Notes from the “Future of Chaplaincy” workshop
 Tuesday 29 October 2013
St. Marylebone Church, London

BACKGROUND

The “Future of Chaplaincy” workshop was organised by Hospital/Health Care Chaplaincy which is part of the Mission and Public Affairs Division of the Archbishops’ Council.  

The day was hosted by The Rt Revd James Newcome, Bishop of Carlisle, and Lead Bishop on Healthcare issues for the Church of England.  The Facilitator was the Revd Dr Brendan McCarthy, the Church of England's National Adviser on Medical Ethics and Health and Social Care Policy.  The two Presenters were the Revd Mia Hilborn, Hospitaller, Head of Spiritual Healthcare and Chaplaincy Team Leader at Guy’s and St Thomas’, London and chair of the newly created  Chaplaincy Leadership Forum, which has been formed, partly, to help healthcare chaplaincy establish appropriate relationships with NHS England; and the Revd Dr Chris Swift, Head of Chaplaincy at the Leeds Teaching Hospitals, who is currently seconded on a part-time basis by NHS England to lead on the production of new NHS chaplaincy guidelines.  52 delegates attended the workshop.

Powerpoint presentations

The Revd Mia Hilborn gave a powerpoint presentation entitled “Current Healthcare Developments” which outlined the reasons for the formation of the Chaplaincy Leadership Forum; its membership, relationships and its future work.  A copy of Mia’s presentation is attached to this document.

The Revd Dr Chris Swift also gave a powerpoint presentation about the work he has begun on the production of new NHS England Chaplaincy Guidelines which will replace the document “Meeting the Religious and Spiritual Needs of Patients and Staff” published in 2003.  A copy of Chris’ presentation is attached to this document.
Chris Swift’s session

Chris said he had 26 days of seconded time to complete the revision of the “Meeting the Spiritual Needs of Patients and Staff”. Chris said he hoped to complete the draft guidelines in January 2014 followed by a consultation period before the guidelines were completed at the end of March 2014.

So far 155 chaplains have completed the Survey Monkey questionnaire.

Chris Swift reminded the delegates of the email address for this particular piece of work which is:
chaplaincy.guidelines@nhs.net
At NHS England, Ranjit Senghera is supporting health care chaplaincy.
A letter about producing the new guidelines had been sent to all chaplains via the various chaplaincy networks.  However, another letter would be sent to various patient bodies and other interested parties in order to seek their views.

DPA issues would not be addressed in the main body of the guidelines because any changes to the DPA would need to be formally agreed by the DH, NHS, and their solicitors.

Comments

The two powerpoint presentations were followed by small group discussions and feedback during which the following comments were made:
The words most frequently used during the feedback sessions were “challenges and opportunities”; the impact of the “Francis Report”; “compassion”; “costs and cuts”; “24/7 cover” and “equality and diversity”.
Costs

· The cost of the chaplaincy services presents a challenge and an opportunity.
· Chaplains need to “fight their corner” at a local level.  Accepting cutting costs along with other departments but attempting to keep chaplaincy well-maintained.
· Chaplaincy “hangs by shoe-string” - it is very precarious.  Chaplains need to speak with one voice at trust level.
· What is the chaplaincy cost/benefit to the patient care?

· The challenge of patients’ shorter stays in hospital may require a reduction of the chaplaincy service to be reflected in the new Guidelines.

· What is too small a chaplaincy team to deliver in a crisis and ordinarily?  Minimum acceptable guidelines needed to ensure safe practice.
· Part-time chaplains are not available for patients 24/7.  24/7 cover stretches a team but chaplains want to keep 24/7 cover.

· 24/7 cover should mean reasonable workloads and family friendly policies or the chaplaincy service could be withdrawn.
· Volunteers shore up the system because chaplains want to maintain the 24/7 cover.  Both lay volunteers and clergy volunteers.  Concern about using clergy volunteers because of “on call” cover.
· Some NHS staff  have work patterns which are similar to chaplains e.g. theatre technicians and it would be useful to get some figures about their numbers and work patterns so that some suggested numbers for chaplaincy could be put into the new Guidelines.   Find a department which is similar to chaplaincy with the same numbers and the same resources.  
· A “need” model could be used which could help shape chaplaincy to the NHS but calls and referrals would be changed by using that method.  
· A significant development is the emergence of ministers who are prepared to represent world faiths.  People trained at the Inter-faith Seminary but how are checks made that these ministers are in “Good standing”?
National Secular Society

· The need to address the effect that the National Secular Society may have on our senior leaders who “may not want religion”.

Religious and spiritual care

· Patients need to be consulted.  Are we going out to patients and staff groups to ask about spiritual care?

· The issue of religious versus spiritual care is often misunderstood.  Both are valid and important.  The patients need to have their faith needs met.

· NHS or local trusts to provide access to religious and spiritual care.  There can be problems with facilitating spiritual care after a patient has left hospital.  
· People who are “on call” occasionally should have to do the same basic things that chaplains do e.g. safeguarding, CRB check, etc.  “Ensure Access” is sufficient or appropriate.  It needs to be a “safe” chaplaincy service but not everyone can be vetted especially when a minister from a very small faith community is required.  
· Giving a “bleep” to someone can occasionally result in the abuse of certain privileges by minority religions.
Professional issues

· Professional recognition of chaplains and recognised as having a pastoral role.
· Chaplains are not recognised as healthcare professionals and the production of new Guidelines will not give them professional status.  The new Guidelines will refer to NHS staff (to avoid the need to use the word “chaplain” or “minister” in the document).  
· Chaplains also supervise volunteers and there needs to be a ratio of volunteers to chaplains.  It is not possible if to supervise volunteers if the chaplaincy team is too small.  
· How do chaplains compare to other healthcare professionals regarding training and a career structure?
· What is chaplaincy’s basic core work – it needs to be articulated and described.  Urgent need to define what chaplains are and how chaplaincy operates.   
· Chaplains need to be “at the table” with professionals.

· Working to one professional standard needs to be on the agenda.  

· Chaplains need to be “board” registered.

· How can chaplains think of themselves as healthcare professionals?  Look at it from faith.  Where is the contact in the meantime?   Minimal and aspirational at what point should it be said it is viable and the minimum becomes the norm.
· Regulation/accreditation.  Many NHS chaplaincy jobs are advertised as needing Anglican priests.  There is a need to look at the current appointment criteria.  Need to enable other faith groups to get to the same position as the CofE chaplain
· Matching professionalism of chaplains to other professionals.  

· How do chaplains link with other statutes instead of guidance with words such as “must” or “ought” or “may”?  Chaplains have to be quite assertive.  Policy or guidance?  Policy and guidelines.  
· Working with mental health users.  Challenges and opportunities, need keep yourself in the organisation with patients and teaching staff.
· Learn from the Armed Forces about how chaplaincy works within their organisations.
DPA issues

· Guidelines relate to contracted members of NHS staff.  This will support data protection issues.
· Each of the different trusts interprets the DPA in different ways.   Need examples of trusts where DPA issues are not a problem.
· The Francis Enquiry may encourage us to work with other health care professionals to write notes about patient care.  

· Bishop James said that we need to take up DPA issues at a higher level.

Francis Report

· Francis Report is an opportunity.  “Compassion” is very high on the agenda of the nursing profession.  Chaplains can make a huge impact.
· Compassion focus groups for staff because of the Francis Report.  There is an opportunity for pastoral care in support of staff and staff well-being which needs to be maintained and seen as important to the institutions.

· How do chaplains keep statistics and what are they are used for?  

· About half the internal and external challenges within the organisation could be addressed by chaplains.  

· Holistic and what that means.

· Identity of a chaplain was not really understood and what we do.  When we are working on a ward with the nurses they know when to hand over a referral.  
· Nursing guidance has driven the evidence as basis of good practice.

· There needs to be good dialogue between nursing staff and others.
Clinical Commissioning Groups

· Frustration over the constant NHS re-organisations.  

· Who should commission chaplaincy groups?   No-one has thought it out.  No-one to stop a private company from setting up a chaplaincy group or a chaplaincy team from setting up as a group to provide the service e.g.  End of Life Care, Bereavement, etc.  Chaplains have a role to play.  British Humanists and the National Secular Society do not have anything to say about the “end of life”, bereavement issues, etc. but we do not want to over-play our hand.
· How serious are we about talking to the Commissioning Group.

· Chaplaincy in doctors’ surgeries.

· Chaplaincy should be enshrined in statute.  

· There are challenges for any care provider in acute or mental health.
· Community chaplaincy paid by the Commissioning Group.
· Equality and diversity issues – what opportunities are created?   Should chaplaincy be with the Estates Department, etc.?  Equality not a bad place to be because of the 2010 Act.  However, some chaplains thought it should be Nursing because they have a bigger budget.
· Pre and post-ordination training and CMD
· How do we get people interested in becoming chaplains?  

· Who is it that can become a chaplain?

· No-one talks to people during ordination training about chaplaincy.  Need a lot more help at an early stage about making a choice of chaplaincy.

· People trained at the Inter-faith Seminary are not attractive to chaplaincy when 95% of chaplains are CofE.

· Relations with ministerial training, parish priests and POT.  It depends on a DDO or POT.  Relations with teaching, parish priests, succession planning.  

· CMD in an NHS situation.  Better links between chaplaincy and education.  Being able to focus the next generation of chaplains.  Ministry Division prior to ordination and CMD programmes or done at diocesan level.  Chaplains can take an active role.  

· Encourage parochial placements in hospitals.
· Colleagues who have worked in mental health bring expertise into acute settings.  How does the integration work?
Demography

· Need to look at a formula on demography.  Formula for mental health needs would need to be different because there is less “on-call” demand.  Nationally agreed demography.  However, central London trusts are regional centres and specialist trusts.  Some patients have end of life care for six months or more and specialist services at the Royal Marsden, transplant units, and long-term conditions need to be factored in.  
· Chaplaincy could follow the staffing allocations of nurses.  What took up a lot of our time e.g. teaching, baby funerals, etc.?  
· The 2003 guidelines had a staff element in them.  2003 guidelines were pretty good.  No hard data but we had some guidelines.  
· NICE guidelines and parameters but the trusts need to be satisfied they can meet them. 

· Ratios may be of some use but they draw attention to other parameters.  
· Evidence-based practice is fine but we also need to look at practice-based evidence.  How can chaplains demonstrate that we are meeting Trust needs and delivering in a safe manner if the Trusts go to external agencies?

· Geography.  1,000 bed Trust but hospitals are 70 miles apart and this is a factor in big rural areas.  Working across a number of CCGS.  Don’t forget to include the Channel Islands.


End of Life Care/funerals

· LCP gave us the spiritual care assessment.  

· There are care opportunities around end-of-life care, etc.  Bereavement Care Co-ordinators.  How do we keep up with demands?  Keep our role.  

· Funerals.  Difference of opinion about doing funerals.  Need to have discussion with parish priests.  Most do funerals.  Do the chaplains do the appropriate after-care?

Consultation phase on the new Guidelines
The consultation phase on the new Guidelines will be from January to March 2014.  Chaplains need to make the most of these opportunities.  It is the greatest opportunity to have their say on chaplaincy especially in the public consultation phase.

Bishop James Newcome’s comments

· Challenges.  Particularly concerned about fighting the corner for chaplains at a local level.  Trying to do our best nationally.  Conversations are taking place locally.  National Secular Society and how they are going around the country in various organisations saying that we should be a secular society.

· Constant re-organisations.  Re-organisations in the NHS but various opinions change and groups have been shifting.  There is a real opportunity for something to develop.  Mia said it needs to be bottom up and top down.

· Importance of pastoral care for staff.  Morale amongst the staff is very low.  Chaplains to engage with staff.  Anti-stress work with staff is very popular.  Huge demand for chaplains but it is worthwhile.

· GP practices and community chaplains.  Massive opportunity.

· Equality and diversity.

· Using resources for chaplains.  Relate to the dioceses and other denominations to their relevant organisations.  Isolated as chaplains.  People do not appreciate it is part of the main church.

Bishop James Newcome’s closing remarks

· Sheer variety of different contexts in which chaplaincy takes place.

· DPA differences. 
· Some trusts increasing chaplaincy; some trusts reducing chaplaincy or reducing bands.  London has perhaps different needs.

· Need for consistency of communication.  Some sort of group which is engaging with chaplains.  The Chaplaincy Leadership Forum is beginning against a background of difference and difficulties.

· Emphasis on the need for professionalism as healthcare professionals recognising the difference that there is between chaplains and the NHS staff offering 24/7 care.  Balance that both locally and nationally.

· Challenges and opportunities.  Huge challenges around at the moment.  National Secular Society campaign, cost-cutting, and staff morale.  Great opportunities compassion agenda which we have not had before.  Will do our best to engage with politicians and others.
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