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Introduction 

“Can the ethicist who knows ‘God language’ come and see a patient? The family is being 

unreasonable. The patient is dying, has been dying, and the family keeps saying they are waiting 

for a miracle from God and won’t DNR her. This is a futile situation, and the patient is 

suffering.”  

“Can an ethicist come and speak to a patient? He is angry and keeps throwing things. He 

threw his urinal at the chaplain saying that he doesn’t need God since God gave up on him. He’s 

newly diagnosed with Type II diabetes and I don’t understand why he’s so angry. I’ll discharge 

him AMA (against medical advice) like he wants, but right now he’s at risk for a stroke and 

heart attack—his blood sugar and A1C are so high.” 

“Why is God doing this to me? I go to church, I volunteer at the soup kitchen, I teach 

Sunday school whenever they need me. What did I do to deserve this?” 

 
These are three scenarios that can present themselves at any given time during 

my work as a clinical ethics consultant in a large New York–area hospital system. Ethics 

has always been an area of study that I have gravitated toward and written about, but 

in recent times, God has called me to integrate two crucial aspects of my vocation—

nursing (medicine) and ministry—as a clinical ethics consultant. Each scenario above 

depicts someone (patient, family, or friends of a patient) who is jarred by a medical 

diagnosis and their reaction is turned toward a focus on God. The three scenarios have 
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the same theme of how illness reveals disorientation, and for some people a liminal 

space which could be an encounter with the divine (regardless of how the divine is 

interpreted by the person). 

 Some of the consults are God based in the sense of “we are waiting for a 

miracle” kind. But some, as in the other two examples, are more oriented to the person. 

Faith is personal, regardless of what one believes in or was raised to believe in. Recent 

studies have shown that people struggle with religion and faith, with many opting for 

being “spiritual” instead of “religious.”1 It’s hard to determine what the person is 

looking for if you don’t understand their past history with faith and a divine being.  

During the course of this work, I came upon a notebook that wasn’t quite filled 

out. My habit over the years has been to put partially used class notebooks in a pile to 

use at another time. This particular notebook was last used in 2004 or 2005 and it was 

from a class that I took when I was pursuing my Bachelor of Science in Nursing. The 

class in medical bioethics and the notes over the course of the semester were chock-full 

of side comments about faith, illness and spirituality.2  

 
1. “Signs of Decline and Hope among Key Metrics of Faith,” Articles State of the Church 2020 in 

State of the Church 2020, Barna Group, accessed August 2020, 
https://www.barna.com/research/changing-state-of-the-church/. 
 

2. The notes were from a class in bioethics which I took in 2005 for my BSN. The papers that I 
wrote were about one’s faith during a healthcare crisis, a topic that has always been in the back of my 
mind. This class was well before I started seminary in 2008. One question was “what happens to faith 
when acutely ill” and “does one’s autonomy in medical decision-making conflict in God’s plan?”  
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Finding this notebook about two-thirds of the way through this process affirmed 

my lifelong desire to delve further into how illness reveals liminal space (and an 

encounter with a divine being) that impinges on whatever resilience and faith we have 

at that moment in time. I have always wondered where one’s spirituality, faith, and 

religious experience come into play when one is experiencing a new medical diagnosis 

that changes the trajectory of their lives. Thus, this became a strong motivation to 

explore what spiritual experience and resilience looks like in the liminal spaces of those 

with severe medical diagnoses.  

More often than not, medicine has a dominant script of progressive treatment of 

a disease with the ultimate end goal being a cure, with full function. But this does not 

take into consideration that the patient’s perception of quality of life is at stake during 

the treatment journey. While healthcare providers will discover in their assessments the 

patients they treat have a form of faith, once the patient brings the words out into the 

open, some providers don’t know what to do. What does a provider do when the 

patient’s God language impinges upon the proposed treatment plan? Many providers 

recognize these words as those of hope, and no provider wants to trample on whatever 

hope the patient is expressing; that is considered cruel and not good medicine.  
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Which brings to the forefront, what should a healthcare provider3 do when God 

language is uttered? In my experience, the language stops some providers in their 

tracks. Consider the God language of the desire for a miracle. If this becomes a barrier, a 

doctor may anxiously wait for the family itself to “come to its senses,” allowing the 

medical team to not escalate medical treatments in an incapacitated patient so that 

natural death can occur (in extreme cases). The anxious doctor does not want to offend 

the patient or the family. For the most part, once God language is uttered, the patient is 

maintained in a status-quo, medical situation, where either the miracle happens or the 

patients die naturally. This latter scenario is one where the entire team becomes 

frustrated, because there is an inability to move past the God language as to not offend 

the patient’s presumed faith (and the faith of those speaking for them). This then creates 

a team-wide ethical dilemma and moral distress that the patient is suffering because the 

family/loved ones are using their faith as an unintentional barrier of letting go of their 

loved one. It is almost impossible for many medical teams to navigate these 

conversations because there is not much training when it comes to addressing a 

patient’s faith as part of the ongoing treatment plan beyond calling a chaplain in.  

 
3. “Healthcare provider” in this paper means someone who practices at the hospital bedside. I 

will differentiate as needed between the disciplines based on their scope of practice. When I speak of “the 
team,” it’s usually the entire team that touches the patient—doctor, nurse, PA, NP, primary RN—each 
having their separate role, but working together in the patient’s care.  
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As a clinical ethicist, I have had many conversations with professional clergy, 

healthcare professionals, and laypeople regarding God, and the nebulous space that is 

unveiled when a medical diagnosis now disrupts lives. Ideally, this work can be 

considered a window for healthcare providers when they encounter patients who are 

struggling with an unexpected medical diagnosis and there is an explicit focus on 

spirituality generating from the patient themselves. The primary audience for this work 

is healthcare providers who are confronted with God language and who can, instead of 

backing away from the language, learn to identify that for the patient and family—it is a 

liminal space of spiritual vulnerability. Hopefully this work will empower healthcare 

providers to approach and assess the patient’s God language to understand that the 

patient is struggling in many different dimensions with their new medical diagnosis, 

and that engaging in the patient’s narrative instead of being resistant to it could be a 

part of the provider-patient relationship. While healthcare providers are the primary 

audience, I would hope that professional clergy and some laypeople will benefit to 

learn where God is in one’s life when they are diagnosed with a disease that will alter 

their life’s trajectory, but not necessarily toward death.  

In chapter 2, I will delve into readings that are stories of faith, hope, and spiritual 

resilience. These works are from various resources where aspects of spirituality, the 

human response, and medicine intersect.  Chapter 3 discusses where God’s story in 

Scripture creates a relationship and covenant, and why a person’s spiritual resilience is 
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so individual. The theological-based work in chapter 3 describes God’s covenant and 

promises in Scripture and the human response. This leads into the individual stories of 

those interviewed. For some, their faith and relationship with God is front and center 

while they or a loved one is dealing with the disruption of a new medical diagnosis. For 

some interviewed, the relationship is more in the background, passively guiding them. 

We hear more of these individual stories in chapter 4 where the method and data are 

presented. Additionally, the onset of COVID-19 could not be ignored. Living through a 

pandemic impacts one’s faith, and the conversations needed to be expanded on to 

include this particular chapter in our lives. Chapter 5 brings together the interviews 

with the underlying themes. These underlying themes are the basis of my work in the 

section “Framework for Practitioners.”   
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Chapter 1: The Road of Resilience through a Liminal Space 

As an ethicist dealing with God/miracle language in patient and family meetings, 

my questions always start with the following: “How do you see the miracle? Can you 

envision it and how it unfolds? Where do you see God right now?” This elicits a range 

of emotions. For some there is discomfort because their relationship with a divine being 

has gone by the wayside over the years. Some have had the conviction that they do not 

have a belief system, and yet their first thoughts turn toward God and miracles. Others 

feel betrayed by the God they serve wholeheartedly. This can elicit guilt and shame 

because they have purposefully walked away from their faith and now feel threatened 

because of their previous actions. Some feel they now have to start (or restart) in 

building a relationship with God, because they now are faced with their mortality. 

Some need to be able to vent about how God has betrayed them, while others just sit, 

pondering their own existence wondering what went wrong.  

When I am working with these patients, the next set of questions usually begin 

with some version of the following: “Do you think you have enough inner reserve, 

capacity within, to not only now deal with a healthcare crisis (which takes a great deal 

of energy in itself) but to also take purposeful steps to create or recreate a relationship 

with God while mired in your new state of suffering and disorientation?” However, for 

most it is a question that has no concrete answer. Not many can define the spiritual 

resilience or lack thereof that is inside of them, and all they know is that they are calling 
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out to a being that in the past has brought them comfort or guidance which they so 

desperately now need in the face of possible suffering.  

In this chapter, I’ll explore the phenomenon of liminal space as a significant 

context for an encounter between a patient and a medical provider. The emotional 

experiences of patients are varied, and they are valid. Their responses are also varied 

and valid. First, I’ll reflect on holding space for these emotions and responses. 

Following that, I’ll look more carefully at the concept of liminal space, the uneasy in-

between space where a patient’s experiences are held, honored, and hopefully 

transformed.  

              Holding Space for a Patient 

Victor Frankl, a psychiatrist who wrote of his personal experiences in a Nazi 

concentration camp, noted that “one is not destroyed by suffering: he is destroyed by 

suffering without meaning.”4 Frankl further states,  

We must never forget that we may also find meaning in life even when 
confronted with a hopeless situation, when facing a fate that cannot be changed. 
For what then matters is to bear witness to uniquely human potential at its best, 
which is to transform a personal tragedy into triumph, to turn one’s predicament 
into human achievement. When we are no longer able to change a situation, just 
think of an incurable disease such as inoperable cancer—we are challenged to 
change ourselves.5  
 

 
4. Viktor E. Frankl, Man’s Search for Meaning (New York: Simon and Schuster, 1984), 113. 

 
5. Ibid., 112. 
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Among the many challenges’ healthcare providers face, especially in the 

landscape of modern healthcare, is being able to take the time to read between the lines 

of what their patient is saying. There are many facets of suffering, and the stories 

behind the suffering have meaning for a patient. When the patient or family expresses 

God language as a form of lament, an avenue toward hope is created with a story that 

needs to be heard. Regardless of whether the patient has the ability to change their faith 

journey based on the disorienting news of a new health crisis6, the story is still there 

waiting to be told. These individual stories are an opening to a sacred space that God is 

creating, a reminder that the divine is always present and just needs to be 

acknowledged, by the individual and by the healthcare team.   

How do providers then help patients find meaning and acceptance in the midst 

of their new health imbalance while navigating treatment options? The patients may 

not be overtly expressing “why is this happening to me now?” or “is there a God? If so, 

is he/she/they there for me?” As an ethicist, it is my role to identify and lift up these 

comments to providers in order to gain a more holistic view of the patient7. But it is also 

a duty to hear the patient’s story in order to ascertain whether or not the patient has the 

capacity to do two things at once: define God in their lives along with managing new 

 
6. For some, a diagnosis of a chronic as opposed to a terminal, life-limiting disease can be a crisis, 

hence the use of this specific word.  
 
7. Not necessarily holistic as in Eastern medicine, but a 360-degree (whole) view of the patient, 

not just the medical viewpoint.  
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treatment plans. It is difficult to know what to say, nevertheless, as people long for their 

physicians along with their families and friends to sit with them, listen to them, and 

journey with them.  

Cure is not possible for many illnesses, but there is always room for other forms 

of healing which can be experienced by the telling of one’s story in a setting where there 

is room for it. Faith is supposed to be complex, and with COVID-19 wreaking havoc on 

us, being human means that we cannot physically live forever, and unfortunately those 

who are on the witnessing side of someone’s suffering will suffer more. There is an 

intense desire for that “miracle” to happen, when maybe that miracle is the sick 

person’s life until this point of disruption.  

 This is core to spiritual healing for the newly diagnosed patient who is 

wondering where they fall within God’s realm. For the most part, it is hard for a 

healthcare practitioner to say to a Christian patient or family member, “God is with you 

in your grief and is doing more than grieving; God is bringing lament, courage, and 

hope in the resurrection that one day there will be wholeness in Christ.” Often, the 

patient’s story of faith unfolds as they traverse their newly diagnosed self. 

As a minister, I often find myself saying to those who are questioning where God 

is in their pain that God is waiting for us, just beyond our grasp. God creates the liminal 

space and the thinly veiled space between us and the divine in order to meet us where 
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we are. This meeting of the divine, whether we realize it or not, can create a loss of the 

locus of control. This is true for both the patient and the healthcare provider. 

Once one realizes they are no longer in charge, it can create an uncomfortable 

feeling, but this is where God does the best work of transformation. God is there and 

waiting for us. When the patient then verbalizes out loud their need for God, it can, at 

times, push people out of their comfort zone, especially while in the midst of such 

emotional disorganization. Being in a liminal space is not easy or comfortable, and the 

person calling on the divine may or may not even have a reason why they are doing so.  

Characteristics of Liminal Space 

In the pages to come, I will be reflecting on liminal-space spiritual experiences. 

Merriam-Webster dictionary defines liminal space in two parts: 

1. Of, relating to, or situated at a sensory threshold: barely perceptible or capable of 

eliciting a response 

2. Of, relating to, or being an intermediate state, phase, or condition8  

Richard Rohr expands on this, 

When we find ourselves in liminal space, does it matter whether we are pushed 
or whether we jump? Either way we are not where or what we were before, nor 
do we know how or where we will land in our new reality. We are, as the 
anthropologist, Victor Turner wrote, betwixt and between. In that space, which is 

 
8. “Liminal,” Merriam-Webster, accessed October 25, 2020, https://www.merriam-

webster.com/dictionary/liminal. 
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mental, emotional, physical and spiritual, we are destabilized, disoriented. The 
old touchstones, habits and comforts are now past, the future unknown.9 
 
By listening to stories of what was, what is to come, and where the divine fits in, 

the listener is equipped to navigate the patient’s new normal. When disruption occurs, 

patients tend to grapple for answers or deflect blame. It is here, as they are forced into a 

God-created liminal space, where a relationship with God is not only internally 

questioned, but externally expressed with the verbalization of God language. It is here 

where some cry, “OH MY GOD” or grasp at “we are waiting for a miracle from God” 

despite their faith commitments.  

The majority of medical practitioners are not well trained to respond to these 

words. The usual response is to call the chaplain or ask the person if they have a 

religious professional that can be called. Even worse, the response may be to label the 

patient and family as difficult, unreasonable, unrealistic, or in denial, hence cutting off 

the opportunity to connect on a different level with the patient and their loved ones. It 

takes true deep diving—a building of a relationship that goes beyond the healthcare 

provider–patient norm. It is imperative that the healthcare provider not dismiss the 

God language emitted in such a time of crisis, but to see it as an opportunity to assess a 

level of resilience, in this case, spiritual resilience, in the patient’s time of crisis.  

 

 
9. Richard Rohr, “Liminal Space: The Liminal Paradox,” accessed October 15, 2020, 

https://www.garrisoninstitute.org/wp-content/uploads/2020/05/Liminal-Space-5.1.20.pdf. 



 
 

 
 

13 

What Is Spiritual Resilience? 

During my time as a bedside nurse, what had always piqued my curiosity was 

how can one who was raised with faith, wander away from God?  This creates a very 

human, broken relationship, because the person has walked away, doesn’t worship, 

doesn’t pray, doesn’t do all that being a disciple is “supposed” to do to nurture that 

sacred relationship. Yet will call upon God when faced with a life-altering medical 

diagnosis. It would be fair to define what resilience is at this point. Merriam-Webster 

defines resilience as “an ability to recover from or adjust easily to misfortune or 

change.”10 To expand on this simple definition, in one’s life circumstances, regardless of 

what goes wrong, does one tend to bounce back and adapt or does one “fall apart?” 

When resilience is in play, it means harnessing one’s inner strength to help rebound 

from the challenging situation and see past it. Without this ability, feelings of anger, 

guilt, and shame become overwhelming.  

For the purposes of this paper, defining one’s spiritual resilience is also defining 

where and why they are placing their trust and support in a divine figure of faith, 

regardless of where they are in their faith journey. The stories connected to these times 

of crisis are made to be paid attention to, and could be used, as a step toward some 

form of reconciliation, whether it be of a walking toward God in that liminal space, or 

 
10. “Resilience,” Merriam-Webster, accessed November 30, 2020, https://www.merriam-

webster.com/dictionary/resilience. 
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giving one’s own permission to not do so. It is a complex condition, because guilt and 

shame can be strong feelings that are now integral in the person’s life while 

maneuvering through a diagnosis.  

 In this thesis I hope to not only approach/assess spiritual resilience when the 

disorientation of a healthcare crisis challenges a person’s identity and formal system of 

belief, but to let the reader into the world of those whose stories tell their own tale of 

where they saw, felt, and heard from God during that time. These personal stories are 

definitely holy moments of listening and a glimpse into a sacred liminal space.  

What Does an Invitation to a Liminal Space Look Like? 

Christian believers know the story of Jesus walking on the water toward his 

friends, so intent on being with them. Caught in a sudden squall far away from solid 

ground, they are frantic with fear. Suddenly, Jesus comes toward them. “It’s going to be 

all right!” He calls out. “Don’t be afraid.” Then Peter bravely speaks up: “If it’s really 

you, telling me not to be afraid, Lord, then tell me to come to you.” With a surge of 

confidence, Peter bounds out of the boat and fairly skims across the surface like a speed 

skier racing toward Jesus, followed by a sudden sinking spell.11  

We know the Peter phenomenon. All around us, storms rage. Famine and flood 

bring waves of starvation and disease. Angry winds of partisanship and hate threaten 

entire systems of government. Isolation and mistrust destabilize neighborhoods. 

 
11. Matt. 14:22–33. 
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Addiction ravages families. Suddenly, the health we have enjoyed is threatened by an 

unforeseen illness and whatever solid ground we have held onto is a distant memory. 

Out of the blue, we call out to God who is there calling us to himself, calling us to 

traverse a really unstable walkway.  

There are some key questions that emerged during this project besides what 

happens next: Can one even step out in trust? Can we trust ourselves to answer to that 

now open sacred space of God’s calling to come closer? Can one even juggle a 

relationship with God while figuring out how to navigate a difficult diagnosis, a 

treatment plan, and a healthcare system? Can we be sure that our stories will be heard 

when expressed? For the practitioner listening, what does that inner narrative sound 

like for sufferers? How can this disorientation of one’s spiritual self be navigated in 

order to be reconciled and reoriented for a wholeness in healing? Does it matter if and 

when our stories are heard?  

Spiritual director Jean Stairs believes so. She writes that there is benefit to “soul 

inquiry” where we (as healthcare clinicians) explore the spiritual depth of patients.12 In 

some respects, this is a thesis examining soul inquiry amidst the disorientation and 

liminal space of suffering patients. The speech of disorientation can have a yearning for 

 
12. Jean Stairs, Listening for the Soul: Pastoral Care and Spiritual Direction (Minneapolis: Fortress 

Press, 2000), 15–35. 
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a return to a spiritual orientation that the patient has hidden in their memory banks. 

These are memories of God, whether they be good or bad.  

In the following chapters I will explain, albeit a small microcosm, the theology of 

not only who we are to God, but how we respond when we or a loved one are 

diagnosed and faced with an acute healthcare crisis. The development of the project 

required readings in multiple disciplines (medicine, theology, spirituality, and some 

psychology) of where disorientation leads to an assessment of learning. This learning is 

not necessarily on the part of the person being interviewed, but on the part of the 

healthcare provider.  

What will be interesting to see is how those being interviewed respond to the 

questions asked, as well as the conversation itself. What I anticipate is a conversation 

around the person’s perception of where God was for them when the discomfort of 

disorientation flooded their lives as they or a loved one suffered a devastating medical 

diagnosis. Were the subjects able to recognize who they were in God’s eyes, were they 

able to speak to a form of spiritual resilience, and how did they view their relationship 

with whatever divine entity they identified with, if any? 

Concluding this chapter with the following from Thomas Merton’s work, 

Thoughts in Solitude, seems appropriate. It was a writing that gave me assurance that 

there will be an end point and that with God’s help, I will finish:  

My Lord God, I have no idea where I am going.  
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I do not see the road ahead of me.  
  

I cannot know for certain where it will end.  
  

Nor do I really know myself, and the fact that I think that I am following your 
will does not mean that I am actually doing so.  

  
But I believe that the desire to please you does in fact please you.  

  
And I hope I have that desire in all that I am doing.  

  
I hope that I will never do anything apart from that desire.  

  
And I know that if I do this you will lead me by the right road, though I may 
know nothing about it.  

  
Therefore, will I trust you always, though I may seem to be lost and in the 
shadow of death.  

  
I will not fear, for you are ever with me, and you will never leave me to face my 
perils alone.13  

  

 
13 Thomas Merton, Thoughts in Solitude (New York: Farrar, Straus and Giroux, 1999), 79. 
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Chapter 2: Spirituality, Resilience, and Disruption in the Medical Setting 

Introduction 

When people are given a diagnosis that is unexpected, they are thrown into 

unanticipated disorientation. At the first sign of disease or at the first word from the 

doctor that one may be seriously ill, thoughts and feelings shift. One is now abruptly 

thrust into facing their mortality, which might have been ignored for years. Life often 

changes suddenly and radically; relationships shift. The things that give meaning are 

put into a new perspective. There is endless wondering, new fears, and the need to sort 

out what is important from what is distracting.  

“Resilience” is a term that is used in many different disciplines, but in this thesis, 

it is an attempt to ascertain how one’s (or one’s loved ones’) spiritual resilience surfaces 

when confronted with unexpected disease. Additionally, there is an opportunity to look 

for liminality, an opening to a sacred space by the divine. The experience of liminality 

can be accompanied by a feeling of loss—loss of steady and familiar life landmarks, 

landmarks that give us security as we travel along life’s road. What is spiritual 

resilience for them? The readings in this chapter highlight aspects of spirituality and the 

human response when a medical crisis is realized. The readings that I have chosen to 

explore are diverse in their nature: peer-reviewed journal articles, pastoral care books, 

and spirituality books, to name a few.  
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Medicine and Resilience 

In Stewart and Yuen’s “A Systematic Review of Resilience in the Physically Ill,” 

the authors cite various peer-reviewed journal articles that delve into how resilience 

affects people when they receive bad news. For many bad news is just that, bad—and 

one can move on and cope with the news. For some though, when bad news is health 

related, it now changes who they thought they were and how their lives will be 

impacted, and in these cases resilience is manifold. The authors write, “Resilience is the 

capacity of individuals to maintain, or regain their mental health in the face of 

significant adversity, including physical illness.”14 The review of 475 articles revealed 

for the authors that resilience was defined in many ways in light of many different 

diagnoses. Two major themes that arose for people who were now struggling with a 

new health crisis included (1) internal locus of control, which if strong, lends itself to 

one’s psychological adjustment toward the new diagnosis, and (2) spirituality.15 

 “The Strength to Cope: Spirituality and Faith in Chronic Disease” by Unantenne 

et al. also highlights that those who incorporate spirituality into their self- management 

 
14. Donna E. Stewart and Tracy Yuen, “A Systematic Review of Resilience in the Physically Ill,” 

Psychosomatics 52, no. 3 (May 2011): 199–209, https://doi.org/10.1016/j.psym.2011.01.036. 
 
15. In the introduction of this work, I highlighted three different scenarios which focus on the 

same subject: disease, God, and a healthcare provider’s response. Once I am called in for a consult where 
God language is a perceived barrier, there are already established “territories” created by the control that 
each side (patient and healthcare provider) has.  Each has an internal locus of control created by either the 
patient’s (or family members’) inability to process the disruptive information of a change in their health, 
or the provider’s reluctance to journey with the spirituality of the patient and their loved ones, not seeing 
that there is an opportunity to alter their approach.  
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routines have a better outcome that is framed in positivity. The article doesn’t limit 

one’s practice to those in “formal religions,” but also includes yoga, tai chi, spiritual 

healing, and different forms of prayer that bring the patient to a liminal space where 

they find hope and a form of spiritual healing. The authors delve into the pros and cons 

of spirituality and its effect on persons who are faced with a now life-limiting healthcare 

diagnosis. As they cite various experts in both medicine and religion, they come to the 

conclusion that for most, chronic illness is “marked by fear, anxiety and disruption.”16 

Abigail Rian Evans, in the prologue of Is God Still at the Bedside?: The Medical, 

Ethical, and Pastoral Issues of Death and Dying writes, 

In contrast to contemporary medicine, the Judeo-Christian perspective of human 
nature starts with individuals and how their nature determines the meaning of 
health and sickness, healing and healers. The biblical definition of health and 
sickness derive from the view that man/woman is a whole—body, mind and 
spirit. This wholeness means that both physical and spiritual healing are 
important.17 
 
 If this is the case, then why do people walk away from God, even if they grew 

up in a faith tradition or never gravitated toward a divine being that is greater than they 

are? What triggers them to suddenly enter into a frame of mind that God needs to be a 

part of the equation now that they are faced with severe illness? 

 
16. Nalika Unantenne, Narelle Warren, Rachel Canaway, and Lenore Manderson, “The Strength 

to Cope: Spirituality and Faith in Chronic Disease,” Journal of Religion and Health 52, no. 4 (December 
2013): 1147-1161, https://doi.org/10.1007/s10943-011-9554-9. 
 

17. Abigail Rian Evans, Is God Still at the Bedside?: The Medical, Ethical and Pastoral Issues of Death 
and Dying (Grand Rapids: Eerdmans Publishing, 2011), 6. 
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Exploring the literature, spirituality was commonly reported throughout the 

articles read and was reported to be “important to resilience and adaptive in 

illnesses.”18 The literature highlighted the various authors’ belief in God, or having faith 

helped individuals make sense of their illness and acted as a source of strength. Is this 

true for many people? Can someone who has walked away from religion now hear 

God’s voice? Is that invitation to a liminal space a barrier or an asset for the newly 

diagnosed person? And what made them not pay attention to God in the first place?  

These are questions that need to be delved into and stories that need to be heard and 

honored from those who face an extraordinary life change, a challenge of a healthcare 

diagnosis that inexorably cannot be reversed. Here is where “fear, anxiety and 

disruption” take center stage, where sufferers discover disorientation and long for 

pathways to resilience.  

Selected Stories of Spirituality and Resilience 

When poet and author Christian Wiman was diagnosed with cancer, he 

chronicled his journey of disorientation by writing a book entitled My Bright Abyss: 

Meditation of a Modern Believer. In it, he writes, 

I have never felt comfortable praying. I almost feel I should put the words into 
quotes, as I am never quite sure that what I do deserves the name. I have a little 
litany of stations through which I move—thank you, help me, be with, forgive— 

 
18. Donna E. Stewart and Tracy Yuen, “A Systematic Review of Resilience in the Physically Ill,” 

Psychosomatics 52, no. 3 (May 2011): 199–209, https://doi.org/10.1016/j.psym.2011.01.036. 
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but mostly I simply (simply!) try to subject myself to the possibility of God. I 
address God as if.19 
 
Wiman wrestles with God, as most all of us do when we suffer. He also wrestles 

with a sense of self and identity in light of his doubt. In the mystic and philosopher 

Simone Weil, he finds consolation and expression of his own doubt and religious 

ambivalence.  

Weil’s work not only influences Wiman’s writings, but historian Philip 

Sheldrakes’ work as well. In Spirituality: A Brief History, Sheldrake reveals Weil’s 

contribution to philosophical theology but notes that though “she was strongly 

attracted to Christianity, she existed on the margins and was never baptized.”20 

Although born into an agnostic French Jewish family, she went through very intense 

religious experiences that in turn led her to a strong commitment to Christ and a great 

sympathy for Roman Catholic Christianity. Weil was more exploratory than systematic 

in her subject approach. Her posthumous work Waiting for God is a compilation of her 

writings. These writings bring forth the mysticism that she is now known for. But as 

Wiman notes, Weil posited that there is indeed doubt as to whether God exists, 

exploring how we as earthly beings try to reconcile that concept. According to 

Sheldrake, Weil had a “complex and paradoxical sense of self. We exist as creatures by 

 
19. Christian Wiman, My Bright Abyss: Meditation of a Modern Believer (New York: Farrar, Straus 

and Giroux, 2013), 58. 
 
20. Philip Sheldrake, Spirituality: A Brief History, 2nd ed. (John Wiley & Sons, 2013), 181. 
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means of God’s self-bestowal but we exist only to realize that we are not in and of 

ourselves. We are simply made up of God’s love, seeking a response. We therefore 

become fully who we are only by handing ourselves over—to God and to others.”21  

Sense of Self, Upended 
 

For some people who experience suffering and then wrestle to reconcile their 

doubts and their sense of who they are and who God is, handing themselves over to 

God is not a struggle, but it’s perplexing that after years of not following their faith, 

God then takes center stage. In some aspects, one’s sense of self can be a key driver in 

how we explore a relationship with faith. Thomas Keating amplifies this struggle, 

writing in The Human Condition: Contemplation and Transformation, 

..all human history is under the influence of the false-self system that easily 
moves from our hearts into our families, communities and nations, then afflicts 
the whole human race. God invites us to take responsibility for being human and 
to open ourselves to the unconscious damage that is influencing our decisions 
and our relationships.  

 
He continues, 

 
Human nature is so designed that our imagination and emotions work together, 
like the interaction of the wheels of the old clock. As soon as we start to be upset 
by any emotion, the imagination immediately responds by calling up the pre-
recorded tapes that are appropriate to the level of intensity of emotions. 22  
 

 
21. Ibid., 182. 
 
22. Thomas Keating, The Human Condition: Contemplation and Transformation (Mahwah: Paulist 

Press, 1999), Kindle Reader location 166. 
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In essence, once one is faced with a healthcare crisis, the level of despair can 

equal the level of shame when one is questioning their relationship (or non-

relationship) with God. Being faced with such dire news can disrupt and disorient that 

person and those who love them, as the future is now not so clear and the anger toward 

a higher power (God) can take center stage.  

Janet Hagberg writes in her introduction of The Critical Journey: Stages in the Life of 

Faith, 

Sometimes people lose their faith during the crisis because they never thought 
life could be so hard. Their God is too small to cope with the cruel turn of events 
or is blamed for causing the pain. Sometimes people caught in (midlife) crisis 
turn to God for the first time as they become aware of their inadequacy to handle 
life alone. Others find that the midlife struggle affords them the opportunity to 
return to a lapsed or dormant faith—as though returning home from a far 
country. We have observed that a (midlife) crisis brings a time of ferment on the 
critical journey. It is a prime time to consider or reconsider what the spiritual 
journey really means to you.23  
 
Hagberg’s words suggest that what lies within is a dormant faith that is now 

remembered when our mortality is questioned. Faith experiences are as diverse as the 

universe and should not be dismissed, especially when a patient is in a health crisis. 

Even more, when one is faced with their mortality, (whether acute or chronic 

diagnoses), the bargaining begins. In many cases, the bucket list is created. Vjeyanthi et 

al. in their article “Common Items on a Bucket List,” write that “those who ascribe more 

 
23. Janet Hagberg and Robert A. Guelich, The Critical Journey: Stages in the Life of Faith (Media 

Production Services Unit, Manitoba Education, 2011), xxii. 
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importance to spirituality are more likely to have a bucket list. As having a bucket list is 

an expression of hope and future orientation, this is the underlying reason.” The bucket 

list is also a starting place in goals of care conversations that are being conducted in 

palliative care settings. While it helps the provider to start the conversation, faith and 

spirituality are not necessarily the patient’s focus. Themes from this particular study are 

desire to do a daring activity, desire to achieve specific life milestones, accomplishing 

personal goals, furthering travel, etc. Note that this does not include an in-depth focus 

on one’s relationship with God, even though the patient’s immediate thoughts have 

turned to “why me God?” Is it that the easily “achievable, tangible, immediate 

gratification objects are turned to rather than that pursuit of a relationship with God 

that can relieve any form of guilt, shame and loss once even though God is the focus of 

the anger, confusion, the absence of that relationship?”24 

Relationship Imbalance 

John Swinton and Richard Payne ask the question in their introduction of Living 

Well, Dying Faithfully, “What does it mean to die well?” As a medical ethicist, I ask this 

question all the time. And the answer is different every time, whether it be the patient, 

the family or the providers it is being asked of. I can affirm the authors’ self-answer of 

“isn’t death something to be avoided? Shouldn’t we battle against suffering by every 

 
24. Vyjeyanthi S. Periyakoil, Eric Neri, and Helena Kraemer, “Common Items on a Bucket List,” 

Journal of Palliative Medicine 21, no. 5 (May 2018): 652–658, https://doi.org/10.1089/jpm.2017.0512. 
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means possible?”25 This is because people are not prepared to do anything else but to 

fight for life every day after being diagnosed, regardless of what the evidence-based 

medicine has proven otherwise. In this day and age of techno-medicine, it is so much 

easier to believe in the science of survival instead of moving backward a bit to reflect on 

our relationship with God and prepare to reconcile that relationship instead.  

Lament is an invitation to a relationship in the midst of a disorienting season. 

John Swinton continues in his chapter “Why Me, Lord? Practicing Lament at the Foot of 

the Cross,” to expand on the object of human suffering and what Christians are meant 

to do with suffering. He explores how some believe God is “doing this to me to teach 

me a lesson.” 26 Generally, clergy are taught to practice that we are unable to “fix” this 

inner aspect of one’s faith experience, and instead journey with that person who is not 

only suffering with a diagnosis but is suffering because they believe that God is so far 

off from them—that a faith relationship is irrevocably lost. Fixing one’s inner faith 

experience is also not in the scope of practice for healthcare providers. It doesn’t mean 

that they can be taught to identify why “waiting for a miracle” in the midst of suffering 

is an important factor in treating their patient.  

 
25. John Swinton and Richard Payne, Living Well and Dying Faithfully: Christian Practices for End-of-

life Care (Grand Rapids: Eerdmans Publishing, 2009), xv. 
 

26. Ibid., 107–138. 
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In Victor Frankl’s seminal work Man’s Search for Meaning, Frankl writes of his 

time in Nazi concentration camps and how to navigate through the abject suffering 

living in these conditions posed. In the first chapter, “Experiences in a Concentration 

Camp,” he details his experiences and observations paying attention to how one can 

find meaning, even in the most desperate of circumstances to survive.27 Although life in 

a concentration camp is not comparable to a healthcare diagnosis, Frankl posits that 

suffering does affect one’s mental state and that it is possible to enact change in order to 

move forward in life.28 This new suffering now impacts one’s relationship with God and 

makes them question it. The condition of one’s spiritual self in this liminal space of 

disorientation can heighten one’s awareness of the God of their memories, which can be 

a consideration for the reflex of the “oh my God!” response. This can be nothing more 

than just that, a reflex reaction, without the desire to transition toward a renewed or 

increased relationship with God. Or it can be a divine-made opportunity to transition to 

prayer, the most basic and simple aspect of spiritual resilience, a maneuver that we 

remember as a way of getting closer to God. 

An Opening to Lament and Prayer 

In returning to Janet Hagberg’s work, she proffers,  

 
27. Viktor E. Frankl, Man’s Search for Meaning (New York: Simon and Schuster, 1984), 15. 

 
28. Frankl’s second essay, “Logotherapy in a Nutshell,” describes the basic principles of his 

meaning-centered therapeutic practice. The postscript, “The Case for a Tragic Optimism,” explores the 
idea of “saying yes to life in spite of everything.”  
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A point comes on the spiritual journey, however when healing of one’s early 
religious experience must occur in order for wholeness to be realized. This 
healing requires a transformation of the person and of the traditional religious 
images, symbols and words. Such transformation allows for a new way to 
experience these traditions and therefore, a whole new appreciation of 
spirituality. It’s coming full circle to wholeness.29  
 
The question that this brings up is, can one who is struggling with an acute 

medical diagnosis, now engage in relationship building with God? Is the well of 

disorientation too deep for anyone to not only navigate medicine, but to also navigate a 

relationship with God at the same time? For some it could bring great healing, as 

lamenting in their newfound disruption can bring peace and comfort. But for some it 

can become frustrating and counterproductive, especially when they are not prepared 

for the internal emotional conflict that rises to the surface due to whatever faith is 

buried deep within their psyche.  

Walter Brueggemann writes about personal lament and how it is shaped in the 

Psalms, specifically Psalm 13, which says, 

To the leader. A Psalm of David. 
 

How long, O Lord? Will you forget me forever? 
How long will you hide your face from me? 
How long must I bear pain in my soul, 
and have sorrow in my heart all day long? 
How long shall my enemy be exalted over me?  
Consider and answer me, O Lord my God! 
Give light to my eyes, or I will sleep the sleep of death,  
and my enemy will say, ‘I have prevailed’; 

 
29. Janet Hagberg and Robert A. Guelich, The Critical Journey: Stages in the Life of Faith (Media 

Production Services Unit, Manitoba Education, 2011), 3. 
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my foes will rejoice because I am shaken.  
But I trusted in your steadfast love; 
my heart shall rejoice in your salvation.  
I will sing to the Lord, 
because he has dealt bountifully with me.30 

 
Brueggemann expands on the form of Psalm 13 as one of disorientation, where 

the life of the speaker is in turmoil along with the speaker’s life with God. There are 

four questions the psalmist addresses to God that sound like they are not seeking any 

answer, but are merely flung to the heavens, possibly an early reflexive “oh my God” 

moment because something has gone wrong. They describe the speaker’s current 

situation, and they point the blame right at God—a teaching that we are no different 

now than when the Psalms were birthed.  

The first verse “How long O Lord? Will you forget me forever? / How long will 

you hide your face from me?” calls on the name of the Lord in prayer. This is not an 

internal reflection or meditative musing, but an open and direct address to the One who 

is viewed as being absent or worse, vindictive. For those who blame God for the illness 

they now have, it speaks to two different aspects of internal spiritual resilience. The first 

aspect is someone being comfortable in approaching God in this way. The relationship 

that one builds in their faith journey allows them to accept that they can yell at God, 

that God can take it. The second aspect is for those who have not been diligent in 

building a relationship with God. Part of this relationship building is learning to trust 

 
30. Ps. 13:1–6. 
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God. When speaking with patients and their families who are waiting for a miracle and 

haven’t given much thought of building on their faith prior to diagnosis, it is not wrong 

that they are relying on God. It is an indication that they do trust, they are just now 

experiencing something they never thought would happen to them and lashing out to 

God is a natural response. The person’s inner spirit of faith is now confronted with new 

realizations that can be filled with guilt and shame because they didn’t “follow 

through” with their faith tradition. Chapter 3 of this work will further explore why, 

once God is acknowledged in our hearts, can one turn away from the divine. In this 

turning away from God, whether due to life’s busyness, dissatisfaction with organized 

religion, or any other reason, NOT practicing one’s faith is now a forgotten “bad” habit 

when faced with an acute healthcare crisis. Disorientation of one’s status quo when 

their mortality is up front and center and the utterance of “oh my God” now needs to be 

reconciled on some level. The patient who is in this space might not have the inner 

reserve or inner capacity to throw themselves fully into a renewed (or new) relationship 

with God while navigating a treatment plan. First it needs to be recognized, not just 

glossed over by the practitioner—but to be fair, the healthcare practitioner will often not 

have the skill set to fully recognize the spiritual need.  

Psalm 13 (as with any of the Psalms) gives the one who is calling on God an opening to 

prayer and opening of one’s self to God. Prayer to God gives the people the possibility 

and promise of their act of prayer, this act of calling out. This is based on the grace of 
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the knowledge that God has given through works and word. Nothing in life and the 

perceived experience of the absences of God takes away the privilege of faith to speak 

directly to God in confidence of being heard.31 When one who is now faced with an 

unimaginable medical diagnosis, their relationship with God is uttered in the phrase, 

“Oh my God! NO!”  

A Believer’s Comfort 
 

In the Reformed tradition (especially in the Reformed Church in America and the 

Christian Reformed Church), we are taught the Heidelberg Catechism. It is a tool to use 

for teaching as it follows “52 Lord’s Day” themes. These teaching themes follow who 

the Triune God is and why Christ is our Messiah, what are the Sacraments, the creeds, 

the Lord’s Prayer, etc. There is no way to memorize it all, except perhaps the Lord’s Day 

Q&A 1: 

What is your only comfort in life and death? That I am not my own but belong 
body and soul in life and in death to my faithful savior Jesus Christ. He has fully 
paid for all my sins with his precious blood and has set me free from the tyranny 
of the devil. He also watches over me in such a way that not a hair can fall from 
my head without the will of my Father in heaven: in fact, all things must work 
together for my salvation. Because I belong to him, Christ, by his Holy Spirit, 
assures me of eternal life and makes me wholeheartedly willing and ready from 
now on to live for him.32  
  

 
31. Walter Brueggemann, The Message of the Psalms: A Theological Commentary (Minneapolis: 

Augsburg Publishing House, 2007), 58–59. 
 
32. “The Heidelberg Catechism,” Reformed Church in America, accessed May 15, 2019, 

https://www.rca.org/about/theology/creeds-and-confessions/the-heidelberg-catechism/. 
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This reflects comfort made known to a believer in the Reformed faith. Yet, this 

comfort can be very easily forgotten in the midst of life. Christian Wiman writes,  

How does one remember God, reach for God, realize God in the midst of one’s 
life if one is constantly being overwhelmed by that life? It is one thing to 
encourage contemplation, prayer, quiet spaces in which God or at least a 
galvanizing consciousness of his absence…can enter the mind and heart. But the 
reality of contemporary American life—which often seems like a kind of 
collective ADHD—is that this consciousness requires a great deal of resistance, 
and how does one relax and resist at the same time?33  
 
It is in this space, when one is now faced with the disorientation of a medical 

diagnosis that is life altering, that one now reaches for God. But this reaching out can 

often be accompanied with anger, guilt, shame, and grief, not just a rushing to the one 

whose unconditional love is remembered.  

When this liminal space is opened, and one reaches towards the divine, it is an 

opportunity where the comfort that is now remembered is more accepting, and that 

God in all infinite mercy will outweigh the misery, guilt, shame, and grief that a patient 

is now thrust into. God’s comfort is throughout Scripture. The Psalms, Prophets and 

New Testament all have passages that teach the reader about the trust that comes with 

God’s comfort.34  

 
33. Christian Wiman, My Bright Abyss: Meditation of a Modern Believer (New York: Farrar, Straus 

and Giroux, 2013), 63. 
 

34. Isa. 40:1; Is. 41:10; Ps. 23; 2 Cor. 1:3–4; Matt. 11:28; 1 Thess. 5:11. 
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Does this reaching out then equate to a desire for a relationship with God? I 

wonder here though if one reaches for God, and now desires a relationship with God 

(to navigate their mortality), are they able to sum up the energy and courage to do so. 

And if relevant, can the person honestly say, “It’s ok that I don’t have that relationship.” 

I hope to continue with the interviews coming up to help bridge an understanding of 

how people struggle during this time of disorientation in order to help them reorient 

and now contemplate their new normal that defines their life.  

The Autonomy of Hope 

Allan Verhey writes in The Christian Art of Dying that it is important for Christian 

communities to attend to the practice of helping their members die well. This includes 

not just creating a committee, but teaching this committee how to care for the dying, 

how to prepare themselves, and teach themselves how to discern the God language that 

will evolve.35 

Verhey himself discusses his own health diagnosis of amyloidosis. He is explicit 

that in this time of diagnosis, his mortality was front and center and yet, he came to the 

realization that if he was going to die, he would tell his story, not be “a footnote” in 

some research report. He himself cherished the gospel, and he wanted to live out his 

days continuing to do so. He also describes that he had many internal conversations 

 
35. Allen Verhey, The Christian Art of Dying: Learning from Jesus (Grand Rapids: Eerdmans 

Publishing, 2011), Kindle location 145. 
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with himself, and he realized that his internal spirit wanted to be heard, not necessarily 

out loud. He needed to listen to his own story, sometimes many, many times. He makes 

a case for “attending to practices of Christian community that bear the promise of 

helping Christians to die well and faithfully and of forming communities that care well 

and faithfully for those who are dying.”36 Yet why must faith communities wait for the 

inevitability of death to develop and plan to prepare people? Verhey continues, “We 

will attend to some practices central to the common life of the church, to gathering for 

worship, to reading scripture and to prayer, to the Eucharist and baptism, and to the 

ways these practices form and inform our dying and our care for the dying.”37 My belief 

here is let’s not wait for the last tone of life—let’s start these practices so that an 

authentic autonomy of hope that is truly based on one’s faith is being nurtured during 

the time of disorientation. It might seem strange to align our autonomy—who we are as 

sentient beings—and hope. A person’s autonomy is essential in the forum of medical 

ethics38 and there is a realm of respect for the person’s identity that needs to be honored. 

The future of a long and possibly debilitating disease impacts a person’s sense of 

 
36. Ibid., Kindle location 467 
 
37. Ibid., Kindle location 467 

 
  

38. Autonomy is one of the four main bioethical principles directly related to a sentient being. 
Autonomy itself (at a minimum) is “self-rule that is free from both controlling interference by others and 
from certain limitations such as an inadequate understanding that prevents meaningful choice.” Tom L. 
Beauchamp and James F. Childress, Principles of Biomedical Ethics (New York: Oxford University Press, 
2009), 99. 
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identity, and this could be where the need for God now slips into the forefront of their 

consciousness as their identity is now taking on another shape. How does one now 

intertwine their autonomy with hope, especially Christian hope that has now 

resurfaced? God’s gift of hope is where resilience lies and it is the one factor that 

practitioners dare not take away from a patient, but nor do they know how to navigate 

the God language that is being expressed. When a practitioner tells me, the ethicist, that 

the patient and/or their loved ones have “false hope” and are being unrealistic with 

their God language of “waiting for a miracle,” it is a key reminder that this gift of God 

is God’s desire for the beloved creation to return to its beloved creator, finding a new 

sense of life where life was first imagined. Hope is what gets one through the waiting.  

Our personhood, where our autonomy, moral agency, and moral status live, is 

what allows us to make decisions that help guide our life, but to allow this to happen, 

the skill of listening to the storyteller needs also to be taught.  

In my practice of clinical medical ethics, once I walk into a patient’s room, I have 

discovered that for many people, having their story heard is all they need to de-escalate the 

anger, anxiety, and despair that comes from the new disorientation of their life.  

Characteristics of Liminal Space Revisited 

Even though many of my reading sources deal with grief and loss toward end of life, 

loss doesn’t have to be equated with potential loss of life. Loss can be defined as loss of 

job, loss of friendship, loss of identity, loss of faith, or loss of good health. We don’t 

prepare ourselves for such disorientation—it just happens when there is a threat to 
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one’s future mortality. A new and devastating medical diagnosis can throw the patient 

and their loved ones into a state of despair with the feeling of anxiety that there is no 

way out. This hopelessness combined with perceived guilt, shame, and uncertainty 

creates a communication barrier. Usually when a person dies, there are bereavement 

support groups for the survivors. These support groups provide the platform of 

listening; those who attend have the opportunity to allow their stories to be heard.  

But before a referral to a bereavement support group, how can healthcare 

practitioners prepare and educate themselves for the interminable gap between 

diagnosis and death? Any goals of care conversation done in the clinical setting is 

designed for an end outcome that is comfortable to the patient. But is this a 

collaborative conversation or an end to the means for the practitioner? For the most part 

a goals of care conversation for the healthcare professional is an “ends to means,” how 

to discharge the patient home. It is a challenge when a patient or loved one utters God 

language, an indication to the provider that there is now a “third party” to the 

conversation and a relationship that needs to be explored on some level. This 

exploration is important in order for the provider to discern the patient’s relationship to 

the divine and if it is going to be an essential part of the healing process.  

IF the patient is comfortable with their God, THEN the practitioner is 

comfortable in moving forward. IF the patient is NOT comfortable and voices anger, 

disbelief, and is completely disoriented in whatever hand God has dealt them, then the 
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provider now needs to up their game in hearing, listening, as well as exploring what the 

patient and their loved ones are expressing spiritually. There is no playbook for this 

new direction.  

  It is in this context that Jean Stairs’ Listening for the Soul is crucial in this work. 

She writes about pastoral care, spiritual direction, and the importance of listening in 

order to discern. In the opening chapter she writes, “To listen seems like an ordinary 

thing: perhaps we too readily underestimate its extraordinary value as an approach to 

pastoral care.”39  

Listening to a patient is not just a pastoral issue. Healthcare providers must listen 

to what their patients are saying. This could raise the question, “Doesn’t my doctor 

already listen to me?” Or, a healthcare provider may say to themselves, “I listen to my 

patients, don’t I?” Yes, listening is happening, but healthcare providers are trained to 

differentiate medically in order to render a medical diagnosis. What is harder to hear is 

the inner spiritual voice of the patient trying to come out as they are now navigating a 

devastating diagnosis as well as where their spiritual resilience lies. A person’s spiritual 

resilience is where a memory becomes a story, where the person telling it is able to 

release their perspective on where their belief in the divine exists for them. This is 

where a liminal space opens for them regardless of how self-involved they are in their 

 
39. Jean Stairs, Listening for the Soul: Pastoral Care and Spiritual Direction (Minneapolis: Fortress 

Press, 2000), 15. 
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faith walk. The patient’s words and emotions within the narrative describes where they 

are in this process of disorientation and it is their truth. To be able to communicate this 

is one thing. But how does the person listening frame these words of resilience so the 

storyteller is able to adapt and move forward in the process of future healing, by not 

only following a treatment plan but leaning into the spiritual resilience that is already 

within them? Patients seek out aspects of control through a partnership with their God 

either to ask for forgiveness, or to draw strength and comfort from their spiritual 

beliefs. 

To recognize the emotions, the struggle of a perceived loss, and the now liminal 

space the patient is in is not a challenge, but a gift for the practitioner. Much of the 

reading for this project speaks to the many needs of a patient during this time of 

disorientation. Illness creates not only a physical discomfort but an emotional, mental, 

and spiritual discomfort. What isn’t addressed is the practitioners need to alter how 

they approach a patient’s care. Further, in this paper, there will be definitions of 

transformation and change, but they do not solely belong to the patient. Liminal spaces 

also provide the healthcare provider a time to redirect their approach in order to learn 

more about their patient, and about who they are (the provider themselves) in whatever 

faith journey they have experienced.  
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Chapter 3 discusses where God is in Scripture and why a person’s spiritual 

resilience is so individual. It is my hope in this project that one’s spiritual resiliency will 

be evident in the people’s stories that I have interviewed. 
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Chapter 3: Scriptural Storytelling 

God the Ultimate Storyteller 

A relationship with God is one that is not only initiated and nurtured by the 

Triune God but is also fostered by tradition. If your parents went to church, you went to 

church. If your parents prayed before meals, you prayed with them. As we age, 

sometimes that knowledge and connection can get interrupted. Increasingly, there is 

much lament over the secularization of our society and culture, hence creating many 

distractions that keep one from pursuing a healthy relationship with God.40 

We all have a story and God is no different. In this chapter, I will be bringing in 

parts of Scripture that are considered descriptive for the purpose of this paper. The first 

part of the descriptive Scripture sets up where we are as the beloved creation. God 

creates and sets up the covenant with relationship as the key for both God and 

humanity. The second part is how we as the beloved creation respond to that covenant, 

and then subsequently, how we journey through a life that is touched by a medical 

crisis and tell our own sacred stories of resilience in the hope that someone is listening 

for more than just our words.  

A medical diagnosis challenges one’s journey, prompting questions about life, 

purpose, and at times, the relationship with God. A challenge of one’s spiritual self 

 
40. George Barna and David Kinneman, Churchless: Understanding Today's Unchurched and How to 

Connect with Them (Austin: Tyndale House, 2014), 14–18. 
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forces that person to grapple for answers or deflect blame when internal disorientation 

is affected by the diagnosis. Sometimes when our world is so turned upside down and 

our mortality is front and center, we need God to say, “I see you, I’ve got you.” This, I 

believe, is a desire to reestablish the covenantal relationship that we have walked away 

from. These Scripture passages set up who we are to the Triune God and how we 

respond as humans to the relationship given to us.  

The Created Good 

In the first chapter of Genesis, creation is deemed inherently good by the 

sovereign God. It’s not pronounced only once, but in each stage of creation, ultimately 

finishing with the creation of humanity in which God sees Adam alone and creates Eve. 

Humanity is created in order to worship God and to exist in relation with each other. 

Humanity is also created in the image of God and therefore created in true  

righteousness and holiness, so that they might know God the creator, love God, and live 

with God in order to glorify and praise God.41  

Theologian Daniel Migliore claims that we are dependent on God for the “gift of 

life, new life, and for the fulfillment of life.”42 But even though the world fell through 

the sin of Adam and Eve, the world still remains God’s good creation and is capable of 

 
41. “The Heidelberg Catechism,” Reformed Church in America, accessed May 15, 2019, 

https://www.rca.org/about/theology/creeds-and-confessions/the-heidelberg-catechism/. 
 

42. Daniel L. Migliore, Faith Seeking Understanding: An Introduction to Christian Theology (Grand 
Rapids: Eerdmans Publishing, 2004), 102. 
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being redeemed. Theologian Alistair McGrath notes that affirming the creation’s 

goodness doesn’t allow for God to be responsible for evil.43  

On the last day of creation God said, “Let us make humankind in our image; 

according to our likeness.”44 Here God finishes the work of creation with somewhat of a 

personal touch. God formed Adam from the dust and gave life by sharing the breath of 

God.45 This makes the human unique among all of God’s creatures, having both a 

tangible physical body and an intangible (at least to another person) spirit/soul.46 God is 

the life giver and sustainer. Life is not the possession of humans; it is a gift of God.  

To the sixteenth-century Reformed John Calvin, the image of God exists in the 

soul. “For although God’s glory shines forth in the outer man, yet there is no doubt that 

the proper seat of his image is the soul.” While the soul is the central part of the image, 

Calvin asserts that no part of an individual is untouched by the imago dei (image of 

God). 47 The Spirit is in our souls in order to guide and direct our hearts toward the will 

 
43. Alister McGrath, Christian Theology: An Introduction, Fourth Edition (Malden: Blackwell 

Publishing, 2007), 228. 
 

44. Gen. 1:26. 
 

45. Gen. 2:7. 
 

46. Gen. 2:18. 
 

47. John Calvin, Calvin: Institutes of the Christian Religion, vols. 1 and 2, trans. Ford Lewis Battles 
(Philadelphia: Westminster Press), 1960.23 
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of God and the salvation of all humanity through the Word, our Lord and savior, 

Christ.  

Having the image or likeness of God means that we were made to resemble God. 

This distinction sets humans apart from the animal and plant world and enables 

humans to commune with God in a likeness that is the same mentally, morally, and 

socially. If we are made in the image of God, then God is an image of many. Mentally, 

humans are created as rational and able to make their own decisions. Morally, humans 

are created in righteousness and perfect innocence, a reflection of God’s holiness. God 

saw all that is made and pronounced it good. Our moral agency is part of that original 

state.48   

 

 

 

 
48. Beauchamp and Childress define moral agency as: “a person’s moral status derives from the 

capacity to act as a moral agent. Where the category of moral agency is subject to different interpretations, 
there are two conditions that satisfy a general definition: 1) the individual is capable of making moral 
judgments about the rightness and wrongness of actions, and 2) the individual has motives that can be 
judged morally. These are moral-capacity criteria, not conditions of morally correct action or character. 
Any individual could make immoral judgments or have immoral motives and still be a moral agent.” 
Although there are various theories that loosely define this, the most influential theory is that of 
Immanuel Kant. His theory rests heavily on moral worth, autonomy, and dignity. Central to this is that 
moral autonomy of the will is central. Moral autonomy gives an individual “an intrinsic worth, dignity” 
and in that autonomy is the ground of the dignity of human nature.” One has dignity as long as they are 
an autonomous agent, in essence, able to exercise their free will to follow a divine being or not. Tom L. 
Beauchamp and James F. Childress, Principles of Biomedical Ethics, 6th ed. (New York: Oxford University 
Press, 2009), 74. 
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God Made But… 

According to the dictionary, the word sin is both a noun and a verb.49 As a noun 

it is defined as a transgression of divine law and it is also used to label the sin of Adam,  

the sin of gluttony, etc. It is any act that is a willful or deliberate violation of a religious 

or moral principle. It is also defined as a regrettable action, behavior, or a great fault. As 

a verb, it can mean “to commit a sinful act.” Theologically, sin is something that 

separates humanity from God. The ex nihilo position of creation doesn’t allow for sin to 

be created by God, and in Genesis we see that the fall of humanity is a willful rebellion 

against God’s order, a willful rebellion of a covenant that was formed when God spoke 

into existence the world and humanity. Calvin defines this further as complete 

unfaithfulness. According to Calvin, it was Adam’s desertion of God that brings God’s 

vengeance to all of mankind.50 Adam’s desertion of God is what brought sin into the 

world.  

Calvin’s concept of total depravity defines the fallen state of man as the result of 

original sin. People are not inclined to love God wholly with heart, mind, and spirit, but 

are inclined to serve their own will and desires and to reject the rule of God.51 Even 

 
49. “Sin,” Merriam-Webster, accessed December 3, 2020, https://www.merriam-

webster.com/dictionary/sin. 
 

50. John Calvin, Institutes of the Christian Religion, vols. 1 and 2, trans. Ford Lewis Battles 
(Philadelphia: Westminster Press, 1960), 244. 
 

51. “The Heidelberg Catechism,” Reformed Church in America, accessed August 2020, 
https://www.rca.org/about/theology/creeds-and-confessions/the-heidelberg-catechism/. 
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religion can be considered not right to God to the extent that it originates from human 

imagination, passion, and will. In Reformed theology, if God is to save anyone, God 

must predestine, call, or elect individuals to salvation, since sinful humans do not want 

to and are incapable of choosing God.52 Total depravity does not mean that people are 

as evil as possible. It means that even the good which a person may intend is faulty in 

its premise, false in motive, and weak. Nothing a human does will correct this condition 

because all good is derived from God alone. What this also teaches is that God’s 

covenantal love for God’s creation and God’s ability to accomplish the ultimate good 

for creation can overcome one’s inability to grasp grace in good times, not just thought 

of or desired during hard times. God’s intention is that grace is a gift for all regardless 

of whether they want it or not. 

Another aspect of Scripture suggests that God makes only Adam, whose primary 

relationship is with God. But God then makes woman in order for man to not be alone. 

She is an equal partner, which makes one wonder if this was a good or bad idea. By 

creating a partner, it makes for more distraction away from God’s purpose of creation.53 

 
 

52. The Synod of Dort affirmed Calvin’s five points, one of which is election. Unconditional 
election is of the predestined and is not based on God’s foreknowledge of each person’s response to the 
offer of salvation, but only on the will of God. They were not Calvin’s five points! The so-called “five 
points” come from Dort, not Calvin. Justo Gonzalez, The Story of Christianity: The Reformation to the Present 
Day (New York: Harper Collins, 1985), 182. 
 

53. Daniel L. Migliore, Faith Seeking Understanding: An Introduction to Christian Theology, 2nd ed. 
(Grand Rapids: Eerdmans Publishing, 2004), 88–89. Migliore writes that “the creation of a people of God 
and not simply the salvation of solitary individuals or the privileging of particular nations or ethnic 
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One part of being made in God’s image was that Adam and Eve had the ability to make 

choices. One of those choices was to rebel against their Creator. In sin, Adam scarred 

the image of God within himself, and he passed that sin to all his descendants. Even 

now, we mentally, morally, and physically show the effects of sin. It is in this vein that 

considering the beings we are, when there is a failure to acknowledge and hear God 

throughout our lives, it’s hard to not feel shame or guilt when thrust into a liminal 

space where God is now presenting an opportunity to be an acknowledged presence 

during this time of unexpected disorientation. This new disorientation in a sacred 

liminal space is a reminder that image bearers are deeply loved by their Creator.  

Human Response 

Humankind responds to the concept of sin (the walking away from God) in 

different ways. With humankind now exercising this gift of freedom called sin, humans 

start to assume they can live without God. They fail to recognize the truth of Genesis 1: 

that we are created and sustained by God. Humans exercise desire and seek to make 

everything serve our desires. They start to imagine that they are more important than 

they really are, and some think they are greater than God. Why does this happen? God 

and sin are confusing, and people tend to walk away from God because they don’t 

 
groups.” God’s “electing grace” aims to open human beings to the blessings and responsibilities of life in 
the new community of God’s own making. Election (creating whom God chooses to create) makes “the 
electing grace of God as astonishing, not dreadful.” Election means that the God who freely chose Israel 
as covenant partner and who freely established a new covenant in Jesus Christ, is the God of free grace, 
which brings fullness to one’s life. It is here where free will intersects with grace.  
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understand what God’s desire and purpose is for them. This inevitable exercise of our 

freedom leads to tension with our Creator. Part of being human is that we will always 

do this and in doing so we create significant problems for ourselves. Humans are 

special in the creation, and this truth allows us to think that we are all that really 

matters. This line of thinking brings us to think that God doesn’t exist, that everything 

should serve us (instead of us serving others and worshiping God), and that we are so 

remarkable that we start to imagine that we are the center of the universe and creators 

of our own destiny.54 What is notable is that these temptations are the result of the 

remarkable creation. It is because God created humanity in God’s image that we start to 

imagine that there is no creator and we ourselves can take the place of God or replace 

God with medical science and technology, and redirect our hope onto finite, concrete, 

tangible objects. 

Migliore asserts that “if being human in the image of God means responding to 

God’s call to accept our freedom as a gift and to live freely with and for others, then sin 

in dealings with fellow creatures takes the dual form of domination and servility, self-

exaltation, and self-destruction.”55 What many don’t connect is that being an image 

 
54. The cause or blame for this unbelief, as well as for all other sins, is not at all in God, but in 

man. Faith in Jesus Christ, however, and salvation through him is a free gift of God. As Scripture says, it 
is by grace you have been saved, through faith, and this not from yourselves; it is a gift of God (Eph. 2:8). 
Likewise, it has been freely given to you to believe in Christ (Phil. 1:29).  

55. Daniel L. Migliore, Faith Seeking Understanding: An Introduction to Christian Theology, 2nd ed. 
(Grand Rapids: Eerdmans Publishing, 2004), 152. 
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bearer of God means that you are deeply loved by a being other than yourself. This love 

is what brings one back to that remembered place of belonging when life seems to be 

upended by an unexpected crisis.  

The God-given gift of free will, can wreak havoc on our orientation. We have a 

choice to follow or not follow the God and faith of our tradition or choosing. And then 

when our mortality is presented in front of us, we may utter “oh my God.” When the 

words “oh my God” and “why is God doing this to me” are spoken out loud, is it a start 

in returning to the One who mattered in their faith tradition, a longing for God to see 

their anguish and their despair? Or is it merely an automatic response, without any 

further thought of where God is in their lives? This is where the primary topic of this 

work enters. Liminal space is where God is as close to us as we can trust. We have no 

idea what that even looks like, what is expected, where we are going (especially in 

faith), or even what the next step will be. We have no idea what space we will be in, 

when our faith is tested, and we are moving blindly. The crisis is simply revealing our 

own understanding of how God is prioritized in our lives, regardless of what our faith 

tradition has been.  

Is God’s Story within Us? 

Asking the above question to one’s self can prompt the healthcare provider to 

move beyond the necessary but rudimentary checklist of a patient’s head-to-toe 

assessment. An example of how to integrate a different way of approaching the patient 
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who verbalizes God language comes from the seminal work of Rita Charon in the art of 

narrative medicine.  

In Rita Charon’s Stories Matter, author Ronald A. Carson in his chapter “The 

Hyphenated Space: Liminality in the Doctor-Patient Relationship” writes that narrative 

medicine is instrumental in teaching providers how to listen. He writes about how to 

build trust within the provider-patient relationship to provide better healthcare. Carson 

realizes that “one’s life story in response to illness or injury is a joint venture requiring 

doctor and patient to work together to achieve what neither can accomplish 

individually.”56 What isn’t so apparent is that a patient’s spirituality is missing in that 

relationship. Illness is an individual experience, yet it has dimensions that are shared by 

most patients. Getting acquainted with the various dimensions is part of a healthcare 

practitioner’s diagnostic tool kit. How to respond to a “dimension” where a practitioner 

is now in unfamiliar territory is unsettling to the practitioner as well. The assessment a 

provider uses to gain better perspective into their patient’s needs should include the 

patient’s belief system and the form of spiritual support that they have.  

A patient’s story of spiritual resilience during this crucial time is not at the 

forefront of a medical provider’s head-to-toe assessment—they are looking for 

differential diagnoses (pathophysiology of the disease) in order to determine treatment 

 
56. Ronald A. Carson, “The Hyphenated Space: Liminality in the Doctor-Patient Relationship,” in 

Stories Matter: The Role of Narrative in Medical Ethics, ed. Rita Charon and Martha Montello (New York: 
Routledge, 2002), 171. 
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options. The patient’s liminality, which is a vulnerable space of where they are with 

God, is not a large part of a medical treatment plan. It is not that healthcare providers 

don’t care, just that listening to a patient’s spiritual story is not a priority. Being mindful 

that the patient is not only disoriented because their mortality is at risk, but is now 

possibly going through a spiritual crisis, the patient’s “God story” is not going to be 

known unless they are directly asked. While evidence-based research supports that in 

totality, in a patient’s road to complete physical and mental wellness, spiritual health is 

at the lower end (and probably not intentionally) of the clinician’s priority list. Yet, 

one’s hope can be stemmed from faith, and a patient’s spiritual resilience is now a 

known entity upon assessment. Exploration of this construct needs to be more than just 

a casual nod that a patient has faith. There needs to be intentional listening on the part 

of the clinician in order to navigate the patient’s moments and outward expression of 

God language.  

Holy Moments in Listening 

Eugene Peterson writes in Five Smooth Stones for Pastoral Care of the act of 

pastoral listening, which in the context of his reading audience is the pastor’s major 

contribution in the creation of stories which take place ordinarily during arranged acts 

of counseling and visitation. Since a patient’s story requires a certain degree of leisure 

and privacy—time for the healthcare provider to pay attention as well as a place free 

from interruption—stories can be missed and left unsaid unless care is taken to make 
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the necessary arrangements.57 Today’s healthcare environment doesn’t provide enough 

time for the clinician to delve into a patient’s spiritual psyche unless the clinician is 

astute enough (or has the resources) to refer to a chaplain, but even then the concept for 

the use of a chaplain is varied based on the clinician’s experience with that skill set.  

When one’s faith (or lack thereof) is challenged, the liminal-vulnerable space that 

is created is a space where there is opportunity for transitional change. What needs to 

be acknowledged is that this transition has many definitions.58 This time of vulnerability 

opens the doors to one’s imagination and thought process and fosters many questions 

for the internal dialogue. Is it a time for a personal quest for delving into questions of 

life? Is it feasible then to now search for meaning related to the sacred journey and the 

intimate connection to God? Is religiosity confused with spirituality?  

There is enough evidence-based research to show that there is a health benefit to 

having a healthy relationship with a divine/higher power. This divine relationship can 

contribute to adjustment to diseases with poor prognosis and can support the recovery 

from physical illness, as well as provide comfort and solace for those struggling with 

illness.  

 

 
57. Eugene Peterson, Five Smooth Stones for Pastoral Care, 1st ed. (Grand Rapids: Eerdmans 

Publishing, 1992), 89.  
 

58. The theory of transitional change is discussed and defined further in this chapter. Transitional 
change can also pertain to the provider, not just the patient.  
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Seeking Hope through Sacred Liminality by Holy Listening 

In my twenty-plus years in healthcare, it has occurred to me that at the top of any 

provider’s list of curative factors in treatment is hope. It is the one constant and 

underlying theme in people’s stories. Why would you follow through with a 

physician’s treatment plan if you had no hope of getting better? Hope pushes you 

forward and gives you something to hold onto. 

Hope can be a liminal space in itself, in that it is created to remind us that there 

will be better days. I have always liked the saying “it is always darkest before the 

dawn,” because it reminds us that with a new dawn there is new hope. While this 

project is about spiritual resilience, the concept and emotion of hope needs to be 

explained as well. Even though there is a distinction between the two, the two are 

intertwined.  

 The transformation of hope is essential to the healing and recovery process. The 

language and imagery of hope provides a deep base for spiritual resiliency and the 

strength of the person’s will in order to not only heal, but journey through their new 

normal. In the medical setting, the provider may have a role in shaping a patient’s hope 

and providing a context for the expectation that hope might be fulfilled. There is an 

opportunity to delve into the patient’s sense of the presence of God when God language 

is spoken out loud, and it is here where hope and resilience can find their fullest 

expression and be addressed as a vital concern during the treatment process. The 
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patient is in a deep space of disorientation (new diagnosis) where there is fear of the 

unknown and a place of no control for them. The provider has the opportunity to 

identify that it is a vulnerable time and can be a thinly veiled space where the patient’s 

story is one that can be considered while developing a medical treatment plan. 

Providers have the ability to empower their patients through education, encouragement 

and guide them through their new reality in order to identify with a whole new set of 

possibilities. But in order to do so, the healthcare provider is in a way redefining hope 

with a promise of a new future. It is in this liminal space where the thinkable becomes 

unthinkable and vice versa. It is in this liminal space where a patient’s hope and 

spiritual resilience reside.  

One of the distinct Bible stories of God, of holy listening, and finding hope is 

Hagar’s. Hagar enters a relationship with God that reshapes her identity and her 

perspective of her circumstance. She is no longer just a slave, but an heir to God’s 

promise. There, beside the well, she proclaims, “You are the God who sees me...I have 

now seen the One who sees me.”59 She names the Lord “the God Who Sees.” Hagar—

the only person in Bible history to give a name to God—discovers that God sees and 

hears. She spreads word of the God she has met beside the well. Her experience at the 

well becomes so widely known that, in time, the well comes to be called Beer Lahai Roi, 

meaning “spring of the living one who sees me.”   

 
59. Gen. 16:13. 
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The story continues and Hagar is once again in the wilderness, but now with her 

and Abram’s son. Hagar is in fear of losing her son as he sits out in the harsh desert sun, 

with no water to be seen. She is feeling abandoned by God, the God that she previously 

publicly praised for bending down to her in her need. In the previous space, Hagar was 

given the gift of hope, hence building upon her resilience to which she now re-seeks 

God in her time of perceived abandonment.  

Yet, hearing the child’s cries, God sees and hears. The angel of the Lord finds 

Hagar, comforts her by telling her that God’s promises are to come to fruition. God 

“opens” Hagar’s eyes, and she sees a well of water that both her and her son can drink 

from. In the midst of profound despair, when all hope seems lost, God sees and hears 

Hagar and promises are kept.  

Ultimately Hagar’s story is more than just of a slave and her son. It is a story of 

God’s care for those who have no earthly hope. When one grasps onto hope, it is a form 

of spiritual resilience, and it is because God’s steadfast love is endless and God desires 

for all of the beloved creation to return to the Creator, no matter how many times 

needed in order to find life, where life was first imagined into being. This brings to 

mind a passage from Henri Nouwen’s You Are the Beloved: 

I am increasingly impressed by the Christian possibility of celebrating not only 
holy moments of joy but also moments of pain, thus affirming God’s real 
presence in the thick of our lives. A true Christian always affirms life, because 
God is the God of life, a life stronger than death and destruction. In him we find 
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no reason to despair. There is always reason to hope, even when our eyes are 
filled with tears.60 

When one is diagnosed with a life-altering disease, one may be amazed to realize 

that God has not abandoned them, even though they themselves might have walked 

away (intentionally or unintentionally). In the midst of their most trying hours, they 

may discover the Lord in that liminal space, whispering to them by name, intimately 

concerned for them. When they suffer because of events beyond their control, when 

they are cast out, and when they give up on life itself, they may be shocked that God 

still hears their cries. When they experience setbacks, it may bolster them, encourage 

them, build their spiritual resilience and comfort them that the Lord is walking the 

winding path of whatever disease has disrupted their lives. There is a God who sees 

and hears us amidst the messiness of life and where hope seems out of reach. The 

question is, how do healthcare providers interact with this person without dismissing 

them? When a provider is not comfortable with the language, it’s easier to skirt around 

the language, hence ignoring the patient’s spiritual need. 

Who Wrestles with What? 

Almost every major story in Scripture about someone being called by God 

involves God disrupting them by placing them in a liminal space, which creates 

 
60. Henri Nouwen, You are the Beloved: Daily Meditations for Spiritual Living (New York: Penguin 

Random House, 2017), 375. 
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discomfort, and interacting with them. It is an ultimate invitation with a most uncertain 

outcome. In many of the stories, God never gives all the information that is required for 

the journey that that person is now invited to. No wonder there is the utterance during 

a health crisis that a miracle is being waited for. It is the utmost in faith (whether it is 

practiced or not) that even not knowing what an outcome is, that God is involved, and 

here the wrestling of our internal voice speaks up. In Genesis 32, we read that Jacob 

wrestles with “an angel” after he has made a change in his and his family’s life by 

moving toward an unknown. The question raised here is, does being in this liminal 

space, this space where one is as close to God as one can get, offer an opportunity for 

transitional change while faced with an acute change in their health?  

Transitional Change 

Earlier in this chapter I mentioned the phrase “transitional change.” There are 

various theoretical models that reflect elements of change and the stages involved. In 

healthcare, the transtheoretical model of change is one of the most popular in order to 

discern whether one is ready to learn how to identify and define liminal space. The 

transtheoretical model uses stages of change to integrate processes and principles of 

change across major theories of intervention (in healthcare).61 These processes of change 

 
61. The goal for patients at the precontemplation stage is to begin to think about changing a 

behavior. During the contemplation stage, patients are ambivalent about changing. Giving up an enjoyed 
behavior causes them to feel a sense of loss despite the perceived gain. 
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are integral in how healthcare providers approach their patients. When one is assessing 

their patients after a diagnosis is given, it is essential that the provider is aware of how 

quick the patient is able to process, absorb, and then move toward the preferred goal. 

Using well-designed questions (as in those that are taught in the model of appreciative 

inquiry62) can be a portal for a clinician, “regardless if they are clinical or clergy,” in 

order to discern the above. For the most part, it is daunting to approach those who are 

sitting in that posture of waiting for God’s intervention, a miracle that will raise their 

loved one (or themselves) up and out of the mire of illness. In this body of work, the use 

of different versions of the phrase “tell me more” during my interviews was 

instrumental in opening the process of storytelling and obtaining more information, 

 
Preparation is the stage in which people intend to take action in the immediate future, usually measured 
as the next month. Typically, they have already taken some significant action in the past year. Action is 
the stage where people have recently changed their behavior (defined as within the last six months) and 
intend to keep moving forward with that behavior change. People may exhibit this by modifying their 
problem behavior or acquiring new healthy behaviors. Maintenance is the stage where people have 
sustained their behavior change for a while (defined as more than six months) and intend to maintain the 
behavior change going forward. People in this stage work to prevent relapse to earlier stages. 
Termination is the stage where people have no desire to return to their unhealthy behaviors and are sure 
they will not relapse. Since this is rarely reached, and people tend to stay in the maintenance stage, this 
stage is often not considered in health promotion programs. Karen Glanz, Barbara K. Rimer, and 
Kasisomayajula Viswanath, Health Behavior and Health Education: Theory, Research and Practice (Jossey-Bass, 
2008), 97–102. 
 

62. Appreciative inquiry is a transformative model of change that is mainly used in business 
organizations. While it is obvious that is not what this project is about, there are certain aspects of AI that 
are useful. “Appreciative inquiry suggests that we look for what works in an organization, that we 
appreciate it. The tangible result of the inquiry process is a series of statements that describe where the 
organization wants to be, based on the high moments of where they have been. Because the statements 
are grounded in real experience and history, people know how to repeat their success.” This isn’t a topic 
in success, but in order to explore a topic, questions need to be created. In AI, it’s hard to have stock 
questions because of the generative nature of AI. Sue Annis Hammond, The Thin Book of Appreciative 
Inquiry, 3rd ed. (Bend: Thin Book Publishing, 2013), 5–6. 
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which is ultimately the pathway that is filled with hope and an opportunity for learning 

and possible change.  

When sitting with families and patients who are waiting for that miracle, once 

they have voiced that their hope is in God, I often say that God is waiting for us—just 

beyond our grasp, just beyond our comfort zone. In order for them to consider their 

next steps, regardless of what their decisions are, God is right there with them. As an 

aside, it takes a great deal to get to this point in the consult process. There needs to be a 

realm of trust on their part that allows me the opportunity to speak these words to 

them. In Scripture, we often read that God wants to meet us in a liminal space so that 

we are completely uncomfortable and not in charge. We find this space so unfamiliar 

and unsettling that we begin looking for God in earnest. We need God to show up and 

lead us. This is where God does the finest work of transformation. God must usually 

bring us to the literal end of ourselves before we are fully open to the work the Holy 

Spirit wants to do in us, so that God, in that liminal space, can not only speak to us, but 

hear us as well. Rohr maintains that this is the ultimate teachable space and, “in some 

sense, it is the only teachable space.” 
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Chapter 4: Holy Listening of Tales of Liminal Space and Spiritual 

Resilience 

Method 

 Grappling with a new medical diagnosis disrupts and changes one’s daily life 

and comfort. I hope to show in this paper that when one is oriented, regardless of a faith 

journey, a healthcare diagnosis changes internal orientation. When we are disoriented, 

we tend to grapple for answers or deflect blame. It is here where our relationship, or 

lack thereof, with God is now personally questioned externally with the utterance of 

God language, which can be uncomfortable to the healthcare provider and yet, that 

internal story needs to be heard and discerned by the healthcare provider. What could 

be at risk is the assessment of a person’s spiritual resilience once they are thrust into a 

realm of disorientation with a new medical diagnosis that impacts their mortality. Their 

faith walk is one that is important for the provider to hear and discern throughout the 

provider-patient relationship.  

As previously stated, in this thesis I hope to not only approach/assess spiritual 

resilience when the disorientation of a healthcare crisis challenges a person’s identity 

and formal system of belief, but to also let the reader into the world of those who’s 

stories tell their own tale of where they saw, felt, and heard God during that time. These 
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personal stories are definitely holy moments of listening and a glimpse into a sacred 

liminal space. 

Because of my emphasis on listening to the stories of people of liminal space 

experiences amid a medical diagnosis, I relied on research methods that emphasized 

spoken word and storytelling. Phenomenological research makes use of people’s lived 

experiences through listening carefully, interpreting their stories, and then 

incorporating their hermeneutic (how they themselves perceive their own narrative).63 

This type of research is person centered in the gathering and collecting of data that 

brings a person’s personal lived experience to the forefront which then allows better 

understanding for the listener. John Swinton and Harriet Mowat outline specific 

phenomenological research methods in the qualitative mode which created the 

parameters for this work.64 

Narrative research also plays a lead role in this project. Sensing writes that “the 

use of narrative research does not fit neatly within the boundaries of any particular 

methodology…narrative is primarily a vehicle for understanding and explaining lived 

experiences.”65 In essence, for this project, I can’t use one method without the other.  

 
63. Tim Sensing, Qualitative Research: A Multi-Methods Approach to Projects for Doctor of Ministry 

Theses (Eugene: Wipf and Stock, 2011), 56. 
 

64. John Swinton and Harriet Mowat, Practical Theology and Qualitative Research, 2nd ed. (London: 
SCM Press, 2016), 100–105. 
 

65. Tim Sensing, Qualitative Research: A Multi-Methods Approach to Projects for Doctor of Ministry 
Theses (Eugene: Wipf and Stock, 2011), 157. 
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Participants were sought based on a variety of settings, regardless of their faith 

and religious experience. This survey went out to twenty-five people who were 

interested based on this prompt: “I am interested in learning about spiritual resilience 

when confronted with a healthcare crisis, whether it be you, or someone who is close to 

you.”  

Fourteen responded and nine were chosen to be interviewed for this project. The 

interviews (with informed consent66) were conducted over a three-month period either 

by Zoom, phone call, or in person. What was surprising to me was that none who 

answered claimed to be atheistic. A couple of those surveyed responded that they felt 

they had a complicated relationship with God, but there were no outright atheists. One 

interviewee opted at the last minute to not have his story included, leaving eight 

narratives to delve into. All interviews were confidential; the names of the interviewees 

are withheld by mutual agreement. They have all signed informed consents which are 

being held separately from this document.  

Individual, in-depth interviews were used to gather the data to explore each 

person’s experience in either their or a loved one’s life. In hermeneutic phenomenology, 

a specific phenomenon that is meaningfully experienced by the individual is 

 
 

66. App. 3.  
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investigated—in this case how people respond to a medical diagnosis that impacts their 

spiritual resilience.  

People’s stories are essential to the end product of this work and starting at 

tabula rasa (a clean slate) was a challenge. I couldn’t just start with random questions to 

start the actual interviews, I had to create a level playing field for consistency. In 

developing the initial survey questions67 I used a combination of questions from Jean 

Stairs’ Listening for the Soul: Pastoral Care and Spiritual Direction, as well as the clinical 

questions found in the FICA scoring tool68 which is used by healthcare practitioners. 

This tool helps practitioners determine whether or not the patient needs a chaplain or a 

call to their religious leader. It doesn’t assist the practitioner in exploring the spiritual 

needs of the patient, it just helps to determine a referral. Once the interviewees were 

determined, there were five key questions that I wanted to use in order to initiate 

conversation:  

● Where and how do you find God? 

● What burdens you and intrudes on your relationship with God? 

● What has been your experience of the church caring for you in regards to how 

you manage your daily life? 

 
67. App. 1.  

 
68. App. 3. 
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● What does resurrection mean to you?69 

  During the interview process, I used aspects of appreciative inquiry for 

exploration while the interviewees told their stories. Appreciative inquiry has a broad 

approach, but the use of the communication tools that I have learned over the years as a 

nurse, ethicist, minister, and mediator all have their roots in appreciative inquiry.70  

These following stories are ones of truth those who are telling them, and I am 

grateful that they allowed me into their lives. As I conducted the original interviews, I 

was struck at how vulnerable the subjects became. I struggled with “interpreting” their 

words, as it felt disingenuous considering the reasons why I felt drawn to this subject. 

Words matter, and listening is paramount in order to discern spiritual resilience in 

provided liminal spaces. The following is a mixture of the subject’s true narratives and 

my interpretation based on phenomenological practices of listening objectively and 

remaining open to themes that emerge. I hope that I have done justice to those who 

participated. Each person’s interview has been listened to and/or reread more than 

 
69. This last question was going to be used in case one of my subjects didn’t identify as Christian. 

I didn’t use it because all those who answered the initial survey had Christian roots. 
  

70. Sue Annis Hammond, The Thin Book of Appreciative Inquiry, 3rd ed. (Bend: Thin Book 
Publishing, 2013), 26–30. Appreciative Inquiry uses a 5-D cycle (define, discover, dream, design, deliver 
or destiny). For this project I used “define” and “discover” to build the questions for the interviews. 
“Define” is purposeful in choosing the topic as well as creating the questions for the topic. “Discover” 
facilitates identification of “what is.” The responsibility of the interviewer is to capture the answers in 
enough detail that key points are evident in the analysis of the sessions.  
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three times each for data processing and deep understanding in order to tell their 

stories.  

Data 
 

Struggling with Life, Death, Questions, and Decisions71 

Madeline grew up in the Lutheran Church (Missouri Synod) and her parents are 

still active in this church. Madeline described being baptized and confirmed in her early 

years, and she participated in Youth for Christ until college. She would go back to her 

parents to visit, go to church, and found that she was not satisfied. She cited the overtly 

patriarchal language as well as her views on women’s reproductive health and felt 

shamed when she would hear that women shouldn’t have a choice. These feelings came 

out during her story which revolved around her best friend Elizabeth, who at twenty-

eight years old ended up in the intensive care unit of a hospital. In Madeline’s words, 

At that time, Elizabeth only had her friends (no family) and was in such bad 
shape that the doctors started talking about her not making it through and we 
had to think about “pulling the plug.” Even the thought of that today makes me 
nauseous. I have never had such feelings of guilt and shame wash over me; I felt 
I was taking part in a jury that had to decide on the death penalty or life in 
prison. We all knew that Elizabeth would not want to live on machines, and 
honestly her condition was so bad, that we somehow knew that she wasn’t going 
to make it anyway. I can say now that I had magical thinking. I was hoping and 
praying that she would wake up and throw something at us, angry that we were 
even considering giving up on her. But even more so I had these intense feelings 
that God would be angry. I realize now that God would have not been angry, but 
back then I truly felt God would be so angry when we decided to let her go.  
 

 
71. Madeline, interviewed on January 6, 2020, via Zoom, then reinterviewed in June 2020. 
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I could see her distress on her face and asked if that feeling had anything to do 

with how she was taught in the church of her youth and she answered:  

As an adult now, I see that was enculturated [in my home church’s doctrine] that 
because I had different thinking from what I had grown up [all the pro-life 
messaging] with, that God was going to be angry at me regardless. When 
Elizabeth died, it was both a relief and a burden.  
 
I continued to observe that she was still uncomfortable. I felt there was an 

element that was missing in how she was telling this part of the story, and I asked, “Did 

you feel abandoned by God because of the messages you received from church as a 

young girl that you, as a female, didn’t have much worth?”  She responded: 

I had feelings of guilt and shame, which really bothered me for a while. The 
pastor from my parent’s church, who I knew for a few years, reached out to me. 
He let me know that there were prayers for me, Elizabeth and the whole 
situation. I knew that he was sincere, it just didn’t help my inner turmoil. I was 
afraid of being judged if I truly voiced what was in my heart, my soul.  
 
I asked, “Were you, at any point, looking for a miracle?”  

She answered, “Honestly, no, just didn’t want to make the decision of ending 

one’s life. I understood that Elizabeth was never coming back, and just left it at that.” 

 Madeline disclosed during the interview that she suffers from anxiety and 

depression. After years of therapy, she acknowledges that Elizabeth’s illness and 

subsequent death were the triggers, and at that time, she questioned God’s purpose for 

herself. At the time of Elizabeth’s crisis, Madeline couldn’t understand how God could 

put her and her dear friend in such positions. Her words opened up an opportunity for 
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me to delve further into her relationship with God and her faith by asking, “Did your 

spirituality ever come into your therapy sessions?” She responded,  

No, not really. I don’t think it would have been a normal conversation for me if it 
did. I am a voracious reader and would pick up stuff on my own. I never did 
Bible study or book study in a group as an adult. I truly feel that I would be 
judged because of how I strayed away from the teachings of my childhood. Now 
I have found Barbara Brown Taylor, Rachel Held Evans, Karen Armstrong. I’m 
comfortable in how I see God because of them.  
 
I asked, “Do these readings give you an insight to hope, and if not, where do you 

see or find hope?” Madeline took a minute to respond then answered, 

Oooh, such a hard question. Six months ago, I lost my dog. He was my 
everything—my constant companion, my confidant, a really amazing dog [starts 
to cry]. I truly knew what unconditional love felt like. He gave me a very strong 
purpose in my life, especially after dealing with depression and anxiety for so 
long. I don’t want to say that he was a “therapy dog” because he wasn’t trained 
for that, but he was MY therapy dog and I miss him so, so, much.  
 
I asked, “Do you feel that God is holding you now as you grieve for him (dog)?” 

She responded,  

I think so, it does give me some comfort as an adult that there is a God that loves 
me. I want to overcome this sadness, but I know that it takes time. I wish there 
were humans who would acknowledge that I need that time—way too many are 
dismissive of my feelings. And yes, I’ve talked about this with my therapist…. 
[smiles] I’ll know when I’m ready to let go and think of getting another dog.  
 
“I’m guessing you don’t have a faith community to call your own?” I asked.  

Madeline responded, “No and that’s hard. I don’t have much hope for that. I’ll 

go to my old church with my parents for now. It makes them happy on the holidays.”  
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I asked her, “Are you a praying person, and if you are, do you think it brings you 

closer to God?” 

 She answered, “Sometimes, I think it’s automatic at times and I don’t have to 

think much about it. I guess, thinking about it now, it gives me comfort, so I guess God 

is there.”  

What Is My Only Comfort?72 

Arthur was one of the most spiritually religious people I interviewed. He was 

raised in the Christian church and became professional clergy.  

 A few years ago, he received a rather jarring cardiac diagnosis, aorta arch 

aneurysm73, that came out of left field, and he expressed that he has had to live in a 

world of uncertain mortality. As Arthur was describing finding out about the 

aneurysm, another story surfaced which he admitted made him, at some point, think 

that God was “messing with me.” He proceeded to tell me that in 1989, his parents were 

in a horrible car accident. His mother had a hemorrhagic stroke because of the head 

 
72. Arthur, interviewed February 29, 2020, in person. 

 
73. An aneurysm is a weakening in the wall of a vessel within the body that balloons out. The 

aorta is the main artery that brings fresh oxygenated blood from the lungs and heart toward the rest of 
the body. If the ballooning ruptures, it will cause internal bleeding and death if not caught in time.  
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injury she suffered.74 This stroke placed her into a nursing home for the rest of her life, a 

place that she would have never wanted to be. 

Arthur admitted that his mother’s doctors did say that the stroke could have 

happened regardless of the car accident. But when he was diagnosed with the aorta 

aneurysm, he immediately remembered that a few years ago, he had a fall down some 

stairs and connected the two. He wondered why God was “upping my timetable.” I 

asked him how, now that his mortality was front and center, did he reconcile his 

questioning God. He answered that he was quite comfortable in questioning God, and 

acknowledged that as a human, he was perfectly imperfectly made. He found deep 

comfort in the doctrine that he was taught. He quoted Heidelberg Q&A 1 and said that 

“there is nothing else but Jesus and I find extreme comfort in that knowledge, but I was 

wondering a bit as to what God was up to, and why now?” 

Arthur then opened up to a time where seven years before his diagnosis, as he 

and his wife retired, she was diagnosed with breast cancer. It was caught early and now 

seven years later she is considered beyond remission and is cured. Arthur explained 

that diagnosis was jarring for the both of them. It made them both aware that there is 

limited time of one’s life and relying on God together is what got them through. As a 

religious couple, they maintained their daily devotions as well as praying and reading 

 
74. There are two different types of stroke: embolic, caused by plaque buildup that restricts blood 

flow, and a hemorrhagic stroke, which is caused by an aneurysm which ruptures open and bleeds into 
the brain.  
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Scripture together, hence continuing to build on their spiritual resilience to weather 

through her treatments together. Arthur did admit that they felt a bit cheated in their 

early retirement because they wanted to travel more and enjoy retired life together. 

While they did have that scant timeframe to do so once she was in remission, his 

aneurysm diagnosis put on hold extensive traveling away from home.  

As a lifelong practicing Protestant and religious clergy, Arthur is used to hearing 

other people’s stories. He never thought that he had to tell his story, that others would 

want to listen to what he had to say. Now, this sounds weird considering he is a 

preacher, but verbalizing how this health crisis affected him was another story. During 

our time together, he referenced Heidelberg Catechism’s Q&A 1. When asked if he 

could explain it further, he stated, “What could be more perfect than knowing that 

Christ is the one comforting me?” 

He elaborated that according to the Heidelberg Catechism, the comfort given in 

Christ and His Spirit allows us “to be patient when things go against us, thankful when 

things go well” (Question 28), and to set our sights on a broader horizon of life, one that 

is greater than our transitory, earthly existence.  

Through all of his and his wife’s medical concerns over the past few years, 

Arthur expressed that he found deep comfort that amid all the finitude, transitoriness 

and discord of our existence  

we know that we are blessed with something greater and more complete. This 
greater life, however, shines through already now in experiences of love and 
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compassion, of truth and justice, of freedom and peace. It reveals already now 
the power of the eternally living God. We take part in the coming reign of God 
and aim at its completed arrival. Importantly, this eternal comfort is not some 
vague otherworldly hope, but rather makes me wholeheartedly willing and 
ready from now on to live for [Jesus Christ] (Question 1). 

 

“Shit Happens”75 

Why do people tend to think that things happen for a reason? For some, it is the 

culture of experience in society. In current society, there is a syncretism of belief that 

divine beings can be goal oriented, dole out karma and fate, with humans interpreting 

that their destiny is tied to such.  

In Holly’s story, she recounts the loss of her husband from a tragic motor vehicle 

accident. They were in their early thirties with two young children and a whole life 

ahead of them. Initially, she was very angry at God, but that was very brief.  

Shit happens, and when it does, it’s the worst thing in the world. Hell—when 
that happened, all those questions came out of me, “Why me, why? What did I 
do to deserve this?” and I think that was probably the big thing to get over. I felt 
like it was something that I had done wrong that created this, even though the 
reality was shit happens. Eventually I got to that stage of acceptance of “shit 
happens” after Mike died, and then nine years later I was diagnosed with cancer. 
Again, it was like why me, what did I do, why would you do this to me, why 
would you do this to my kids? What did they do wrong that they would lose one 
parent and have another one get really sick? So yeah, I struggled a lot with that. 
Cancer is probably why I started going back to church. As I got through 
treatment and recognizing—I don't want to say the value—but you know, you 
want to rely on God again and feel like there was a presence.  
 

 
75. Holly, interviewed December 28, 2019, via Zoom. 
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During our conversation, Holly said that she never felt abandoned by God. She is 

now in her mid-fifties and says that her relationship with God is the same now as it has 

been through her life. When asked about her current church family she replied, “I grew 

up Presbyterian, but now go to a local Methodist church. I am part of the Stephen’s 

Ministry and volunteer at the Cancer Treatment Centers of America. But I’m not one to 

go to Bible study or Christian book study.”  

Holly felt the need to explain why she went from Presbyterian to Methodist.  

When me and the kids moved from California to Arizona, I was looking for a 
church home ’cause the kids were still young after Mike died. The first church I 
walked into was not the PCUSA church from my childhood. This new church 
was far more conservative. I went a few times, but the talk was always about the 
husband being the head of the household. Imagine being a young widowed 
mother and hearing that I had no worth…. Yeah, I walked out of that and didn’t 
look back twice. I walked into the Methodist church up the street who at the 
time, their big ad campaign was something along the lines of open hearts, open 
arms, open doors, and they were very, very welcoming. There was no guilt 
placed on me because I didn’t have a husband. 

 
Holly was unable to define in the interview whether her belief in God is what got 

her through the various crises in her life or that, as she put it, “shit happens and you 

move on, but I can’t see myself not being a part of a church community, that is where I 

feel God the most.”  

Holly’s story is very close to how most people view their life with God—go to 

church, serve in some capacity—but the aspect of what or how their spiritual resilience 

is truly dependent on God in some way can be as foreign as walking on the moon.  
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The Lord Gives Strength to the Weary or God Met Me in the Bathroom76   

Mary’s story is one where crisis upon crisis upon crisis defines how other people 

perceive her. She is often the go-to person when chaos ensues, and a steady heart and 

mind is called for. She recounted a childhood where she had two siblings pass away 

from a genetic disorder. Her mother never really came to terms with the tragedy and 

turned to alcohol. She does have a living sibling, and they were able to count on each 

other during those formative years. She thinks this is why she is so calm in times of 

chaos.  

Mary can be defined as one who is religious as well as spiritual. In our interview 

it was evident that she relies on her faith and at times has had “come to Jesus” moments 

where she has literally looked up and screamed at God like the psalmist does in Psalm 

13.  

Mary then spoke about how after a move from one state to another, her husband 

showed signs of a stroke. After driving him to an unfamiliar hospital, hearing the 

diagnosis, and spending countless hours making sure he was getting what he needed— 

she then was able to relax.  

I asked her, “How did you relax and did you seek a space to enter with God? 

That time frame between crisis—getting him the help he needed to now—he’s getting 

 
76. Mary, interviewed May 27, 2020, in person. 
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the help he needed, and you could maybe breathe a little bit. Did you go to God at that 

moment in time?” She answered,   

Yeah, that was the moment where he [her husband] was stable enough and we 
were done with all the running back and forth to get the testing and CT scans or 
whatever they were doing, and we were at the point where we were waiting for 
the neurosurgeon to show up. He was looking over all of the test results and I 
asked if we had a little bit of time so I could run to the bathroom first, and the 
nurse said about half an hour. And that was when I took my moment and I went 
into the bathroom and I just basically like slid down against the wall to the floor 
and God met me in the bathroom. That was my time to kind of, you know, 
breakdown—telling God you’ve got to have this because I don’t know if there’s 
anything else I can do. I have to just trust that everything is going to work out to 
whatever you say it’s going to be. I remember telling God, “Here’s what I would 
like—you know if you're taking requests— here’s what I want.”  
 
I asked, “You were comfortable in petitioning God at that point?”  

She answered, “Oh yes, very much so, it was part of my prayer.”  

Although Mary’s posture was very relaxed as she was telling her story, I had to 

ask her if she felt any guilt or shame, that maybe God was punishing her and her 

husband for doing something wrong. She responded:  

There wasn’t any guilt or shame or anything like that and I was grateful. At one 
point there were chaplains present and they were there to pray if we needed it 
and they would just appear on the scene.  
There was one point in time we had been told by my husband’s workplace about 
two weeks before that we were going to be switching health insurance to a health 
insurance that was based out of New York and not New Jersey and the New 
Jersey doctors were really awful regarding the coverage, so we were going to 
have to be going back to New York to see doctors instead of in Jersey. The 
chaplain was at my side during one of the phone calls, no one called her, she just 
was there. This was during a call with my brother-in-law, arguing with him that 
changing healthcare coverages was not going to work for us. The better doctors 
and better rehab facilities were not covered with the new insurance that he was 
proposing. My husband would have had to travel back to Long Island for rehab 
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center which was not a viable solution for us. So for me, there was a bit of a 
tension filled “crisis time” yet again because I didn’t know if his brother was 
going to help us out or just insist on this other insurance and kind of screw us 
over.  
As that phone call ended, one of the chaplains happened to walk in—you know 
God’s Providence—and she pulled me out into the hallway to ask if I was OK 
because she could see I was very upset and wanted to know if there was 
anything that she could do to help. She then proceeded to provide me with 
information about good New Jersey coverage and what insurance coverage 
would be the best for a New Jersey–based family and had just a wealth of 
information for me to start with, and she followed up with me later in the day to 
make sure everything was OK. 
 

I asked, “At that time do you think that having access to chaplaincy could have 

been part of that ‘God-created liminal space’ in your time of crisis?”  

Mary responded, “It was God’s Providence that the chaplain walked in at that 

exact moment and as soon as she introduced herself I just kind of giggled and looked 

upwards like, thanks I see what you’re doing here Lord!” 

“Was there anything during that time that weighed you down and intruded on 

your relationship with God?” I asked. She replied,  

I feel like, I mean there were definitely things that weighed me down, but I don’t 
think it weighed down my relationship with God. I’ve not had a horrible life—
far from it—but in all the little crises that I’ve had to deal with in my life I’ve 
come to the conclusion that God will see me through no matter what the 
outcome is.  
I can remember driving home from the hospital after that night. I had to go home 
because I had to wake the kids up to let them know what was going on. I 
remember driving home and stopping at the pond around the corner from the 
new house and just started having this moment with God. Talking to Him and 
saying this was supposed to be our new start, you know. You drew us to this 
area because of this pond, because it was a hockey pond, and this is what kind of 
hooked my husband into moving there. We both agreed to go there because we 
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felt like You were there calling us to that area. I was sure it was just to be closer 
to New Brunswick as I had always said I would go to seminary if I lived closer to 
New Brunswick. But there was something that drew us to that particular town, 
and I thought it was the pond and a new start for Joe and me, as you know 
things hadn’t been 100 percent good between us. And if God was drawing us 
there, just to take Joe away from all that didn’t seem right. That I would be in a 
new place with no support system. I felt a huge support system on Long Island 
more than I did in Jersey, but it wasn’t a moment of doubting God. I knew God 
would provide and everything would be OK no matter what the outcome was.  
But I did question God’s sanity over the course of action that seemed to be taking 
place. I did think that in the event Joe wasn’t going to survive this I couldn’t 
imagine what my timeline, what my journey was going to look like, and why 
God would pull me from where I was [Long Island] and put me in a brand-new 
place just to take Joe away if that makes sense. 
 
“I have to ask, did you feel that God abandoned you at any point?” I asked. Mary 

answered, 

No, but I definitely questioned God’s motives and decisions on my life. Not that 
God is a puppet master right? But God does have a way of putting us on a 
specific path for a specific reason and you feel OK questioning God at that 
moment in time.  

 

I asked, “You felt comfortable, you feel that that was that thinly veiled space that 

you could say what are you doing?”  

She responded, “Yeah…yeah that I could just kind of sit there with God and say 

what could you possibly be thinking of?” 
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A Piece of My Mind77 

Bill is a minister in western Pennsylvania who has never married. He has had 

lifelong ill health due to colitis and that is how he started his story.  

I can’t say that I’ve been healthy for most of my life. In my twenties while in 
seminary I had a health scare that really freaked me out. I experienced colitis for 
the first time and the words “rule out cancer” took me to a level of anxiety that I 
never knew existed. I had my whole life ahead of me with all its expectations and 
wonderment, and I had to live in a monthlong bubble of worry about whether I 
live or die. I know that sounds so absolute, but at that age, all I could think about 
was “what the hell God? You call me to the ministry, then you do this?”  
 
 I noticed that during this, Bill’s posture changed, his usual affable self turned 

more inward, and exhibited a bit of anger and disbelief, as he continued.  

By my mid-thirties after years of keeping the colitis in check with a medication 
regimen, I went from being fairly healthy to very, very sick almost overnight and 
ended up with a total colectomy, was in the ICU for over two weeks and didn’t 
recover as quickly as I was led to believe. I was so sick and out of it, had an 
ileostomy and then had to go for a Barnett procedure78 (which to me was better 
than having a colostomy bag) but this pushed me out of recovery phase, and I 
spent another three weeks in the hospital. In total, I was in the hospital for almost 
six weeks.  
Having the ileostomy put me into an emotional tailspin. I was NOT comfortable 
with the changes in my body. I felt immense shame and despair at how my body 
integrity was damaged. The decision to have the Barnett procedure wasn’t hard 
to make on that aspect, even knowing that it would keep me in the hospital 
longer and possibly in physical rehab longer. An even harder decision was to 
give up my dogs. The common sense said that I couldn’t keep up with anything 
that wasn’t related to me and my road to recovery, the emotional impact of 
giving up my animals who were the companions on the road with me, was 
devastating.  

 
77. Bill, interviewed February 17, 2020, via Zoom. 
 
78. This is a specific procedure that involves creating a reservoir from the patient’s own small 

intestine, as well as a small nipple valve which connects to a small ostomy on the lower abdominal wall.  
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  I could see the abject grief in his face as he was talking about his beloved pets 

and the void that was so evident in his life, and I had to ask, “Bill, did you feel that God 

was messing with you during this time?” Bill took some time before he responded.  

I can’t say I remember much during that time because of how sick I was. I know 
that I was being prayed for and that I had family that stayed close. I was grateful 
for all of that—but I don’t think I thought that God was messing with me. That 
feeling came about seven or eight years ago when I suffered a setback. I was 
losing a lot of weight and had abdominal pain, went for an exploratory 
laparotomy and the Barnett catheter had a kink in it. There was an attempt to re-
access but it was too far gone, and I came out of the operating room with an open 
belly for forty-five days while they [the doctors] were battling E. coli79 infections 
from the abscesses that were found during the surgery. This was when I thought 
I’d be better off dead and raged against God. Just when I thought I was turning a 
corner toward healing, the pain hit. My entire abdomen became extremely 
distended and the pain was nothing I had ever felt before. So in between 
Christmas and New Year’s I went back to the OR where they had to open up my 
abdomen once again, which stayed that way [open] for another ten days.  I’ll be 
honest, I don’t remember much of that time. Once I regained my wits and 
realized I was still alive, I was pissed off and again thought, “Why has God let 
me continue in this suffering? WHY?” 
 
I asked him, “Did you ever feel that God abandoned you?” He responded,  

I thought so. Until I learned that during this time, there was a prayer meeting 
that over 100 people attended at the church I was serving. People from all over 
the community came to pray for me and that was when I knew I was being 
carried, loved, and the Providence of God held me tight. Zephaniah 3:17 

 
79. Escherichia coli (E. coli) bacteria normally live in the intestines of people and animals. Most E. 

coli are harmless and actually are an important part of a healthy human intestinal tract. However, some E. 
coli are pathogenic, meaning they can cause illness, either diarrhea or illness outside of the intestinal tract. 
“E. Coli (Escherichia Coli),” Centers for Disease Control and Prevention, accessed May 2020, 
https://www.cdc.gov/ecoli/index.html. 
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immediately came to mind when I realized that.80 I have never felt such deep 
gratefulness in my life.  
Bill asked, “Is it ok if I share something else that took place?”  
 
He continued, “It’s hard being a minister while going through all of this. Being in 

an ICU for that long, one makes connections and relationships with the staff.” 

“Were there chaplains to come and see you?” I asked. He answered emphatically,  
 

NOPE. My colleagues came, but there weren’t any professional staff chaplains. 
After a while, I became the ICU minister, while still trying to recuperate. I don’t 
want to say that I resented it, but I did. And yet, here was God working around 
the ICU and exposing a liminal space which then exposed a need. Unfortunately, 
I was in the midst of that need, yet not able to ignore what was around me. ICU 
staff who weren’t assigned to me would find excuses to come into my room. 
Their issues were plentiful, but it showed me that people’s curiosity about faith 
(whether it be a general curiosity or their own) never ends. People are fearful of 
their eternal salvation. There is so much guilt and shame that sits with them. 
 
“It sounds as if those conversations were hard for you.” I said. 

He answered, “Yes and no. There were times I really wanted to be left alone, but 

I don’t know if that was because of being isolated for so long that I didn’t want the 

intrusion, but after a while I had to realize that God puts people in our lives for a 

reason, so I went with that.”  

 
80. “The Lord your God is with you, in his love he will no longer rebuke you, but will rejoice over 

you with singing.” 
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Once we were done with our interview, I shared with Bill a piece that was 

originally published in the Journal of American Medicine’s compilation of stories that are 

published in the realm of narrative medicine.81 

Joni82 

The original Zoom meeting revealed a much different Joni than I originally 

thought. Joni is a trauma therapist who I planned on interviewing with questions that 

would bring the view of the practitioner to this paper. Instead, I was treated to a person 

who studied religion in her undergraduate work and had an extensive personal 

theology. Instead of her professional story, her personal faith journey was what she 

wanted to talk about.  

Joni was raised and still considers herself a member of the Presbyterian Church 

USA, and even though she isn’t a regular churchgoer, she considers the church 

members her family. Her paternal grandfather was a very conservative Baptist minister 

where the extremes of no dancing, no alcohol, no dating existed. Her father rebelled a 

bit when he met Joni’s mother (who wasn’t raised in anything, which was peculiar in 

the farmland of the Midwest), so they decided on PCUSA merely because it was the 

closest church to where they settled after marrying. Joni was raised to be curious and 

 
81. App. 4. 

 
82. Joni, interviewed January 17, 2020 via Zoom. 
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inquisitive, and has a firm memory of being nine years old and being curious of God 

language that was being used in her church.  

Her “oh my God” liminal space moment came when she was twelve years old. 

Her dad had a stroke, and with it, Joni’s twelve-year-old self asked all the questions of 

God. Her main question was why? Why did this all happen, why did you do this to my 

dad? TO ME? She felt that she lost all sense of safety and security. When asked if she 

could identify a liminal space, she explained that she had no problem ranting at God for 

what happened—she felt abandoned and unsafe but didn’t feel that yelling at God was 

putting her in jeopardy. But her adult self could now identify where God was during 

that time: the church her family attended pulled together, and gave more than just 

support in prayer, but enfolded the family into the ‘fold.’ The church held space for her 

family throughout the fifteen years when her dad was incapacitated before he passed. It 

was in these formative years for Joni, where instead of walking away from God, she 

immersed herself into studies of religion: undergraduate work in comparative religion 

studies, four years of Greek, then moving onto social work and ultimately the work that 

brought her to trauma therapy. She acknowledges that her church family, when she was 

young, allowed her to maintain a relationship with God during the most awful time of 

her life. But her parents fostered and nurtured her quest of faith as she grew. She 

doesn’t consider herself the Christian that she once was. She prays in inclusive 
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language: father, mother, gender neutral and sometimes referencing the Norse Gods 

that were part of her mother’s heritage (whose parents were from Norway).  

She described her journey as one where she felt comfortable in questioning not 

only the Christian God of her childhood faith, but also with the deities of other faiths 

she acquainted herself with throughout the years.  

A few months later I sent emails to all those I interviewed asking if they wanted 

to add anything else and this was Joni’s response, 

I don’t think I explained to you very well how co-opted my view of the Deity is 
— Source is very much *not* the dude in the clouds with the flowing white 
beard. Calling God “Source” feels much better (LOTS better than uncaused-first-
cause) because even the language of God/Goddess is so laden with implicit 
human-level identifiers that I find myself calling God Source or All That Is (ATI), 
which is unwieldy but keeps my head and heart in the right place. I want to 
mentally remember something that is beyond human comprehension, really—
the way the coded language in Revelation is? Like that, that Source/ATI is 
something like electricity...we sort of know what it is, and we can tap into it, but I 
can’t hold it in my hands, and I can’t exactly see it; I can see what it does and its 
effects. Even a Mother God vibe, which feels much more correct, is too human, 
however as a female-type person myself I can completely identify with the sense 
of something that loves us and wants us to thrive. But I’m not imagining some 
older hippie chick in the clouds any more than I am the long white-bearded 
Father image. For a time, I wandered down Wiccan paths, then I married a 
Native American man with his traditions (although he was raised Catholic, so he 
had to fight to hold on to his indigenous belief set), and then I found the pagan 
gods and goddesses for a while, and ultimately all were deconstruction, and 
became a jumping-off point for me to conceptualize something that is beyond us, 
where I am now. Source is Electricity. Sort of...which is kind of funny but there 
you have it. These “faith feelings” are what bolster me during times of crisis.  
 
Joni then went on to explain an event that occurred when she was a teenager.  
 
My hometown got hammered by seven tornadoes back in 1980. A number of 
revivalist preachers came through afterward preaching about “God's judgment 
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on Grand Island, Nebraska.” Even at age seventeen, I knew that to be bullshit—I 
feel connected to Source absolutely, but I was given a great big brain and 
expected to use it to good effect...which means understanding which things are 
of science and which are not. Even today, those who believe COVID-19 are a 
punishment from God as an effect from abortion, or same-sex marriage, or 
whatever, they’re fools in my rather heartless estimation. Or not very educated. I 
would not say that to their faces, but my right eyebrow might just tell what I 
really think. 

Last Words83 

Belinda is a woman in her early sixties. She was raised a Mormon, and in her 

early twenties she married a very wealthy evangelical Christian man from Texas. She 

left the Mormon church and became very active in her new husband’s church. She 

described this church as one where women were to submit in all aspects of their lives: 

submit to God, submit to the church, submit to their husbands.  

It was during this time that she experienced life that was so different from her 

growing up, where she was very sheltered, not realizing that her new life was also one 

of being sheltered in the same way. 

When she met her first husband, he promised that she would be able to go to 

college as long as she only studied liberal arts and soft humanities. Some of these 

classes included world religions which opened a whole new world to her.  

As she grew intellectually, she also grew spiritually. As a Mormon it was not 

commonplace for anyone, let alone a woman, to question faith and God. Because of her 

 
83. Belinda, interviewed October 19, 2019, by phone.  
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college classes, she started to question some of the practices of the church that she was 

adopted into, and this didn’t sit well with the male leadership, including her husband.  

After about ten years of marriage, she found out that her husband had a very 

long list of infidelities including a few mistresses within and out of Texas. When she 

wanted to divorce him, he tried to block it using Scripture and the elders of the church 

would chastise her publicly. At the end, she received a small stipend for two years and 

she finished her degree.  

It was during this time that she was diagnosed with skin cancer. Even though 

this was not a major health crisis, she became aware that there is more to life than what 

she was living at that time. She described her journey as one where she could never get 

away from God. She didn’t know if it was her Mormon upbringing where the church 

was the center of her growing up or the raucousness of the Evangelical Church Sunday 

worship—it was so different from the quietness of the Mormon rituals and she enjoyed 

being able to publicly praise and worship with her hands and body. She described her 

family as extremely devoted to the Mormon Church, hence God was part of her ritual 

and comfort zone. She didn’t prescribe to any organized religion but followed a mixture 

of what she knew, Mormon and Evangelical Christian.  

Belinda moved out of Texas for a job where she then met her second husband. It 

was in this relationship where she went to the Episcopal Church in her town.  
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This second marriage had a lot of secrecy. Her second husband was hiding many 

addictions, and yet still going to the Alcoholics Anonymous and the Narcotics 

Anonymous meetings and lying— to the group and to her. He hid his addictions well 

while they were dating. This marriage only lasted eighteen months, but it was during 

this time that she was diagnosed with thyroid cancer. As she put it, “The only thing I 

got out of that marriage was decent health insurance, thank God!”  

Attending the Episcopal Church in a small midwestern town according to her 

was lifegiving. This church was small enough where she had human connection and it 

got her through her second divorce, her illness, and she truly believes that “God put 

people in my life for a reason.”  

She reflects now that those two illnesses, skin cancer and thyroid cancer, were 

not brought on by God, as she was told by some of her friends from her Texas church 

days “who are now no longer my friends,” but she was extremely grateful that they 

weren’t more serious illnesses.  

In her early forties she went back to school to become a nurse. Five years ago, she 

was diagnosed with colon cancer, and was in remission until eight months ago.  

In late 2019, she asked to be a part of my doctoral project. In her words she said 

that her “relationship with God was always a complicated one.” She felt some guilt for 

leaving the Mormon church but realizes now that it was for the better. In her life 

experiences she has encountered so many different people that she now believes she 
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could never ever exclude them from her life if she had continued to be a Mormon. This 

holds true for her involvement in the Evangelical Church in Texas. She probably would 

have left the Evangelical Church movement itself, regardless, considering how many 

people in her life now don’t conform to what is the thought of that church and God in 

that particular context.  

“The Episcopal Church has taught me that all people are beloved by God. That 

God does not create crap and that those who are oppressed and marginalized by society 

are loved the most by God and therefore I love them.” As a registered nurse who works 

with psychiatric patients, she has encountered many people who suffer from spiritual 

abuse because they have mental illness. She always felt drawn to those patients who 

would beat themselves up because they felt that God abandoned them because of their 

frailties and their mental illness. When asked if she considered this a liminal space 

between her and God, she answered, “Yes and with the patients as well. It is a space 

where mercy, compassion, and healing can take place.”  

Prior to her most recent recurrence of cancer she was studying to be certified as a 

specialized nurse who works with the spiritually abused mentally ill.  

In listening to Belinda, she described her walk with God as one of uncertainty 

and one where at times she did feel abandoned. She claimed that when she came out of 

remission, she “raged and screamed and told God that he sucked”—she did feel 

abandoned at that time. Right now, as she is battling end-stage colon cancer, she feels 
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that even though she is not doing daily devotions, she knows she’s being prayed for by 

her church community and that brings her comfort.  

What is hard for her to acknowledge is that her entire life has been one of 

challenge and yet privilege. She does feel some guilt in taking from God and not giving 

back as much as she thinks she should have. In our discussions, she does acknowledge 

now that her working with the mentally ill is exactly where God wanted her to be. She 

sees God in every patient she comes in contact with and believes that is a space for 

connection. She laments that her current cancer treatment has derailed her desire to 

continue in her certification studies in order to help those who are spiritually abused 

because they’re mentally ill. She truly questions why God put her on this path only for 

her to not continue. It is a question she hopes she can ask… 

Unfortunately, as I am writing her story, she is considered terminal and end of 

life. She has some regrets but is being buoyed by her church family and knows that she 

will find comfort soon. Belinda passed away January 12, 2020. 

A Time of Pandemic 

It would be disingenuous to not include the COVID-19 pandemic of 2020 which 

has taken an emotional toll on not just Americans, but the world. So many have lost 

loved ones to this horrible virus, and the toll it takes on hospital frontline staff, EMS, 

and outpatient settings is immeasurable. To say that we are living in times that 

challenge our faith is an understatement.  
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I myself have seen firsthand the devastating effects of this virus. The early 

conversations that I had with patient’s loved ones started out with genuine concern for 

the patient, but due to the overwhelming number of conversations I had to have 

regarding end of life, I too started sounding (internally, to myself) robotic. I couldn’t 

even imagine at that time trying to build relationships with anyone, not even with the 

providers who were suffering day by day as they tried their best to just keep their heads 

above water. Because of the infectious nature of the virus, just patting my colleagues on 

the back felt risky. I can’t say that I had the privilege of being with many patients in 

their last hours—that was the frontline staff’s responsibility—but I was on the other end 

with families and loved ones, trying to comfort and bring some sense of what was 

happening. The abject grief was mind boggling, the calls out to God were 

overwhelming, the anger, the deep despair of those left behind, was paralyzing at 

times. There were no answers at that time, just being present (which is harder on the 

phone than one can imagine) was all one could do.  

With all of this, it’s hard to not be overcome with fear, losing hope, questioning 

faith in the divine. Many will profess to trust God’s will for the life they live, but it’s 

hard to “let go and let God.” Those who were “looking for a miracle” were looking for 

God to make the decision to take their loved one, instead of the mortals here on earth 

making those decisions.  
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In this kingdom of God, letting go of the control and trusting that God has a plan 

has gone out the window. We are in a fractured American Christianity where COVID 

has harshly contributed to partial destruction of church community life and the means 

of fostering human relationships, which is essential in building spiritual resilience. 

Many Christians already balk at God’s plan for their lives. How can an uncertain future 

help to build what is already weak in some people’s lives? This isn’t the total sum of 

what is happening; there are those who are indeed turning to God, reading Scripture, 

praying, and worshiping, albeit virtually. God’s transformative wisdom doesn’t stop 

because of a pandemic, but for some, it could be harder to hear that voice of wisdom 

because we cannot let go of the doubt and fear, and we don’t have the comfort of our 

faith community around us to bolster us up, to point us to that liminal space where the 

mysterious, yet sacred, sits, just out of our reach.  

In May and June of 2020, I sent out an email to those I already interviewed 

(minus Belinda) asking this: has the advent of COVID-19 forced you to think about your 

relationship with God. Can you write briefly about it?  

Joni’s response is as follows:  

It hasn’t affected it much, this (to me) is a science problem and while I may 
invoke the Deity’s name when I think of Trump (what in God’s name is WRONG 
WITH YOU?!?!), this is in no way a punishment or judgment. It’s just a freak 
disease that evolved, shit happens, we’re working on dealing with it. A bajillion 
generations ago, so was influenza. Or what are now our common colds. It’s part 
of the way our world works but it's not “sent” by ATI. 
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Madeline’s written answer was a bit more telling about how her relationship 

with God stood. She felt that the pandemic negatively impacted whatever relationship 

existed. She cited the then current president as using Christianity as a tool to pander to 

his base and proclaim that COVID-19 was temporary and nothing to be afraid of while 

thousands were dying every day. She also referenced those who disregarded science 

and pushed their own agendas, hence putting the public at risk because some 

Christians were professing that because they were bathed in Christ’s blood, that they 

were protected and could do whatever they wanted to do.  

I can’t stand by those people nor will I allow myself to be associated under the 
grouping of “Christian” if that is the loudest voice right now. Those that gather 
and believe that it’s necessary to be in a house of worship and congregate to have 
faith, to praise, worship, commune, or anything using God and religion to flout 
basic science is a turnoff to me to the level of pushing all my religious affiliation 
and beliefs away for the time being. Sorry for the rant, I'm furious and 
heartbroken that the faith I believe to be true to most Christians, common good, 
kindness, love, responsibility to our fellow man might not be what Christianity 
has become in this day and age. 

 
Arthur, being a religious professional, wrote this: 

It’s almost impossible to conceive of COVID-19 not impacting everyone. The 
death of every human being evokes an array of thoughts and feelings. The toll of 
the virus renders words themselves useless. Thus, I use the word “moves” to 
note my sentiments. I’m inclined however to maintain there is always a word 
from beyond in every human situation and historical time if open to hear and 
discern.  
I am not one to conclude that God caused or imposed the virus to change our 
way of living, though to do so would be for the better. Understanding that 
doctors, scientists, and environmentalists have been forecasting pandemics as 
well as other realities we should not be shocked or surprised. Additionally, 
specific warnings were not heeded soon enough. All humanity and faith 
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community has complicity to an extent. Even still, in the midst of this era there is 
a great degree of recklessness and selfishness.  
So, surely the virus has not only resulted in human suffering, personal losses, but 
in addition creates anxieties that wonder all kinds of questions. The 
baby/toddler’s bib says it best which reads, “What don’t you understand that I 
want to go to Grandma and Grandpa’s house?" 
Yes, of course COVID-19 not only forces and moves but challenges and compels 
gratitude for the gift of life, the miracle of love, and the high calling to be God’s 
people in both big and small ways.  
 
COVID-19 is a distinct challenge to one’s faith. Now, as I write this, there is a 

collective experience of shattered assumptions of one’s worldview. The invisibility and 

lethal aspects of the virus continue to beat down on our resilience and make the world 

seem unpredictable and unjust. While I would love to debate the aspects and different 

theories of theodicy that have presented themselves over the past few months, I can’t in 

this paper. But what I can say is that, as COVID continues to surge, our resilience 

through our memory of faith tradition that emerges is the sacred liminal space that 

contributes to healing—physical, emotional and faith filled—in order to continue telling 

our stories of this time.  

The collection of voices where liminality was present represents such an array of 

questions and answers of where God has shown up in their individual lives, and what 

their responses were. Those interviewed traversed liminal space through their 

individual landmarks of loss, where the fluidity of liminal space replaced the safety and 

security of what they knew and challenged what they knew was life to them. These 

journeys in and through a liminal space, although temporary for some, were reflections 
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of their resilience. In this domain of resilience, there was a challenge and opportunity 

for transformation for some, and an “oh well” attitude for others.  

Table 1 below breaks down the demographics of those interviewed, followed by 

Table 2 which describes the role of religion in the interviewees’ lives. 
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Table 1: Demographics of Participant 
 

Participant Gender ID Age Range (Years) Geographic Area Profession 

Madeline female 35–45  Missouri Medical research 
librarian 

Arthur male 60–70 Wisconsin–New 
Jersey 

Professional clergy 

Holly female 40–50 California–Arizona Hospice nurse 

Mary female 40–50 New York Wife, mother, 
seminarian 

Bill male 50–60 Pennsylvania Professional clergy 

Joni female 50–60 Nebraska Trauma therapist 

Belinda female 40–50 Utah/Oregon Psych RN 

 
 

Table 2: Role Religion Plays in Participant’s Life 
 

Participant Baptized Regular 
Church 
Attendance 

Denomination 

Madeline yes no Lutheran, Missouri Synod 

Arthur yes yes Reformed Church in America 

Holly yes yes Presbyterian Church USA 

Mary yes yes Reformed Church in America 

Bill yes yes UCC 

Joni yes no Presbyterian Church USA 

Belinda yes no Mormon-Evangelical-Episcopal 
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Chapter 5: I Plan, God Laughs, and the Story Is Told 

When starting this academic exercise, I had it all planned out. I would find out 

the whys and whats of spiritual resilience when someone falls ill enough to be given a 

diagnosis that makes them utter those words “oh my God!” and the liminal space they 

found themselves in. Instead of finding out what they meant by that utterance, God 

brought me to my own liminal space through listening to stories of people who had a 

connection to a higher being or power but navigated those certain aspects of their lives 

in a much different manner than I thought they would.  

No study is without its limitations and I should note mine. Following the rubric 

of qualitative research, I used a small sample size of people to interview based on the 

recommendations. Ideally when I sent out the twenty-five surveys, they were to people 

with varied backgrounds. I as the researcher really hoped that I would find those aha 

moments where the atheist or agnostic or converted Buddhist would say, “but God was 

there and I had no idea that he would stick around for me, how do I reconnect…” 

Surprisingly, only those with a Christian faith background answered my survey and 

were amenable to being interviewed.  

When I was thinking of how this project was going to play out, I didn’t take into 

consideration (enough) that one’s relationship with God was just as individual as they 

are. Because of my experience in healthcare with the various patients and their families, 

I figured that the majority of those interviewed who experienced an acute healthcare 
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crisis, either themselves, or through a loved one, would have had a greater response of 

what “oh my God” was when they were diagnosed. Resilience research is a field that 

needs an in-depth analysis, more than what this project can provide. There are 

components of spiritual resilience that are deeply rooted in psychology and I am not 

qualified to interact with nor promote myself as one to delve deeper.  

Themes and Connections 

 

“I suppose if a man has something once, always something of it remains.”  

― Ernest Hemingway, For Whom the Bell Tolls 

 

The main underlying theme is that throughout the various stories, regardless of 

where that person was on their faith journey, they all spoke of a presence of a divine 

being. Sensing God’s presence was a reality for those interviewed and part of their 

inner core of faith. The sense of God’s presence is sometimes provoked by extraordinary 

events that are not easily defined and sometimes, not able to be. The mark of the Holy 

Spirit within us is considered, in measurement terms, to have incommensurability.84  

 
84. The term “incommensurable” means “to have no common measure.” The idea has its origins 

in Ancient Greek mathematics, where it meant no common measure between magnitudes. “The 
Incommensurability of Scientific Theories,” Stanford Encyclopedia of Philosophy, accessed September 
2020, https://plato.stanford.edu/entries/incommensurability/. 
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Looking back to Calvin in chapter 3, where I reference that the imago dei is tied to 

the Spirit in our souls85, which is meant to guide us toward the divine that created us, I 

found that some who I interviewed could not define or “put a finger” on where God 

was, or why God was even in their thoughts. It can be said that according to Calvin 

(once again) that the knowledge of God is in us, but the Holy Spirit has the brunt of the 

work in how we see and respond to God’s presence.86  

 
85. John Calvin, Institutes of the Christian Religion, vols. 1 and 2, trans. Ford Lewis Battles 

(Philadelphia: Westminster Press, 1960), 23 
To Calvin, the image of God exists in the soul. “For although God’s glory shines forth in the outer man, 
yet there is no doubt that the proper seat of his image is the soul.” While the soul is the central part of the 
image, Calvin asserts that no part of an individual is untouched by the imago dei. The Spirit is in our souls 
in order to guide and direct our hearts toward the will of God, and the salvation of all humanity through 
the Word, our Lord and savior, Christ. 
 

86. John Calvin, Institutes of the Christian Religion, vols. 1 and 2, trans. Ford Lewis Battles 
(Philadelphia: Westminster Press, 1960), 37-38 

“Our wisdom, in so far as it ought to be deemed true and solid Wisdom, consists almost entirely 
of two parts: the knowledge of God and of ourselves. But as these are connected together by many ties, it 
is not easy to determine which of the two precedes and gives birth to the other. For, in the first place, no 
man can survey himself without forthwith turning his thoughts towards the God in whom he lives and 
moves; because it is perfectly obvious, that the endowments which we possess cannot possibly be from 
ourselves; nay, that our very being is nothing else than subsistence in God alone. In the second place, 
those blessings which unceasingly distil to us from heaven, are like streams conducting us to the 
fountain. Here, again, the infinitude of good which resides in God becomes more apparent from our 
poverty. In particular, the miserable ruin into which the revolt of the first man has plunged us, compels 
us to turn our eyes upwards; not only that while hungry and famishing we may thence ask what we 
want, but being aroused by fear may learn humility. For as there exists in man something like a world of 
misery, and ever since we were stript of the divine attire our naked shame discloses an immense series of 
disgraceful properties every man, being stung by the consciousness of his own unhappiness, in this way 
necessarily obtains at least some knowledge of God. Thus, our feeling of ignorance, vanity, want, 
weakness, in short, depravity and corruption, reminds us, (see Calvin on John 4: 10,) that in the Lord, and 
none but He, dwell the true light of wisdom, solid virtue, exuberant goodness. We are accordingly urged 
by our own evil things to consider the good things of God; and, indeed, we cannot aspire to Him in 
earnest until we have begun to be displeased with ourselves. For what man is not disposed to rest in 
himself? Who, in fact, does not thus rest, so long as he is unknown to himself; that is, so long as he is 
contented with his own endowments, and unconscious or unmindful of his misery? Every person, therefore, 
on coming to the knowledge of himself, is not only urged to seek God, but is also led as by the hand to find him.” 
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It is something that those I interviewed verbally expected and relied upon even if 

they didn’t realize it at the time when they were experiencing the disorientation that 

their story told. Those who did sense God’s presence while alone in their time of high 

emotion found it easy to call upon the divine for that crucial conversation—hence 

taking advantage of the liminal space that was present.  

That being said, each person interviewed had more of a desire to tell their story 

as opposed to delving into the relationship that their faith entails with a divine being. 

That also pushed aside my initial desire to not only use the FICA tool but the possibility 

of redefining such a tool to enhance and then connect patient care with a form of 

pastoral care in order to benefit healthcare providers who don’t have experience with 

God language that patients and their loved ones sometimes use. The stories being told 

are what mattered, not what scoring tool I wanted to enhance.  

  I found that the storytelling I experienced brought both the teller and the listener 

into a sacred space that made it evident that God was indeed the architect who allowed 

the person telling the story to tell it from their perspective, controlling their narrative. 

I’ve witnessed that for some, getting the story out was initially an experience that had a 

perceived notion of “does this really matter?” But, once in the open, the teller 

maintained their power, their courage bolstered that they were in a safe, sacred space. 

Hearing a person may be the hardest thing we can do for someone, and it is truly a gift 

to be able to fully listen and hear the story of their spiritual resilience. We are so 
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inclined toward action, to fix the problem, or advise the person speaking without ever 

giving them the gift of just hearing, listening to their actual words, attending to them 

without our verbal interfering.87 A good listener needs to surrender their own self-

centered worldview, to be comfortable in their own skin so that listening creates a 

sacred space where trust and love can be surrendered to. This surrendering opens a 

door for both the speaker and the listener to experience a form of discovering. This 

“discovering” is where the person’s spirituality can be explored during the telling of the 

story. Here we can learn that the liminal space that is being ventured in and out of has a 

purpose. It is a telling of the person’s collective experience, and with that, the listener 

sits in a posture of humility and for some a form of obedience (not interjecting, not 

fixing, etc.). Real listening without interference is compassion. Additionally, the 

provider needs to understand that the patient, in telling their spiritual story, is seeking 

control of an out-of-control situation. Anyone who experiences such disorientation 

seeks control through this newly found connection with the divine. They want and need 

to draw strength and comfort from their belief system, their spiritual beliefs, and find a 

common ground of support.  

There was an interesting connection of the role God played in the interviewees’ 

lives at that time of diagnosis or family health trauma. Each person interviewed was 

 
87. Verbal interfering means interrupting the storyteller with “it’s alright, don’t worry, all will be 

well,” or other cliche style comments to make the one who is interrupting feel better.  
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able to speak to gratitude for whatever faith tradition they were able to identify with 

regardless of whether they belonged to a formal place of worship. They also attribute 

their relationship with and belief in God as a resource for support which gave them 

strength and an ability to bounce back from whatever adversity they had faced. Those 

interviewed who considered themselves “spiritual but not religious” even after 

suffering such trauma and illness in their lives were able to elucidate strength and 

buoyancy in some remembered aspect of their prior faith journey. Each person was able 

to speak to how they were able to maintain a level of well-being and a relationship with 

God (or their version of God) to the extent of where they were in their faith walk. Of 

course, there were very diverse aspects of each person interviewed, but in the end, their 

individual components of resiliency while in a liminal space were able to be heard by 

this listener.  

As I was interviewing, I could hear certain undercurrents of those who were not 

happy with organized religion. For professional clergy, the decline in worship 

attendance worries us, but now it has captured the attention of religious professionals 

and academia.88 But, while our churches are emptying, the need for a spiritual 

connection seems to be increasing. People are expressing more of a spiritual need but 

 
88. “Signs of Decline and Hope among Key Metrics of Faith,” Articles State of the Church 2020 in 

State of the Church 2020, Barna Group, accessed August 2020, 
https://www.barna.com/research/changing-state-of-the-church/. 
 



 
 

 
 

99 

can’t define what that is, as opposed to belonging to a faith community that is built to 

foster that relationship with the divine. In essence, the mindset is, “I can do this on my 

own, from what I’ve been taught. I don’t need to go any further and have my 

relationship with the divine nurtured any further.” This thought process aligns with 

secular humanism.89 If there is a need for a better experience in spirituality, can that be 

defined and not be confused with the individual need? 

While relistening to the stories afterward, I questioned, how can a liminal space 

with the divine be defined and recognized if the human desire to do so doesn’t exist? In 

Teresa of Avila’s Interior Castle, she pondered, “The human soul is so glorious that God 

himself chooses it as his dwelling place. The path to God, then leads us on a journey of 

self-discovery. To know the self is to know God.”90 St. Teresa is teaching that God is 

calling. But some of the people I interviewed didn’t see their story this way. Some 

didn’t identify a liminal space—a place of holy disorientation—as a place where there 

was a crucial need to invite the divine in.  

 
89. Sheldrake defines this as a category of contemporary spirituality which embraces a wide 

range of secular (non-faith-based) approaches and is used outside religious contexts. He cites three 
examples: 1) Professional spiritualties which seek to encourage a spiritual dimension in the way people 
work and how they see themselves contributing to the greater good. 2) A reflection on spirituality in 
relation to human well-being and flourishing. (He specifically cites spirituality and healthcare as a 
notable example.) 3) Urban thinkers and professionals are looking at how the concept of “spirituality” 
might enhance the experience of urban living. Philip Sheldrake, Spirituality: A Brief History, 2nd ed. (John 
Wiley & Sons, 2013), 210. 
 

90. St. Teresa of Avila, Interior Castles, trans. Mirabai Starr (New York: Riverhead Books, 2004). 
Kindle location 325 
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Wisdom of These Stories 

  Scripture is God’s story of wisdom. When one has wisdom, it means that they 

have garnered some aspect of experience and knowledge that allows them to apply it in 

certain situations of everyday life. God’s story, with all its collective experiences, is 

woven together into a broad and grand tapestry where the picture of the story being 

told is full of color, vibrancy, and a deep, powerful message. For those who were part of 

my project, their storytelling became a spiritual process because it restored agency—

giving them the “right” to tell their story of resilience and allowing them to venture into 

that provided divine space.  

What I found in some of my interviewees’ stories was space for me to learn a bit 

about secular humanism (see prior definition according to Sheldrake). This is not 

something I anticipated, nor will I delve into too much, but it is worth mentioning. 

Secular humanism is a term that is bandied about, and for some Christian professionals, 

a word that implies sinful leanings because it implies a walk away from God. Secular 

humanism is a way of viewing human existence and behavior that does not directly 

involve religion, God, or any other higher power, but in some aspects focuses on the 

rational self and their community as the ultimate source of power and meaning. For 

some who told their stories, preserving aspects of whatever religious elements they 

brought with them through their lives did have meaning, but not enough to devote 

themselves to furthering a relationship with the Christian God that they were exposed 
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to as children and young adults. In chapter 3 I wrote a bit about the imago dei; what I 

was looking for was the knowledge that being an “image bearer” meant that they were 

deeply cared for and loved. Arthur and Mary were able to express that they were not 

forgotten by God, and delved headfirst without fear of recrimination into a full-blown 

conversation with God instead of regarding their circumstances of disruption and 

wondering if they should even petition God. Mary’s story revealed a tapestry of 

complex faith and resilience. She was able to question God without feeling the loss of 

God’s presence, taking full advantage of the liminal space that God provided to pray, to 

cry, to confront God. Holly and Madeline both were not impressed with the human 

aspects of church but were not willing to completely walk away. Each had different 

responses to the liminal space that God provided for them along their life’s journey.  

Different Response to Liminal Space 

Interviewee Bill wanted his time in the hospital to be his time with God and to 

heal from his surgeries. Instead, he resented that he, a professional Christian 

clergyperson, was a draw for others to approach him and speak about their own 

religious/spiritual journey, hence drawing him into their liminal space of questioning 

their own inner faith. Bill had a hard time defining as well as identifying his own 

liminal space due to his hospital experience. Revisiting Richard Rohr’s definition of 
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liminal space,91 I have to ponder, was Bill’s liminal space a space for learning all 

around? According to his words, it most certainly was, but his needs as a patient were 

compromised. I question practitioners who might read this: how would you recognize 

Bill’s needs, as well as the staff who sought him out? How would you be able to then 

navigate these waters that are so foreign to the hospital, especially in the critical care 

setting? 

Rohr’s “crazy time” quote 92 describes Bill’s circumstances while he was 

inpatient. I believe that the unique function of religion and faith in his story led him to a 

crazy liminal space. People have intense feelings about religion, faith, and where God is 

in their lives. At times, religion has largely become confirmation of the status quo and 

business as usual. Religion should lead us into sacred space where deconstruction of the 

old “normal” can occur.93 For Bill, the “crazy time” in liminal space balanced his calling 

with his own medical and emotional needs. Bill was a liminal space for the healthcare 

 
91. “It is when we are betwixt and between, have left one room but not yet entered the next room, 

any hiatus between stages of life, stages of faith, jobs, loves or relationships. It is that graced time when 
we are not certain or in control, when something genuinely new can happen. Much of the work of the 
biblical God and human destiny itself is to get people into liminal space and to keep them there long 
enough to learn something essential and genuinely new. It is the ultimate teachable space.” Richard Rohr, 
Adam’s Return (New York: Crossroad Publishing, 2004), 135–139. 
 

92. Ibid., 135–139. 
 
93. Adapted from Richard Rohr, Everything Belongs: The Gift of Contemplative Prayer (Crossroad 

Publishing Company, 1999), 155–156. 
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providers who had questions regarding their faith, perhaps him being a conduit for the 

lure of irresistible grace for those inquiring. 

Framework for Practitioners 

As this work’s audience is healthcare providers, it is still a challenge, whether 

they are clinical or religious, to identify their patients’/congregants’ stories beyond 

scoring templates that only trigger chaplaincy needs in the clinical setting, or triggers 

that allow professional clergy to go beyond the simple questions they are used to 

asking. While my initial thesis was a goal toward changing a scoring tool based on the 

interviews, my end outcome was not developing an additional scoring tool. It is too 

nebulous a task and I would like to offer some suggestions to healthcare providers that 

can be of help when the patient or family members start to reference God (or any higher 

being) while in their care. My intent is not for the healthcare provider to now become a 

spiritual director (although, this is a possibility for those who are called to go beyond 

their healthcare training), but to enhance understanding that the patient in front of them 

has a story of a memory of a divine being that they are now turning toward. The patient 

and family could be just as befuddled as the practitioner as to how to proceed and 

hopefully this project can be of assistance.  

First and foremost, learn to recognize that there will be a need to carve out the 

time to listen, and then identify your own inner response when a patient or family 

member utters God language. In other words, check your inner bias response before 
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moving toward the questions below. A provider’s religious and spiritual beliefs are and 

can be different from the patient and their loved ones. Additionally, in order to 

ascertain a patient’s resilience, the practitioner will have to ask their patient/ family 

members questions that elicit a more in-depth response. As a starter, I’ve listed some 

questions below. These questions will be included in a presentation later in 2021 at a 

grand rounds event as well as included in a bioethics curriculum which is in the midst 

of being created. 

● Can you recall and tell me what the most challenging events in your life 

are? 

● How has your faith or personal spirituality helped you through that time? 

● The provider identifies the transition of the patient when discussing 

religion and spirituality, then asks, “What are your common sources of 

support, meaning and hope (in that person’s life)?” Be ready for a possibly 

lengthy story. 

● Discuss, within the larger context of their social history, religion, and 

spirituality as it relates to the person’s sources of support, meaning, and 

hope. 

● Ask the patient or family member, ”where do you see God (or whatever 

divine being they are identifying with at that moment)?”  
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● If the patient themselves doesn’t see God in their current circumstances, 

then it will behoove the clinician to ask if there are family members who 

do, and what and how the patient feels about that. (Yes, this is a 

preventative measure in order for the practitioner to possibly prepare for 

an incapacitated patient and loved ones who then bring “waiting for a 

miracle from God” into the conversation. Ascertaining the patient’s 

spiritual space first will allow the provider to navigate the barrier of 

waiting for such a miracle when voiced by the family and loved ones.) 

● Don’t just ask the patient if they are religious or spiritual, ask if there is a 

way to support their belief system in the face of illness. Offer to listen, 

which will open the provider up to the barrier that they perceive to be 

unnavigable.  

● Discuss how to explore realistic hope as part of the person’s narrative. The 

practitioner needs to recognize how diverse the answers will be and be 

ready for the answer/conversation this will now spark.  

Final Reflections 

 In this thesis I hoped to not only approach/assess spiritual resilience when the 

disorientation of a healthcare crisis challenges a person’s identity and formal system of 

belief, but to let the reader into the world of those whose stories tell their own tale of 

where they saw, felt, and heard God during that time. These personal stories are 
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definitely holy moments of listening and a glimpse into a sacred liminal space. In 

reiterating my thesis statement, I posited that a patient’s formal system of belief is 

challenged; my hope is that the reader of this work will be challenged as well.  

Spiritual resilience is a construct which enables individuals to overcome stressors 

or withstand negative life events and not only recover from such experiences, but also 

find personal meaning in them. Some of those interviewed had episodes of spiritual 

emergencies where doubt was evident, but God was present in their stories. Their tales 

of resilience were God’s way of invitation into a sacred liminal space that they could 

call their own. This divine invitation was necessary in order for them to build on 

whatever resilience they had, even if they felt tapped out by God at times during their 

life’s journey.  While one cannot physically hear God, it’s important for the provider to 

know that in some sacred space, the patient is hearing something where the memory of 

the promises of God are being offered. This being a vulnerable time where 

disorientation and distress are now part of the patient’s driving force, can and will 

influence a practitioner regardless of their experience. Listening and engaging with the 

patient and their loved ones as this project suggests, is a better option than giving false 

assurances, or even brushing aside the patient’s words which in turn, create a false 

relationship between the patient and the healthcare provider.  

As a doctoral cohort, we have been exposed to many readings and corporate 

prayer together as a group. The following from St. Teresa de Avila really pulled my 
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inner thoughts and years of contemplation of how one’s spirituality is impacted when 

an acute healthcare crisis is front and center of our lives:  

 
This Beloved of ours is merciful and good.  

  
He so deeply longs for our love that he keeps calling us to come closer.  

  
This voice of his is so sweet that the poor soul falls apart in the face of her own 
inability to instantly do whatever he asks of her. And so you can see, hearing him 
hurts much more than not being able to hear him.  

  
His voice reaches us through words spoken by good people, through listening to 
spiritual talks, and reading sacred literature.  

  
God calls to us in countless little ways all the time.  

  
Through illnesses and suffering and through sorrow he calls to us.  

  
Through a truth glimpsed fleetingly in a state of prayer he calls to us.  

  
No matter how halfhearted such insights may be, God rejoices whenever we 
learn what he is trying to teach us.94  

 

May whatever liminal space there be, let it be one where the utter love of the 

Divine be felt first.  

Submitted January 15, 2021 
Rev. Donna Field 
 
 
 
  

 
94. St. Teresa of Avila, Interior Castles, trans. Mirabai Starr (New York: Riverhead Books, 

2004),1662 
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Appendix 1 
 
Initial Survey Questions 
 

1.   Do you believe in a higher power? 
  
If yes, then please drop down to question 2. 
  
If no, then please drop down to question 6. 
  

2.   Do you currently consider yourself religious or spiritual? 
  

3.   Were you raised in organized religion? 
  

4.   Were you part of a faith community, and if so till how old? 
  

5.   Are you currently a part of a faith community? 
  

6.   Have you ever had to encounter a healthcare crisis either for yourself or a 
loved one? 

  
7.   Have you ever made the statement “OH MY GOD” in relation to a healthcare 
crisis either for you or a loved one? 

  
8.   Are you part of a community that shares the same belief you do (higher 
power)? 

  
9.   Does this shared belief community help support you? 

  
10. Were you raised in organized religion? 

  
10A. If yes, were you part of a faith community, and if so till how old? 
  
10B. If not, where do you find support for stressful times in your life? 
  
 
Would you be willing to tell your story more in depth and be recorded for research 
purposes? By accepting, there will be an informed consent form for us to go over and if 
you are comfortable, I will ask you to sign. Please understand that your story will be 
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used in my research findings and dissertation. You will be identified anonymously in 
my writings. If we cannot be face to face, then we can Zoom or Skype or speak by 
phone.  
  
If yes, please include your name and contact information and I will contact you directly.  
Many thanks! 
Donna 
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Appendix 2 

FICA TOOL 

The FICA Spiritual History Tool was developed by Dr. Christina Puchalski and a 
group of primary care physicians to help physicians and other healthcare professionals 
address spiritual issues with patients. Spiritual histories are taken as part of the regular 
history during an annual exam or new patient visit, but can also be taken as part of 
follow-up visits, as appropriate. The FICA tool serves as a guide for conversations in the 
clinical setting. 

The acronym FICA can help healthcare professionals structure questions in taking a 
spiritual history. 

F — Faith and Belief 

“Do you consider yourself spiritual or religious?” or “Is spirituality something 
important to you?” or “Do you have spiritual beliefs that help you cope with stress/ 
difficult times?” (Contextualize to reason for visit if it is not the routine history.)  

If the patient responds “No,” the healthcare provider might ask, “What gives your life 
meaning?” Sometimes patients respond with answers such as family, career, or nature. 

(The question of meaning should also be asked even if people answer yes to 
spirituality.) 

I — Importance 

“What importance does your spirituality have in your life? Has your spirituality 
influenced how you take care of yourself, your health? Does your spirituality influence 
you in your healthcare decision making? (e.g. advance directives, treatment, etc.)” 

C — Community 

“Are you part of a spiritual community? Communities such as churches, temples, and 
mosques, or a group of like-minded friends and family or yoga can serve as strong 
support systems for some patients.” Can explore further: “Is this of support to you and 
how? Is there a group of people you really love or who are important to you?” 
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A — Address in Care 

“How would you like me, your healthcare provider, to address these issues in your 
healthcare?” (With the newer models including diagnosis of spiritual distress, A also 
refers to the “Assessment and Plan” of patient spiritual distress or issues within a 
treatment or care plan.)95 

 

 

 

 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 
95. Christina Puchalski and Anna L. Romer, “Taking a Spiritual History Allows Clinicians to 

Understand Patients More Fully,” Journal of Palliative Medicine 3, no. 1 (Spring 2000): 129–137. 



 
 

 
 

112 

Appendix 3 

Spiritual Resilience and Health Consent Form, Rev. Donna Field 2019–2020 

· I........................................ voluntarily agree to participate in this qualitative 
research study.  

· I understand that even if I agree to participate now, I can withdraw at any time 
or refuse to answer any question without any consequences of any kind.  

· I understand that I can withdraw permission to use data from my interview 
within two weeks after the interview, in which case the material will be deleted.  

· I have had the purpose and nature of the study explained to me in writing and I 
have had the opportunity to ask questions about the study.  

· I understand that participation involves one survey and one or two interviews 
related to the research content.  

· I understand that I will not benefit directly from participating in this research.  

· I agree to my interview being audio recorded.  

· I understand that all information I provide for this study will be treated 
confidentially.  

· I understand that in any report on the results of this research, my identity will 
remain anonymous. This will be done by changing my name and disguising any 
details of my interview which may reveal my identity or the identity of people I 
speak about. 

· I understand that disguised extracts from my interview may be quoted in 
Donna Field’s dissertation and possible published papers.  

· I understand that signed consent forms and original audio recordings will be 
retained in Google.  

· I understand that under freedom of information legalization, I am entitled to 
access the information I have provided at any time while it is in storage as 
specified above.  
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· I understand that I am free to contact Donna Field at any time to seek further 
clarification and information.  

Donna Field, M.Div., BSN 

Western Theological Seminary, Holland MI 

Dr. Chuck DeGroat, Professor. WTS  

Signature of research participant _____________________________________ Date  

Signature of researcher ____________________________________________ Date 
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Appendix 4 

A Piece of My Mind — When You Come Into My Room  

When you come into my hospital room, you need to know the facts of my life 
that there is information not contained in my hospital chart 
that I am 40 years married, with 4 children and 4 grandchildren that I am “genetically 
Lutheran”... with gut disease, like Luther himself; 
that I am a professor 
that I teach teachers, priests, sisters how to nurture faith in the next generation 
that I love earthy sensuous life, beauty, travel, eating, drinking J&B scotch, the theater, 
opera, the Chicago Symphony, movies, all kinds, water skiing, tennis, running, walking, 
camping 
that I love loving, the wonder and awe of sexual intimacy 
that I enjoy gardening, smell of soil in misty rain and scorching sun 
that I have led a chronic illness group for 12 years  
 
When You come into my room, you need to know the losses of my life 
that I have Crohn’s disease and 3 small-bowel resections 
that I have been hospitalized more than a dozen times for partial bowel obstruction 
that I am chronically ill, and am seeking healing, not cure 
that my disease has narrowed my life, constricted it 
that I once fantasized but no longer dream about being president of Concordia or 
Mundelein College 
that I can no longer eat fresh salads or drink a glass of wine 
that I love teaching but sometimes have no energy left at the end of the day 
that my Crohn’s disease is active in the fall and spring, cyclically in tune with my work 
that when I was to give my presidential address to the Association of Professors and 
Researchers in Religious Education, I was in the hospital for surgery 
that when a colleague read my speech, I felt professionally diminished 
that I can travel only where there is modern technology ... I need fiberoptic intubation  
 
When You come into my room, you need to know my body 
that I am afraid of medical procedures done at night ... I awake fearfully to 10 feet of air 
in an IV tube ... I kink the tube and call ... nurses come quickly ... but I will not forget ... 
and my body remains sleepless in any hospital 
that I know the loss of 25 pounds, not recorded in my chart ... I had to beg for a 
subclavian catheter for additional nutrition before I received one 
that I am afraid of fifth-year residents ... they tell me if my intestine does not open in 4 
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more days, I will have to have another surgery ... information not helpful or useful 
that I am on Pentasa, prednisone, Bentyl, Questran, vitamin B12, Relafen ... more than 
20 pills each day ... if I remember 
that I hate rounds held outside my room, rounds that do not include nurses, my wife, 
my children, my pastor, or even me ... rounds done over me, around me, but not with 
me 
that this body seems battered, old, vulnerable, tired ... but still me that I live by 
medication that I live by technology that I live by waiting, in the eternal “advent 
season” of doctors’ offices  
 
When You come into my room, you need to know my heart 
that I am emotional ... a fully functioning feeling person 
that I am afraid of the NG tube, sometimes wrapped in my mouth, clogged 
that I fear surgery, each time that I once felt I could not breathe in recovery  
that I fear awakening from surgery with an ostomy 
that with each partial obstruction I am anxious about another surgery 
that I have lost confidence in my body 
that I experience sadness and depression more often now than before the disease 
that many persons chronically ill consider suicide, I am one of them that the advent of 
symptoms is scary and debilitating 
that I am angry at life’s unfairness: my brother, older, eats too much, drinks too much, 
plays too much and is healthy, always healthy so too my wife and it seems also my 
colleagues ... like I once was but am no longer, ever 
that I worry about the future ... insurance 
that I am anxious about aging and how I will cope 
that I long for one perfect day, only one symptom-free 24 hours 
that I lust for remission 
that being sick is narcissistic, boring, dull, painful 
that there are times I want to give up  
 
When You come into my room, you need to know my mind and my spirit 
that I seek meaning in suffering that suffering is the nudge to the religious question 
that I have faith and lose it that I cling to my faith in spite of all evidence opposite 
that I am trapped by the struggle for meaning yet engaged by it that I am slowly 
coming to believe that meaning is what we bring to suffering, not what we gain from it 
that God, faith, meaning, ultimate concern, love, salvation are the being of my being 
that I struggle with God that Job was more just than God that in my religious quest 
words are important, music is a mirror to my soul, and Eucharist, the stuff of mystery 
that I believe deeply that I need to engage suffering 
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that disease forces the God question and nurtures the Godless response that illness 
focuses the issue of death  
 
When You come into my room, you need to sustain my hope You need to know 
that I believe love wins over hate, hope over despair, life over death that I hope against 
hope that I pray and believe prayer heals 
that some days I am able to make meaning of suffering 
that I am more gentle, more compassionate, better with dying, more loving, more 
sensitive, deeper in grief and in joy 
Sit at my “mourning bench” if you are my physician listen to me, talk truthfully to me 
you need to know all this if you want to heal me 
And bear my rage about my disease that I will never be cured 
that my daughter has Crohn’s disease and is only 33 years old that she too has had her 
first surgery and lives with many of my feelings and I am angry and sad 
And support my hope that tomorrow there may be new medicines that today you care 
deeply that you will do your best  
 
When you come into my hospital room,  
promise me presence 
promise me a healing partnership keep hope alive 
it is all I have.96  
 

 

  

 
96. Stephen A. Schmidt, “A Piece of My Mind: When You Come into My Room,” JAMA 276, no. 7 

(August 1996): 512, https://doi.org/10.1001/jama.1996.03540070008002. 
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