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The Theology of the Pastoral Visit

When Jesus stood at the tomb of Lazarus and wept (John 11:35), he was doing something more than
expressing personal grief. He was demonstrating the posture that defines all genuine pastoral presence in
the face of suffering: God drawing near, not sending explanations from a distance. The incarnation itself is
the theological foundation of the hospital visit. God did not manage human suffering from the outside. He
entered it. He took on skin. He walked through the valley with those he came to save. And the pastor who
walks into a hospital room, a hospice suite, or a homebound member's living room is participating in that
incarnational pattern.

The ministry of visiting the sick is not a pastoral courtesy. In Matthew 25, Jesus identifies it as a defining act
of kingdom faithfulness: "l was sick and you visited me." The word translated "visited" (episkeptomai) is the
same root as episkopos -- bishop, overseer. To visit the sick is, in the most literal sense, to exercise
oversight. It is the pastor acting as a living symbol of the Good Shepherd who leaves the ninety-nine to find
the one who has strayed into vulnerability.

"Is anyone among you sick? Let him call for the elders of the church, and let them pray over him,
anointing him with oil in the name of the Lord. And the prayer of faith will save the one who is sick, and
the Lord will raise him up. And if he has committed sins, he will be forgiven.”

James's instruction to the church is striking for several reasons. It assumes that sickness is a community
event, not merely a private medical matter. The sick person calls for the elders -- the pastoral leadership of
the community -- not merely a chaplain or a hired professional. It assumes that prayer will accompany the
visit -- that this is not a social call but a spiritual act. And it connects physical healing to spiritual forgiveness
in a way that reminds us that the deepest human needs are never merely physical. The pastoral visit is the
concrete embodiment of the church's belief that God is present, that prayer matters, and that the sick person
is not alone.

Historically, the church has taken this ministry with extraordinary seriousness. The ancient church had formal
liturgies for the visiting and anointing of the sick. The medieval church developed the Sacrament of Extreme
Unction specifically to address the spiritual needs of the dying. The Reformers debated the precise theology
of anointing but retained the practice of pastoral visitation as a primary ministry. The Great Awakening-era
pastor Richard Baxter spent significant portions of his ministry in personal house-to-house visitation,
believing it produced more spiritual fruit than any amount of public preaching. The modern church has, in
many ways, outsourced this ministry to hospice chaplains, hospital staff, and social workers -- and the
congregation has become spiritually poorer for the absence.

Before You Arrive: Pastoral Preparation

pastoral visit to the sick is not something you do on the fly. It deserves preparation -- not the kind that
produces a performance, but the kind that ensures you arrive as a pastor rather than a well-meaning visitor.
The difference is significant. A well-meaning visitor brings good wishes and awkward conversation. A pastor
brings the presence of God, the comfort of the community, the authority of prayer, and the clarity of the
Gospel.

Gathering Information
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(continued)

Before you visit, gather as much information as the situation allows: What is the diagnosis? What is the
prognosis? Who else is present -- family members, caregivers, friends? Are there significant relational
dynamics at play (a family estrangement, a secret the patient has not shared with family, a complicated
marital situation)? Has the person asked for prayer, or are they in a place of spiritual resistance that will need
to be respected? Is there a specific need you can address -- practical help for the family, resources for
financial stress, guidance for medical decision-making?

This preparation is not about gathering intelligence for an agenda. It is about showing up as someone who
knows the person and their situation well enough to be genuinely present, rather than orienting yourself at
the bedside. Nothing communicates pastoral care more powerfully than arriving already knowing what is
happening -- it signals that the person has been prayed for, thought about, and considered outside the
scheduled visit.

g’&(‘)rr!etg\%lrf hrggpﬁlgla\}lls(ljtn take five minutes in the car (or the hospital corridor) to pray specifically for the
person you are about to see. Ask God to give you his eyes for this person. Ask for supernatural sensitivity to
what they actually need, which may be quite different from what you expect. Ask for the right words -- and for
the wisdom to know when silence is more pastoral than words. Confess any tendency you have to manage
the visit for your own comfort rather than their genuine need.

Come with Scripture ready, but hold it loosely. A brief, well-chosen passage read at the right moment can be
extraordinarily powerful. But the pastor who arrives with a pre-planned mini-sermon to deliver in the hospital
room has confused the pastoral visit with the preaching service. The Scripture should serve the person; the
person should not become an audience for the Scripture.

ractical Preparation o :
Eol%c\}\;[h%%plta‘rag%t%tn%rotocols carefully. Observe isolation precautions. Check visiting hours. Introduce

yourself to nursing staff as the patient's pastor -- this establishes you as part of the care team and often gives
you access and information that purely social visitors do not receive. If you are bringing anointing oil, know
your tradition's understanding of the practice and be ready to explain it simply and without theological
pressure to the patient and family.

During the Visit: Pastoral Presence

he most important thing you bring into the hospital room is not what you know, what you say, or what you
do. It is who you are -- a representative of the God who draws near to the suffering, a member of the body of
Christ making the community's love visible, a fellow mortal who has chosen to sit in the shadow of death
rather than flee from it. Presence, not performance, is the gift.

irt] ovl\\{lr{.nllﬁitsr% r?Jt glstrﬂg]ﬂhing. The hospital visitor who remains standing signals that they are on their

way somewhere else, that this visit is an item on a list. The pastor who draws a chair to the bedside and sits
signals: | am here. | am not rushing. | have time for you. In a medical environment where everyone is busy,
where the nurse's visit lasts four minutes and the doctor's rounds are a blur of information, the pastor who
simply sits is already providing something unusual and precious.
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Maintain eye contact. Touch the person's hand if they are comfortable with it and it is medically appropriate.
Mirror their energy rather than imposing your own. If they are frightened, do not immediately try to remove
the fear -- first acknowledge it. If they are in pain, do not rush past the pain to the silver lining. If they are
angry at God, do not immediately correct the theology -- first receive the anger without alarm. A pastor who
cannot tolerate the full range of human emotional reality in a hospital room will provide much less comfort
than one who can sit with whatever the person is actually feeling.

ﬁ]skm and Liste

e mo powerful pastoragqueonn in a hospital room is the simplest: "How are you really doing?" Not the
medical question. The person. The inner life. What is actually happening in there. Most visitors to a hospital
room talk about medical details, logistics, and carefully cheerful observations about the future. Few ask the
sick person how they are actually experiencing this. Few give them permission to be honest. The pastor who
asks this question and then genuinely listens -- without interrupting, without redirecting, without offering
premature reassurance -- will hear things of extraordinary pastoral significance.

What you are listening for: fear (of pain, of death, of being a burden, of being forgotten), unresolved
relationships (the daughter who has not visited, the estrangement that has never been addressed), spiritual
guestions (Is God punishing me? Will | lose my faith if | feel this angry? What happens when | die?), practical
needs the person has not wanted to voice, and spiritual longings the person may not know how to name.
These are the pastoral access points -- the places where genuine ministry can happen.

WQ %{E\sttgra% ?Pérgtﬂge \o!\r(hhls su %étolsscoXswtent and largely ignored: in the face of suffering, less is more.
The pastor who talks too much in a hospital room is usually managing his own discomfort. He does not know
how to sit with silence, with pain, with the weight of mortality. So he fills the space with words -- good,
sincere, theologically accurate words, perhaps -- but words that are ultimately about his need to say
something rather than the patient's need to hear something.

Phrases to avoid, because they are usually more hurtful than helpful: "Everything happens for a reason."
"God needed another angel in heaven." "God won't give you more than you can handle." "At least you had
such a good, long life." "If you had more faith, you'd be healed." "You just have to stay positive." Each of
these phrases may contain a grain of theological truth, and each of them, deployed at the wrong moment,
can drive a person further from God rather than nearer to him. They are usually short-circuits around genuine
pastoral presence rather than expressions of it.

Silence. "l am so sorry." "Tell me more about how you are feeling." "You are loved." "The church has
been praying for you by name." "l am going to pray for you right now, if that is okay." Sometimes the

most pastorally powerful thing you can say is nothing at all -- just your presence, your attention, your
willingness to be there.
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Anointing, Prayer, and Sacramental Ministry to the Sick

The New Testament's primary text on ministry to the sick (James 5:14-15) combines two elements that many
Protestant traditions have separated to their impoverishment: anointing with oil and prayer. The anointing is
not magic, not a sacrament in the Roman Catholic sense that mechanically conveys grace, but neither is it
merely a symbol. It is a physical, tangible act that dramatizes the laying on of hands, the presence of the
community through its leaders, and the expectation of divine response to prayer. In a moment of physical
vulnerability, the physical act of anointing speaks to the whole person in a way that words alone cannot.

The theology of anointing for healing holds that God heals -- not that God always heals, not that healing can
be guaranteed through sufficient faith, but that healing is genuinely available through prayer and that God is
sovereign in his responses to our petitions. The pastor who anoints and prays for healing is not making a
promise on God's behalf. He is inviting God to act, trusting in the goodness and wisdom of One who "is able
to do far more abundantly than all that we ask or think" (Ephesians 3:20) and whose "no" is always a different
kind of "yes."

Praying with the Sick

efore leaving any pastoral visit to a sick person, ask if you may pray with them. In my experience, the vast
majority of people -- even those who are not regular practitioners of faith -- receive this offer with gratitude.
The prayer itself should have several characteristics.

It should be specific. Pray for this person, in this situation, with this diagnosis, facing these fears. Not "Lord,
be with all the sick and suffering" but "Lord, | bring Susan before you right now. You know what is happening
in her body. You know what she is afraid of tonight. You know the conversation she needs to have with her
daughter. You know what next week holds..."

It should be honest. Do not sanitize the pain in the prayer. If the person has expressed fear, name it in the
prayer. If the situation is serious, do not pray with false cheer. Authentic prayer -- prayer that tells God the
truth about what is actually happening -- is the kind of prayer that meets the person where they are rather
than where you wish they were.

It should be theologically grounded. Not a lecture, but anchored in what is actually true: God is present. God
is sovereign. God is good. God heals. God is the resurrection and the life. These truths, gently woven into a
pastoral prayer, can penetrate the heart of someone who is too overwhelmed to engage them intellectually
but desperately needs them to be real.

It should be brief. Five minutes of genuine pastoral prayer is worth more than twenty minutes of pious
rambling. The sick person is often tired, in pain, or managing multiple simultaneous demands on their
attention. A focused, heartfelt, specific prayer of 3-5 minutes accomplishes more than a well-intentioned
marathon.

I Ministry to the Dying
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(continued)

The pastoral visit to the dying is among the most sacred and most challenging acts of ministry. It requires the
pastor to be fully present to mortality -- not just the patient's mortality, but his own. The pastor who has not
done his own work on death, who has not genuinely confronted his own finitude and found it encompassed
by the resurrection hope, will find end-of-life pastoral ministry profoundly destabilizing. The pastor who has
done that work can be a source of extraordinary grace.

The dying person needs several things that the pastor is uniquely positioned to provide. They need
permission to die -- the assurance that it is acceptable to let go, that loved ones will be cared for, that their
life has had meaning and their death will not be the last word about them. Many people cling to life in part
because no one has given them permission to release it, or because they have unfinished relational business
that needs pastoral facilitation. The pastor can help.

They need the pastoral care of memory -- someone to receive the stories, the regrets, the gratitudes, and the
theological questions that come to the surface at the end of life. Many dying people are desperate to talk
about what is happening and afraid of burdening their families with those conversations. The pastor is often
the only person in the dying person's life who can receive these conversations without being overwhelmed.

They need the sacramental and liturgical resources of the church: the reading of Scripture (particularly
Psalms 23, 27, and 121; John 14; Romans 8; and Revelation 21-22), the prayer of commendation that
entrusts the dying person to God's care, the Lord's Supper if the person is able to receive it, and the specific
rites of your tradition for the dying.

he Moment of Death : o
ITyou are present at 'It%e moment of death -- and many pastors, with sufficient intentionality, can be present

for the deaths of their congregants -- you will find that the pastoral tradition has provided specific prayers and
rites for exactly this moment. The prayer of commendation at death (common to Anglican, Catholic,
Lutheran, and many other traditions) is a beautiful act of releasing the soul into the hands of God: "Depart, O
Christian soul, out of this world, in the name of God the Father Almighty who created you; in the name of
Jesus Christ who redeemed you; in the name of the Holy Spirit who sanctifies you. May your rest be this day
in peace and your dwelling place in the Paradise of God." Even if your tradition has no formal rite, improvise
one. The moment deserves liturgical seriousness.

After the Visit: Pastoral Follow-Through

he pastoral visit is not a one-time event. It is the opening of an ongoing relationship of care. What you do
after the visit is as pastorally significant as what you do during it. Follow up within 24-48 hours with a call or
text -- not to check in on the medical situation, but to let the person know they are still being thought about
and prayed for. Share with appropriate confidentiality what you have learned with the congregation's pastoral
care team so that the community can mobilize practical support.

If the illness is serious or extended, establish a regular visitation rhythm. Monthly for serious chronic illness.
Weekly for terminal illness. More frequently in acute crisis. Let the person set the pace -- some people find
frequent pastoral visits energizing; others find them exhausting. Ask. Adjust. The goal is not to fulfill a
pastoral duty but to genuinely care for a person in a sustained, attentive, responsive way.

I Caring for Yourself in This Ministry

LIVEWELL BY JAMES BELL Pastors




(continued)

Ministry to the sick and dying is among the most emotionally and spiritually demanding forms of pastoral
work. Without intentional self-care and spiritual debriefing, it accumulates into a weight that can cause
compassion fatigue, secondary trauma, and the kind of emotional numbness that eventually makes the
pastor unable to be fully present in the very situations that most need his presence.

Develop a practice of pastoral debriefing. After difficult hospital visits, take 15 minutes to journal, pray, or talk
with a trusted colleague about what you experienced. Name the emotions. Bring the weight to God explicitly.
If you are visiting dying patients regularly, consider working with a spiritual director or therapist to process the
cumulative impact.

Also: be honest with your congregation about the privilege of this ministry. Tell them -- from the pulpit, in
pastoral letters, in small group conversations -- what it is like to sit at the bedside of the dying. The stories
you tell (with permission, or with anonymity that preserves privacy) will raise the congregation's theology of
death, their appreciation for the resurrection, and their willingness to participate in the ministry of presence
themselves. The pastor who models and narrates this ministry will eventually produce a congregation of lay
visitors who multiply this ministry in ways no single pastor can.

Reflectlon Questions for Pastoral Self-Examination
How do you currently respond when you learn that a congregant has been hospitalized? What is your
typical response time? What does this reveal about the priority you place on this ministry?

2. What emotions does hospital or end-of-life visitation stir in you? Fear? Discomfort? Inadequacy? Have
you done your own work on mortality? How has your theology of resurrection shaped your posture in
the face of death?

3. Describe the most meaningful pastoral visit you have ever made. What made it powerful? What can
you learn from that experience and apply more consistently?

4. What has been the most difficult pastoral visit you have experienced? How did you process it
afterward? What would you do differently?

5. How do you train lay members of your congregation for the ministry of visitation? Are there people in
your congregation who have the gifts and availability to extend this ministry beyond what you can do
personally? What would it take to develop them?

The pastor who walks into a room of suffering and stays -- who does not flinch, does not rush, does not
offer cheap consolation -- is doing something the world rarely offers and desperately needs. You carry in
that room the most important news in human history: that the God who made us entered our suffering,
bore our death, and defeated it. You do not have to say it perfectly. You just have to stay.
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