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MEASURING THE EFFECTIVENESS OF CHAPLAINCY:

WHAT TO AUDIT

James Duffy and Gillian Munro

Abstract: The authors introduce a form of audit as a response to the question
‘What should be audited in spiritual care?’ Using a Systems pattern already es-
tablished in other departments, focus groups were held to indicate needs and
wants of the client group. This led to an examination of methods already in use
and a comparison of the two. The biggest challenge revealed was access and re-
ferral to the service. Assessment of client satisfaction should take into account
clients’ needs. Some forms of measure are helpful others may be harmful. All in-
formation must then be used. The department now has clarity on what should and
should not be measured to provide an effective service.
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Introduction

The newly formed Spiritual Care Department in
NHS Tayside had placed on them an expectation
that they would audit their service. However, it was
unclear what this meant. Obviously, some kind of
measure would be involved, but what should be
measured, why should it be measured, and what
would the measures tell us? All this before consider-
ing how to show it measured.

The Head of Department contacted the Clinical
Governance Department for some help, guidance
and advice with these questions. The response was
an introduction to a systematic approach to Clinical
Governance, based on quality management princi-
ples. This approach had been implemented in a num-
ber of departments, covering clinical and non-
clinical services. The advice was not to measure
anything about the service, until enough work had
been done around identifying and implementing the
Clinical Governance system for it to be clear what
should be measured and to ensure that there was
something to measure.

This article sets out the clinical governance system,
describes its application to the Department of Spiri-
tual Care, outlines progress in implementing the

system, and discusses the types of meaningful
measures which flow from its introduction.

The system

The Clinical Governance staff in Dundee pulled the
system together following successful introduction to
a number of departments and service areas, as de-
scribed by Duffy and Irvine (2004). The system
represents a model based on research into various
quality systems, such as the King’s Fund Organisa-
tional Audit Programme (KFOA), the European
Foundation for Quality management (EFQM) and
the International Organisation for Standardisation
(ISO) ISO 9000.

The system can be represented as a diagram, with 9
interlinked steps (see figure 1).

Once this model had been presented to and accepted
by the Department of Spiritual Care we had to work
out how to fill in each of the boxes for this depart-
ment. Experience has shown that while the model is
generally applicable to all types of department, the
detail of how it is applied is unique to each depart-
ment.
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Figure 1. Systems Diagram
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The start point was to find out and quantify what
customers’ needs and wants were (Box 1). If there
are no identifiable needs and want, there is no justi-
fication for providing a service. Equally, there is no
justification for providing a service which does not
address needs and wants. This is not to say that
every need and want must be responded to. Not
every want is a need. In a world of finite resources
it may be necessary to decide which needs are to be
responded to.

To establish needs and wants, focus groups were
held. This included people from a wide variety of
faith backgrounds, and people who professed no
faith. A clear picture began to emerge of the circum-
stances under which people would identify a spiri-
tual need and the type of response they would hope
for. This amounted to a mixture of predictable and
less predictable needs. The good news about the
predictable items was that there existed within the
department knowledge of how to respond.
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However, completion of the first box led into box 2.
Here we tried to identify what methodologies were
needed to respond appropriately to the needs. This
involved bits of research to examine the skills and
knowledge bases required dealing with the various
types of demand which the Department’s staff
would face. It also involved identifying any support-
ing materials which staff would use in delivering the
service. The Department made clear decisions about
who was responsible for ensuring this work was
undertaken, and had the necessary skills in relation
to literature searches and reviews available.

Box3

Moving into box 3, the department started to com-
pare its resources with the resources identified in
box two. In terms of addressing any knowledge and
skills gap, the existing Personal Development Plan
process proved satisfactory. A checklist could now
also be drawn up of support material, reference leaf-
lets, artefacts and so on which would be required in
the various locations. Again, clear responsibility was
assigned to making good any gaps.
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Box4

When we considered box 4, we were looking at how
clients (patients, relatives and staff) accessed the
service. This has presented one of the biggest chal-
lenges. Traditionally as part of the admission proc-
ess in many areas patients would be asked if they
wished to see the chaplain. This immediately singled
out the Department of Spiritual Care and referral
arrangements as different from any other care team.
For all other services, patients would be assessed
and referred on the basis of assessed need. Clearly,
nobody gets asked if they want to see a radiologist
or a phlebotomist. These arrangements may lead to
people with complex spiritual needs not being iden-
tified while others with less need identify them-
selves immediately affecting the process of
prioritisation of visits by the chaplain. We drew two
conclusions from this. Staff are not confident at as-
sessing whether people have spiritual needs, and
there is poor understanding among staff and patients
about the kind of issues the Department of Spiritual
Care can help with.

Those difficulties notwithstanding, the referral ar-
rangements led to problems in relation to timescale.
Unless a request was regarded as urgent, where
quick and effective processes alerted the chaplain,
referrals could take some days to arrive as in one
hospital these were written and had to be collected
from each ward. This resulted in what appeared to
be a slow response from the chaplain, although the
chaplain had responded quickly on receipt of the
referral. This arrangement also led to a significant
number of missed visits, as the patient had been dis-
charged or transferred or the spiritual crisis had
passed. Referral by phone call has been encouraged
which brought practice in line with referral ar-
rangements to other departments. This has gone a
long way to resolving the difficulty of response
times.

Box 5

Box 5 is about preparing the service delivery, so that
the service provider turns up at the right time with
the right equipment and gets access to the patient. In
the acute setting in particular the chaplain was often
not high in the pecking order of who gets to see the
patient. So the chaplain would defer to a host of
others, whether or not, to the patient, their spiritual
need was paramount. This led to wasted visits, with

obvious consequences for the use of scarce staff
resources

In contrast, in the palliative care setting, the role of
the chaplain in delivering spiritual care was under-
stood to be of great importance and the place of the
chaplain recognised.

Additionally, there remained problems associated
with getting information about the kind of spiritual
need the chaplain would meet in responding to the
referral. Potentially the chaplain with better informa-
tion could plan visits in an appropriate way and be
better prepared generally meeting the person.

Box 6

Box 6 covers the activities of delivering the service,
and normally takes place when the chaplain, or other
person providing the spiritual care, is together with
the person or people receiving spiritual care. The
care that is transacted here clearly needs to be tai-
lored to each individual circumstance, but should be
recognisably based in the methodologies identified
in box 2.

Box 7

Box 7 is concerned with measuring client satisfac-
tion. Clearly it is important to know that the service
is being delivered in a way which is acceptable to
clients. The main issue here is that measures should
be related to those things identified in boxes 1 and 2
which the clients said were important to them. There
is an easy trap to fall into of asking clients about
those things which appear important from the ser-
vice providers' perspective, but which may be dif-
ferent from the things which really matter to the
client.

Box 8

Box 8 is about measurement. It is only at this point

that there can be meaningful consideration of what

to measure, and what to audit. We consider there to

be four kinds of measure, one of which is of para-

mount importance, and one of which is at best of no

use, and at worst can be harmful. The four measures

are:

e Customer centred outcomes (also referred to as
end-to-end measures)

e System measure

e Process measure

e Activity count
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The customer centred outcome measure is of
paramount importance. This is a measure of the de-
partment’s success in meeting the client demand. It
is an expression of the department’s capability,
given the system within which it operates. What we
mean by this measure is this:

e People bring a variety of issues to the depart-
ment.

e For each of these issues they want help.

e The spiritual care department’s purpose is to
provide that help (around those types of issues
which the department has agreed it should re-
spond to).

e The success of the department in doing that is
the extent to which people consider their issues
to have been addressed.

It is only by demonstrating that the service actually

performs a function of moving people along the way

to resolving issues that it can demonstrate its worth.

However, making this measurement should not be

regarded as a simple task. It is necessary to identify

the various types of problem which people bring,
and how to quantify the problems. This is inevitably
subjective and will vary from person to person. Two
people faced with similar circumstances will feel the
problem and express it differently. The same inter-
vention will have different degrees of success for
different people. This variation is natural and nor-
mal. But it does tell us that this measure becomes
meaningless if we try to reduce it to one figure. To
properly describe the capability of the system of
spiritual care delivery we need for all categories of
problems (starting with the most common and/or the
most serious) a way of expressing the mean and the
range of the changes brought about with the client in
relation to the problem. The methodology for doing
this is a technique called statistical process control

(SPC) which is described in many texts, (e.g She-

whart, 1931, who pioneered their use, and Lloyd and

Carey, 1995). It is important to realise that this is a

measure of system capability, it is not a measure of

individual performance. Individuals perform within
the system and, therefore, within the constraints of
the system.

System measure would normally be done by audit.
This is simply a check to find out if the system is
working as designed. For example, if in box 3, a
decision had been made that PDPs would be done
annually with quarterly reviews, the system measure
would establish whether this is happening. System
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measure is an important type of measure. It estab-
lishes whether a department is doing all the things
which it decided were important to achieve the best
outcomes for people using the service. But this kind
of measure is internally focussed, and can never take
the place of measuring customer centred outcomes.

Process measures are also normally done by audit.
This would consist of taking processes identified as
critical, or historically problematic, and examining
them in detail to ensure they are working ade-
quately. There is a note of caution about this kind of
audit. While this is a valuable tool, there can be a
temptation to sort out a troublesome process without
sufficient thought to the effect of that solution on
other parts of the system.

The last measure is activity counts. This is what
Deming (1986) describes as degeneration into
counting. How many of this did we do, how many
did we refer to this department, how many clients
did we see, and so on. The danger is that upping the
quantity becomes the goal or the target and unin-
tended nonsensical consequences result. For exam-
ple, John Seddon (2003) discusses the ambulance
service response to a national target of meeting 75%
of category A calls within 8 minutes.

There is one further type of measure we would ad-
vocate. It is well worth measuring the type and fre-
quency of demands coming into the department. In
boxes 1 and 2 research will have provided a theo-
retical understanding of this, but measuring actual
demand will allow this information to be refined,
and for the department to anticipate and deal with
changes which occur over time in the demand it has
to respond to.

Box 9

Finally box 9 is the box where the data from all the
measures, including the satisfaction measures must
get used. If it doesn’t get used, there was no point in
collecting it. Where the information suggests that
something is not going as well as it should, we need
to have a recognised way of dealing with that. This
links back into box 3, because the only way to im-
prove the outcomes which the service is capable of
achieving with its clients is to change the system of
delivery. Inevitably this means changing the way
people access the service, or the way the service
responds, or both. The service responds with its re-
sources, which are the knowledge and skills and
materials available to it. If the changes made are
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effective, positive differences in outcome measures
will start to follow.

Conclusion

By adopting a systems approach to service delivery,
the Department of Spiritual Care in Tayside has de-
veloped an understanding of what is important to
service users which has gone beyond the expecta-
tions of conventional knowledge. This has been ac-
companied by a wider understanding of the types of
responses people would be hoping for.

The department now has clear insights regarding
what to measure, how to measure it and how to use
the information gathered. Just as importantly, there
is now clarity about what should not be measured.

What should be measured

e what customers’ needs and wants are

o the skills and knowledge bases required to deal
with the various types of demand which the De-
partment’s staff face and what is available at
present

e any supporting materials required for staff to
deliver the service and what is available at pre-
sent

e information requested by staff on spiritual re-
quirements of patients and the appropriate
communication of this

e reasons for ‘failed’ visits

e success in meeting client demand

e what has been planned has been carried out

e the results of problem solving

What should not be measured

how many of this did we do
how many did we refer to this department
how many clients did we see

The outward looking client centred outcomes will be
the main measure used, and there will be no attempt
to reduce these to one figure. They will be consid-
ered as a range of outcomes to reflect the variance
achieved with different people.

NHS Tayside Spiritual Care Policy states Audit is
central to the process of Spiritual Care within NHS
Tayside. The challenge was how to implement this
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in a new department. In Tayside we did not have a
large team but we had firm foundations in the acute
and community hospitals. We felt it would not help
us to know how many people were visited or for
how long because each person must have their needs
dealt with in an individual way. What we did want
to know was how effective our care was in support-
ing patients, carers and staff and how we could im-
prove our service. Working with our colleagues in
Clinical Governance allowed us to use their exper-
tise in their specialist field as well as their local
knowledge of Tayside. As we sat writing issues on
post-its and organising them into priorities and ways
of working we had to reflect on why we did things
that way and was there a better answer. Working
with people who began with little knowledge of
spiritual care but developed a great interest helped
us to stand back and look at our own practice so that
we can now develop a department which delivers
care which people want, not what we think they
need.
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