice. An illustration from my own research will help make my point. 

Living with sadness: the lived experience of depression

The project I will highlight focussed on the lived experience of spirituality within the context of long-term depression. The full report of the study can be read elsewhere. (Swinton 2001) Here I will explore a section of the report. It drew upon a hermeneutical-phenomenological qualitative methodology and sought to develop deep and meaningful understandings of what depression is as a human experience rather than simply a diagnostic category. 

Crossing over into strange lands

The study drew together methodological concepts from the philosopher Hans Georg Gadamer (Gadamer 1981) and the thinking of the pastoral theologian David Augsberger (Augsberger 1986) in order to explore some dynamics of narrative and its implications for our understanding of the spiritual dynamics of depression. Augsberger in his work on cross-cultural counselling develops a concept that he calls interpathy. Interpathy relates to the researcher or a practitioner crossing over into a culture which is radically different from their own. It requires the person temporarily suspends their assumptions about the world and how it should function and takes on board fully the reality of the world as it is perceived by those who dwell in the different culture. This idea relates well with the suggestion that narratives can reveal hidden truths. If we take the concept of interpathy into a healthcare context it can provide a useful tool of exploration and understanding. Susan Sontag describes the worlds of health and illness as two different countries. (Sontag 1991) With that analogy in mind, in like-manner to crossing over into a different culture, entering the worlds of ill people can be compared with entering into strange new lands; new lands within which the world can look very different. In these “strange places,” our standard understandings of reality and normality are challenged and reshaped as we listen to the stories told by the those who unwillingly dwell there. Adopting the concept of interpathy as a critical tool of excavation, designed to enable chaplains to research and practice authentically and effectively, requires a revised mindset which moves beyond scientific methods and dislocated diagnostic assumptions and enables the chaplain genuinely to enter into the “foreign country” of illness, to sit down and to look around. It relates to chaplains learning skills of spiritual exploration that will allow them, as far as is possible, to enter into the spiritual experience of the sick person and feel comfortable sitting in those realms that are not part of the normal therapeutic world. To enter interpathically into the situation of an ill person means entering into their experience with more than science, diagnostic categories and therapeutic techniques at our fingertips. It requires that the chaplain takes the experience of the patient with the utmost seriousness and attempts to understand what that experience is like and what it means to the person “from the inside.”

Understanding sadness

The research discussed here involved a number of in-depth interviews with people who have experienced depression over an extended period of time. The objective was not to explain depression, but to seek to understand it. In seeking to understand depression, it was hoped that fresh insights might arise which would lead to improved strategies and more empathetic caring practices. The following excerpt from the narrative of one woman who suffers from enduring depression will show the revelatory power of this approach. In this abstract the woman is describing the significance of meaning for her life and reflecting on the ways in which depression destroys her sense of meaning and purpose:

I don’t depend on there being direct, individual meaning in my particular circumstances or situation and all the bad things that happen to me. I’m quite happy to live with the idea that, you know, in a fallen world there are things that happen to people just sort of through chance and circumstance. But what one does need to believe is that all of that is happening in an ultimately meaningful framework.

However, if that ultimately meaningful framework collapses, as is the case when she tumbles into the depths of depression, she is catapulted into a deep dark void that is deeply disturbing and spiritually devastating. She describes this experience as “an abyss.”

When I’m in a phase that I am able to believe that there is a God who gives meaning to that universe, then I have hope. But there have been spells when I haven’t been able to believe that, and that has been absolutely terrifying. That’s been falling into the abyss. That is seriously nasty!

The imagery of the abyss powerfully symbolizes the terrifying black pit of meaninglessness into which a person slides during the experience of depression. The only foothold out of the abyss is the possibility that there is meaning beyond one’s own situation. If this foothold is torn away, there is “nothing but ‘nothingness’ and darkness.” 

You would go to bed at night and it was dark outside, and it felt dark inside. All creative energy was gone, it just wasn’t there. When I woke in the morning, although it was dawn, inside nothing had changed and it was still dark. 

The abyss is filled with doubt about self, others and the order of the world. It is a meaningless void within which strength, hope and light are drained, leaving the person in a dark and lonely place. 


What is perhaps worse is the fact that those who have to live with the threat of depression on a long time basis are faced with the possibility of living under the shadow of the abyss for all time.

Even when I am well its like I am always wandering around the edge of the abyss, always looking over the edge, knowing that at any time I could slip and plunge back in….that is not a good way to live your life.

Viewed through the eyes of the persons story

The idea of suicide is the most rational thing in the world when you are going through all that pain. It’s the people who try to stop you that you think are off their heads. Why would you want to go on living if you felt like that?

While a strictly biomedical perspective might simply write off suicide as irrational behaviour, a narrative-hermeneutical perspective reveals it as a rational response to a particularly unpleasant human experience. What is required in tears of a therapeutic response is not simply medication, but also deep understanding, what I would describe as therapeutic understanding.. Such understanding breaks down the isolation of the experience and opens up the possibility of offering alternative ways of viewing and caring for the individual’s situation. As one woman put it:

You don’t have to believe what I believe to give me spiritual care, but you have to have empathy and the understanding that this person requires this…its part of her… [carers need to be able to say] “I may not believe it but because she needs it then we’ll try and provide that for her”
Research such as this is both rigorous and scientific, (Sandelowski 1986)  yet it draws us beyond the boundaries of techno-medicine and reintroduces the fullness of the person to the process of healthcare. In so doing chaplains who choose to utilise this approach, can enable clinicians to develop deep insights into the depths of human experience and in so doing, enable all to ask different questions which in turn will lead to more effective healthcare practices. In asking different question we can begin to see and to understand the world of illness differently and be opened up to new ways of caring, healing and ‘being with’ the sick. Drawing the attention of healthcare professionals to this vital narrative dimension of human experience is a major contribution that chaplains can offer to others within the multidisciplinary healthcare team.

Is storytelling research?

The answer to this is certainly yes! But it is based on an understanding of science that is broader than that which we might normally assume. Doing interpretative research based on listening to and reflecting on stories is not an easy option. It is rigorous, based on sound methodologies and designed to increase human knowledge and understanding. (Koch 1998) As such it provides possibilities for an expanded scientific approach that is different from but complimentary to standard scientific approaches. There are of course philosophical and methodological differences between this approach and that of mainline science. (Lincoln and Guba 1985) However, these differences should be treated as acting in a complementary fashion to reveal different but harmonious aspects of the experience of illness and the practice of healthcare 

‘Either or ‘or ‘both and?’

To suggest a narrative based approach to the theory and practice of chaplaincy is not to suggest that chaplains should ignore standard scientific methods. As I have tried to make clear, science is complementary rather than antipathetic to a narrative based model of chaplaincy. However, chaplains are not primarily scientists, at least not in the way in which we have come to conceive that term. They are first and foremost spiritual carers, charged with the responsibility of revealing the significance of those dimensions of human experience which are mysterious and wonderful. At least part of the task of the chaplain is to allow the patient’s story to find a voice amidst the cacophony of disparate voices which pervade the healthcare system. 
Chaplains are thus seen to have a unique and vital contribution to make to the practice of healthcare. However, they will only make that contribution if they are prepared to take the chance of holding onto their identity.  If they simply follow on behind the other healthcare disciplines and try to do the same things in the same ways, they will lose their healing and transforming power. Chaplains must be brave enough to grasp the significance and uniqueness of their own discipline, even if this means failing to establish themselves on the basis that appears strongest at this moment in time. Rather than becoming “scientific” in the narrow, positivistic way that many other disciplines interpret and work out this word, chaplains need to reflect seriously on the possibility of expanding current understandings of science to include those dimensions of spirituality and humanness which are often hidden in the midst of a techno-medical system which seems at times to worship scientific methodology at the expense of that which makes human living human. The quest for healthy transformation at a personal and a systemic level rather than attempting simply to conform with that which is assumed to be most credible, is the true basis upon which chaplaincy should establish itself within the contemporary healthcare system. Chaplains must begin to draw people’s gaze away from the stillness of the water in the bucket back towards the mystery of waterfall. The are called to help us all rediscover the sense of awe and wonder which is fundamental to authentic human living and meaning-full healthcare. 

(I am indebted to colleague Mark Cobb who is a Senior Chaplain at the Sheffield University Teaching Hospitals NHS Trust, Sheffield, England, UK. It was he whom I first heard using the metaphor of the waterfall in relation to human spirituality.)
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