The Development and Audit of a Hospice Spiritual Care Policy

Geoffrey Walters and Simon Fisher, Pilgrims Hospices in East Kent

Spiritual care may be said to be universally recognised as an important aspect of palliative care and yet its effectiveness is notoriously difficult to evaluate. This article traces the experience of a group of three hospice services in East Kent. It describes the formulation of a multidisciplinary policy for spiritual care based on the best available evidence, the encouragement of this through training for all staff both clinical and non-clinical and the eventual audit of spiritual care practice through staff questionnaires, patient and carer interviews and documentary review. Lessons learned through the audit were then used to update the policy, adapt practice and plan a fresh round of training. Although this is the narrative of the experience of a particular organisation, the process adopted and some of the principles outlined may be of interest to others.
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Background
An independent voluntary organisation comprising three hospices offering palliative care to the people of East Kent each contains an in-patient ward but also forms the hub for a range of services both on-site and via the work of specialist nurses in the community. A “hospice-at-home” service is in the process of development.
Since its foundation in 1982, spiritual care has been regarded as an important aspect of the care offered by the organisation
. The Spiritual Care Policy written in 1999. was focussed on the role of chaplains in palliative care and gave a theological basis for the meaning of spiritual care.
 .
At end of 2004 A multi-disciplinary and cross-site group was formed to frame a new policy which approached spiritual care in a broader way, acknowledging the contribution of a wider range of staff known to have an interest and skills in this aspect of care. . 
In the intervening years there had been a great deal of thinking and writing around the subject of spirituality in palliative care 
. The group was aware of this literature and the discussions which lay behind it and decided finally to concentrate thinking on three principal national policy documents and to develop policy on the basis of these rather than adopting anything that had been used elsewhere. These documents were the following.
1. The N.I.C.E. Guidance on Improving Supportive and Palliative Care for Adults with Cancer
  included a chapter on “Spiritual Support Services”. This was significant in reasserting the value of spiritual care at a key point in the development of palliative care as a whole. Its Key Recommendations brought together two attitudes to spiritual care in hospices which up to that point had sometimes appeared contradictory: (1) that spiritual care is the responsibility of all of or at least many hospice staff 
; (2) that spiritual care is best left to experts in the field – in practice to chaplains
. 
2. Standards for Hospice and Palliative Care Chaplains
. This document, produced by the palliative care chaplains’ professional body, was the first official document to set out clearly the tasks of chaplaincy in a palliative care setting in the context of whole organisations. 
3. Spiritual and Religious Care Competencies for Specialist Palliative Care
. This set out a competencies model as an approach to spiritual care which defined four different levels of responsibility towards spiritual care. Specific competencies are defined for each level of responsibility
. 
The Policy

The policy which emerged began with a recognition that much good spiritual care was already being given. The aim was not to lay an extra burden upon already hard-working staff but to recognise, encourage and develop what was already going on. It acknowledged the difficulty of defining spiritual care and did not attempt to enter that debate but adopted a statement of the “nature and scope of spiritual care” as set out by the Association of Hospice and Palliative Care Chaplains
. It was emphasised that spiritual care embraces religious care but is not limited by it. The acronym F.I.R.M. (Faith / Identity / Relationships / Meaning) was offered as an aide-mémoire of some of the principal elements of spiritual care.
The subject of “Who does Spiritual Care” was approached by means of the Competencies document. Three important adaptations were made however which were felt to be appropriate to the current situation and which simplified the method suggested:

1. In place of the word “levels” which was felt to sound hierarchical the document spoke of “groups” of staff who had contact with spiritual needs in different ways.
2. These groups were then reduced from four to three comprising non-clinical staff, clinical staff and chaplains.

3. The language of “competencies” which was fundamental to the Marie Curie scheme and regularly used in the training and development of nurses and others was itself dropped in favour of the idea of “skills” to be recognised and enhanced. This was to avoid creating an extra task to be completed alongside others rather than informing the way that all care is delivered.
The assessment of spiritual need was addressed by reference to the Guidelines for Spiritual Assessment being produced concurrently for the Kent and Medway Adult Palliative Care Network
. The policy also addressed:

· issues of referral from non-clinical to clinical staff and from the latter 
to Chaplains; 

· the need for training; 

· the use of the chapels on each site; 

· appropriate documentation of spiritual care-giving
Training

Training was done in two sections under the general title of Working Together in Spiritual Care: 
All Group 2 staff (2006) were offered a half-day of training facilitated by the Spiritual Care group. Areas covered were:
1. “What is spirituality?” and introduction of the concept of F.I.R.M.;

2. “Our own contribution” to spiritual care approached via discussion of a case study;

3. “What happens next?” involving issues of referral, documentation and confidentiality;

4. “The role of the Chaplain”
A good number of staff, including nurses, doctors and allied professionals attended and the sessions were all positively evaluated.

Group 1 staff (2007) were offered “awareness” sessions of about 1½ hours each. In advance of the sessions all staff likely to have contact with patients or families were sent an explanatory letter and a questionnaire intended to elicit a general picture of staff’s existing awareness of spiritual needs and their own responsibility in giving spiritual care. Sessions were offered on the same basis as for clinical staff but consisted mainly of reflection on staff’s own experiences of encountering spiritual need. Groups were smaller but those who did attend contributed actively. Again the sessions were well evaluated and expressed appreciation.
How the audit was conducted 
It was important to assess the effectiveness of both policy and training however, to audit the effectiveness of spiritual care is a difficult task and has scant precedent. Audits of spiritual care that have been published tend to relate mainly to the work of a chaplaincy service
 or be concerned with primarily religious issues
. Following discussions between the group and the organisation’s audit facilitator a method for conducting such an audit was developed.
The audit was designed to measure practice against standards identified in the Hospices’ Spiritual Care Policy. Standards were identified from the Policy and a schedule drafted to assist with the selection and or design of tools to audit each standard (see Table below). 

Table 1 Schedule of Standards and Audit Tools
The three groups the Policy had identified with their own level of involvement in spiritual care groups broadly encompassed the chaplaincy (Group 3), direct patient treatment and care (Group 2) and patient contact without direct care or treatment (Group 1). The audit of chaplaincy, because of their responsibility for the management of the Policy, was effected by auditing the other two groups.

The audit was multi-faceted with a staff questionnaire, a patient/carer questionnaire and documentary evidence. The patient/carer questionnaire was delivered by the nurse members of the Policy Group in the form of a short interview to enable them to explain the questions. The audit facilitator, a trained market research interviewer, instructed them on this process. 

All staff in Groups 1 & 2 were invited to take part including flexi-staff.

The details of inclusion for patients and carers was:

· Inpatients who had sufficient time to settle in (a week); day hospice patients who had sufficient time to settle in (a month). 

· Any carer of an inpatient, 

No carers for day hospice patients were included as they are infrequent visitors.

Patient exclusion criteria were as follows: 

· Confused 

· unable to sustain a conversation over 10 minutes because of extreme weakness or fatigue

· suffering extreme emotional or psychological distress 

· already taken part in the audit

· did not speak English unless a translator is available

The audit of documentation was achieved by the nurse Policy Group members at each site reviewing 10 patient records each for the number of spiritual issues found in those records. 
It was considered advisable to outline the methods to the Local Research Ethics Committee because of the variety of tools and the inclusion of the interview aspect with patients and their carers. 

What the Audit taught us  
The staff questionnaire

The staff questionnaire was distributed to 50 Group 1 and 202 Group 2 staff. In Group 1, 17 staff responded (34%) and in Group 2, 97 responded (52%).

Training

The vast majority of staff who responded and had attended the training (94% of Group 2 and 80% of Group 1) said that they found the training helpful and a few asked for further training. This corresponds to evaluations taken at the time. However, a number had joined since the training and some who were in the organisation at the time had not attended. There were 52 free text comments which shed light on this. These were mainly that staff were not given the opportunity while some in Group 2 referred to staffing issues or practicalities such as annual leave. This underlines the need for managers to appreciate the importance of spiritual care and make every effort to make it possible for staff to attend. 
In Group 1, 11% also said they were not interested and this underlines the difficulty for some Group 1 staff of appreciating the importance of spiritual care to their role.
Staff sensitivity to spiritual needs
The free text answers to two questions were designed to elicit the measure of practice against this standard.
In Group 2 the majority of respondents described their role in spiritual care in an insightful way and only a very small handful of comments related spiritual issues specifically to religion. In Group 1 a number did not answer this question and there was a slightly greater tendency to equate spirituality with religion. The audit thus revealed a high level of awareness of spiritual need but showed that the relationship between spiritual and religious care is still a training issue for a small number. 
Referral
The Chaplain was the referral option of choice for spiritual issues, but since the question gave scope for other professionals to be mentioned, Group 2 staff also referred to the counsellor (36%); complementary therapist and social worker (7% each); doctor (4%); other nursing colleagues or the multi-disciplinary team (17%).
For Group 1 the counsellor was almost as much the referral of choice as the chaplain and the doctor, the clinical nurse specialist and others were mentioned. This could reflect a recognition of the whole team’s involvement in spiritual care but for some it might indicate an assumption that the chaplain is concerned only with religious issues.
A question asked staff how they would respond to a patient who expressed a wish which could be interpreted that they wanted help to die. Almost all Group 2 respondents said they would reply to the patient. Over half would refer to another professional with more saying they would do so if they felt the patient’s concerns were not allayed by their own professional intervention or care. The question had not been intended to provoke a discussion of assisted dying but some responded in this way. Only one Group 1 staff member favoured a change in the law.
Only exceptionally was it suggested that the professional could or should cope alone with issues like these.
Staff support from the Chaplain
This standard was addressed partially by inviting all staff to comment on the support from the chaplaincy. In this respect it is the only measure of the practice of Group 3 staff. 
Of the responses to this question 85% of Group 2 but only 35% of Group 1 had availed themselves of the support of the chaplain. Where comments were made by staff regarding the support of chaplains, these were overwhelmingly positive. 

However, the standard on this issue was really about community staff. Since, to protect anonymity, staff had only been asked to identify their group and not their specific discipline, it was unclear how many of the respondents work in the community. The standard was deemed to be met but it was recognised that this is weak evidence and, since the organisation is in the process of extending its community services, the support of staff in the community in their spiritual care of patients must be a priority.
The patient/carer questionnaire

Although some of the standard statements refer to patients and family in the hospice service, contacting them outside the ward or day hospice was not considered practicable.

Opportunity to speak about spiritual issues
Out of 22 inpatients, 20 (91%) said they knew they could speak about spiritual issues with a member of staff and discussed this with the nurse interviewer. One patient made a clear distinction between “vicars” who “deal with spiritual things”… “doctors prescribed the drugs I take and the nurses, keep me comfortable, help me to have a wash or take me to the toilet.”

Carers of inpatients were approached and 17 responded. Of these, 13 knew they could take their own spiritual issues to hospice staff and 4 did not know. In the comments one said that they thought spiritual care was for patients only, the other two had spoken to the chaplain of whom one had a religious need and seemed to associate spirituality specifically in this way. One associated spiritual needs with “God” and told us “I don't believe in healing hands or crystal therapy.” It is evident that patients and their carers do not make the same neat distinctions between religion and spirituality that are assumed by health care professionals!

Awareness of the availability of the Chaplain, service times and the chapel
All the patients and carers said they were aware of the availability of the chaplain except one day hospice patient.
Just over half the inpatients and day hospice patients were not aware of service times. This is not a surprising statistic since many patients are invited to the service just before it is about to happen. 

A small minority of inpatients and their carers were not aware of the availability of the chapel for their personal use. Rather more of the day hospice patients were not aware that they could use the chapel and this possibly relates to the greater difficulty of physical access to the chapel from all three day hospices.

Clearly there is a high level of awareness of these facilities but gaps still exist. 
Documentation
Out of 30 records examined, 26 had a record of a spiritual issue. There were 71 entries in all with 2 the most common number of entries in each patient record (the mode) and 6 the largest number in any one patients record. 
The next steps
A number of recommendations were made all of which were subsequently acted upon.
1. The importance of regular training in spiritual care was recognised. Training is to be offered to all staff at two yearly intervals. 
2. It has also been agreed that attending such courses will be considered part of working time and therefore to be paid, whether or not they occur within shift times. This is particularly important for nursing staff and demonstrates the organisation’s commitment to the importance of spiritual care.

3. The Spiritual Care Group itself has been reviewed to reflect the organisation’s greater commitment to work in the community. The group now has a greater representation of community staff and a non-clinical member of staff.
4. The audit also indicated a need for greater support for spiritual care in the community. With this in mind the policy was also extended to include a fuller statement about support for community staff by the chaplains and a more detailed section on assessment outlining more fully the use of F.I.R.M. 

5. The policy itself has also been rewritten to reflect the above and other issues highlighted in the audit. 

6. The audit indicated that, although awareness of the spiritual care offered by the hospice was high among patients, this was not complete. With this in mind a flyer outlining the hospices’ provision for spiritual care has been produced and is now included in the introductory pack for all new patients whether in the community or on the ward. 
Final remarks

Our Hospices form a fairly unique organisation and their experience will not be the same as that of all. Still less is this article intended to outline an ideal “method” of doing spiritual care. However there may be many features in this narrative which will resonate with other situations and some principles of spiritual care which will be important in any palliative care setting. Among these we would list the following:
1. The acceptance of a broad understanding of spiritual care;

2. The understanding of spiritual care as a multidisciplinary activity;

3. A recognition of the specialism of Chaplaincy as facilitators of spiritual care for all staff as well as resources for the handling of complex spiritual, religious and existential issues;

4. The acceptance of the importance of spiritual care by the organisation as a whole and by its management structure.
5. The helpfulness of the audit process to test, identify issues and suggest improvement.

It has been these features which have allowed us to develop a spiritual care service which can continue to adapt to ongoing change.
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Table 1 Schedule of Standards and Audit Tools








Standards�
Audit tool�
�
Structure Standards�
Documentary evidence & Questionnaire�
�
Staff have the opportunity for training in spiritual care�
Documentary evidence to be obtained from the records of the training provided 


Question in questionnaire asking whether spiritual care training appropriate, if not why not.�
�
Process Standards:�
Questionnaire�
�
Staff are aware of and sensitive to the needs of the patients�
Staff to state what their responsibilities are


Staff to answer question on what they would do for the patient if: (scenario that would prompt a response in their own words). 


Questions can be the same regardless of Group and assessed according to Group.�
�
Staff know how to refer spiritual care and needs�
Staff to answer question about whom else it would be appropriate to refer to.�
�
�
Documentary evidence�
�
Staff document spiritual care given and spiritual needs identified�
Examine patient records for examples 


Include Patient Profile and Bereavement risk assessment form for spiritual care given and needs for relatives/carers �
�
Outcome Standards:�
Questionnaire (interviewer led)�
�
Patients and family members state that they are aware of the availability of the Chaplain�
Direct YES/NO question�
�
Ward and Day Hospice patients and family members state that they are told the service times�
Direct YES/NO question








�
�
Ward & Day Hospice patients and family members state that they are aware that the chapel is available for personal use�
Direct YES/NO question�
�
Patients and family members state that they had the opportunity to speak about important spiritual issues to any member of staff.�
Direct YES/NO question with invitation for free text comments guided by the interviewer�
�
As above�
Documentary evidence:


Check the patient records for entries from Group 2 staff for these patients�
�
Community Nurse Staff (CNS) state they have availed themselves of support or aware support is available from the Chaplain�
Direct YES/NO question with invitation for free text comments�
�
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