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Abstract

Medical-rebabilitation institutes and hospitals treat survivors of major illnesses, accidental injuyies, and
domestic or urban violence. Patients ave not bospitalized in hopes of a cure, but rather to leari how to adapt

to permanent, major bodily change. They learn a whole set of cultural rules governing the conduct of changed
bodies. Discourse on spirituality and religion plays an important vole in everyday life of this social universe
shared by staff and patients, raising questions about whether staff and patient needs are addyessed in ways
facilitating patient re-entry into family and community life. One finding is that, in contrast to acute care
hospital life, visits by a patient’s clergy or lay ministers varely occurred, but that spivituality is a major staff and
patient concern. This paucity of clergy visits and acquaintance visits from patients’ congregations or parishes at
this critical time in patient life became apparent when a Protestant minister was admitted to the brain injury
unit and congregation members visited him daily. His visitors then extended their visits to other patients on the
unit who were lonely or who had no visitors. This article also looks at staff reaction to patients’ declarations

of spiritual rebirth that patients in interviews claim to bave experienced during the medical-vehabilitation

p?‘OCBSS.

Introduction

uring the six- to twenty-week period

when post-acute care patients reside in

a medical-rehabilitation hospital,
patients encounter a plethora of ongoing cul-
tural factors present within such an institute’s
social universe that are an integral part of
patient and staff work and life. For instance,
medical rehabilitation is one specialty where
patient activity in treatment is required and
regarded as work. Cultural factors directly and
indirectly affect what happens during a patient’s
stay and, ultimately, a patient’s successful sur-
vival after discharge. This article reports ethno-
graphic results of studying what I call the The
Body Shop hospital (Pawlowski 2001) and identi-
fies salient aspects of spirituality and religious
life as experienced by patients and staffers.

An Intimate Picture

Several recurrent elements emerged from a
content analysis of 88 interview transcripts and
field notes to provide an intimate picture of this
institution’s patient and stafflife. The scudy
included an examination of texts found in archi-
val material from the institute’s history collec-
tion. Personal papers, publications, and other
documents all contribured to the study. Also
analyzed was a three-year daily log from a medi-
tation room thar staffers and patients filled with
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scribbled comments, prayers, and prayer
requests.

Emergent were the following:

1. the common experience of both patient
treatment and staff work as a growth and
maturation process;

2. the intrusion of urban social problems
into staff and patient life;

3. the significance of medical, occupational,
and organizational work and treatment
routines as social rituals that give struc-
ture, meaning, and coherence to staff work
and life; and

4, the role of spirituality and religion as an
important aspect of the lives of patients
and staffers.

This article examines only this fourth ele-
ment, the spirituality of religious life. I found
that medical, occuparional, and organizational
work routines and rituals give structure, mean-
ing, and coherence to cooperative efforts of
patient and staff working and living together.
The element of spirituality is particularly serik-
ing because of how it emerged. Spirituality was
not included in the study’s broad specific aims
fest it presumably detract from the prime medi-
cal and occupational focus of a Body Shop por-
trait. Questions about spirituality and religious
life were not incorporated into interview proto-
cols, and yet study participants seemed to inter-
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ject spirituality into interviews and informal
discussions whenever possible,

Anthropological holism supports the impor-
tance of this article. Spirituality of course is part
of a holistic approach, especially in a setting
where individuals are dealing with often radi-
cally life-altering events. Spirituality is what the
participants and data showed so strongly. Aca-
demics it seems, and I obviously include myself
hete, often miss important variables in our
research designs.

Spirituality: Operational Definition

In the context of this article, the term spir-
ituality will be operationally defined to include
actions or discourse concerning relationships
with a deity or supernatural greater power. These
actions or discourse include prayers, the topics of
praying, and study participants’ expressions of
moral or ethical concerns. The term spiriguality,
for the purposes of this article, also includes
religious and philosophical questions as raised
by study participants. In interviews and other
spontaneously and naturally occurring discouise,
they reflect on their own or others” actions and
motivations that they perceived to be an unques-
tioned or unchallenged part of daily Body Shop
staff and patient work life.

Spirituality emerged in the context of
patients and medical-rehabilitation staffers
finding, comprehending, and articulating mean-
ings for the life-altering events or illnesses that
bring patients to rehabilitation, Spirituality
emerged during the interview process as patients
and staffers offered reflections on lessons they
felt they learned in the course of their shared
daily life. Among these was the view that patient
activity is physical work, that it involves learning
to physically adapt to a changed body, and that
life in such a place means working while watch-
ing one’s peers work, be they fellow patients or
paid co-workers. Both patients and staffers work
along side one another in common areas such as
gyms or nursing stations where staffers and
patients engage in easy, informal conversation.
Here lines separating patients and staffers blur
in pursuit of a common goal.

Openly and freely, staffers frequently spoke
about their work lives and the personal changes
they, too, felt they had undergone once they
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began working in a rehabilitation setting. This
staff discourse was remarkably similar to the
manner in which their patients talked about the
personal changes they felt had occurred in their
lives as they were working during this uncertain
period of preparation and cultural re-orientation
for their new lives. Both patients and staffers
spoke of medical-rehabilitation work as a time of
rebirth, and as a God-given second chance to
reform from past indiscretions.

The Body Shop’s Cultural History

The ethnographic fieldwork that is the basis
for this article occurred from 1993 through 1995
in an eight-story, urban medical-rehabilitation
hospital, or institute, as these establishments are
traditionally identified. Throughout this article
the institute is called The Body Shop in order to
preserve the confidentiality of patients, staffers,
their families and all study participants.

The Body Shop was founded in 1951 with
the active participation of a group of local and
regional health department officials. At the
height of a major polio epidemic, this group
recruited the region’s leading philanthropists
and industry leaders to build a special rehabilita-
tion facility to serve young adults now recovering
after lengthy confinement in iron lungs. As these
polio patients recovered, many needed to relearn
to walk and to perform other basic life tasks.

To provide a setting for this work, Body Shop
founders used a pre-existing, small but highly
regarded, holistic physical therapy institution as
a model. Leading polio physicians, nurses, physi-
cal therapists, and expert craftsmen fashioned
braces. Rehabilitation theory at the time
required recovering patients to reside in insti-
tutes such as The Body Shop during recovery,
usually for six months or longer. During this
time, they underwent arduous, eight-hour days
filled with physical and occupational therapy
during which they learned to use braces and
assistive devices invented and custom made by
Body Shop staff. Records and personal recollec-
tions revealed that many Body Shop staff pio-
neered in what would become known as the field
of orthotics, the specialty of treating ineffective
muscles, bones, and joints with braces. These
specialists were also polio survivors who contin-
ued to work at The Body Shop until retirement.
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The goal of The Body Shop at the time of the
polio epidemic was to return as many individu-
als as possible to their home communities where
they could live and possibly rejoin the workforce.

After the polio epidemic subsided, The Body
Shop and institutes like it adapted over time to
meet changing needs of urban populations
seeking help with new types of disabilities
incurred in work, recreational, and traffic-related
accidents. Research and financial pressures cut
patient stays to days and weeks instead of
months. Suburban hospitals built their own
small but profitable multi-purpose rehabilitation
units that complied with regulations determined
by Medicare, Medicaid, and private insurance
corporations. In competition, The Body Shop
furcher cut patient stays.

Although at the time of the study it was
licensed for 155 beds, the daily patient census
showed that The Body Shop was consistently
below capacity, usually averaging 100 patients or
less. Higher admission rates occurred during the
warmet weather months when rates peak for
boating injuries and other outdoor sports acci-
dents and from instances of urban violence.
Informally, in-patient nursing staff often wryly
commented that they could gauge how much
overtime they would work in the weeks and
months to come by watching the evening televi-
sion news reports, Still, the daily census contin-
ued to fail to meet expectations. And by the time
of the follow-up period described below, under-
populated portions of units were closed and
darkened. Patients were discharged, and nurses
and aides laid off.

Patients, whose average stay at the time of
the study was approximately 19 days, were
admitted to one of four specialty units—spinal
cord; brain injury; stroke / geriatrics; and ampu-
tations, which included hip or knee replace-
ments. The Body Shop also admitted patients
requiring long-term hospitalizations for major
illnesses including cancer. At the time of the
study, The Body Shop annually admitted a total
of 2,000 in-patients to its urban site while also
serving an additional 7,505 out-patients at this
and its two distant but expanding suburban
satellites. The urban site alone employed a paid
staff of 600 (Smith 1994}, including 15 board-
certified physiatrists, who are physicians special-
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izing in physical medicine and rehabilitation. In
addition, a volunteer corps of 250 unpaid work-
ers donated 22,000 hours of service annually
(Body Shop Annual Report, June 1995).

The Body Shop has changed. During the
study, Body Shop administracors laid the
groundwork for much needed facility upgrades,
such as eliminating unpopular and impersonal
polio-era four to six bed wards in favor of double
rooms. The number of private rooms grew. Some
traditional hospital patient rooms were con-
verted to apartment-like suites to give patients
neat discharge a chance to practice, with help
and supervision, for the reality of life on their
own once again. These badly needed changes
began at the study’s end, when the patient popu-
lation was declining. It would be five years before
major construction and renovation occurred.

Methodology

This study grew out of an NIH-funded pre-
doctoral training fellowship in physical medicine
and rehabilitation designed to train social scien-
tists and allied healch professionals in research
methods in medical rehabilitation. The National
Institutes of Health (NIH) granted special per-
mission for an anthropologist to participate in
the program, and both The Body Shop and the
National Institutes of Health approved an ethno-
graphic study as the research activity. Following
the approval of Wayne State University’s Human
Investigation Committee and Institutional
Review Board, Aeldwork commenced in 1993 and
endured through 1995.

The approved research design and methodol-
ogy included informal participant observations
in semi-public, pass-through areas such as wait-
ing rooms, communal recreation rooms, and
open physical and occupational therapy areas.
Also, I as the researcher took copious notes while
attending weekly lectures, Grand Rounds, staff
training functions, and seminars held for all
medical staff, allied health professionals, and
those serving internships and residencies.
Because it is a teaching institution affiliated
with a major medical center and university,
attendance at these scheduled events was manda-
rory for many interns, residents and students.
This cohort of professionals in training resem-
bled patients in that the time they spent at The
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Body Shop meant that, together with the
patients, they engaged in a joint apprenticeship.
The mix blended the work setting’s socialization
and learning processes that are required prior to
both the individual patient’s and the profession-
al’s entry into lives that would be new and differ-
ent from what they had once known.

Life at The Body Shop for its own staff as
well as any refated allied health professional staff
working in its home medical center included a
unique obligation. In addition to work and
educational requirements, all staff were asked via
public address system announcements to accept
invitations to attend a variety of late afternoon
and evening recreational therapy activities with
patients and their families that included infor-
mational and outreach sessions and publicity
events. Supervisors told staffers that cheir pres-
ence showed support for patients. These events
became part of a parallel cycle of mandatory
hospital, unit, and departmental programs and
meetings that began and ended with a celebra-
tory Rehabilitation Week at the start of the
academic year each fall. Consequently, atten-
dance at staff and patient events was included as
part of my research activities along with partici-
pation in the medical staff activities such as
Journal Club and weekly Research Department
seminars. The final research design also included
two periods of structured observations during
afternoon and nighe shifts on cthe Spinal Cord
and Brain Injury Units to supplement informal
ongoing observations on both of those units.

Besides the plethora of observational notes,
field notes, and archival data, the study yielded a
total of 88 interviews. Specifically there were 52
tape-recorded interviews of patients and staffers
conducted during a two-year period of ethno-
graphic study that began in 1993 and ended in
October 1995. This original interview population
included 28 full or part time staffers (54 per-
cent), three retirees (6 percent), five former
patients who regularly volunteered time and
services (10 percent), and 16 patients (30 per-
cent}. In the following six months, from Novem-
ber 1995 through May 1996, Body Shop adminis-
trators allowed further interviews of staff during
scheduled appointments. These interviews
allowed the study to focus on staff. When they
were completed, the interview population
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included the full array of occupations found at
The Body Shop. At the highest hierarchical level,
The Body Shop’s chief executive officer (CEO) as
well as other managers allowed a “study-up”
focus that included rank and file personnel
down to the housekeeping aides and attendants
at the lowest employee levels. Staff occupations
in the study population included all manage-
ment and supervisory levels, physicians, admin-
istratots, secretarial and unic clerks, rank and
file nurses and physical, occupational, and psy-
chological therapists. These 36 interviews con-
cluded the research. In all, the 88 staff interviews
contained an inventory of 64 staff (73 percent),
three retirees (3 percent), five former-patient
volunteers (6 percent), and the 16 patients (18
percent). Signed, informed consent was obtained
from all participants in specific observations or
interviews at all cimes.

Defining Medical Rehabilitation and
Its Patient Population

Medical rehabilitation is the one medical
specialty that attempts to offset physical and
cognitive changes in bodily function by teaching
patients how to care for their new bodies and by
retraining patients to use those altered bodies in
new and different ways, incorporating, when
needed, assistive devices or artificial limbs.
Patients enter medical rehabilitation in- or out-
patient programs after discharge from acure care
hospitals to learn to adapt to bodily changes
caused by debilirating illness, strokes, amputa-
tions, accidental injury, or urban or domestic
violence. Staff with acute care experience prior to
Body Shop work reported that potential rehabili-
tation patients were often a carefully screened
and constituted a selected “chosen few.” This
situation could have added a mythical quality to
the spiritual context of a place where both staff
and patients might have considered themselves
as a select group.

Unlike other biomedical specialties, medical
rehabilitation promises no cures. Instead, the
rask of medical rehabilitation is to assist patients
who must relearn simple, basic life skills: swal-
lowing, eating, speaking, sitting, toileting, dress-
ing, and walking. J. Madorsky and Corbett
Madorsky (1995:61) explain that rehabilitation
retrains, educates, and empowers people with
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newly acquired disabilities to develop expertise
in the use and care of their bodies—a task that
no other medical specialty focuses on in this
maner.

In the brief time spent in acute settings,
especially with insurance-mandated shortened
stays seeing patients discharged “quicker and
sicker,” patients and their families have lictle
chance to address the reality of the irreversibility
of bodily or cognitive changes. Nursing and
allied health staff report that, in their experience
while working in other rehabilitation units and
institutes as well as The Body Shop, they encoun-
ter many patients, regardless of injury, who
believe that they will walk out of rehabilitation
on their own, fully restored. True, some patients
defy all odds and astonish staff with their
achievements. But staff must help most patients
and their families realize that a good outcome
actually means nothing more than full accep-
tance and adapraction to their new bodily and
cultural seatus,

During the comparatively longer stays, some

insurance plans still allow for the medical reha-
bilitation process. Here patients have the luxury
of the time, special facilities and services of
trained staff to help them learn to adapt to
physical changes. They often make needed psy-
chological and cultural shifts of self-perception
that will facilitate their survival after discharge
into family and community life. In short, reha-
bilitation treats the effects on both body and
psyche of the types of injury, chronic conditions,
and disabilities that Sue Estroff characterizes
(1993} as “I am” conditions. These are conditions
that are highly disruptive of, and often involved
with, cognition and the perceived self. Rehabili-
tation, then, is a period of time when, as Sue
Estroff says, patients and their real or fictive kin
may re-construct their world around the new
reality of quadriplegia, paraplegia, or the irre-
placeable loss of cognitive function,

During this time period, the very nature of
inpatient medical rehabilitation work of
patients, staff, and supportive family or signifi-
cant others fosters self-assessment and deep
personal reflection. In rehabilitacion, all pre-
tenses are stripped away or left behind. Patients,
in the presence of others with similar conditions,
confront the tangible reality of their basic beliefs
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and values about their bodies and ability levels as
well as beliefs about their social universe,

The Moral Mandate of Rehabilitation

The idea of rehabilitation resonates with
basic philosophical ideals prevalent in Western
culture {Scherer 1993; Murphy 1987). These
include notions about the potential for individ-
ual development and change (Stein 1979) and
resistance in the face of adversity (Stein 1979).
They also include the ethos of individual achieve-
ment and mobility (Gritzer and Arluke 1985;
Murphy 1987; Scheer and Luborsky 1991; Lubor-
sky and Pawlowski manuscript) and the concept
of body as a repairable machine (Hobbes 1950;
Sahlins 1976, 1995; Scherer 1993),

The dark side of this moral mandateis a
negative view of the disabled body dating back to
the Greek philosophers Plato and Aristotle. The
chronically ill, infirm, and disabled are per-
ceived, like females, to be something less than
fully human. Augustine says so repeatedly in his
much-cited work, City of God. Disability can be
seen as evidence of God’s punishment for evil,
and therefore as evidence of an individual’s sin or
guilt. (Goffman 1986; Pagels 1989; 1994).

Medical Routines as Social Rituals

The backdrop or cultural context of spiritu-
ality in this highly specialized setting, then,
includes both cultural pressure and a spiritually
laden moral mandate to undergo rehabilication
before reentering family and community life.
This cultural pressure is coupled with the reli-
gion-like culture of scientific medicine and in-
patient medical facilities that utilize daily medi-
cal routines operating as institutional social
rituals utilized to maintain patient-staff work
order. On in-patient units in a rehabilitation
institute just as in an acute care hospital, medi-
cal routines provide a ritual context that con-
tain, encapsulate, and define patient-staff inter-
action {(Mattingly 1998). Staff members reporta
sense of unchanging timelessness and continuity
that marks their work world. One nurse, ending
a 16 hour shift said, “You loose track of the real
world here. On patient floors, it feels like time
outside of ordinary time. It’s just like when you
are in church.”

In-patient unit life is punctuated by highly
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stylized interactions surrounding structured and
prescribed cycles of work routines such as nurses
and aides waking, washing and otherwise pre-
paring patients for the day’s cycle. Life for
patients consists of schedules filled with a pro-
gression of feeding groups or treatments and
psychological, occupational and physical thera-
pies. In addition, aides’ and nurses’ processions
into wards and rooms to take and record vital
signs, to turn the paralyzed to prevent bedsores,
and to toilet others mark time’s passage more
than any clock,

These interactions are a part of a repeated
cycle of fixed social actions fitting Rappaport’s
definition of ritual as a set of words and actions,
performed in exact sequence, not encoded by the
performer (Rappaport, 1979). Added to this
definition might be a verbalized or other acknowl-
edgment by the performer of the ritual aspects of
this behavior. One night shift nurse’s comments
show the power of these actions as ritual:

Some of what we do when we take vital signs
could be changed or streamlined. We've tried,
but we’ve never been able to make those
changes. Nutses want to do things in a cer-
tain way. And they get upset if we ask them
to change.

In this context small, ordinary aspects of life
assume greater symbolic importance then they
would if these actions occurred in any other
setting. Also, there is an unspoken agenda that
may help explain nurses’ compliance with hospi-
tal rules. The rituals’ meaning involves a “do-as-I
do” repetitious demonstration and giving of
examples to patients to reinforce nurses’ expecta-
tions that patients comply with demands that
the unit and medical rehabilitation process
exacts from patients. For example, there are
demands for attendance at therapies, participa-
tion in unit and institutional social life, and
continued interactions with staff during which
new social rules and roles (with staff who may
also be learning new rules and roles) are tested
and rehearsed chroughout a patient’s stay.
Nurses, doctors, and aides teach compliance
to institutional ricuals by using and adhering to
an unquestioned canon of institutional and
social rituals. Additionally, staff may, by their
own mental and physical compliance and sub-
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mission to a hospital’s or institute’s rituals and
subroutines, provide patients with their own
bodily example, their own model that allows
patients to learn the meaning and rewards of
compliance. Patients’ own casual participant
observation of staff work and life is thus used to
teach patients the meaning of compliance and
importance of submission and adherence toa
new way of life. Once released from rehabilita-
tion, though, patient independence will include
adherence to a regimen of treatment honed
daring instruction in body care designed to
enhance future quality of life. Non-compliance
could mean less than the quality of life that
could be achieved through compliance.

Highly ritvalized behaviors, matched with
similar communication patterns between
patients and staff that have been studied by
anthropological linguists, are evident as each
shift cransfers responsibility for its charges to
their colleagues on subsequent shifts, the next
links in a care chain, during the ritual known as
report. Report is an inter-shift staff meeting
usually held in a conference-type room in the
reat of the nursing station and only attended by
nurses and aides. This round table, closed-door
discussion includes transmission of information
that is not always recorded in medical records
and can incorporate a nurse’s or aide’s views on a
patient’s progress or lack thereof, and of the non-
routine details and tales of unit life including
relationships with family members or physicians.
Following report, each new batch of nurses and
aides repeats in decail their predecessors’ actions,
that is, they take and record vital signs, adminis-
ter medications, conduct bowel and bladder
training, procure supplies and medications,
assist with meals and-—on assigned days—permit
or supervise patient showers or baths,

Staff Spirituality

This highly ricualized setting nurtures, in
some patients and staff, a distinct sense of spiri-
tuality. Unlike acute care hospitals, no structure
exists to accommodate customary flocks of
priests, rabbis, and ministers who descend on
hospital-bound patients. In face, during field
work, clergy visits were so rare or unusual that
their absence was not readily apparent. In acute
care hospitals, on the other hand, pastoral visits
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ate such a part of the day-to-day routine that
admissions departments print out patient lists
indicating consenting patients’ religious prefer-
ence and room numbers for use by visiting clergy.
At no time during field work was such a list ever
in evidence. This striking contrast, and the
realization thata routine important in similar
institutions was missing, only became apparent
when a male Protestant minister was admitced
to the brain injury unit following an accident in
which the minister was permanently injured
while saving a passerby’s life,

Each evening after supper, steady streams of
members of his congregation trickled onto the
unit, showering him with gifts and treats.
Within a few days, though, congregation mem-
bers also began bringing fresh fruit and other
small, allowable treats approved by the nurses to
other patients, especially those whose families
were exhausted and no longer came for a daily
visit, A small choir put on an enthusiastic, infor-
mal performance of gospel songs in the dining
room for all patients and staff one evening dui-
ing visiting hours.

Instead of seeming pleased, however, unit
nursing staff reacted in a manner unexpected to
me. Nurses behaved in nearly the same fashion as
they had on other evenings when a supetvisor
ordered them to perform chores in addition to
their normal duties, or on another occasion to
stay and work late without overtime pay. Unit
nurses and aides remained stiff and aloof during
the concert and later as the congregation visitors
fanned out to see neglected patients, It was
almost as if staffers were angry about the atten-
tion their charges were receiving, Some staffers
retreated to the nursing station chart room, with
their faces and bodies turned away from the
activity, ignoring food laid out for them, No
slices of cake or tidbirs slipped back to the chart
room this night.

When asked why the staff seemed so
unhappy, one aide explained that she felc her co-
workers were upset because it reminded her and
the other staff of another side to patient evening
and weekend visiting hours. Over time, the aide
explained, unic staff cared for many elderly
patients. According to the aide, later confirmed
by a nurse, time and again during the late after-
noon and evening hours when visitors are
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expected, elderly patients remain alone. Accord-
ing to the nurse and aide, patients often cried
when nurses and aides on duty came to tend to
them. According to the staff, the elderly patients
complained that when they had been healthier
and physically able, they spent years contributing
money and hours of volunteer work and time to
their churches and congregations. These eldetly
patients, who were often widows, the aide
reported, in turn then were often neglected by
their church during their Body Shop stay when
they needed help and encouragement. Many
never had visitors from their churches—although
one occupational therapist reported working
with a church group that did take an active role
in some patients’ therapies. According to the
aides and unit nurses, they felt that some
patients are often forgotten by ministers and
congregation members once they have survived a
crisis, been discharged from acure care, and
entered rehabilitation. Seeing this congregation’s
visits and lavish attention on other patients thus
upset some of the unit staff who recalled the
time that they had spent, and would spend in the
weeks to come, with less fortunate and lonelier
patients,

Rituals and Spirituality in the
Social Universe of the Staff

Evidence of staff concerns about issues
related to spirituality continually appears in
public events and places. Unit, departmental,
and Grand Round discussions address ethical
issues on a regular basis, usually at the request of
staff. Fundamencalist Christian religious bro-
chures are openly displayed in lobbies and wait-
ing rooms, found at rables in the cafeteria and
patient lounges, and are replenished on a regular
basis by anonymous staff. Nursing and dietary
aides liberally sprinkle informal conversations
during meals or bodily care with religious and
scriptural references, mentions of faith and the
efficacy of prayers, and belief in a loving and
caring God. Not all patients welcome this kind
of discourse. Some patients seemed to view this
as unwelcome evangelization or preaching and
an intrusion into a private area of self that
patients would prefer remain undisturbed. The
result was deteriorating patient-staff communi-
cation leading to friction and conflict that occa-
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sionally resulted in a patient’s premature dis-
charge. One patient, for instance, openly
regarded by staff as uncooperative and hostile,
reported her annoyance and complaints about
the religious talk of staffers. This patient said:

I am going to get kicked out of my psychol-
ogy group therapy session for saying this, but
I am sick of hearing about religion. I am tired
of hearing that ‘God loves me.” Bvery word
they say is: “God loves you. God’s going to
take care of you.” And I think, “Why didn’t
he? What am I doing here if God loves me
and is taking care of me? I am ready to walk
out of group therapy because it’s hard to deal
with some one else’s spirituality and values
when you have your own problems.”

There were exceptions to the absence of
clergy. Throughout field work, each Sunday
morning two young, African American women
volunteers arrived at the Body Shop to preside
over an hour-long nondenominational service
that was open to all. The service was held in one
of the large, bright and airy patient dining
rooms, often in the Brain Injury Unit. These two
ministering women left when their service ended.
The service itself consisted of scripture reading,
commentary, songs, and personal stories from
the ministers and the patients. As if to illustrate
the integration of medical and spiritual rituals
dominating staff life, the unstoppable medical
rituals overran even this brief service. The steady
stream of nurses and aides that usually ran
through patient rooms was diverted, now con-
tinuing its trickling flow in and out of the dining
room service as they administered medications,
tubal feedings, measured and recorded patients’
vital signs while patients prayed or sang.

Also, The Body Shop employed an elderly
nun as chaplain during the Monday-through-
Friday work week. She worked the day and part
of some afternoon shifts and maintained an
office and a non-denominational prayer and
meditation room that was open while she was in
the building. Sister reported that her goal was to
visit each patient at least once during his or her
stay. However, Sister Chaplain usually left the
building shortly after the 5 p.m. when dinner
trays were delivered to the patient floors unless
there was an administration or medical staff
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reception, Board of Directors meeting, or other
formal event. Her leaving at § p.m. meant that
she was not there during nights and on the week-
ends. The needs of patients nearing their dis-
charge who were prepared for home leaves and
those of the remaining, newly admitted and
unsettled patients fell on the shoulders of a
different group of nurses and aides who may
have never had contact with Sister Chaplain.
This group of staff worked the busy afternoon
and skeletal night nursing shifts. In interviews,
Sister Chaplain said that she recalled holding
lengthy telephone conversations with patients in
crisis at night only four or five times per year in
her 16 years of work at the Body Shop.

Much of Sister Chaplain’s time and energy
was devoted to ministering to staff rather than
to patients. This ministerial tactic is regarded as
an innovative and much-needed approach to
meeting staff needs for personal and spiritual
support in work that can be emotionally drain-
ing. Working in an unstructured position, Sister
Chaplain was free to sit on employee activity
committees and administrative boards, often as
a staff advocate in chis non-union facility. She
spoke at New Staff Orientation, at Resident
Qrientation, adminiserative [unctions, and at
those activities planned to reduce staff stress.

Describing her work, Sister Chaplain
reported in interviews with me that her routine
is to start her daily morning rounds first by
talking to top level administrators and their
staff, as they are located in offices on the build-
ing’s uppermost floors. Next, she travels down
through the building’s lower floors and hierar-
chical levels, ralking to physicians, secretaries,
therapists and then to patients in gyms and
hallways and sometimes to aides. She stops at
nursing stations on in-patient units not just to
find out the room numbers of patients request-
ing a miniscerial visit, but also to talk to unit
staff about their personal needs and concerns,
their illnesses, and the problems they face in
and out of the workplace.

Given the inevitable emergency (Emergency
Code Blue when someone is at immediate risk of
dying), Sister Chaplain hovers in the hall waiting
to see what her role in this erisis will be. However,
as a United States Catholic nun, she adheres to
her church’s institutional rules and cannot
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administer Last Rites or hear sacramental con-
fessions, Still, she encourages and consoles staff
in resuscitation actempts before accompanying
patient and family to the emergency room of the
adjacent acute care trauma center and hospital.

Sister Chaplain said that she defines her job
as serving both as a guide and as a witness to
individual patient’s and staffer’s search for inner
faith, regardless of their affiliation to a religious
group. She reported seeing anguish in church-
going patients and their families as they fought
to come to terms with their physical changes.
Sister reported that these patients and their
family members often told her that they felt
betrayed by God, by circumstances, and by resul-
tant bodily failure. They asked her, sometimes
repeatedly: “Why me?” “Why the accident?”
“Why the stroke?” “Why the illness?” After all,
Sister Chaplain reported, the patients and their
families told her that they went to church regu-
larly. They said that they lived a good life before
their traumatic accident or illness. Only now,
instead of the good fortune and peace they felt
they deserved as a reward for faithfulness to
God, they found themselves facing uncertain
and painful futures.

According to Sister Chaplain, she frequently
observed male patients and members of specific
ethnic groups. These were ones whose world and
religious views of disability, illness, and injury
were such that they as patients were almost
frozen into inaction and unable to take part in
any of the recommended therapies or treatments
offered to them. Uncooperative patients are
usually quickly discharged to make room for
compliant patients who are willing to work. On
occasion, reluctane patients could be seen sicting
head down and motionless in wheelchairs in the
hallways outside cheir rooms, parked their by
staff hoping that they would participate in ther-
apy after watching staff and other patients, and
listening to their hopeful talk. But these indi-
viduals had been well taught, in the context of
their denomination’s religious instruction, that
sickness and illness were signs of their own
sinfulness and of Ged’s punishment—even when
they were innocent, so to speak, and had done
nothing wrong to contribute to their injury.
Sister also reported counseling patients who told
her they were injured in drug or alcohol related
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activities or because they acted recklessly or
engaged in high risk behavior. In rehabilitation,
these patients had to cope with guilt layered atop
physical problems.

Reflecting on encounters with patients, Sister
Chaplain said,

Patients say to me that they have never
spent this much time alone with themselves,
thinking about their bodies or their souls,
My contention is that if you accept your
body, you accept your whole being that God
created you as. You might not like the way
that some of it looks. I have to look at my
face and say: I am me. I am the face of God.
Nobody else has that image of God. You see,
that’s how the face of God is revealed.

Sister Chaplain’s observation that rehabili-
tation is a time of reflection is borne out in ail of
the patient interviews that occurred during my
study. Patients spoke about how they fele that
God was giving them a second chance to correct
some of the things that they had done wrong in
their lives. These patients reported feeling that
now that they had been given a rare second chance
and could end old patterns of alcohol or drug
abuse or stop engaging in the recklessness and
risky behavior that had so affected cheir lives.

On the other hand, one doctor, a unit
head, discounted patients’ conversion stories
and claims of reform because every day he treats,
on one unit, both perpetrators and victims of
violence, including some repeater survivors of
street violence. In addition, like other staffers,
he has heard through news reports and from
individuals, of the sad fate of some former
patients. He has few illusions about conversion
stories, saying:

I don’t trust people who say, “Now my life

is different.” People who say that they are
going to use rehabilitation as an opportunity
to change their life ... cthere is too much for
them to learn when they leave. ... 'm not
impressed by people who have an epiphany
while they are here and then claim to look
at the world in a new light. It just doesn’t
happen that way. But we do have people who
draw strength from their religion while they
are here,
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My final interviews were on the Brain Injury
Unit and may confirm this doctor’s opinions.
Late in the research, at a point when I had nearly
stopped gathering data, one of the night nurses
suggested that [ pay attention to what was going
on with three young adult patients on the Brain
Injury Unit, The three often spent a considerable
amount of time together after dinner. One patient
was an 18-year-old woman who, later in a taped
interview, told me how she ran away from a foster
home for single mothers with a friend. That night,
the pair ended their day at a drug house. The
young women decided to spend the night there
because they had nowhere else to go. After the
two fell asleep, the house was attacked. The
patient’s friend and all but one other person in
the house were killed. Wounded and left for dead,
this young woman crawled out of a broken win-
dow and escaped with her life.

On the unit, after many counseling sessions,
she said she wanted to go home to once again
care for the baby she had left behind. She talked
for a long time. On the audiotape, in a high-
pitched, excited voice, she talks repeatedly about
how she feels that God saved her. All seems well,
and the recurrent theme in the final portions
of the interview is her hope and firm intent to
change, to take advantage of this so-called
second chance.

The next morning after our interview, I
went to ask her a follow-up question. But she
was gone. On her white metal night-stand, her
small treasures and pictures still sat waiting.
New clothes criss-crossed her unmade bed and
hung in her open closet. She had run away from
the Body Shop, not by walking out a door with
her belongings, but by jumping off a second floor
patio balcony with nothing buc the clothes on
her back and nowhere to go. Her friend said that
she ran off because she did not want to return to
foster care, Although she might not have wanted
to return to foster care and she still may have
wanted to care for her baby, her irresponsible
behavior seemingly precluded the latter. Demon-
strated responsibility would presumably be the
agent of change.

That night, I interviewed the woman she
befriended on the unit, Angie (not her real
name). This would be my last patient interview.
Angie said she did not want to end up like her
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friend, out on the streets running with no hope
and no help and no one to turn to and no place
to go. In her interview, Angie also talked about
her own three small children, aged eight and six
years, and five months. Angie said that she was
admitted to The Body Shop because she had
been beaten with a baseball bat, robbed, and left
for dead. Someone found her and called che
police, so she survived. Angie emerged from a
coma after six days in an acute care hospital, and
said that she felt that God had spared her life so
that she could return home and care for her
children. She spoke at length about how she felt
that Body Shop nursing and counseling staff
taught her to love herself, to save herself, so that
she, in turn, could return home and to love and
care for her children once again.

My fellowship and on-site field work ended a
few days later, before Angie’s discharge. Afrer all
those long talks, we had a cheerful and hopeful
good-bye. I packed up the books, notes, interview
tapes and other material from my cabinets and
desk in the corner of a large physical therapy
faboratory on that Brain Injury Unit that had
been my workplace for 50 to 60 hours a week for
the past two years. A month later, I began a final
comprehensive round of follow-up staff inter-
views. After one appointment, a nurse I knew saw
me in a hallway and invited me to stop by fora
visit. Before leaving the building, I stopped at the
Brain Injury Unit nursing station to char with
some of the nurses who had befriended me dur-
ing my research stay. After talking for a time,
one nurse pulled me aside and asked

Do you remember the very last woman you
interviewed before you Jeft? Angie? Did you
hear? She dido’t make it. She was found dead
in the middle of a vacant lot. Drug overdose,
I hear,

Apparently, at least in Angie’s case, the doc-
tor was correct in his assessment of the unlikeli-
hood of spiritual rebirth and change.

Conclusions

Anthropologists need to examine questions
raised by patients and staffers in in-patient
institutions, such as I studied, and in the more
common out-patient rehabilitation hospitals and
institutes as well as in veterans’ hospitals. Erving

Vol. 26, Ne. 2, Fall 2006 115




Goffman (1986), Robert.Murphy (1987), and
Sue Estroff (1993}, document some of the issues
related to development of self in hospitals and
institutions. But much more work needs to be
done to examine the social universe and experi-
ences of those whose work centers on socializing
people with disabilities in hopeful preparation
for a fulfilling life in the community. Research-
ers need to study the way in which spirituality
grows in such institutions and is expressed in
this distinctive setting that may, in fact, be
largely neglected by organized religious groups.
Religious groups also need to examine their
relationships with their once active members
during the rehabilitation process.

I detect that a distinctive spirituality is
emerging in these places whete staffers work
with patients struggling to learn acceptance of
new bodies and new selves. I would argue that
the spirituality of disability and rehabilitation
staffers serves to compensate for the lack of an
adequate, wholesome theological view of the
body. Organized religion continues to stigmatize
people with disabilities to neglect those who may
not be able to again serve and run the churches
and congregations as they did in the past. These
helpers are now in need of help.

Additional research by anthropologists
would be useful. Specifically, anthropologists
could examine clinical pastoral ministries and
how those who volunrarily or as paid staff affect
patient care. Anthropologists could examine and
question chaplains’ and ministers’ roles in hospi-
tal staff work and life and in the occupational
and organizational culture of rehabilitation
hospitals and insticutes. And they could look
into the theology thac staff in places like the
Body Shop bring to their work.

A developing theology may be emerging
from and centered around the distinct, lived
experience of people with new physical disabili-
ties. Is this happening in the lives of patients and
staffers who participate in medical rehabilitation
experiences? My study shows the need for more
research, Is there a theology or spirituality evi-
dencing itself in the lived experience and social
universe of those who study, work with, and
learn from the growing population of people
with disabilities and chronic illnesses under-
going the medical rehabilitation process? O
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Notes

1. This article examining spirituality and reli-
gious life in an urban medical-rehabilitation
hospital, euphemistically called The Body Shop, is
based on data drawn from 88 formal and infor-
mal interviews in addition to observations con-
ducted during a two and one-half year ethno-
graphic study. The hospital is in the midwest of
the United States, and the study was funded by
the National Institutes of Health (NTH). Field-
work took place from 1993 to 1995 under NIH
Medical Rehabilitation Research Training Grant
5732-HD-07421-02. The Thomas C. Rumble
Fellowships Program of Wayne State University
funded additional interviewing and initial analy-
sis. The Dissertation Grants Program of the
Michigan Blue Cross—Blue Shield Foundation,
by way of Grant 230-SAP/96, and the U.S. Health
and Human Services Agency for Health Care
Policy and Research, by way of Dissertation
Grant 1-R03-HS-09603-1, funded the final analy-
sis and report writing.

2 Diane R. Pawlowski received her Ph.D. in
anthropology in 2001 from Wayne State Univer-
sity. She is a research associate / research anthro-
pologist with che Wayne State University Insti-
tute for Information Technology and Culture
(IITC) working on a project in the Wayne State
University Medical School Department of Sur-
gery on breast cancer lymphedema at the Karma-
nos Cancer Institute, She also is a research affili-
ate of Wayne State University’s Center to Advance
Palliative-care Excellence, Her United States mail
address is by way of the Department of Anthro-
pology, 137 Manoogian Hall, Wayne State Uni-
versity, Detroit, Michigan (MI) 48202 USA. Her
IITC telephone number is 313-874-7010 and her
Department of Surgery number is 313-576-4448,
Her e-mail address is ac8359@wayne.edu. She
presented a version of this paper during Novem-
ber 19-23, 1997, at the 96th Annual Meeting of
the American Anthropological Association in
Washington, District of Columbia, USA.
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