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Abstract 

This paper aims to be at least some help in realizing the need of the interdisciplinary approach 

in pastoral care practice in our health care institutions, for understanding the interdisciplinary 

nature of pastoral care practice in Estonia and finally for drawing some conclusions of the 

current situation thus opening also some perspectives for the future. 

At first some reflections on theoretical background will be given to open the subject in the 

general questions that are relevant also in Estonian pastoral care context. Theoretical 

background is followed by the reflections on interdisciplinarity in pastoral care practice and 

pastoral counsellor’s or chaplain’s co-operation with other professionals in Estonian health 

care institutions. These reflections are based on my personal experience in pastoral care 

practice (in hematology-oncology clinic of Tartu University Hospital) and as a former social 

worker in the oncology clinic and in the palliative care of North-Estonian Regional Hospital 

(PERH). Since I left PERH to continue my studies, palliative care in PERH took undoubtedly 

long steps forward. Being interested in PERH’s recent developments in psycho-social support 

in palliative care, I interviewed their current specialists in my study-field – a social worker 

and a chaplain. In addition to my own practice in hematology-oncology clinic of Tartu 

University Hospital I interviewed one of their palliative care doctors taking part also in 

psycho-social support of the patients. She sheds some light also to a medical professionals’ 

(doctors, nurses) understanding of pastoral care and of co-operation with a pastoral counsellor 

or a chaplain. As mentioned before, the stress here lies on the intersections of pastoral care 

and the other professions in a health care institution. 

For some delicacy of the matter no comparisons between the two institutions will be made in 

this paper. The importance lies in such qualitative contents of the received information that 

both through the eyes of the professionals and on theoretical background could be seen as 

useful for developing more integrated health care in Estonia. 

Foreword 

Coming from the field of health care social work and crisis counselling in social services to 

the studies of theology and pastoral counselling, I have more than often wondered about the 

gap between these areas which are so important in human lives. Or it would be even more 

appropriate to use the word “fence” instead of the “gap”, because there are many ways to 

reach through the holes in these scientific constructions that separate one field from the other. 
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And the more one tries to reach through the fence, I imagine, one wishes the fence if not to 

disappear at all then at least to have a proper gate. Being in the situation that would enable me 

to officially unite these two areas in one position, I must confess – I have thought about it and 

even come out with the idea. I quickly saw that it would not be advisable at least in our 

seemingly rational western world where distinctions serve to avoid the confusion over mixed 

roles.  

Nonetheless I cannot stop thinking about the World in the Psalms where the Poet far from 

separating the functioning of the creation from its Creator lets us know: “The heavens declare 

the glory of God; the skies proclaim the work of his hands. Day after day they pour forth 

speech; night after night they reveal knowledge” (Ps 19:1-2). And how often they're not heard, 

especially when it comes to the official organizing of our lives, or in this case, of the services 

that should improve our health and well-being. Yes, our world is in many ways moving 

towards integration and it can be seen also in our health care where the need for the 

interdisciplinary approach and co-operation is not overlooked. But still there is a void, an 

empty space in the information-filled and highly practical teamwork of our hospitals and 

other care institutions. It appears when a pastoral counsellor or a chaplain is seen as a grim 

reminder of the seriousness of a situation, a messenger of death, as if life itself and our daily 

questions (to which we cannot often find the simple answers) were not as serious. It also 

appears when a pastoral counsellor or a chaplain is seen as a monger of blurry fantasies. Or it 

may appear when people, whether they're patients or personnel, do not know who to turn to in 

the need of a companion while treading on the fragile grounds of the “unexplained”. 

1. Reflections on theoretical background 

Writing about interdisciplinarity I would like to begin this chapter by recognizing the 

importance of the social context of pastoral care. As George M. Furniss so well phrases in the 

Preface of his book The Social Context of Pastoral Care: Defining the Life Situation  – “the 

sociological approach insists that the social context is integrally related to the individual’s 

viewpoint and dynamics” (Furniss 1994, ix). To understand that, we must look to the 

definition of pastoral care that allows us to see a human being (either a careseeker or a 

caregiver) functioning in the social system. 

Opening the sociological definition of pastoral care as a “dialogue exploring the possibility 

and implications of a religious definition of the careseeker’s situation” (Ibid, 3), Furniss 

brings out the important terms for further explaining: 



 4 

• Dialogue means two-way communication where the partners are relatively equal, 

pastoral encounter is seen as a process having a transforming effect on both sides. 

(Note: Here Furniss  highlights also the importance of nonverbal communication). 

• Explore refers to the pastoral care process as an ongoing and joint discovering of new 

territories of experience. It is important here to identify the world-views that affect 

person’s reactions to the situation and to understand the feelings rising from it. 

• To explain the terms religion and religious definitions of the situation, Furniss chooses 

the substantial definition of religion referring to “beliefs, practices and groupings 

oriented to transcendent or supernatural reality” (Ibid, 4). 

• Talking about the possibility of a religious definition of the situation it is 

acknowledged the doubt about spiritual or transcendent reality in our modern world, 

which although rising difficulties in this matter would still not make the religious 

definition of the situation impossible. 

• The implications of a religious definition are upheld by the idea that the beliefs about 

God and the cosmic order affect our social relationships. (Ibid, 3-5) 

These points stand out as relevant for pastoral care practice not only in the encounters with 

careseekers but also in the relationships with other specialists, therefore affecting the work in 

general. As it applies to a patient, one has to admit that by coming to a hospital a person is not 

merely stepping from one environment into another, from one physical situation into another. 

We could imagine a patient moving with all of the belongings – whether they’d be in his/her 

mind or in a physical form (meaning also relatives, friends and acquaintances coming to 

visit). Some of these things are supportive, the others not so. On the other hand the context of 

hospital itself clings now to patient’s preexisting world. I believe it is not possible to speak of 

any part of psychosocial support (note: pastoral counsellor or a chaplain as a member of a  

psychosocial support team) without considering both. 

Speaking of interdisciplinarity Furniss stresses the three dimensions of the social context of 

pastoral care – relational, moral and societal. Since the three points of triadic pastoral care 

(God, the self and the society) correspond to theology, psychology and sociology are these the 

basic disciplines that inform pastoral care (Ibid, 9-11, 15). When considering pastoral care in 

a health care institution we must also see the relevance of medical information that would 

help a counsellor more deeply understand the situation of a patient.  
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F. LeRon Shults and Steven J. Sandage point out that while concentrating on the combining of 

the concepts and the abstract bodies of knowledge (f.e psychology and theology) the relation 

between people in these areas (psychologists and theologist), shaping the conceptual models 

in the relation between their disciplines, is easily left unnoticed (LeRon Shults, Sandage 2006, 

22-26). They emphasize that “overcoming disciplinary segregation can only be successful as 

we actually transgress the boundaries and learn to become nonanxiously present to each 

other” (Ibid, 23). When considering pastoral care practice and working arrangements in a 

health care institution we could see the benefits for the personnel as well as for the patients, 

that would rise from recognizing, understanding and respecting of the particularities 

associated to different professions. Sufficient amount of knowledge about these would help to 

see both needs and possibilities of different services in health care as well as to build mutual 

trust. What is sufficient amount of knowledge in this case may only be clarified in the 

dialogue. This is the matter for consideration not only for the management but also for 

colleagues working side by side. 

Deborah van Deusen Hunsinger uses the metaphor of “becoming bilingual” to describe the 

need of a pastoral counsellor to become proficient in both languages – one of depth 

psychology and the other the language of faith (Hunsinger 1995, 9). Furniss supposedly 

would add the language of sociology making a pastoral counsellor or a chaplain “trilingual”. 

We could see these three as main languages of pastoral care which really do require 

proficiency. At the same time in the hospital context we have to go on adding the language of 

medicine. Or in some cases perhaps even the language of economy, considering the need for 

funding, the need to explain the benefits rising from pastoral care – that need not necessarily 

being remembered everywhere but being still quite topical in Estonia. As we look back to the 

LeRon Shults' and Sandage's relational approach to interdisciplinarity we can see it as mutual, 

otherwise we wouldn't be “unanxiously present to each other

At the same time the everyday “taken-for-granted” knowledge comes up as influential as 

scientific knowledge or even more so (given beliefs that influence the persons reaction to the 

situation or towards the counsellor). But when Furniss explains the importance of the 

sociology of knowledge in the pluralistic modern world as giving us the opportunity to see the 

individual’s cognitive world from the outside and to understand the definitions of cognitive 

truth and social morality as options among alternative worldviews (Furniss 1994, 16-17), then 

”. We don't expect everyone in a 

multilingual society to be a philologist in every spoken language, we just expect learning to 

understand and to respond. 
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it applies not only to the counselling session but also to the relationships between the 

coworkers and to the decisions of the management as well. 

Of other specialists the social worker is pointed out as having some occupational overlap with 

the pastoral counsellor (Wicks, Parsons, Capps 1985; Furniss 1994, 8, 52, 146; Albertini, 

Grenz 2011, 1-12, 71-85). As Furniss notes – professional social work and present day 

pastoral care have much in common for both in their intellectual mainstreams relying on 

psychology and psychotherapy and therefore posing the problem of role differentiation 

(Furniss 1994, 8). In theological perspective Velmarine et al point out the overlap in spiritual 

and social dimensions of Christian ministries, in their case considering church social work 

(Albertini, Grenz 2011, 1), that could promote mutual understanding also between pastoral 

counsellors or chaplains and clinical social workers. However, as a social worker I have 

already seen that this relative closeness does not automatically help the two professions to 

understand either the role or the means of another. The same can be said regarding the 

psychologists. 

When it comes to the problem of role differentiation, I remember Augsburger's vision of a 

counsellor who is able to join people in their culture while “fully owning one's own” 

(Augsburger 1986, 19) and who is being protected by cultural awareness (Ibid, 20-22). The 

same way we can see the awareness of one’s professional culture protecting pastoral 

counsellor’s or chaplain’s role and identity in the relations with other specialists. 

Based on the Community Psychiatry by L.B. Macht (1978), Marie Cunningham brings out 

three cooperative processes among the specialists working together – consultation, 

collaboration and referral, as relevant also in pastoral care (Cunningham 1985, 162-170). Of 

the main types of consultation – client-centered case consultation, consultee-centered case 

consultation, program centered administrative consultation and consultee-centered 

administrative consultation – Cunningham considers the first two types to be most helpful in 

pastoral counselling (Ibid, 163). But as we are also concerned about developing our systems 

and programs (in this case functioning of a health care institution, practice in it and researches 

informig it) or administrative and personnel issues (Plante 2011, 349-350), these latter types 

of consultation should not be underestimated either. 

While in consultation the consultee is advised but carries out the action alone, collaboration 

indicates joint work and shared responsibility (Cunningham 1985, 165). It would be hard to 

imagine such without the previously described multilinguality. As a technique similar to 
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collaboration, coordination is directed to avoiding duplication and counterproductive action 

when offering relative services (Ibid, 165). Although coordination may seem a little less 

demanding in the matter of multilinguality, it still requires knowledge and understanding 

about what the other specialist is doing both in essentials and in specific actions. The same 

applies to referral – while recognizing own professional limitations, one needs to refer to 

another specialist in certain cases (Ibid, 168). This is not the place for everyday “taken-for-

granted” knowledge and fixed preconceptions. 

Finally the cultural pluralism, cognitive relativism of modern culture and client-centered 

approach which is demanding tolerance must be taken into consideration as the matters 

creating confusion about the pastoral counsellor’s identity (Augsburger 1986; Furniss 1994, 2, 

17-22). Furniss notes that “as caregivers, we see our role as supporting people along the road 

they have chosen” that raises also questions about the value of the counsellor’s theological 

tradition (Furniss 1994, 2).   

Emmanuel Yartekwei Lartey introduces an intercultural approach to pastoral care and 

counselling, where the context and culture's influence on belief and behaviour is considered to 

be very important but not seen as determining these (Lartey 2003). Quoting: “Interculturality 

is a creative response to the pluralism that is a fact of life in present-day society. It calls for 

the affirmation of three basic principles: contextuality, multiple perspectives and authentic 

participation” (Ibid, 33). Different contexts (social, cultural, economical, political, 

environmental) must be taken seriously for their impact on people's experience and 

interpretations. The principle of multiple perspectives insists that different understandings, 

different perspectives have to be considered equally, and the principle of authentic 

participation affirms everyone's right to participate in discussion on their own terms. (Ibid, 33-

34) 

From this perspective and considering Augsburger's vision of a counsellor who is able to join 

people in their culture while “fully owning one's own” (Augsburger 1986, 19) and who is 

being protected by cultural awareness (Ibid, 20-22) rises a question about the necessary 

percentage of cultural studies in the pastoral care education. Although Augsburger stresses as 

most important the learning from contact and interaction (Ibid, 25), the support gained from 

preliminary information should not be underestimated. That among all of the other previously 

considered points raises questions about the current state of our pastoral care education in 

Estonia, about the sufficiency of it.  
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2. Reflections on interdisciplinarity in pastoral care practice and pastoral 

counsellor’s or chaplain’s co-operation with other professionals in Estonian 

health care institutions 

When it comes to pastoral care practice and working arrangements in Estonian health care, I 

have met three basic differences in people’s attitudes towards the idea of interdisciplinarity in 

the work of the health care specialists (a pastoral counsellor or chaplain among them). First: 

for some, interdisciplinarity here is limited to the necessary amount of knowledge about 

another profession, that would be enough to enable one specialist to recognize the need of 

another and to trust the other to be competent in his/her profession. Second attitude adds to 

the previous the importance of deeper understanding of another profession, that would enable 

one specialist to notice and to respect the particularities and specific needs associated to the 

work of another - thus creating better chances for a dialogue and trust the other one not only 

to be competent specialist but also a good team member. Third attitude may be in some 

perspectives considered quite radical. Here interdisciplinarity in pastoral care practice is seen 

as a multi-professionalism not only in a team but also in one person, f.e in a hospital a 

pastoral counsellor or chaplain should simultaneously be either a nurse or a doctor by one’s 

education.  

The latter is in many ways an understandable point of view, especially solid when coming 

from professionals having both pastoral care and medical training and experience. On the 

other hand there is always a possibility of previously acquired profession to have a disruptive 

effect on adapting to the new position. I too have experienced both benefits and difficulties 

rising from combined identity of a health care social worker an a pastoral counsellor. Benefits 

of course rise from the more holistic understanding of my clients' needs that are in many ways 

connected to one another. The difficulties I have noticed rising from the role confusion, the 

fact demanding perhaps more vigilance in the pastoral care encounter – not to look at the 

person through “the eyes of the social worker” but change to “the eyes of the pastoral 

counsellor”. It would be even more so (both in negative and the positive aspects) if I added 

medical training and experience. If one is able to effectively change from one mode to 

another, then having a broad variety of professional competencies should be helpful in many 

cases. But where one sees only strengths the other might see at least the unnecessity if not 

threats and presumably many questions as well either in the management or among personnel. 

Is the multi-professionalism in a health care pastoral counsellor or a chaplain necessary? If 
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they're already provided with sufficiently interdisciplinary education in pastoral care, then 

why would we require them having multiple professions? If they have multiple professions, 

then who are they actually and how to relate to them? How high should in this case be their 

salary? And so on. 

The interviews with the palliative care specialists show that in organizing palliative care we 

have passed considering interdisciplinarity as only limited to the necessary amount of 

knowledge about another profession, that would be enough to enable one specialist to 

recognize the need of another and to trust the other to be competent in his/her profession. 

Stressed was the second attitude which adds to the previous the importance of deeper 

understanding of another profession, for noticing and respecting the particularities and 

specific needs associated to the work of another -  thus creating better chances for a dialogue 

and trust the other one to be both competent specialist and also a good team member. That 

second attitude was stressed in the sense that we are working on it, growing in it, taking 

certain steps toward this interdisciplinary goal, f.e training programs and different types of 

information sharing. Since much depends on the financial resources, the necessity to explain 

the need for a pastoral counsellor or a chaplain in quantitative language was also brought out. 

As it comes to the patients' cases, all three forms of co-operation (consultation, collaboration 

and referral) were described. Of consultation forms client-centered case consultation and 

consultee-centered case consultation were described as the most important contact points for 

different specialists, demanding the adequate knowledge of one another's profession. In the 

connection with that the pastoral counsellor or a chaplain is expected to be “visible” to the co-

workers, to share the information about pastoral care in different ways. 

The latter comes up as important also in the light of quite intriguing differences in 

understandings about the people seeking pastoral care. These differences I have noticed both 

in the interviews and during the practice. One understanding is that a potential pastoral care 

seeker is necessarily a Christian, the other in contrast sees the potential pastoral care seeker in 

every religious or spiritual person. The third understanding sees pastoral care as being 

directed to everyone and considering the individual questions without necessarily applying 

religious or even spiritual definitions. If we want pastoral care to reach to everyone who needs 

it but may not know what and how to ask, we must think about our role as not only a 

counsellor in the counselling process with a patient, but also as an informer who doesn't 

always wait the consultee (either co-worker or patient) to make contact.  
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The other side of this previously mentioned informational gateway can be seen as the 

thorough and interdisciplinary pastoral care education, also informing and ensuring employers 

and co-workers about the counsellors competence. In Estonia we have but one school that 

offers applied higher education in pastoral care with a considerable range of specific subjects 

– Institute of Theology of the Estonian Evangelical Lutheran Church (EELC). But it would be 

unwise to assume that three years of education, no matter how high in quality, would cover all 

of the important aspects in the field of pastoral care. What about if we want to develop our 

psycho-social support and pastoral care as a part of it on higher and wider levels than just the 

separate institutions? If we want to take into deeper consideration the questions rising for 

example from cultural and religious differences and more complicated matters in the 

organizing of the interdisciplinary work. Should we leave it in the hands of highly specialized 

psychologists and social workers, who no doubt have a good will but not necessarily much 

knowledge in spiritual and religious matters. If the master's and doctoral studies are 

considered to be important in social work and psychology then why should they not be so in 

pastoral care? 

As it comes to consultee-centered case consultation, not only the need for sharing information 

between co-workers is considered to be important but also sharing emotions. Strong or mixed 

emotions connected to existential questions are experienced among the personnel as well as 

among patients. So both the role and the interdisciplinary nature of pastoral care practice 

involves also the counsellor's orientation towards the co-workers, towards the entire working 

community as a loyal, trustworthy and attentive colleague. 
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Conclusions 

When considering interdisciplinarity, one thing is to see different disciplines informing 

pastoral care, the other is to understand the need to make, keep and to deepen the contact with 

other specialists. As it comes to Estonian health care institutions, we have grown to value the 

interdisciplinary information that is necessary to recognize the need of another specialist and 

to trust the other to be competent in his/her profession. We are also moving towards 

recognizing the importance of deeper understanding between professions, that would enable 

specialists to notice and to respect the particularities, specific needs and opportunities 

associated to the work of another - thus creating better chances for a dialogue and trust the 

other one to be competent and good team member.  

Considering consultation, collaboration and referral described in the first chapter, one 

opportunity to both broaden and deepen our professional competence and to promote co-

operation is to build and to keep up a well functioning informational gateway between 

different professions. One side of such gateway can be seen in the different forms of 

information sharing in a health care institution. The other side can be see in further 

developing our pastoral care education, that being important also due to our (growing) 

multiculturality.  

As within the world that follows the patient to the hospital, the world waiting ahead between 

the hospital walls also has its supportive and distressing elements, the latter being more than 

often the necessary ones for healing. And for the similar reason should the personnel be 

cautious not to overlook or hastily set aside either the patient’s or their own negative thoughts 

and feelings that are not always connected to the illness, medical treatment or hospital work. 

Distressing things, though seemingly unnecessary burden, may become the steppingstones not 

only for personal growth but also for our growth as a working community. 
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