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Executive Summary
· During autumn 2002, South Yorkshire Workforce Development Confederation (SYWDC), which leads on Chaplaincy workforce issues nationally on behalf of WDCs in England, undertook a survey of chaplaincy – spiritual healthcare issues.  It is intended follow up surveys will be repeated as part of the WDC’s commitment to ensuring that Chaplaincy resources are appropriately and equitably deployed across England.

· The survey was undertaken by circulating questionnaires to Trust Chief Executives asking for returns based on their own and their chaplaincy’s views. Returned questionnaires were analysed and the emerging conclusions tested with chaplaincy representatives at meetings in each of the four health and social care regions.

· The four identified summary issues; workforce numbers, chaplaincy facilities, use of volunteers, management of chaplaincy were supplemented by comments about pay, recruitment and retention, and issues of concern to chaplains during the regional meetings. In addition, issues of continuing concern to chaplains were identified and tabulated for further consideration is due course.

Outline of Actions

· The action arising from this survey are directed towards NHS Trusts, Workforce Development Confederations generally, and South Yorkshire WDC in particular.

· Trusts are asked to address issues concerned with data weaknesses; the development of multi-faith chaplaincy and its chaplains; the need for appropriate chaplaincy facilities; support for chaplaincy volunteers; and the involvement of chaplains in support of local emergency care planning.

· WDCs are asked to address issues concerned with ensuring 24-hour access to spiritual healthcare; developing policy for professional development of chaplains; and concerns about pay and recruitment/ retention.

· South Yorkshire WDC, is asked to take forward the preparation of a national strategy for healthcare chaplaincy during early 2003; to be available for advising all Trusts and WDCs in their actions; explore the availability of advise about Chaplaincy within NHS Careers; explore the development of a generic job description and explore the development of a competency framework.

· This report is being circulated for information and action to NHS Trusts, WDCs and Chaplaincy Bodies. It will be used to inform the work on strategy to be taken forward by South Yorkshire WDC and to support spiritual healthcare workforce planning and development in 2003-04.    

1. Background

Workforce Development Confederations were established by the Department of Health in 2001. Their aim, to give a clear lead and direction to workforce planning and development, and to manage the Multi-Professional Education and Training and other relevant budgets.  They are partnership organisations comprising both NHS and non-NHS member organisations and work closely with Strategic Health Authorities and with Postgraduate Deaneries to deliver on workforce issues.

South Yorkshire Workforce Development Confederation (SYWDC) has accepted the national lead for chaplaincy – spiritual healthcare workforce development issues.  In order to discharge this responsibility, SYWDC is following a process whereby it will prepare planning advice for other Confederations based on an annual national survey of chaplaincies.  This report is the result of the survey undertaken in 2002.

This is the first annual survey undertaken by SYWDC and as such it is acknowledged that development areas have been identified and will inform the process in the future.  Through consultation process some issues were raised around the validity and reliability of the data collected; however there was overwhelming support for the key themes and issues that were identified. 

As the lead organisation SYWDC believes the survey has been a valuable tool in informing future action and is grateful to all those who have drafted, responded and discussed the issues highlighted as a result.

2.  Survey methodology and response rate

This report is based on the analysis of a survey questionnaire (see Annexe I) issued to NHS Trusts in late August 2002.  The questionnaire was based initially on questions raised in a chaplaincy forum in the former Trent Region.  These questions were piloted in 10 chaplaincies across the NHS and amendments made. 

In August 2002, 281 questionnaires were issued to NHS Trust Chief Executives.  By the end of November 2002, some 180 had been returned, a return rate of 64%.  The have all contributed to the analysis on which this report is based except for 16 which were “nil returns” i.e. Trusts without any chaplaincy service.  The majority of those returned (97%) were complete but only 64% had been signed off by the Trust Chief Executive as was intended.

The initial responses were analysed by SYWDC and the data used to identify emerging issues within each section of the questionnaire.  These issues were then discussed by Chaplains and managers at four consultation meetings held in November (Basingstoke, Leeds, Leicester and London) within the four Directorates of Health and Social Care areas.  

The responses were received from a spread of Trusts as follows:

Table 1

Trust
No.
%age

Acute
128
71

Ambulance
15
8

Learning Disability
1
1

Mental Health
20
11

Mixed service
7
4

Others
5
3

Primary Care
4
2

Total
180
100

N.B.  The survey was not originally sent to Primary Care Trusts; however we have received replies from some PCT Chaplains.

3.  Survey Results

Table 2

Faith Group
Whole time chaplains
Part time chaplains
Total chaplains in survey (64%)

Bahai
0
0
0

Buddhist
0
3
3

Christian
292
735
1027

Hindu
0
6
6

Jain
0
0
0

Jewish
0
17
17

Muslim
1
42
43

Sikh
0
5
5

Zoroastrian
0
0
0

Total
293
808
1101

These figures show the predominance of Christian chaplains within the Service and their dominance of both whole-time and part-time posts and relate to questions 1 & 2 on the questionnaire.  At the same time, they show that 180 Trusts employ 1101 chaplains, implying a large team (average membership of six) of part-time staff across several faiths.  There is considerable complexity in this management task, which reflects well on the chaplains’ ability to deliver a coherent service.

The survey showed that there were some 97 (35.30 wte) other members of the chaplaincy team within the Trusts included.  Their role was not always defined but included bereavement team members, secretarial staff, honorary chaplains and other staff such as organists.  The data was not consistent to enable any conclusions to be drawn.

When asked about out of hours chaplaincy cover, the majority of Trusts (83%) included a requirement to provide on-call services in the chaplains’ contract of employment.  Only 15% of these 136 Trusts made any additional payments although some included payments in baseline salary and others allowed time off in lieu. 

Over half of the Trusts (58%) have out of hours services covering all faiths.  Many of these do so by reliance on the Christian chaplains to judge whether a visit is necessary before summoning other colleagues or, as in one case, leave this task to the switchboard operator.  Many Trusts do not pay for the service, which continues to be provided voluntarily.  (In some contracts, however the out of hours services is covered by the term “unusual hours”).

The survey did not cover recruitment issues, although space was available for those who wished to raise their concerns.  Some did, which initiated discussion on this topic at each of the four consultation meetings.  Various issues were raised including the development of standardised and comprehensive recruitment literature, advocating chaplaincy as a career option amongst newly authorised spiritual care givers, equality issues in relation to appointments, and ensuring that terms and conditions issues were all included on each occasion.

After discussion of workforce numbers with chaplains at consultation meetings, SYWDC has concluded that the following issues need further attention:

· The chaplains’ role is made more complex by the need to work within a coherent service staffed by many part-time staff of different faiths.  There are co-ordinating, managerial and leadership issues arising from this complexity.

· Patients and staff are not receiving a comprehensive and continuing service in support of spiritual healthcare because arrangements for out of hours care are inconsistent. 

· There are concerns about the recruitment and retention of competent authorised chaplains.  These concerns need to be explored further by each Trust to ensure the validity of each situation.  There is understanding that this may be due to factors outside the NHS. 

3.2
The prevalence of faiths and facilities provided in support of chaplaincies.

Comparisons about faiths within the NHS are difficult to obtain because data collection is rare and because each faith has various shades of tradition where broad categories are not easily compared.  At the same time, SYWDC needs to know whether the right people are in the right place to deliver the right service and this applies to chaplains as to other staff. 

The survey asked for information about the faiths of the chaplains, of the patient group and of the staff group.  Separately, SYWDC had collected information about the prevalence of faith within England using the ‘Directory of Religions in the UK 2001-2003’ published by the Inter Faith Network for the UK.  The table below brings these four different data together.

Table 3

Faith
Proportion of Religions in England
Patient Faith in Survey

(%)
Staff Faiths in Survey

(%)
Chaplains’ Faiths in Survey

(%)

Not available

47 Trusts (29%)
131 Trusts (80%)


Bahai
0
0
0
0

Buddhist
2
0
0
0

Christian
80
71
67
93

Hindu
1
1
1
1

Jain
0
0
0
0

Jewish
1
1
0
1

Muslim
3
3
2
4

Sikh
1
0
0
1

Zoroastrian
0
0
0
0

Other
12
6
8


None

3
2


Not known

8
5


Not recorded

4



Total
100
97
87
100

There are differences in these datasets that make comparison difficult.  First, the ‘Directory of Religions in the UK’ has various estimates of the adherents to particular religions and tends to give ranges for religions but not for those with no religion or followers of other than these set out in Table 3.  Second, the patient dataset was not available for 29% of Trusts and only very few of these were based on PAS data.  The same is true for the staff dataset but more so.  This is not based on any systems and therefore almost entirely reflects the chaplain’s judgement, which aligns it closely with the patients.

Despite these difficulties, it is fair to say that the patient dataset appears to reflect the generality of people’s religions within the UK.  There seems to be a clear relation with the staff dataset, but within the survey there are also some obvious differences.  These differences make the task of the chaplain more complex. 

Finally, there appears to be a difference between the proportion of patients and staff who are Christians and the proportion of chaplains serving them.  There are several possible reasons for this difference including the fact that the survey has tended to use faith, religion, and spirituality as similar when they have distinct meanings.  It is also very likely that the Christian traditions, with their history of providing chaplains over many years, are providing a large measure of the spiritual healthcare within the NHS community.  The survey snapshot indicates that there is transition under way with the introduction of healthcare chaplaincy to a wider range of faiths led by the existing chaplains. 

The survey explored the extent to which the facilities provided in support of chaplaincies were regarded as adequate.  One third of Trusts (33%) had separate worship facilities available for each of the faiths.  More (65%), had appropriate supporting facilities and usually (64% of instances) faith groups were content to share.  However, the sharing of facilities between faith groups was thought to be inappropriate in such limited space (56% suitable), and even patients and staff were not readily able to share (63% content).

During the consultation meetings, it became clear that the appropriate size and disposition of facilities for worship and other uses is by chance, accident or good fortune.  Very rarely can chaplains say that they have been supported fully in developing the right facilities to match need, although there are some notable exceptions.  With finance constrained and priorities geared to service delivery targets, Trusts may not always be able to give spiritual healthcare facilities the attention they require.

After discussion of these figures with chaplains at consultation meetings, SYWDC has concluded that the following issues need further attention:

· There are data weaknesses, which make judgements about the relationships between the patient, and staff group faiths, and that of the chaplain more difficult.  In order to ensure that spiritual healthcare is supported, attention to these issues in the form of annual or other surveys is recommended. 

· The increasing number of chaplains in smaller faith groups will need particular support from their already-established colleagues and from Trust management, to establish their own pattern of practice within the chaplaincy team and to forge linkages with faith communities locally.

· As faith groups become more established locally, so demand will grow for dedicated facilities of appropriate size.  The current suggested shortfall of 33% is already being managed by the chaplaincy which will need support in this task as well as support for finance resources, to achieve a better accommodation plan for future use.

3.3
The funding of chaplaincy

In most Trusts (82%) there was a budget for chaplaincy services.  The size of these budgets varied but it appeared that some £6.3m was being spent on healthcare chaplaincy in England. 

The management of these budgets and therefore where in the organisation they were held appeared to vary considerably.  The table below shows eight different places for the management of chaplaincy budgets with a high proportion being linked to central services, nursing, human resources and facilities.

Table 4

Budget Holder
Amount %

Chaplain
43

Central Services
9

Patient Services
2

Medical Directorate
7

Executive Director
5

Director of Nursing
18

Director of Human Resources
9

Director of Facilities
7

The variability regarding the financial management of chaplaincy suggests a lack of clarity about what chaplaincy is for and what chaplains do.  A more consistent approach might enable Trusts to be clearer about their expectations of this service.

When asked about the amount of training chaplains receive 35 different answers were received from 107 respondents.  This high rate of diversity is probably a function of the multiplicity of different approaches in Trusts and to the variety of their different financial management systems.  However, it also implies a lack of consistency for chaplains. 

Where there was a quantified response, the results were along the following lines:

Table 5

Response
No of respondents

£1,000 per annum
1

Introductory Course +
6

Annual Study Course +
5

Annual Retreat +
2

1-2 courses per annum
5

1 day per annum
1

2 days per annum
2

3 days per annum
5

4 days per annum
1

5 days per annum
7

6 days per annum
1

8 days per annum
2

2 weeks per annum
5

It is encouraging to see that some local policies appear to include an annual retreat, a commitment to the national introductory course and an annual study course. Where the response was not quantified, the results varied from “adequate” to “inadequate” and from “very little” to “as requested” and “sufficient”. The responses, which are easier to understand, were those where training was geared to “performance development plans” or regarded “as necessary” or “as appropriate”.  These latter responses gave a feeling of direction to training, which was welcome.  

The pay spread elicited by the survey was consistent with the Department of Health’s (DoH) pay survey.  During the consultation meetings, concern was raised about the need for all allowances to be used in these comparisons, and concern that Trusts were not always paying full allowances even where these were available.  It also seemed to be the case that pay for the significant leadership task in managing larger chaplaincy teams was enabling some chaplains to earn above pay survey levels. 

After discussion of these figures with chaplains at consultation meetings, SYWDC has concluded that the following issues need further attention:

· The importance of budget holding for status within Trust management and the need to clarify where chaplaincy fits in are important issues for both Trusts and chaplaincy teams.  Further work will be necessary to ensure that an approach to these issues can be made more consistent.

· The diversity of policy and approach used by Trusts in their training allocations has not proved amenable to simple analysis here.  However, the complexity of the chaplaincy workforce with many part-time staff and their need for updating “professionally” does mean that this staff group may be missed out when routine allocation is made. 

· Despite its omission from the original survey questionnaire, chaplains have raised issues about pay and also recruitment and retention.  Further analysis of these issues will enable a sharper focus to be given to those who lead on these subjects within the NHS.  It is therefore suggested that local projects take place to look at this concern.

3.4
The use of volunteers in chaplaincy

The survey asked about how volunteers were used within the Chaplaincy service.  Wide ranges of responses were received with a focus on ward visiting and wheel chair assistance.  There was also a large component supporting bedside communion and the worship team generally. This group included volunteer and lay chaplains.  The full table is set out below:

Table 6

Volunteer Duty
%

Ward visiting
41

Wheel chair assistance
26

Worship team
13

Bedside communion
11

Care of chapel flowers
5

Assist with on-call cover
3

Spiritual support in A/E
1

Meet and greet in ITU
1

Help with befriending service
1

No attempt has been made to quantify the number of volunteers on this occasion.  It is however clear that some Trusts are supported by many people working voluntarily whilst others have only had opportunity to develop a small team.  One Trust indicated that it was policy not to use volunteers in chaplaincy for the time being.

Apart from the use of volunteers in training, most chaplaincies (80%) indicated that they ran their own volunteer training programmes. 

After discussion of these figures with chaplains at consultation meetings, SYWDC has concluded that the main issue raised was the heavy reliance on volunteers in some instances.  Chaplains commented that without their help the range of services many patients and staff receive may be reduced.

3.5
The management of chaplaincy services

Trying to identify whether chaplains were all tasked into National Service Frameworks (NSF) or other care group configurations was not possible.  Some 23% clearly were, but these included those in mental health.  Of the remaining responses, most indicated that they were allied to patient service groups be they wards (14%), teams (26%) or specialist units (33%).  Inevitably, where sites were small or dedicated to a particular geographic area, chaplains were working to a site based system (5%). 

Some chaplains (37%) were not fully involved in locality and service planning, including major incidents planning.  In one or two instances, this was because of the size of the particular Chaplaincy, many were simply not thought to have a role in this work.  This seemed at odds with those who were more fully involved, for example one chaplain worked part of the time in county emergency planning.

In addition to the role in planning mentioned above, chaplains were taking part or contributing to a wide range of activities including palliative care and bereavement, research ethics, staff support and maintaining faith networks. These were viewed as part of the chaplains’ role, but others were additional and thus were a sound reflection of the individuals’ ability to contribute beyond the remit of the normal role.  The table below shows the diversity of additional roles chaplains undertake.

Table 7

Additional Role
%

Bereavement counselling
41

Training/Teaching
31

Staff support
26

Research Ethics Committee
24

Faith network
22

Patient Advocacy Liaison Service involvement
5

Hospice involvement
3

Commission for Health Improvement Reviewer
3

Hospital radio
1

Local Chaplaincy Committee
2

Mortuary manager
1

Support for mental health unit
1

County emergency planning
1

Equality adviser
1

Art project lead
1

A/E collaboration
1

Harassment adviser
1

When asked about the support chaplains themselves receive most (89%) were receiving support from their managers, although only 40% said that their secretarial support was sufficient.  In line with the recent College Health Care Chaplains (CHCC) survey, some 58% were receiving clinical supervision and 86% were receiving spiritual guidance.  Levels of other support available were low at 50%.

After discussion of these figures with chaplains at consultation meetings, SYWDC has concluded that the limited involvement of chaplains in local planning issues was a cause for concern.  This needs urgent review to ensure that services are available in these plans and that appropriate support to staff can be mobilised where necessary.

3.6
Further information

Chaplains raised a number of items under this section and these are tabulated below:

Table 8

Further Issues
Number

Reorganising
15

Fully involved on a multi-disciplinary basis
11

Onerous on-call
5

Developing services
4

Reliant on volunteers for cover
3

Level of vacancies
3

Concern about chaplaincy role
3

Concern about pay issues
2

Piloting confidentiality processes
2

Holistic care
1

Involved with retained organs work
1

Much affected by local birth rate increases
1

Supporting a system of honorary chaplains
1

Undertaking project work as part of research programme
1

Many developments taking place on smaller sites
1

Supporting a system of clinical pastoral education
1

Support for a minimum data set for chaplaincy
1

Aspiring to new chaplaincy and pastoral care centre
1

These issues reflect both the positive development of chaplaincy as well as the difficult times which chaplains experience from time to time. 

Additional issues were raised during the consultation meetings, these have been tabulated in Annex II.

4. Conclusions and next steps

SYWDC has undertaken a survey of healthcare chaplaincies from which 11 issues have emerged.  These are shown in Annex III as proposals for action by WDCs and by Trusts and by SYWDC specifically.  SYWDC will review progress with these issues in the New Year and collate guidance for 2003-04 during the second quarter.

Throughout this study, both in written comments and in the dialogue during consultation meetings, it has emerged that there is no agreed plan for chaplaincy.  Chaplaincy is a complex service embracing all faith groups and providing a professional service to all patients and staff within healthcare settings.  In addition, health organisations are increasingly seeking an ethical and philosophical base for their activities, much of which is drawn from the background in which chaplains have knowledge and expertise.

Taken together, these factors have led SYWDC to conclude that the next step after this survey is to prepare a strategy for healthcare chaplaincy with the support and guidance of NHS and chaplaincy bodies and the active involvement of working chaplains.  For this reason, SYWDC has added this task to the list of action points included in Annex III.

Finally, SYWDC wishes to thank all those who contributed to this survey.

Annex 1

SOUTH YORKSHIRE WORKFORCE DEVELOPMENT CONFEDERATION

Chaplains and the service Chaplains provide – 

Questionnaire.
Please complete each of the 5 sections. If you have any queries please do not hesitate to contact Alexandra Street on 0114 226 4426 or email her at lexie.street@wdconfed.nhs.uk
Thank you for your time and effort, it is very much appreciated. We have asked the Chief Executive and the Lead Chaplain to sign the form on completion to indicate their agreement with its content.

For the purpose of this questionnaire talking about separate faiths and religions I am referring to the nine major world faiths, including; Bahá’ì, Buddhist, Christian, Hindu, Jain, Jewish, Islam, Sikh and Zoroastrian.  If you have any other faiths/religions that require representation within your Trust please specify and answer the questions accordingly.

General Information.

Name of Trust











Name and Title of Contact (person completing this questionnaire)




Address











Telephone










E-mail












Section 1 – Hours

Q 1
How many whole-time chaplains are contracted to work in the Trust or are paid for conducting formal visiting arrangements. (Please state numbers by faith group)












Q 2 
How many part-time Chaplains are contracted to work in the Trust or are paid for conducting formal visiting arrangements  (Please state numbers and wte by faith)
Q 3
How many other staff work within the Chaplaincy service (numbers and wte only)












Q  4
Does the employment contract for Chaplains include a requirement to be on-call? ​​












Q 5 
If yes, are there additional payments to reflect this commitment? 
Q 6 
If no, are there arrangements in place to provide a chaplaincy on-call service covering all faiths and all hours? 









Section 2 – Faith

Q 7
In what proportions
 are the faiths present within your patient group?





​​








Q 8 
In what proportions
 are the faiths present in the staff group?



Q 9 
Are separate worship facilities available in the Trust for each of the faiths with followers using Trust services?








Q 10  
Are appropriate facilities available for those who wish to use them? (e.g. meditation, prayer, reflection, ablution etc.)

Q 11
If worship facilities are shared, are the appropriate faith group representatives content with these arrangements?
Q 12 
Are these facilities of a suitable size if they are shared by all faiths?


Q 13 
Are patients and staff content with arrangements that require them to share facilities for worship, prayer and reflection?







Section 3  - Money and Training

Q 14 
Is there a budget centre for Chaplaincy services?





Q 15 
What is the pay budget for Chaplaincy services in 2002 – 2003?



Q 16 
What is the non - pay budget for Chaplaincy services in 2002 – 2003?


Q 17 
What allocation for training and personal development is included within the Chaplaincy budget in 2002 – 2003?



















Q 18 
What allocation for Chaplaincy training and development is included in other budgets in 2002-2003?  









Q 19 
Who holds the budget for Chaplaincy services? 





Q 20 
On average how much training do Chaplains receive? 




Q 21   With regard to the pay scale, where do the Chaplains sit?  (Please highlight and also state if the Chaplain is part time or whole time).  N.B. Please pro rata up to 1 wte if part time.

£5,000 - £10,000




£10,000 - £15,000      

£16,000 - £20,000 




£21,000 - £25,000

£26,000 - £30,000




£31,000 - £35,000

£36,000 +

Section 4  -  Volunteers

Q 22
How does the Chaplaincy use the volunteers, if any? 




Q 23 
Do they undertake training within the Chaplaincy department in addition to any that is given to volunteers generally?

Section 5 – Management Aspects

Q 24 
Are Chaplains related to care group
 teams? And if so which and how? 


Q 25 
Are Chaplains fully involved in service planning, locality planning? (e.g. Major Incident Plans, service redesign)  








Q 26 
Does the Chaplain fulfil any other role
 within or outside the organisation? If so, please specify? 










Q 27 
Does the Chaplaincy service have adequate secretarial and other clerical and administrative support within its budget? 

Q 28 
Are arrangements in place for the chaplain to receive support in the following ways:

Management supervision and guidance 







Clinical supervision 










Spiritual guidance 










Other support and assistance 








Please add any further information you consider deem relevant.




Lead Chaplain Signature:






​​​​​​______

Trust Chief Executive Signature:








Again, thank you very much for your co-operation in this survey.  If there is anything South Yorkshire Workforce Development Confederation can do to be of any assistance, please do not hesitate to contact us and we will be happy to help wherever possible.

Annex II

Summary of issues raised during consultation meetings

The following issues were raised additionally to the survey and discussed verbally at the consultation meetings.  

· Encouragement of realistic budgets for chaplaincy, which include adequate funds for training events.

· Funding for representation within the workforce of spiritual caregivers who reflect the ethnic and cultural diversity of the local community.

· Equity of services from the Trusts to carer non-pay budget items, training and personal development and secretarial and clerical assistance.

· Future management structure for chaplaincy regarding assistant chaplains.

· The need to treat spiritual care as not merely religious care but as a distinctive concept that has a rightful place alongside all other clinical disciplines.

· Guidance on resourcing – theory and practice.

· Chaplaincy as team player in healthcare

· Monitoring of standards for multi-faith appointments.

· Further development of educational programmes regarding the chaplaincy agenda with other agencies involved in healthcare provision in the hospital setting.

· Data Protection Act

· Provision of worship space

· Ensuring a proper balance in an ecumenical and multi-faith team.

· Chaplaincy and bereavement care

· Funding and pay scales

· On call arrangements

· Professional registration

· Processes for monitoring activity

· Different roles of chaplaincy volunteers

· Developing acceptance of chaplains as healthcare professionals – changing the culture

· The desirability of continuity of approach to chaplaincy by management across the NHS

· How do the WDCs relate to chaplaincy?

· Developing the service

· Suitable training

· What relationships will there be with the MA Programme in Healthcare Chaplaincy at Leeds University and its possible development?

· Will new DoH guidelines affect this work?

· How training is delivered nationally and how the vision of professional development is owned by chaplains and is supported by research

· Supervision

· Spiritual care as an induction issue.

· The place for spiritual care in the modern patient focused NHS.

Annex III

Summary of Action Points

Action for NHS Trusts

· Trusts are asked to review data weaknesses which make judgements about the relationships between the patient and staff group faiths and that of the chaplain more difficult.  In order to ensure that spiritual healthcare is supported, attention to these issues in the form of inclusion in annual or other surveys is to be recommended. 

· The increasing number of chaplains in smaller faith groups will need particular support from their already-established colleagues and from Trust management to establish their own pattern of practice within the chaplaincy team and to forge linkages with faith communities locally.

· Trust reviews of capital programmes need to take account of the fact that as faith groups become more established locally, so will demand grow for dedicated facilities of appropriate size. The current suggested shortfall of 30% is already being managed by chaplaincy which will need support in this task as well as support for finance resources to achieve a better accommodation plan for future use.

· Trusts may wish to review the need for support to those chaplaincies which are reliant on and train significant numbers of voluntary helpers. 

· The limited involvement of chaplains in local planning issues was a cause for concern.  This needs review to ensure both that services are available in these plans and that appropriate support to staff can be mobilised where necessary.

Action for Workforce Development Confederations

· WDCs may need to take action where patients and staff are not receiving a comprehensive and continuing service in support of spiritual healthcare because arrangements for out of hours care are inconsistent.  In addition, Trusts appear to be relying on the goodwill of a small workforce in chaplaincy to provide a service without payment.

· The diversity of policy and approach used by Trusts in their training allocations has not proved amenable to simple analysis here.  However, the complexity of the chaplaincy workforce with many part-time staff and their need for updating “professionally” does mean that this staff group may be missed out when routine allocation is made. 

· Despite its omission from the original survey questionnaire, chaplains have raised issues about pay and about recruitment and retention.  Further analysis of these issues will enable a sharper focus to be given to those who lead on these subjects within the NHS.

Action for South Yorkshire WDC

· Prepare a national strategy for spiritual healthcare workforce development July 2003 for endorsement by Ministers

· In developing the national strategy take account of the following issues emerging from the chaplaincy survey 2002:

· The chaplain’s role is made more complex by the need to work within a coherent service staffed by many part-time staff of different faiths.  There are co-ordinating, managerial and leadership issues arising from this complexity.

· There are concerns about recruitment and retention of adequate numbers of competent authorised chaplains.  These concerns require further study to assess the extent to which they are amenable to human resource interventions from within the NHS or whether they have their origin in other factors outside the Service.

· The importance of budget holding for status within Trust management and the need to clarify where chaplaincy fits in are important issues for both Trusts and chaplaincy teams.  Further work will be necessary to ensure that an approach to these issues can be made more consistent.







� Throughout this report, the word chaplain is taken to include other spiritual care givers and chaplaincy is taken to include spiritual healthcare.


� We recognise that this information may be difficult to quantify but would appreciate whatever assessment is available.


� Ditto


� It would be helpful to know whether chaplaincy time is directed to any of the national strategic framework areas (cancer, mental health, coronary heart disease, older people, long term conditions, children, diabetes, renal) or to individual clinical specialties e.g. obstetrics or to other clinical areas e.g. A/E, ITU 


� This should be taken to cover the development of aspects of chaplaincy-spiritual care such as managing the bereavement service; the development of special expertise such as counselling; and Trust-wide work associated with, for example with developing external partnership.
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