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Elements of chaplaincy in Danish intensive care units:
key-informant interviews with hospital chaplains

Ingrid Egeroda and Gudrun Kaldanb

aIntensive Care Unit, Rigshospitalet, University of Copenhagen, Copenhagen O, Denmark; bResearch
Unit Rigshospitalet 7831, Centre for Cancer and Organ Diseases, Copenhagen University Hospital
Rigshospitalet, Copenhagen, Denmark

ABSTRACT
Critically ill patients often require spiritual counseling. In Denmark,
most hospital chaplains are provided by the State Church. More
knowledge is needed regarding health care chaplaincy in this semi-
agnostic non-secular welfare society. Our study aimed to explore
how hospital chaplains describe their role and elements of chap-
laincy in relation to patient, family and healthcare professionals in
Danish intensive care units. Using a multicenter qualitative design,
we performed semi-structured key-informant interviews with ten
hospital chaplains. Content analysis exposed elements of chaplaincy
based on spirituality, rituality, neutrality, confidentiality, advocacy,
and equality. Most elements are similar in other countries; the main
differences are related to educational requirements, institutional inte-
gration, research activity, and documentation practice. Chaplains fill
an ambiguous role, negotiating values of church and hospital.
Modern chaplaincy is propelled toward professionalism, quantifica-
tion, certification and evaluation. We discuss the contemporary role
of hospital chaplains and the consequences of categorizing them as
part of the ICU team.
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Introduction

Critical illness and admission to the intensive care unit (ICU) represent a psychological
challenge for patients and their families as they are forced into a situation for which they
are often unprepared, unknowledgeable and unable to control (Egerod, Andersson,
Fagerdahl, & Knudsen, 2017; Erichsen Andersson, Egerod, Knudsen, & Fagerdahl, 2018).
Acute and life-threatening illness provokes existential fears of uncertainty and death (Choi,
Chow, Curlin, & Cox, 2019; Egerod, Bøgeskov, Jensen, Dahlager, & Overgaard, 2020). In
these circumstances, spiritual care is an essential, but under-researched, area of care for crit-
ically ill patients and their families (Gordon et al., 2018; Hennessy et al., 2020).
Hospital chaplains are an integral part of the healthcare system in many countries,

recognizing the importance of spiritual health (Vandenhoeck, 2013). Healthcare chap-
lains provide spiritual care to the patient, family, staff and even the hospital community
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(Timmins et al., 2018). In 2002, the European Network for Health Care Chaplains
(ENHCC) articulated standards for their practice: “Chaplaincy services are delivered by
clergy and lay persons who have been professionally trained in the area of spiritual care.
They are authorized by their faith community and recognized by the health care system”
(European Network of Health Care Chaplaincy, 2002). Healthcare chaplaincy has
evolved from a discipline of human interaction to a contemporary research and evi-
dence-based field of practice (Vandenhoeck, 2013). There is a growing awareness that
spiritual care can improve healthcare outcomes (Strang & Strang, 2002; Timmins et al.,
2018). Although spiritual health is gaining acknowledgment, routines are not in place
for referral to hospital chaplains (Strang & Strang, 2002).
Chaplains assume the role of liaison, linking spiritual and medical domains for the

benefit of patients and staff (Ruth-Sahd, Hauck, & Sahd-Brown, 2018). Spiritual care is
often consumed by questions of the meaning of life, illness and death (Strang & Strang,
2002). The presence of a chaplain within 24 h of a patient’s death is important to the
family (Wall, Engelberg, Gries, Glavan, & Curtis, 2007). The focus of contemporary hos-
pital chaplaincy is shifting from patients with malignancies to other areas, such as ICU
patients and their family (Ho, Nguyen, Lopes, Ezeji-Okoye, & Kuschner, 2018).
Although only a small proportion of ICU patients see a chaplain, most of the patients
that die have received spiritual care (Choi, Curlin, & Cox, 2015), reinforcing the com-
mon perception of the chaplain as a foreboding of death.
In Denmark, chaplaincy services are available at acute care and mental health hospi-

tals. Currently, 90 hospital chaplains are employed by the Evangelical Lutheran Church
of Denmark (the Church of Denmark) to offer spiritual care to patients, family and
healthcare professionals (Church Ministry, 2020). Approximately 75% of Danish citizens
are members of the taxpaid Church of Denmark, using the services mainly for christen-
ing, confirmation, wedding and funeral. Only an estimated 10% of the members attend
church services regularly at least once a month (Church Ministry, 2020). In year 2000 a
Danish hospital chaplain complained that nurses were prejudiced against spiritual care
and that chaplains were only summoned when a patient was dying (Anneberg, 2000).
Much has changed in the past 20 years, but nurses are still careful not to add to the
patient’s concerns by suggesting a visit with the hospital chaplain.
The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) requires

organizations to have a policy in place for spiritual assessment during hospital admission
(Ruth-Sahd et al., 2018). Although local guidelines recommend referral to the hospital
chaplain if needed by the patient, little is known about contemporary hospital chaplaincy
in Denmark. What do hospital chaplains do in the context of the Danish welfare society
and how do they meet the spiritual needs of the critically ill? The aim of our study was
to explore how hospital chaplains describe their role and elements of chaplaincy in rela-
tion to patient, family and healthcare professionals in Danish intensive care units.

Methods

Design

Our study had a prospective multicenter qualitative design applying semi-structured
key-informant interviews and using content analysis.

JOURNAL OF HEALTH CARE CHAPLAINCY 541



Setting

Denmark is divided into five regions that run hospitals and health services. We con-
ducted our study at acute care hospitals offering intensive care in the Capitol Region of
Denmark. The region manages six acute care hospitals distributed across 11 sites. The
hospitals are affiliated with 18 Lutheran hospital chaplains representing the Church of
Denmark (Church Ministry, 2020). The central University Hospital Rigshospitalet (RH),
formerly the national state hospital, founded in 1757, employs the hospital chaplains
including the hospital imam as ethnic resource coordinator. The remaining hospital
chaplains are employed by the Church of Denmark. All hospital chaplains are ordained
and all offer referral to representatives of other religions.

Participants

We strategically selected chaplains allocated to the ICU at five of six the acute hospitals
in the region (excluding a geographically distant site). The sample (n¼ 10) included
eight Lutheran hospital chaplains, one hospital imam, and one rabbi. The current chief
rabbi was unavailable but referred us to a retired chief rabbi.

Data acquisition

The investigators constructed the interview guide after a preliminary meeting with a
senior hospital chaplain at RH. It included the following questions: 1) How are hospital
chaplains educationally prepared? 2) How much are hospital chaplains used in ICU? 3)
Who makes the referral or contacts the hospital chaplain? 4) What is the role of the
hospital chaplain in ICU? 5) Are hospital chaplains included in end-of-life care? 6)
What are the most important elements of spiritual care? 7) What type of bereavement
care is offered by the hospital chaplain? 8) Do hospital chaplains document their care?
9) Are any notes taken privately? 10) How is patient confidentiality handled? Ten inter-
views were conducted from August 2018 to August 2019. Key-informant interviews
were chosen to gather information efficiently, gain access to information otherwise
unavailable to the researcher, and to gain a particular understanding of cultural infor-
mation (Gilchrist & Williams, 1999, p. 74). Nine interviews were conducted at the chap-
lain’s office or meeting room at the hospital. The rabbi was interviewed in his home.
One or two investigators conducted the interviews that lasted about an hour (mean 56,
range 43–90min). All interviews were audiotaped and transcribed verbatim. Each inves-
tigator took post-interview field notes that were included in our data.

Data analysis

We applied conventional qualitative content analysis to categorize elements of chap-
laincy (Hsieh & Shannon, 2005; Vaismoradi, Turunen, & Bondas, 2013). Our three
main categories were determined a priori as chaplaincy related to patient, family and
healthcare professionals. We considered each interview and field note as a unit of ana-
lysis (Graneheim & Lundman, 2004). Initially all transcripts were read for familiariza-
tion. Then meaning units in each transcript were coded inductively within the three
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main categories. Finally, the codes were expanded or collapsed as we agreed on the final
categories to describe the elements of chaplaincy. Credibility was increased by investiga-
tor triangulation, where we both coded data and reached consensus during analysis. We
used QSR NVivo version 12 to support analysis. We also applied member checking by
asking one of our informants to read and discuss our findings.

Research team and reflexivity

We used the Consolidated Criteria for Reporting Qualitative Research (COREQ) to
ensure transparency (Tong, Sainsbury, & Craig, 2007). The investigators were two
female nurses with experience in qualitative research and critical care. We did not have
a strong relation to the State Church or other religious affiliations, and we did not have
a personal relationship to our informants. We had previous experience with research
regarding grief and bereavement care in ICU.

Ethical considerations

The study was accepted by the Danish Data Protection Agency (j.no.: VD-2018-429,
with I-Suite nr.: 6681). Participants were informed of the voluntary nature of the study
and that data would be handled confidentially. Written informed consent was obtained
prior to each interview. We were unable to assure absolute anonymity to all informants
as they were known figures in Danish society as authors or speakers.

Findings

Demographics

The informants, excluding the retired rabbi, had a median age of 49 years (range 42–69) and
median hospital chaplain experience of 15 years (range 2–30), Table 1. We included seven
women and three men.

Field notes

Our field notes describe the informants as learned people. In addition to their clerical
education, the chaplains were educated in spiritual care, palliative care, therapy,

Table 1. Demographics.

ID Sex
Age,
years

Hospital chaplain
experience, years Role

ID-01 Female 45 13 Lutheran minister
ID-02 Female 49 2 Lutheran minister
ID-03 Female 69 29 Lutheran minister
ID-04 Female 50 22 Lutheran minister
ID-05 Female 57 20 Lutheran minister
ID-06 Male 65 30 Lutheran minister
ID-07 Female 42 8 Lutheran minister
ID-08 Female 45 15 Lutheran minister
ID-09 Male 43 14 Imam
ID-10 Male 90 60 Rabbi
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philosophy, sociology or psychology, some at the doctoral level. Some worked part-time
at their local church, mosque or synagogue. Their desks were stacked with books of reli-
gion, philosophy and existential literature. They were knowledgeable in different
branches of humanities and were truly humanistic in their approach. Their offices con-
trasted the doctor’s offices displaying medical literature and head nurses’ offices featur-
ing books on management. The chaplains adorned their walls with images of thinkers
or religious artifacts. Danish Lutheran ministers have a graduate degree in theology
including readings in Hebrew, Greek and Latin. To become a minister of the Church of
Denmark, the candidate must attend a 19-week pastoral seminary after completing
graduate studies. To become a hospital chaplain the minister must have some years of
experience and take an additional course as institution chaplain with specialty in hos-
pital chaplaincy. Finally, most ministers take a course in pastoral care. The multilingual
imam was educated abroad and held a contemporary hospital imam degree from the
UK, while the rabbi was fluent in Hebrew and confident in his wisdom of life. The
chaplains were married and most of the Lutheran ministers were women. The five hos-
pitals we visited offered different physical accommodations for clerical staff and reli-
gious services. The central university hospital had once been a parish of its own. It had
a small chapel, a prayer room, and a string of offices for clergy. The chaplains at the
other hospitals were all Lutheran ministers, employed by the state church and each
belonging to a parish. Several hospital offices and chapels had character of make-
shift solutions.

Qualitative findings

Our findings are presented according the main elements of chaplaincy in relation to the
patient, family and professionals, Table 2.

Elements of chaplaincy related to the ICU patient

Providing spiritual care
Fundamental elements of Lutheran hospital chaplaincy in the intensive care unit are
spiritual care visits, prayer, communion, emergency christening, and deathbed weddings.
Less common elements are absolution, confession and baptism that are not part of the
Lutheran rituals. Elements related to critical illness include participation in end-of-life

Table 2. Elements of chaplaincy related to patient, family and professionals.
Elements of chaplaincy related to the
ICU patient

Elements of chaplaincy related to
the family

Elements of chaplaincy related to the
ICU staff

� Providing spiritual care
� Serving as a neutral bystander
� Ensuring patient confidentiality
� Applying the support of rituals
� Providing a different

perspective
� Offering advocacy
� Supporting non-believers and

believers of a different faith

� Providing spiritual care
� Participating in end-of-life

discussions

� Summoning the chaplain
� Collaborating with health care

professionals
� Providing spiritual care,

educational support and
supervision
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decisions. Chaplains offer support according to patient needs:” I think our job in ICU is
characterized by the great diversity in spiritual care, from praying together and saying
grace, to deathbed prayer and song” (ID-01). The imam stated: “According to Islam,
every person has certain rights, including the right to be attended to during illness and
dying. It’s a human right” (ID-09). The ICU is characterized by life-threatening illness
and risk of death. One chaplain explains: “What is different from the general wards is
that critical illness represents the ultimate loss of control” (ID-01). Another chaplain
states: “I regard spiritual care as a conversation about all those things we can’t prove or
explain, you know?” (ID-08). Chaplains intervene in the gaps between stages of critical
illness, sometimes serving as a channel between the patient and his creator, sometimes
just listening. Questions arise: “What happened? What will happen? What have I lost?
Will I be myself again? What is the meaning of this?” (ID-08).

Serving as a neutral bystander
Hospital chaplains are more impartial than family and professionals: “I am not there to
take a stand, my role is to help and see what [the patient] needs” (ID-03). One patient
needed support to say grace and pray: “I was needed as a channel through which she
could thank God” (ID-05). Chaplains are needed when the right words are difficult to
express: “We work in borderline situations, where ordinary life is fading, and death is
drawing near. It’s like working in a grey zone between life and death because we have
our solid rituals … when there is nothing more to say, it’s a comfort to say grace” (ID-
05). Although many chaplains are trained in therapy, they navigate in a different realm
than therapists. Patients need someone neutral at their side: “They need to talk to some-
one not wearing a white coat, who doesn’t have something at stake” (ID-03). The chap-
lain provides unconditional solace to patients in their deepest despair: “Our task is to
meet the patient in their powerlessness and walk them through it, without trying to cover
anything up” (ID-01).

Ensuring patient confidentiality
An element that sets chaplains apart from hospital staff is the absence of documenta-
tion; they take no notes, document no interactions, and refrain from discussing private
patient matters outside the room. They create a safe space to promote confidential dia-
logue, and they are doubly bound by patient confidentiality, as ministers of the church
and as hospital staff. Contrary to the medical professionals, the chaplains do not go into
the medical history of the patient when they are summoned. Without knowledge of dis-
ease progression, chaplains meet patients on their terms, which requires intuition and
empathy: “It’s a personal conversation where the patients are able to get their worries off
their chest” (ID-04). Chaplains are not involved in medical treatment and care: “I have
something different to offer. I am not a relative or a practitioner, I can create a confiden-
tial space for thought, and I don’t write a report” (ID-04). Although chaplains refrain
from reading the patient’s chart, they always check with the nurse before entering the
patient’s room. In this way, nurses can postpone the visit if the patient is delirious: “I
don’t want to offer spiritual care when the patient is hallucinating … We have to share
the same reality” (ID-04). The chaplain is usually alone with the patient or relative, but
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multiple-patient rooms challenge intimacy: “The conversation will be affected, if other
people are able to hear what is said” (ID-07). After a patient visit, the chaplain might
discuss something practical with the nurses, but nothing is said that was not agreed on
with the patient. If the patient complains about a staff member, the patient might agree
to having the chaplain try to sort things out.

Applying the support of rituals
What sets hospital chaplains apart from the ICU staff are their religious rituals.
Hospital staff are trained to comfort the patient by listening and informing. But rituals
transform uncontrollable situations and mitigate chaos by providing a familiar script
when people are at a loss for words: “The ritual offers, so to speak, an island of order in
a chaotic situation … the roles are defined, and we have a script, not always in writing
… for a moment the ICU is transformed to a small chapel” (ID-06) and” Rituals make
the invisible visible… spiritual care is enrichened by ritual” (ID-08). Chaplains instill
hope by alleviating guilt and shame when patients question their life choices: “What is
the meaning of life? This is not fair! What have I done? If I had taken another direction
it wouldn’t have happened” (ID-02). Chaplains normally dress in street clothes, but they
might bring their vestments (millstone collar and black robe) on special occasions,
where it is required by ritual. Otherwise, a bible, hymnbook or crucifix are sufficient to
symbolize their identity.

Providing a different perspective
Chaplains consider themselves “out of place” at the hospital. Their role is ambiguous;
they belong, and yet they don’t belong: “We are ‘rare birds’ here, but patients and family
like that we don’t belong” (ID-01). The ambiguous role is visible in their attire. Hospital
chaplains are not bound by the same rules as hospital staff that are required to wear a
uniform. Like family, chaplains choose street wear when they visit patients. In a world
of science, patients appreciate the human perspective: “People like chaplains because we
don’t use labels, like psychologists that want to treat and find results. Patients don’t need
therapy at this time [during critical illness]” (ID-04). The chaplains represent a different
educational paradigm than hospital staff and use a different vocabulary: “The religious
language is used for the big existential questions. The scientific language is inadequate for
these questions when we discuss the meaning of life, guilt or shame” (ID-06). It is the
patient that determines the focus of the interaction with a hospital chaplain: “I have no
agenda, the patient decides” (ID-02).

Offering advocacy
Over the years, the role of the hospital chaplain has changed from a person of authority
to an interlocutor; a person to talk to on a more equal footing: “We [Danes] have priva-
tized religion and don’t often use the church. Religion is a personal matter. The chaplain
is now seen as a qualified conversation partner, not an authority, but someone used for
self-reflection, to expand one’s vocabulary and sense of religion” (ID-06). The hospital
chaplains not only help resolve miscommunication between patient and nurse, they also
mediate among family members, taking the role of the patient’s advocate. Sometimes
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the chaplain can help by putting scientific lingo into layman’s terms:” We witness the
use of scientific language around the patient” (ID-01). By presenting a human perspec-
tive, chaplains challenge fixed ways of thinking. A particularly difficult situation in the
ICU is communication with intubated non-verbal patients: “Some patients can write
what they need, and others can use a speaking valve. Sometimes it’s just trial and error”
(ID-01). The hospital chaplain may choose to sit with the patient, using non-verbal
communication such as eye contact, to establish a bond and offer support.

Supporting non-believers and believers of different faiths
Hospital chaplains have a broad scope of practice. Chaplaincy does not require a reli-
gious affiliation of the patient. The chaplains collaborate across religions and support
non-believers. They provide referrals from one faith to another and cover for each
other, if necessary. They have a special role when tourists fall ill and need spiritual care.
This may involve saying grace in a different language or supporting people from other
religions. Hospital chaplains often encounter patients that claim they have no faith and
never go to church, but during the interaction, religious needs surface: “People that
have no faith in daily life, need spiritual care when death draws near” (ID-10), and fur-
ther: “there is no doubt that religion exists during ICU admission and that patients need
to feel the presence of God” (ID-03). Some patients wish to know where they will go
when they die: “Any hospital chaplain will convey the message of God’s love. But we
can’t answer their question. I don’t believe in the double exit, although some still do”
(ID-03).

Elements of chaplaincy related to the family

Providing spiritual care to the family
Interestingly, some hospital chaplains are mainly dedicated to the patient, whereas
others offer their services to the patient’s family as well. This is also reflected in hospital
staff that are gradually becoming more family oriented. One chaplain stated: “They [the
family] are powerless; they can do nothing during acute illness, and some find comfort in
coming to us” (ID-08). When patients are dying, the hospital chaplain is more candid
about the situation than the family: “We have a vocabulary for the situation that others
might lack … solid rituals are helpful because they are familiar” (ID-05). The hospital
chaplain supports the family when treatment is futile, and life-support is disconnected:
“I enter the room when the situation has become critical, when the family is overwhelmed
by lack of meaning and hope … I immediately take over and talk about what it’s all
about, it’s about love” (ID-08). After the patient dies, the hospital chaplains refer to the
family’s local minister to perform the funeral service. Muslim patients need to be buried
or transported to their home country as fast as possible. The imam helps with practical
concerns: “Can we have a Muslim service here in Denmark? What is the price?” (ID-09).
The hospital imam might participate at a funeral after a relation has been formed with
the family, particularly if it concerns the death of a child. Emergency weddings are
uncommon in the Muslim community where common law partnerships are rare.
Christening is important in the Danish culture, but not in Islam or Judaism: “We have
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no naming ceremony” (ID-09). The rabbi stated: “I have never understood why christen-
ing is necessary to save the child” (ID-10).

Participating in end-of-life discussions with the family
Hospital chaplains are available to talk to family about loss and bereavement. This ser-
vice is not highly advertised because their capacity would be inadequate if chaplains
received too many referrals. The chaplains offer support to the family if the patient
becomes a candidate for organ donation. The family is faced with difficult decisions
and must find a way to say goodbye to the patient. The chaplain can help by providing
a framework for the final parting: “Rituals help by framing our actions in situations
where it is difficult to know what to say” (ID-06). Other elements of end-of-life chap-
laincy is family support in the discussion of autopsy or finding the right quotes in the
Koran. People of the Jewish faith might need council when their religious rules clash or
they disagree with the doctor: “The family might seek help to go against the doctor’s rec-
ommendations when deciding to withdraw life-support” (ID-10).

Elements of chaplaincy related to the healthcare professionals

Summoning the chaplain
According to the chaplains, the ICU is one of the areas of the hospital that most often
makes use of their services. The chaplains are on call 24/7 to offer their support. They
are usually summoned by hospital staff, but also by patient or family. Medical staff refer
to the chaplain based on the patient’s prognosis, whereas nurses have a more personal
approach, describing their relationship with the patient. Younger doctors are more apt
to summon the chaplain than older doctors, perhaps because contemporary medical
education is more patient oriented than earlier. When advising the patient to talk to the
chaplain, some nurses downplay the religious aspect: “You don’t have to talk about reli-
gious stuff with the chaplain” (ID-05). Nurses do not want the patient to suspect that
the chaplain is summoned because of a poor prognosis. Some patients agree to talk to
the chaplain to accommodate the nurses. The chaplains encourage nurses to present
spiritual care matter-of-factly: “They can say: ‘We can summon a person that is used to
talking to people who are worried about something’ … they have to transfer the patient’s
trust from the nurse to the chaplain” (ID-03). Some chaplains describe themselves as
“guests” at the hospital as they have no health-related legitimization to enter a patient
room. They depend on referrals from the hospital staff.

Collaborating with health care professionals
Chaplains always check in with the nurses before they enter the patient room. The
nurses give the chaplain a timeslot that does not interfere with their care and stabilize
the patient for the visit: “Chaplains work in the gaps between nursing interventions” (ID-
01). Nurses and chaplains collaborate closely: “We are deeply dependent on the eyes and
ears of the staff … they use us wisely” (ID-01). Chaplains are increasingly being
acknowledged as an important part of the hospital team. Hospital staff and clerical staff
mutually respect each other’s work. The position of the chaplains is strengthened by
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their organization apart from the hospital hierarchy: “If we were assimilated with the
health care professionals, we would lose our good relations” (ID-01). The chaplains
depend on awareness of their work, while also enjoying some degree of anonymity, pro-
tecting them from exploitation: “It would be good if they could remember our services
more often” (ID-07). Some financial cutbacks might have reduced awareness of chap-
laincy services as they are no longer part of the introduction to new hospital staff:” We
used to give a short introduction to our work with patients, and families, and staff” (ID-
03). Some chaplains considered themselves as an integral part of the ICU team, while
others maintained their distance: “I’m not part of any team. I’m definitely a person from
outside” (ID-04). Some said: “We don’t provide any treatment, but this doesn’t mean
that we don’t have an impact” (ID-02). Either way, the chaplains felt their importance:
“I know we make a difference to patients, relatives and staff” (ID-01).

Providing spiritual care, educational support and supervision
The chaplains supported hospital staff by providing spiritual care and supervision. They
were summoned for debriefing after traumatic incidents in ICU, or to mediate during
difficult decisions. Some chaplains offered in-house education in existential and spiritual
care. One such initiative was the “Existence laboratory” that prepared professionals to
meet existentially challenged patients and family. They discussed concepts such as hope,
powerlessness, meaning and courage. Doctors requested more information regarding
palliation, end-of-life care, ethical decisions and difficult conversations, which promoted
the new values-based management at the hospital.
Hospital chaplains also need supervision of their own. Chaplaincy is demanding at

ICU where illness and death are sudden and severe:” We need to wipe the slate clean
and be ready for the next, and the next … ” (ID-03). Chaplains are supervised in groups
by a psychologist up to eight times a year. They also use each other for debriefing.
Several hospitals have a small chapel where staff, patients, family and chaplains seek

peace and quiet for contemplation and prayer. The chapel is used frequently outside of
service hours, providing tranquility and non-institutional aesthetics. Visitors are invited
to write in the chapel guest book. One chaplain recalls a particular entry:” Thank you
for medications and blessings; I hope they both will work well” (ID-01).

Discussion

The hospital chaplains in our study perceived their role as important to maintaining the
spiritual health of ICU patients, family and healthcare professionals. The main elements
of patient related chaplaincy were described under the headings of providing spiritual
care, serving as a neutral bystander, ensuring patient confidentiality, applying the sup-
port of rituals, providing a different perspective, offering patient advocacy, and support-
ing non-believers and believers of different faiths. Moreover, chaplains provided
spiritual care to the family and participated in end-of-life discussions. And finally, chap-
lains responded when summoned by staff, they collaborated with staff, and offered spir-
itual care and education to the staff. Many of the elements of chaplaincy in Denmark
resembled international findings. Noticeable disparities were related to educational
requirements, institutional integration, research activity, and documentation practice.
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Elements of chaplaincy

Elements of chaplaincy determined by more than 30,000 chaplain visits in New York
were categorized as general or spiritual activities (Handzo et al., 2008). General activities
were: crisis intervention, emotional enabling, ethical consultation, life review, patient
advocacy, counseling, bereavement and empathetic listening, whereas religious and spir-
itual activities were: confession, faith affirmation, theological development, performing
religious rites/rituals, providing religious items, offering a blessing, praying, meditation
or other spiritual support. Many of these elements were identified in our study. The
religious activities, however, are different, e.g., confession, faith affirmation, and theo-
logical development were not identified in our study. Conversely, we found activities
that were not identified by Handzo et al. (2008), e.g., educational activities, such as the
“Existence laboratory” or filling the need for a neutral bystander, which is supported in
the literature (Anneberg, 2000).

Educational requirements

European standards state that chaplaincy services in Europe are delivered by clergy and
lay persons that have been trained in pastoral care (European Network of Health Care
Chaplaincy, 2002). Lay persons are not used as hospital chaplains in Denmark, which
differs from the European standards, probably because hospital chaplains are the
responsibility of the state church. Interestingly, the standards for practice articulated by
the European Network for Health Care Chaplains are translated to all Scandinavian lan-
guages, except Danish. Perhaps Danish chaplains are at a crossroads, where they are
considering their future role in the health care system.

Institutional integration

By some accounts, it is a sign of professionalism and holistic care, when chaplains are
an integrated part of the ICU team (Fitchett, 2017; Handzo et al., 2008; Ruth-Sahd
et al., 2018; Vandenhoeck, 2013). In our study, however, the role of the chaplain was
more ambiguous. Some chaplains described themselves as part of the ICU team and
others felt “out of place” at the hospital. Some coveted their otherness while others were
more assimilated. Mary Douglas (1966) addressed the issue of ambiguity in her seminal
book, Purity and Danger (Douglas, 1966). According to her theory, everything must
belong to a category. Categories indicate purity, whereas ambiguity means danger.
Taboo is a device for protecting categories by confronting the ambiguous and shunting
it into the category of sacred. When the ambiguous becomes sacred, it is no longer dan-
gerous. As such, the ambiguity of belonging to both church and hospital can be
resolved by identifying with a suitable category. In countries where hospital chaplains
are not associated with a parish, the choice might be easier; chaplains are hospital staff
and part of the ICU team. In Douglas’ terminology, chaplains are “matter out of place”
at the hospital (Douglas, 1966, p. 203). Even chaplains that consider themselves as part
of the ICU team “set themselves apart” in various ways (Douglas, 1966, p. 10). ICU staff
are required to wear a uniform as a hygienic precaution, whereas chaplains may enter a
patient room in street clothes. Hospital chaplains benefit from their ambiguous role as
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they bridge the gap between patient and professional, while negotiating perspectives of
humanities and science (Timmins, Naughton, Plakas, & Pesut, 2015). Hospital chaplains
are instruments of both hospital and church, while representing the voice of the patient
and facilitating the voice of God.

Research activity

It has been argued of late, that chaplaincy research is needed to improve practice
(Fitchett, 2017; Handzo et al., 2008). The enthusiasm for evidence-based chaplaincy was
expressed in the early 2000s after the explosion of evidence-based medicine (Sackett,
Rosenberg, Gray, Haynes, & Richardson, 1996). Chaplains and staff were encouraged to
introduce checklists to identify patient needs (Fitchett, 2017; Handzo et al., 2008). There
was a desire to professionalize spiritual care and modernize hospital chaplaincy
(Proserpio, Piccinelli, & Clerici, 2011). Professionalization was described as improving
relations to the scientific world, certifying chaplains and evaluating efficacy of spiritual
care. This led to a debate on whether chaplains should adopt a scientific approach even
at the risk of reductionism (Proserpio et al., 2011). The question is whether quantifica-
tion of spiritual needs goes against the fundamental nature of spiritual care? Even the
founders of evidence-based medicine warned against excessive quantification that could
dehumanize medicine and threaten clinical vitality (Sepers & ter Meulen, 2005).
Although our study described close collaboration between chaplain and staff, some

chaplains indicated that their services were not fully utilized because they were depend-
ent upon staff referrals. Referrals were intuitively based on knowing the patient, know-
ing the prognosis, or willingness of the patient to receive the chaplain. A more
systematic approach is suggested in a recent review recommending that ICU staff
should increase their knowledge of spiritual care through relevant training courses
(Willemse et al., 2020). Another study states that chaplains need to be more articulate
about the work they do (Damen et al., 2019). To this end, research is directed toward
the development of a taxonomy to provide a standardized descripiton of chap-
lain activities.
Research activities for hospital chaplains are summarized in six broad areas as: what

chaplains do; the importance of religion and spiritual care to patients and families; the
impact of chaplains’ spiritual care on the patient experience; the impact of chaplain care
on other patient outcomes; spiritual needs and chaplain care in palliative and end of life
care; and chaplain care for staff colleagues (Fitchett, 2017). Similarly, a recent Delphi
study of research priorities among Dutch chaplains recommended further investigation
of the needs and effects of hospital and outpatient chaplaincy (Damen, Schuhmann,
Lensvelt-Mulders, & Leget, 2020).

Documentation practice

The chaplains in our study did not document their practice. They performed no patient
assessment and offered neither treatment nor therapy. They moved between professional
groups in the intangible zone of existential and religious needs creating a safe space for
confidential exchange. Documentation of chaplain services is becoming standard in
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some countries to promote interdisciplinary collaboration (Fitchett, 2017). Chaplains are
even gaining access to the medical records. It has been reported, however, that chaplains
read medical records and perform spiritual assessment without patient consent (Loewy
& Loewy, 2007). The chaplains in our study did not consult the medical records when
they were summoned. They came to the patient with an open mind and let the patient,
family or situation dictate what was needed, relying on intuition and empathy.

Limitations

We adhered to the COREQ guidelines to increase the trustworthiness of our study
(Tong et al., 2007). Credibility was insured by applying a well-established research
method, using investigator triangulation, and reaching redundancy during the ten inter-
views (Shenton, 2004). The investigators were experienced in qualitative research and
member checking was used to further validate our findings. Transferability was
increased by the multi-center design and representation of the main faiths at Danish
hospitals. The informants served well as key-informants representing the culture of hos-
pital chaplains. Dependability was ensured by consistency of interviewers and by user
involvement as we consulted the senior hospital chaplain prior to formulating the inter-
view guide. Confirmability was ensured by creating an audit trail using the NVivo soft-
ware system. An inherent limitation of qualitative studies is small sample size, but this
was counteracted by in-depth analysis. We were limited by lack of representation of
other religions that might have brought new perspectives.

Conclusion

Elements of hospital chaplaincy in Denmark resemble those described in other coun-
tries. Disparities exist regarding chaplains’ educational level, institutional integration,
research activity and documentation practice. Modern chaplaincy is propelled toward
professionalism, quantification, certification and evaluation. Chaplains fill an ambigu-
ous role, negotiating values of church and hospital, while representing the voice of
the patient and facilitating the voice of God. We discuss the contemporary role of
hospital chaplains and the consequences categorizing them as part of the
ICU team.
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