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Abstract: The Lived Experience of Non-Religious Healthcare Chaplains
Entering Faith-based Healthcare Chaplaincy Teams

This research explores the experiences of non-religious (specifically humanist) healthcare chaplains
within traditionally faith-based chaplaincy teams in the UK. While the primary focus is on non-
religious chaplaincy, faith-based chaplains views and experiences are also important as a point of
reference, and to provide a broader understanding, aiming to contribute to a deeper knowledge of
healthcare chaplaincy in the UK. Using a mixed-methods approach, the study includes a qualitatively
dominated online survey (44 non-religious, 64 faith-based) analysed with descriptive statistics and
Reflexive Thematic Analysis (RTA). Additionally, semi-structured interviews were conducted with 11

non-religious and 11 faith-based chaplains, also analysed using RTA.

Findings show that non-religious chaplains face societal and recruitment challenges, advocating for
secular perspectives while feeling excluded from roles requiring religious elements. Faith-based
chaplains similarly report challenges in mutual understanding and respect from non-religious
counterparts. Non-religious chaplains are often in volunteer roles, while faith-based chaplains occupy

paid and leadership positions, highlighting the need for equitable access to opportunities.

Both faith-based and non-religious chaplains aim to provide spiritual and emotional support,
upholding values of professionalism, inclusivity, and empathy. Non-religious chaplains work to bridge
religious and secular ethics. They focus on existential support from a secular perspective. Faith-based

chaplains see their work as a divine calling, incorporating religious rituals.

Despite differences, the majority of both chaplaincy groups are optimistic about evolving, inclusive
chaplaincy models. The findings underscore a mutual need for understanding and recognition of each

other’s roles within the chaplaincy field.

The thesis concludes that understanding and collaboration between non-religious and faith-based
chaplains are vital for a diverse chaplaincy profession. Equitable opportunities, recognition, and

comprehensive training are essential to address healthcare service-users’ spiritual needs effectively.

Key Words: Non-Religious Chaplaincy, Humanist chaplaincy, Spiritual Care, Healthcare Chaplaincy,

Inclusivity, Reflexive Thematic Analysis
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Chapter 1: Introduction

This thesis focuses primarily on the lived experience of non-religious healthcare chaplains entering
faith-based healthcare chaplaincy teams, while also exploring the views and experiences of faith-
based chaplains to provide a comprehensive understanding of healthcare chaplaincy. Additionally,
this research explores several areas, including the experiences, assumptions and perceptions of non-
religious chaplains working with their faith-based chaplaincy colleagues in multi-faith teams- and vice
versa.

The research further explores key topics such as the motivations or purposes for chaplains in choosing
this profession, the influence of their worldview on their approach to providing chaplaincy support,
how they relate to psychotherapeutic practices in their role. Specific details on these main and sub-
research questions will be explored in Chapter 2 (section 2.6). This thesis, therefore, aims to provide a
comprehensive perspective by including both non-religious and faith-based chaplains’ experiences

and viewpoints.

While this research was inspired by the relative lack of research on non-religious healthcare chaplains
entering traditionally faith-based healthcare chaplaincy teams, and thus the background to this thesis
focuses primarily on the development of non-religious chaplaincy, it is important to note that this
evolution has not occurred in isolation. The interpretivist-constructivist framework underpinning the
research in this thesis (explored in the Methodology, Chapter 3) recognises that meaning is co-
constructed through interactions; not only among non-religious chaplains and those they support, but
also in relation to their faith-based colleagues. Understanding how faith-based chaplains influence,
shape, or are similar or different to non-religious chaplains in their attitudes, views, motivations,
approaches and practices is crucial to appreciating the dynamics of contemporary chaplaincy teams
and thus understanding the role of non-religious healthcare chaplains within these teams. There
remains a notable lack of empirical research exploring the lived experiences of non-religious
chaplains, particularly in relation to their faith-based colleagues. To build a more cohesive and
collaborative healthcare chaplaincy landscape, it is important to examine the diverse perspectives and
practices across both groups. Doing so can help identify areas of shared understanding as well as
distinct challenges. This may ultimately help strengthen interprofessional relationships and contribute
to a more inclusive and responsive model of care. This broader comparative lens supports the
inclusion of faith-based chaplains in the study, even though the central focus is on non-religious

practitioners, as indicated in the thesis title.



Consequently, in my search for relevant literature, while | have focused on non-religious (particularly
humanist) healthcare chaplains, | have endeavoured to reflect a broad scope of perspectives,
gathering data on chaplains’ experiences regardless of their faiths or beliefs. People’s faith and belief
systems are deeply personal and linked to identity, and thus people may feel defensive if they feel
their beliefs are under threat in the context of discussions around the inclusion and representation of
non-religious chaplains and multi-faith approaches in traditionally faith-based chaplaincy services.
Some of the literature or experiences shared by chaplains of faith or non-religious beliefs may reflect
this. This is in part because there is little written about how non-religious chaplains are integrated into
multi-faith teams, especially as the non-religious have only recently been introduced into what are
typically faith-based healthcare chaplaincy teams. This means that experiences, both positive and
negative, are just beginning to be captured in literature. In covering both non-religious and faith-
based chaplains’ experiences, | have made an effort to reflect the literature, and also to provide a

balanced and respectful dialogue.

It is important to acknowledge that | occupy a unique position in this research; | am both a non-
religious chaplain and a researcher. | studied humanist chaplaincy in the Netherlands, | have worked
in a multi-faith team as a Humanist healthcare chaplain for about 7 years , and | am currently a head
of chaplaincy services at a large NHS Trust where | manage a chaplaincy team. My positioning will be
discussed in detail in chapter 3, providing further reflections on the challenges of navigating this often
personal and sensitive topic as a humanist chaplain and researcher, highlighting my reflexive

approach to conducting the research in this thesis.

Chaplaincy is a type of specialised pastoral care that works in a variety of institutional settings.
Trained chaplains provide spiritual, religious, and pastoral care to people in healthcare settings,
prisons, schools, the military, and other institutional and community settings (Swift, 2014). Chaplains,
typically as representatives of a faith or belief tradition, offer guidance, support, and rites of passage
adapted to the needs of those they serve. The role of a chaplain is typically non-denominational,
reflecting a belief in respecting people’s religious and non-religious affiliations (NHS Guidelines

2015;2023).

However, this inclusive definition of chaplaincy is a more recent development. Historically, chaplaincy
began with a sole focus on the Church of England, particularly within the UK. Over time, this evolved
into a multi-faith approach, and very recently, into one that includes non-religious beliefs as well. The

increase in non-religious chaplains, particularly within traditionally faith-based professions like



healthcare, represents a significant shift towards recognising and supporting a broader range of belief

systems (NHS Guidelines 2015;2023).

Healthcare chaplains work alongside other areas of multi-disciplinary teams, and one of the primary
roles they fulfil is spiritual and emotional care of the patient (NHS England, 2023). This research in this
thesis specifically focuses on chaplaincy in healthcare. Healthcare chaplaincy in the UK is a unique
part of the overall patient's experience and they’re often part of the multidisciplinary approach to
healthcare where chaplains are seen as an integral part of the team to help with the holistic needs of
patients, families and staff (Brady et al., 2021; Carey & Newell, 2000). The spiritual aspect of holistic
care involves creating safe environments that support patients’ physical, emotional, and spiritual

needs (McSherry & Jamieson, 2013).

McSherry and Ross (2002) also note that to recognise the spiritual dimension in healthcare settings is
important for delivering person-centred care that looks after all facets of a person’s overall well-
being. Although Ross and McSherry (2020) acknowledge chaplains as specialists in spiritual care, they
do not exclusively provide spiritual care. Other healthcare staff, including nurses, should also provide
spiritual care as part of their holistic care role (Ross & McSherry, 2020; Ross et al., 2020). However,
they must possess the competence to spiritually assess the patient’s needs, and their education may
not always be consistent. Chaplains can bring a comforting presence, spiritual and emotional support,
and help to guide people through the complexities of their health care experiences, especially when

these are during a crisis, illness, or end-of-life care (Drummond & Carey, 2020; Flannelly et al., 2012).

The research in this thesis looks further into the roles and labels used within UK healthcare
chaplaincy and, in particular, the differentiation and similarities between faith-based chaplains (those
who believe in a higher power or God) and non-religious-based chaplains (those who do not). Non-
religious-based chaplains are also often referred to as humanists. However, in the UK, people often
refer to non-religious chaplains as ‘non-religious pastoral carers’. Later in this review, | will delve into
the meaning and rationale behind this term (Humanists UK, 2021). However, for the sake of
consistency and clarity in this research, the term ‘chaplain’ is used uniformly. This approach is taken
to emphasise that non-religious peers are working in equivalent roles and capacities as their faith-

based counterparts within the healthcare chaplaincy teams.

It is important to note that all chaplains need to be endorsed, licensed or accredited by their

receptive faith or belief bodies to work in healthcare chaplaincy, prior to starting in their chaplaincy

10



role. Non-religious chaplains usually need to seek their non-religious belief endorsement for their
chaplaincy roles from the Non-Religious Pastoral Support Network, which falls under Humanists UK
(Non-Religious Pastoral Support Network, 2024). This belief endorsement is essential in terms of
ensuring that non-religious chaplains are acknowledged by their belief body and are able to carry out

the job (voluntary or paid) they are assigned to do within a healthcare setting.

In 2016, in response to requests for care, Humanists UK founded the Non-Religious Pastoral Support
Network (NRPSN) to develop non-religious care from within existing chaplaincy teams across the UK
(Non-Religious Pastoral Support Network, 2024). The NRPSN offers accredited training, support, and
clinical supervision and is filling an important gap in support for non-religious people in healthcare,
education, the armed forces, prisons, and other settings. They promote fair access to chaplaincy care
for everyone, including those of non-religious beliefs, working in collaboration with strategic bodies
such as the NHS, the military and His Majesty’s Prison and Probation Service (HMPPS) to ensure that
non-religious needs are properly acknowledged and met (Non-Religious Pastoral Support Network,

2024).

Humanists UK is a charity that promotes humanism with the aim to create a tolerant society where
humanists’ beliefs and values — rational thinking and kindness — can flourish (Humanists UK, 2024). It
furthermore provides non-religious ceremonies, non-religious chaplaincy care, education, and
campaigns for a fair and equal society. Founded in 1896, they are supported by over 120,000
members and work to promote a society that values freedom of thought, inclusivity, and
compassionate humanist principles alongside diverse religious and non-religious perspectives

(Humanists UK, 2024).

It would be wrong to call all non-religious chaplains ‘humanists’. Although they often identify as
humanists, Humanists UK encompasses community members who hold a wide range of non-religious
beliefs, including atheism, freethinking, agnosticism, and more, as well as combinations of these
beliefs (Humanists UK, 2024). The term ‘non-religious chaplains’ will generally be used throughout
this research where a broader span of non-religious belief systems is being discussed, but | will refer
to ‘humanist chaplains’ when the discussion specifically involves humanism or when humanist

chaplains are referenced in the literature.

This thesis begins by reviewing the literature in Chapter 2, before discussing the methodology in
Chapter 3, which outlines a qualitatively driven survey followed by in-depth interviews. The findings of

the former are presented in Chapter 4, and the findings of the latter are reported in Chapter 5. The

11



thesis concludes in Chapter 6 with a discussion of the findings, implications for practice, and final

conclusions.
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Chapter 2: Literature Review
2.1 Introduction

The following sections of this literature review will delve into the specifics of humanists and other

non-religious chaplaincy practitioners entering healthcare chaplaincy teams in the UK, as this is the
primary focus of this thesis. The aim is to provide a comprehensive understanding of the impact of
non-religious chaplains, including humanists, becoming part of healthcare chaplaincy teams and to

explore their significance for equality, diversity, and inclusion in providing like-minded care.

This chapter will explore key areas of non-religious chaplaincy, beginning with the literature search
strategy, followed by an introduction to Dutch humanist chaplaincy — a term often used in the
Netherlands (rather than ‘non-religious chaplaincy’). This chapter shall draw insights from the Dutch
humanist chaplaincy context, as the Dutch model served as an inspiration for the development of
non-religious chaplaincy in the UK. We shall then look into the historical development of healthcare
chaplaincy in the UK and the evolving role of spirituality in chaplaincy, which includes the addition of
minority faith chaplains. Furthermore, this chapter shall explore similarities and differences between

the fields of psychotherapeutic support and healthcare chaplaincy.

The literature review chapter will also discuss the integration of non-religious chaplains into
traditionally faith-based healthcare chaplaincy teams in the UK, taking into account the evolving
religious and societal landscape that influences chaplaincy care, funding concerns, and the challenges
posed by the use of often Christian language in multi-faith and belief environments. Lastly, this

chapter concludes by summarising these key findings and outlining the overall aim of this PhD thesis.

2.2 Literature Search Strategy

The purpose of this literature review is to provide context for exploring the lived experiences of non-
religious chaplains entering traditionally faith-based UK healthcare chaplaincy teams since 2016. As
noted above, it also draws on broader discussions of minority faith chaplaincy and the psychological
dimensions of spiritual care in healthcare settings, since the inception of the NHS in 1948. In addition,
it includes reference to the historical development of non-religious chaplaincy, which took place in

the Netherlands post-World War Il (Kuijlman, 2001). This shaped the literature search strategy.

This literature review follows a narrative review approach, rather than a systematic review. A
narrative review was chosen due to the interdisciplinary nature of the topic, spanning healthcare,
psychology, spirituality, and chaplaincy studies and due to the relative lack of research specifically

focused on experiences of non-religious chaplains entering traditionally faith-based UK healthcare
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chaplaincy teams. The aim was to draw on a wide range of academic and grey literature to provide a
coherent narrative that frames the research questions. As such, while a structured search strategy
was employed to ensure rigor in the search process, the intention was not to produce an exhaustive

or replicable dataset, but rather to capture the most pertinent and thematically relevant literature.

The review focused on healthcare chaplaincy, as this is the focus of the research in this thesis, and
did not include chaplaincy in prisons, the military, or educational settings, given the significant
differences in operational models, service user needs, and institutional frameworks. Healthcare
chaplaincy within the NHS is structured around a patient-centred model of care, emphasising
emotional, spiritual, and psychological support for individuals facing acute illness, health crises, or

end-of-life experiences (Flannelly et al., 2012).

Although non-religious chaplaincy exists in other sectors, its integration into healthcare is most
established and well-documented in the UK, beginning in 2016. Healthcare was also therefore the
focus of this literature review due to the availability of relevant documentation and its alignment with

person-centred, inclusive care models (Brady et al., 2021; Hurley, 2018).

2.2.1 Sourcing Literature
Literature was sourced from the following platforms:
e EBSCOhost: Including APA Psychinfo, PsychArticles, Medline, and CINAHL.

e Google Scholar: To access grey literature and open-access sources.

Key search terms:

To ensure a comprehensive yet focused search of relevant articles, key terms and Boolean operators
were strategically applied, emphasising the intersection of healthcare chaplaincy, non-religious
chaplaincy, minority faiths, and psychological support. SmartText searching was also utilised to
automatically search for equivalent or related subjects, broadening the scope while maintaining
relevance. This approach enabled the identification of a diverse range of sources.

The following categories and examples of search terms were used:

e Non-Religious Chaplaincy: Keywords included combinations of terms related to non-religious
chaplaincy in healthcare settings, humanist chaplaincy within the NHS, and non-religious

pastoral and psychological support (e.g., "humanist chaplaincy NHS").
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Minority Faith Chaplaincy: Terms focused on minority faiths such as Muslim, Hindu, Buddhist,
and Sikh chaplaincy in hospital settings, as well as spiritual care provided by minority faith
chaplains (e.g., "Muslim chaplain hospital").

General Healthcare Chaplaincy: Search terms covered various aspects of healthcare
chaplaincy, including NHS and hospital-based chaplaincy and the integration of spiritual care
(e.g., "spiritual care NHS").

Psychological Approaches: This included terms related to psychological support within
chaplaincy, such as person-centred therapy, existential therapy, grief counselling, and other
psychological interventions linked to hospital chaplaincy (e.g., "existential therapy hospital

chaplain").

Timeframes and scope:

1948 to 2024: To align with the establishment of the NHS and the evolution of healthcare
chaplaincy

Post-WWII Netherlands: For contextual comparison due to the early adoption of non-
religious chaplaincy in the Netherlands

2016 onward: For the rise of non-religious chaplaincy in the UK

Geographical focus:

Primary: UK due to the NHS context
Secondary: Western European, especially the Netherlands, and North America for

comparative insights

Inclusion and exclusion criteria for selecting literature form the searches were as follow:

Inclusion Criteria:

Literature on healthcare chaplaincy (particularly NHS)
Studies featuring non-religious or minority faith chaplains
Sources linking psychological and therapeutic support frameworks with chaplaincy care

UK-focused, with selective inclusion of relevant Western European/North American studies

Exclusion Criteria:

Literature from non-healthcare settings (prisons, military, education)
Solely faith-based Christian chaplaincy studies without broader relevance
General spiritual/religious content without chaplaincy focus

Irrelevant geographic focus or pre-1948 literature
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This narrative review provides the necessary thematic and historical grounding for this study, helping
situate the research within the evolving landscape of inclusive spiritual care within UK healthcare

systems.

2.3 An Introduction to Humanism and Humanist Chaplaincy in the Netherlands

The literature indicates that while non-religious chaplaincy in the UK has only begun to formally
integrate into healthcare settings since 2016, the roots of this practice extend much deeper, with the
Netherlands playing a pivotal role in shaping its development. To fully comprehend the context and
evolution of non-religious chaplaincy in the UK, it is essential to explore how humanist chaplaincy
emerged and flourished in the Netherlands. Throughout this section, | will use the term ‘humanist
chaplaincy’ to align with the terminology found in Dutch literature, reflecting how humanist principles
have shaped this chaplaincy model (Kuijlman, 2001). For any contextual reference to non-religious
chaplaincy outside the Netherlands, | will utilise the term ‘non-religious chaplaincy’ to encompass the
broader scope of this profession, particularly as it pertains to the UK context, which is central to my

research.

The Dutch model has served as a guiding example for many countries regarding the inclusion of non-
religious perspectives within chaplaincy services, including the UK. This is largely due to its early and
robust adoption of humanist chaplaincy in public institutions. Thus, this section will summarise how
humanism and humanist chaplaincy took root in the Netherlands, exploring the key principles that

have influenced their spread and integration into various institutions.

Humanism in the Netherlands has provided a strong foundation for the evolution of humanist
chaplaincy, particularly through the Humanistisch Verbond (HV), which was founded on February 17,
1946. The HV has been a staunch advocate for secularism and humanist values within a rapidly
secularising society, addressing crucial issues such as ethics, social justice, and personal autonomy for
those who do not adhere to any particular religious beliefs (Gasenbeek et al., 2006; Van Praag, 1947).
These ideals have laid the groundwork for humanist chaplaincy, which aims to provide emotional and
moral support in institutions like healthcare, prisons, and the military, traditionally dominated by

religious chaplaincy (Fitchett & Nolan, 2015; Kuijiman, 2001).

2.3.1 The Post-War Context and the Rise of Humanism in the Netherlands

In the immediate aftermath of World War Il, the Netherlands found itself grappling with the
consequences of occupation and conflict. The humanist movement capitalised on this climate of

reflection and renewal, promoting ideals of rationality, equality, and individual rights. Jaap van Praag,
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one of the most significant figures in Dutch humanism, argued for a secular moral framework that
emphasised human dignity above religious dogma (Praag, 1947). His vision laid the groundwork for
modern humanism in the Netherlands, as it sought to establish a movement that was accessible to all,

regardless of religious affiliation.

The establishment of the Humanistisch Verbond (HV) in 1946 marked a turning point in the
organisation of humanist thought. This organisation was instrumental in advocating for humanist
principles within various sectors of society, including education, healthcare, and social services
(Gasenbeek, 1997). HV’s mission was not only to promote humanist ideals but also to respond to the
pressing social issues of the time, including post-war reconstruction and the need for a cohesive

national identity (ibid).

When looking into the developments of the HV in the 1950s, there were conversations held around
those who held a rationalist approach to humanism and those who wished to include spiritual and
religious experiences (Kuijlman, 2001). Around the 1950s, the HV’s focus was on developing life
awareness and building a eupeptic community, emphasising the intersection of humanistic ideals and
religious experiences. This approach was further explored through the works and philosophies of
prominent figures such as Jaap van Praag and Garmt Stuiveling, who were instrumental in the
formation of the HV (Kuijlman, 2001). Their vision was to create a community for non-religious
individuals, countering the spiritual void left by the dissolution of the Social Democratic Labour Party
(SDAP) and the rise of spiritual nihilism, which van Praag believed contributed to the occurrence of
World War |l (ibid). The HV offered a sense of community for the non-religious, and a key moment
was for instance when inequality was faced by non-religious individuals during the Netherlands’ era of

pillarisation, aiming to achieve parity with religious communities (Humanistisch Verbond, 2018a).

A critical debate within the development of Dutch humanism concerns the dichotomy between
rationalists and believers. This discussion revolves around whether humanism should embrace
spiritual dimensions or maintain a strictly rationalist perspective. Such dialogues have influenced not
only the trajectory of the HV but also the broader framework of humanist chaplaincy, which has had

to navigate these complex philosophical waters (Kuijlman, 2001).

The rationalist viewpoint is heavily grounded in the belief that human experience can be understood
primarily through reason and empirical evidence. Rationalists argue that humanism, by definition,
should reject any elements construed as supernatural or spiritual (Kuijlman, 2001). In contrast,
believers within the humanist movement argue for a more inclusive approach that recognises the

significance of spiritual experiences in human life (ibid). This faction posits that acknowledging
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spirituality does not necessarily equate to embracing organised religion; rather, it involves
understanding the existential questions and emotional needs that often drive individuals to seek
meaning and connection beyond the empirical world (ibid). This approach is evident in the works of
philosophers such as Jaap van Praag, who argued for the inclusion of spiritual elements in humanist

practice while maintaining a critical stance toward religious orthodoxy (Gasenbeek,1997).

The divergence between rationalists and believers can be traced back to the mid-20th century,
particularly during the 1950s, when discussions around humanist philosophy became increasingly
polarised (Kuijiman, 2001). Advocates of a strictly rationalist approach feared that the inclusion of
spiritual dimensions could dilute the essence of humanism, transforming it into a belief system
reminiscent of the religions it sought to transcend (Kuijlman, 2001). During the HV’s discussions,
rationalists voiced concerns that spiritual beliefs might undermine the commitment to reason and

evidence-based understanding.

Several key figures have contributed significantly to this discourse. Jaap van Praag, for instance,
emphasised the importance of personal experience in understanding humanism and argued that
acknowledging the emotional and spiritual dimensions of human experience does not undermine the
principles of humanism; rather, it enriches the understanding of what it means to be human

(Kuijlman, 2001).

The ongoing discussions regarding rationalism versus belief demonstrate the dynamic nature of
humanism as it evolves to meet the needs of contemporary society. As Dutch humanism continues to
develop, it faces the challenge of reconciling these differing perspectives while maintaining its
commitment to reason, dignity, and human rights (Humanistisch Verbond, 2018). The HV and its
members have sought to create a space where both rationalist and believer viewpoints can coexist,

fostering dialogue and mutual understanding (Kuijlman, 2001).

The 1980s and 1990s presented new challenges for the humanist movement, as the rise of religious
fundamentalism and political conservatism threatened the gains made in previous decades. The
humanist community responded by reinforcing its commitment to secularism and ethical inquiry
(Gasenbeek,et al., 2006). The historical analysis by Gasenbeek et al. (2006) outlines ways in which the
humanist movement adapted to these challenges, promoting dialogue and collaboration with other

secular and progressive organisations.

As the 21st century began, the rise of the digital age brought both opportunities and challenges for
the humanist movement. The internet provided a platform for the dissemination of humanist ideas,
allowing for greater visibility and engagement with broader audiences. However, it also posed
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challenges related to misinformation and the rise of extremist ideologies (Derkx, 2015). In this
context, the role of organisations such as the Humanistisch Verbond became increasingly vital as they
sought to promote rational discourse and combat the spread of false information (Derkx, 2015). This

fed into one the aims of humanist advocacy in the Netherlands; to educate people.

2.3.2 Humanism and Education

Education has been a cornerstone of humanist advocacy in the Netherlands. The humanist movement
has consistently emphasised the importance of education in shaping ethical and critical thinking skills.
The work of Duyndam (2005) illustrates how humanism has been integrated into educational

curricula, promoting values of empathy, critical inquiry, and respect for diverse beliefs.

Moreover, the establishment of the Universiteit voor Humanistiek (University for Humanism) in 1989
marked a significant milestone in the academic landscape of the Netherlands. This institution has
played a vital role in training future generations of humanists, providing them with the necessary
tools to engage in ethical discourse and social advocacy (Derkx, 2016). The university has facilitated
research on contemporary issues, contributing to the ongoing evolution of humanist thought in

response to societal changes.

The University of Humanistic Studies as known today (UHS) was officially founded in 1989, evolving
from the earlier Humanistisch Opleidings Instituut (Humanist Training Institute), which had been
established in 1962 to train humanist chaplains for military roles (Kuijlman, 2001). This transition
marked a significant advancement in the formal recognition of humanist education in the
Netherlands. The UHS provides both academic and practical training for humanist chaplains,
redefining spirituality to align with humanist principles that emphasise emotional and existential
support rather than religious or mystical experiences. This broader understanding of spirituality,
viewed through an existential lens, allows humanist chaplaincy to meet the needs of individuals

seeking non-religious support during challenging times (University of Humanistic Studies, 2024).

The Humanistisch Opleidings Instituut was initially designed to prepare individuals for roles that
required a nuanced understanding of humanistic principles, especially in contexts where traditional
religious frameworks were inadequate. The training emphasised critical thinking, ethical reasoning,
and the application of humanistic values to real-world challenges, particularly in social and healthcare

settings (Kuijilman, 2001).

The UHS emerged from a growing recognition of the need for structured education in humanist
philosophy and practice, particularly as societal attitudes toward religion and spirituality evolved. The

transition from a training institute to a university reflects a significant advancement in the formal
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recognition of humanist education in the Netherlands (University of Humanistic Studies, 2024). The
UHS emphasises interdisciplinary education, incorporating ethics, social sciences, and practical
training to prepare students for careers in various fields, including healthcare, education, and social

services (Stolk, 2015).

Furthermore, the UHS has been instrumental in professionalising humanist chaplaincy, offering a
structured educational pathway for chaplains. Its curricula encompass a variety of disciplines,
including ethics, psychology, and sociology, emphasising the application of humanist principles to
real-world challenges. The university’s approach reflects a commitment to understanding the diverse
needs of individuals in secular settings, promoting a humane society through its educational initiatives

(Stolk, 2015).

How humanist chaplaincy developed in the Netherlands demonstrates the broader societal shifts
towards secularism. Focusing on individual needs and humanist values, humanist chaplaincy has
emerged as a crucial non-religious alternative to traditional, often faith-based, chaplaincy in public
institutions. Its growth and institutionalisation in the Netherlands have had a lasting influence on non-

religious chaplaincy practices worldwide.

2.3.3 Contextualising Non-Religious Chaplaincy

As we have previously seen, the emergence of the Dutch model of ‘humanist chaplaincy’ would be a
necessary piece of background and context in relation to the emergence of ‘non-religious chaplaincy’
more generally, as it starts to become more fully developed in the UK, beginning with its first formal
appearance in 2016. As | discussed earlier, the Dutch model of humanist chaplaincy, pioneered by
organisations such as the Humanistisch Verbond (HV), has developed in a professional and structured
way that is based on the core values of humanism and secularism (Humanistisch Verbond, 2018).
These values, such as personal autonomy, empathy, and existential support without relying on a
higher power, serve as the foundation for humanist chaplaincy (Kuijlman, 2001). While this model
informs the broader contextualisation of non-religious chaplaincy, it is crucial to recognise that the
practice has evolved in diverse ways, adapting to different cultural and geographical contexts.
However, cross-cultural comparisons remain underdeveloped in the literature, leaving unclear how
well Dutch models translate to different socio-political healthcare contexts like the UK. Understanding
these variations provides valuable insights into how non-religious chaplaincy is taking shape in the UK,

where its development has been more recent and complex.

At its core, non-religious chaplaincy in the UK expresses a commitment to provide care based on

someone’s (non-religious) worldview. According to Sire (2004), a worldview is a collection of
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attitudes, values, stories, and expectations that influence an individual’s understanding, navigation,
and behaviour in the world. In the domain of spiritual care, which is part of chaplaincy work, the
concept of worldview, as elucidated by Alma and Anbeek (2013), represents an intricate construct
that encapsulates individuals’ spiritual beliefs. These beliefs, encompassing secular or religious
affiliations, are not static but rather dynamic and fluid in nature (Alma & Anbeek, 2013). This

perspective is crucial in understanding the evolving role of spiritual care in contemporary society.

In the UK, humanism is one of these worldviews. Humanists UK, which is the UK’s largest non-religious
organisation, defines humanism as a non-religious worldview that seeks to answer the big questions
of life with reason rather than dogma and belief in a higher power (Humanists UK, 2021). Humanists
trust the scientific method, reject supernatural and divine explanations for natural phenomena, and
believe in ethical decision-making that relies on reason, empathy, and a concern for the wellbeing of
others (Humanists UK, 2021). At the heart of this definition are the humanist values of autonomy and
responsibility, which guide non-religious chaplaincy practices without imposing views on care

recipients.

As we look more into the UK context, it is again important to note that non-religious chaplaincy in the
UK is not solely limited to the humanist belief. As we have seen before, humanism is a big part of non-
religious chaplaincy, but it also includes a lot of different secular worldviews. These include hu manist,
atheist, freethinker, and agnostic paths that focus on the individual’s search for meaning, as well as

mixes of these (Humanists UK, 2024b).

Non-religious chaplains in the UK help individuals navigate existential questions and personal crises,
often in the absence of religious frameworks. Their work, rooted in humanist principles but adaptable
to various non-religious perspectives, offers a holistic approach to pastoral care that is centred on the

individual’s unigue experiences and beliefs (Humanists UK, 2021).

While the Netherlands has institutionalised non-religious chaplaincy across sectors such as
healthcare, education, and the military, the UK context differs. In the UK, the term ‘chaplaincy’ is
sometimes avoided due to its strong religious connotations, with ‘non-religious pastoral care’
emerging as a more commonly accepted term (Humanists UK, 2021). This terminology reflects the
UK’s different cultural backdrop to the Netherlands, and the difference in terminology shall be further
explored in Section 1.4.1.3, where we will explore the challenges and opportunities surrounding the

growth of non-religious chaplaincy in the UK.
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The concept of ‘spirituality’ within non-religious chaplaincy also warrants attention. While spirituality
is often associated with religious practices, non-religious chaplaincy embraces a broader
understanding, focusing on the human need for meaning, self-worth, and emotional expression
during times of trauma or ill health (NHS Education for Scotland, 2009). This inclusive approach to
spirituality enables non-religious chaplains to address the emotional and existential needs of
individuals without invoking religious rituals (Watson, 2016). Since healthcare chaplaincy has evolved
from solely faith-based to now including non-religious beliefs, which relate to the existential domain,
it is pertinent to explore how it relates to other psychotherapeutic roles. We shall now transition into
Section 2.4, which explores the specific proficiencies required for all healthcare chaplains (faith-based

as well as non-religious-based) in light of other psychotherapeutic roles.

2.4 Proficiencies of a Healthcare Chaplain: Chaplaincy, Counselling, and

Psychotherapy

Nolan and Maclaren (2021) observe that what began as a Christian ministry is now transforming into
a secularised therapeutic service within healthcare, indicating a broader societal shift. In healthcare
settings, hospital chaplains increasingly adopt approaches akin to those of humanistic therapists,
reflecting the diverse spiritual needs within these environments (Baxendale et al., 2015; Fitchett et al.,

2015; Freeth et al., 2017; Nolan, 2019; Savage, 2019).

It is indeed true that healthcare chaplaincy, whether faith- or non-religious-based, calls upon a set of
skills that overlap with, but are also different from, those of psychological counselling and
psychotherapy. Chaplains can offer spiritual and emotional support to patients and their families and
carers, often at times of crisis, bereavement, or existential distress (Drummond & Carey, 2020;
Flannelly et al., 2012). Chaplains, like psychotherapists, often create a safe space where people can
talk about their feelings, values, or beliefs. They may use techniques like active listening, empathy,
and non-directive dialogue (Fitchett & Nolan, 2015; Handzo & Koenig, 2004), but the length, timing,
and content of interactions are often very different from the more structured approaches that are
central to psychotherapy (Mooren, 2008; Rumbold, 2003). This flexibility is especially important in the
healthcare setting, where chaplains often respond to acute crises such as sudden illness, death, or
life-altering diagnosis (Cadge, 2012). Unlike the more formal therapeutic boundaries of
psychotherapy, chaplaincy may involve shorter, one-off encounters or offer longer-term spiritual and

emotional support (Jeuland et al., 2017).

Whereas Christian or Muslim chaplaincy usually includes spiritual guidance that is clearly religious,

often incorporating prayer into the overall process of helping or using religious rituals or other forms
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of theological reflection to help people make sense of their lives. Non-religious chaplaincy, on the
other hand, is more existential or even humanist and tries to help people find meaning in their lives
without referring to God (Mooren, 1999; Swinton & Mowat, 2016). Nevertheless, both forms of
chaplaincy share ground with psychological counselling in their emphasis on humanistic approaches,
including Carl Rogers’ person-centred therapy, which is still a popular method of counselling today

(Joseph, 2015; Nolan, 2019; Rogers, 1951).

The person-centred therapist offers the patient unconditional positive regard, empathy, and
congruence, which are central to the therapeutic relationship (Rogers, 1951). Chaplains (of all
traditions) also attempt to create an atmosphere of trust and support that gives opportunity for
patients to open up to the full range of their fears and doubts, as well as their hopes and dreams
(Fitchett & Nolan, 2015). The chaplain and the counsellor must be able to listen deeply and
demonstrate compassionate presence. The focus in both chaplaincy and counselling is on the world of
the individual — the person’s experience and needs (Handzo & Koenig, 2004; Nolan, 2011a). Although
these parallels between therapy and chaplaincy are often drawn, there is limited critical analysis of
how effectively these psychological theories translate into chaplaincy practice —particularly where

role boundaries, training, or supervision differ.

Brady et al. (2021) highlight a notable shift in spiritual care, transitioning from traditional worldview-
based frameworks to professional paradigms, such as person-centred care and a positive health
perspective. This development represents a radical shift from the traditional religious or non-religious

frameworks of spiritual care (Brady et al., 2021; Hurley, 2018).

Furthermore, similar to existential therapy, chaplaincy frequently concentrates on fundamental life
issues, referred to as ‘ultimate concerns’ by Yalom (1980), which are fundamental to existential
philosophy and include death, freedom, isolation, and meaning (Frankl, 2006; Yalom, 1980). Chaplains
and existential therapists are alike in that they encourage people to find meaning and purpose in

suffering, loss, or death (May, 1983; Puchalski et al., 2014).

The similarities between person-centred therapy and healthcare chaplaincy may be most clear in the
therapeutic relationship itself. For example, Carl Rogers (1951) stressed the importance of non-
judgmental empathy, unconditional positive regard, and the worth of the person, which is similar to
the chaplain’s role in healthcare (Joseph, 2015). Whether faith-based or non-religious, both

disciplines share the core principles of person-centred care—respect for the individual’s autonomy,
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the right to self-determination, and the provision of a safe, non-judgmental, and non-directive space

(Kelly & Swinton, 2019).

In healthcare settings, chaplains are the ones to whom patients and family members turn for spiritual
guidance and support during times of existential distress; their interventions are often unplanned and
must address time-sensitive, emotionally urgent crises (Cadge, 2012; Rumbold, 2003). The flexibility
inherent in humanistic and existential therapies, which emphasise the uniqueness of the individual’s
experience and often place less emphasis on rigid therapeutic frameworks (van Deurzen, 2012;
Cooper, 2016; van Deurzen and Kenward, 2005), resonates with the chaplain’s role as a spiritual and

emotional resource.

Moreover Mooren’s (2008) delineation between non-religious chaplaincy and psychotherapy
highlights that the primary reference point from a chaplaincy perspective is the life view or worldview
of both the practitioner and the individual. This can occasionally lead to conflicts with the
practitioner’s personal values, necessitating self-reflection and, if necessary, referral to another
practitioner (Mooren, 2008). He further emphasises that chaplaincy practitioners prioritise a
worldview, whether from a faith or non-religious tradition, as their primary reference frame. This is in
contrast to psychotherapy, which, in his view, prioritises methodological approaches as their primary
reference point and may (or may not) include the person’s faith or belief as a secondary consideration

(ibid).

As we have seen, the discussions of life and death, meaning and purpose, in chaplaincy are very much
like the focus of existential therapy. Existential therapy — developed by theorists such as Viktor Frankl
and Rollo May —is a form of therapy that centres around how we exist in the world and the
unavoidable challenges that all humans face, such as death, freedom, isolation, and meaninglessness
(Frankl, 2006; May, 1983). Outside of the religious context, healthcare chaplaincy, particularly in
palliative and end-of-life care, often parallels existential therapy. Chaplains assist patients and families
in their attempt to come to terms with these difficult existential questions (Jeuland et al., 2017).
Whether faith-based or non-religious, chaplains talk with patients about the meaning of life, the fear
of death, and how to find meaning in life at moments of deepest vulnerability (Fitchett & Nolan 2015;

Pargament 2013).

Both existential therapy and chaplaincy recognise that suffering is part of the human condition but
that we are also capable of finding meaning in the darkest of times. While Frankl’s (2006) belief that
the human search for meaning is essential, which he called logotherapy, applies to many who seek

the assistance of healthcare chaplains, who are skilled at helping people find meaning inillness, loss,
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or dying (Neimeyer, 2001). The chaplain — whether faith-based or non-religious —is often operating as
an existential companion. In this sense, chaplains often act as existential companions, helping
individuals explore their beliefs, values, and experiences to find meaning amid suffering (Yalom, 2020;

van Deurzen, 2012; van Deurzen & Adams, 2016).

2.4.1 Psychological Support and Spiritual Care: A Collaborative Approach in Healthcare
Chaplaincy

In healthcare chaplaincy, psychological support and spiritual care can be complementary, and the
boundaries between emotional, psychological, and spiritual distress can be challenging to discern. In
such encounters, chaplains provide grief support, crisis support, and ongoing emotional care, similar
to psychotherapeutic practices (Bretherton, 2006; Jeuland et al., 2017). In the context of illness and
death, both chaplains and psychotherapeutic services provide space to explore and process complex

emotions like guilt, fear, and grief (Kelly Swinton, 2019).

The areas of grief counselling and bereavement support represent perhaps another important area of
overlap between chaplaincy and psychotherapeutic support, as both religious and non-religious
chaplains are frequently called upon to support patients and families through grief and bereavement,
offering emotional and spiritual guidance (Fitchett & Nolan, 2015; Neimeyer, 2001). Bereavement
counsellors, including psychotherapists specialising in bereavement counselling, parallel this work by
guiding patients through the emotional terrain of bereavement to develop healthy coping strategies

(Worden, 2009).

Moreover, it is not uncommon for hospital chaplaincy to support healthcare staff as well as patients.
In high-stress environments like intensive care units, chaplains provide psychological and emotional
support to staff, helping them process personal emotional responses to the death and suffering they
may witness (Rumbold, 2003). Such support is similar to that provided by mental health professionals,
who may provide counselling and psychotherapeutic care to healthcare personnel who might be
experiencing burnout, compassion fatigue, or vicarious trauma (O’Brien, 2017; Pargament et al.,

2001).

Looking specifically at the collaboration between psychological support and spiritual care in
healthcare settings, the two can work together to help facilitate this broader approach to patient
care. In these contexts, chaplains and mental health professionals often work together to care for
patients in these situations. This is especially true in palliative care, where existential and emotional
distress can be very heavy (Puchalski et al., 2014), to make sure that patients get care that takes into
account their mental, emotional, and spiritual health (Handzo & Koenig, 2004; Jeuland et al., 2017).
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For instance, a chaplain or psychotherapist might work alongside one another to help alleviate
feelings of fear about death and dying, fear of losing control, or existential and relational conflicts that
the patient has yet to resolve (Neimeyer, 2001; Pargament et al., 2001). Working together, these two
professional disciplines bring mutually non-exclusive approaches to care, with the chaplain providing
spiritual care and meaning-making, and the psychotherapist providing emotional regulation and
coping strategies (Bretherton, 2006). Together, they can provide patients with more integrative and
holistic care. When working as a team, healthcare teams can provide more comprehensive care for
the majority of patients’ felt needs. In fact, healthcare teams might be in search of complementarity
between the two disciplines to enhance their care. By integrating these approaches, healthcare teams

can provide more holistic care that meets the full spectrum of patients’ needs (Hefti, 2011).

2.5 Exploring the Integration of Non-Religious Chaplains into Traditionally Faith-Based
Healthcare Chaplaincy Teams in the UK

There is little research on non-religious chaplains in UK healthcare chaplaincy. As previously
mentioned, much of the important thinking and development in humanist or non-religious chaplaincy
has happened in the Netherlands, Belgium, and the USA. Much of the literature and experience in
these countries can be fruitfully discussed when thinking about non-religious chaplains joining in
faith-based healthcare chaplaincy teams. This section will therefore contextualise non-religious
chaplaincy in a contemporary healthcare context. It will draw on the relevant literature from these

countries, alongside developments in the UK.

In the USA, the works of Greg Epstein and Chris Stedman are valuable contributions to understanding
the ways and lives of non-religious people in largely faith-based environments. In his book Good
Without God (2009), Epstein argues that humanist and non-religious people can live morally rich and
meaningful lives free from the frameworks of traditional religion (Epstein, 2009). Epstein, a humanist
chaplain at Harvard University, has been a prominent voice in the argument for the inclusion of non-
religious worldviews in chaplaincy, especially in faith-dominated institutional spheres (Epstein, 2009).
He demonstrates the need for non-religious chaplains to be included in institutional settings, such as
health care, to serve the growing numbers of non-religious people seeking pastoral care that is

informed by a non-religious worldview.

Similarly, in the book Faitheist (2012), Chris Stedman reflects on his personal navigations of religious
and non-religious tensions, having been Christian, then atheist, and now working in the interfaith
dialogue world. Faitheist is not specifically about healthcare chaplaincy, but his reflections on the

need for cooperation among religious and non-religious individuals are pertinent to the chaplaincy
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context. Since faith-based and non-religious people often need to work together to accomplish
shared goals, and professionals from diverse worldviews must work together to provide holistic care,
learning to cross the bridge between faiths and beliefs is more important than ever (Lamberton &
Sorajjakool, 2004; Stedman, 2012). Stedman points to the ways in which mutual respect and
understanding between faith-based and non-religious individuals can help create more inclusive
environments (Stedman, 2012), for example, a chaplaincy team that includes non-religious staff,
where cooperation between different worldviews can further enhance support for those who find
themselves in need of care. Despite these ideals, little critical research explores how chaplains of
different beliefs, especially non-religious ones, navigate tensions or role ambiguity within multi-faith
chaplaincy teams. Institutional resistance and residual religious privilege are rarely interrogated. His
thoughts are especially useful for non-religious chaplains who work with religious chaplains in
healthcare settings, where coordinated care is very important but can be hard to find in real life.
Despite Epstein’s and Stedman’s prominence, these valuable accounts are largely anecdotal and

individualised, leaving a gap in empirical data on the role of non-religious chaplaincy.

In other countries where non-religious care has long been established and integrated into healthcare
systems —such as the Netherlands — humanist chaplains have been pivotal in supporting those who
are not religious, and their professionalisation in the public sector, such as healthcare, offers a model
of successful integration that the UK can learn from (Humanistisch Verbond, 2018). The reason why
this has been successful in the Netherlands is that it is institutionalised: non-religious chaplains
receive institutional support and work to professional standards (Humanistisch Verbond, 2018). A
humanist chaplain in the Netherlands is seen as an equal member of a chaplaincy team, but with their

own area of responsibility and expertise.

The literature search demonstrates that there is little existing research on non-religious healthcare
chaplaincy in the UK. Research on religious orientations (usually Christian) still dominates most
chaplaincy studies, and it’s crucial to explore how non-religious individuals can effectively integrate
into multi-faith teams. There is the need for research on non-religious chaplaincy to inform those who
commission these roles, as well as to understand the experiences of non-religious chaplains better
and how they work with their religious counterparts to provide holistic care to patients of all beliefs.
The challenges of integrating non-religious chaplains into traditionally faith-based healthcare

chaplaincy are complicated, but the experiences from other countries show that this can be done.

Especially in the UK, as secularisation has increased and the population has become more non-
religious, there is an expanding need for non-religious chaplaincy (O’'Donoghue, 2017; ONS, 2022;

BSA, 2022). This thesis aims to therefore explore the dynamics of non-religious chaplains within multi-
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faith chaplaincy teams in the UK, a topic that remains under-researched. Through an analysis of how
non-religious chaplains work alongside faith-based chaplains, this research will shed light on what
non-religious chaplains contribute to the emotional and spiritual care of patients in a diverse and

multi-faith and belief context.

To understand where non-religious chaplaincy currently stands and where it might go, three topics
emerged as particularly relevant: (1) secularisation and the changing nature of healthcare chaplaincy;
(2) funding challenges; and (3) barriers to inclusivity caused by religious language. These topics are a
useful lens through which to examine non-religious chaplaincy. In the rest of this section, we’ll expand

on each of them.

Topic 1: Recognising the shifting landscape of healthcare chaplaincy.
This topic addresses the impact of a changing society on the healthcare chaplaincy community as a
result of the decline in conventional faith frameworks. It also looks at the creation and growth of non-

religious chaplaincy over the previous few years.

Topic 2: Concerns regarding chaplaincy resources.
This issue discusses financing chaplaincy services as well as the challenges that have been discovered.
Concerns arise regarding the recruitment of different religious traditions into multi-faith teams and

the potential distraction from the limited funding of the current faith establishment.

Topic 3: Frequent use of Christian terminology and other exclusionary practices which may alienate the
non-religious.

This issue discusses the terminology used in chaplaincy services as well as the challenges of fostering
inclusivity. It also discusses the difficulties associated with certain misconceptions about non-religious

people and how to integrate non-religious colleagues into chaplaincy teams.

2.5.1 Topic 1: Recognising the Shifting Landscape of Healthcare Chaplaincy.

Much of the rich body of work published on secularisation talks about the decline of Christianity and
the growth of non-religious identities in Britain. But we also can’t ignore the fact that minority faith
groups are also growing, and that chaplains from these backgrounds are gaining importance in the
UK’s healthcare system. While non-religious chaplaincy has gained attention in recent years, chaplains
from minority faiths such as Islam, Hinduism, and Sikhism are also increasingly significant in the UK’s
healthcare system (Bryant, 2018). Trying to understand how both non-religious and minority faith
chaplains fit within healthcare chaplaincy is important for making sure that we have a truly multi-faith

and belief service.
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The 2021 Census in England and Wales recorded that 37.2% of the population identified as having ‘no
religion’, up from 25.1% in 2011 (ONS, 2022; Shillitoe, 2023). The British Social Attitudes Survey (BSA,
2022) reports that 53% of the population identifies as non-religious. This difference in figures can be

attributed to how each source asks about religion.

The Census question, ‘What is your religion?’ assumes some level of religious affiliation, which can
prompt respondents to report a religious identity based on cultural or familial ties, even if they do not
actively practice or hold strong beliefs. In the 2011 Census, many people still identified with a religion,
reflecting cultural association rather than personal belief (ONS, 2022). On the other hand, the BSA
asks a more direct question: ‘Do you regard yourself as belonging to any particular religion?’ (Lee,
2012, p. 175; Savage, 2019) This phrasing allows more freedom for respondents to identify as non-
religious, capturing those who may not practice or believe in a religion, even if they have cultural
connections to one (BSA, 2022). This difference in methodologies highlights why the Census data
tends to report lower figures of non-religious identification compared to the BSA survey. Over time,
both data sets have shown a clear trend of declining religious affiliation, but the BSA tends to capture
this shift more sharply due to its focus on personal identification rather than cultural association. This
is particularly evident in younger age groups, where the decline in religious affiliation is most

pronounced.

The growth of the so-called ‘nones’ — those who say they have no religion — has been seen as
particularly influenced by the increasing openness of younger people about their lack of faith.
Atherstone (2016) and Woodhead (2016) both say that this challenges traditional notions of social

and religious identity — and that younger people are leading the way.

As the 2021 Census shows, younger people are increasingly checking the box ‘no religion’, but the BSA
provides a clearer picture. For example, in 2022, the BSA reported that around 70% of the 18- to 24-
year-olds checked the box ‘no religion’, up from around 64% in 2011 (BSA, 2022). Going as far back as
1983, only 33% of the young generation (18- to 24-year-olds) checked the box ‘no religion’(BSA,
2022). This generational shift demonstrates a consistent and growing trend of secularism among
younger people over the decades. Yet, much of the current literature focuses on demographics rather
than exploring how this shift tangibly influences chaplaincy services or patient preferences in

institutional contexts.

These trends are analysed by MclLeod (2007), who focuses on key events of the 1960s, such as
Vatican Il and Martin Luther King’s activism, and their effects on England’s religious makeup.

Relatedly, Brown (2009) argues that Britain’s de-Christianisation process, that is, a process of religious
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change involving the declining public influence of Christianity and the growing non-religious
population, was sparked off by a cultural revolution that began in the 1960s. His later work (Brown,
2017) explores how modern societies became more atheist, using personal stories that emphasise the
diminishing importance of religion across different demographic groups in various countries, including

Britain.

Bruce (2002), a prominent advocate of secularisation theory, offers a robust defence of this paradigm,
particularly in Western contexts like Britain. However, in a critical engagement with Brown’s thesis,
Bruce and Glendinning (2010) challenge the view that social and cultural changes in the 1960s were
the primary drivers of secularisation. Instead, they argue that the rise of non-religion stems more
from a failure in religious induction among children than widespread adult defection from faith.
Young British atheists navigate their identity formation in a landscape where atheism is both
deliberate and non-inevitable, as explored by Catto and Eccles (2013). Their research reveals the
nuanced ways in which young people adopt non-religious identities in modern Britain. Similarly,
Clements and Gries (2017) focus on the growing demographic of religious ‘nones’ in the UK, analysing
how their views on religiosity, ideology, and policy preferences differ from those with religious

affiliations.

Hemming (2017) furthermore highlights the dramatic rise of non-religion among young people,
proposing new directions for research to better understand this societal shift. Building on these
discussions, Strhan and Shillitoe (2019) offer valuable ethnographic insights into how non-religious
identities are formed among children, emphasising the influential role of family, school, and personal

reflection.

The decline of religion in Britain over the 20th century has been a subject of much analysis. Crockett
and Voas (2006) use social survey data to underscore the importance of parental belief transmission
in this generational shift. In contrast, Davie (2015) challenges the assumption that declining religious
practice signals a turn away from religion entirely. She argues that Christianity, while transformed,

continues to shape British society in meaningful ways.

Day (2013) argues that, at least in contemporary Britain, it is ‘belonging without believing’ that is
often more important. In a co-authored book with Lee (2014), they develop this idea further, showing
that in national surveys of religious identification, figures of belonging are often much higher than
those for religious belief itself. Lee (2014, 2015) builds on this work to consider the implications of
secularity and non-religion and gives us a new conceptual language for understanding how they came

into being and are now becoming established in public and private life.
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Woodhead and Catto (2012) summarise much of the research on the changing religious life of Britain
and, in Woodhead'’s later works (2016, 2017), she offers compelling evidence that non-religious
identification is on the rise. She argues that non-religion is becoming the cultural mainstream in

Britain, and more broadly, it is a marker of wider social change (Woodhead, 2016; Woodhead 2017).

Voas et al in 2005 and the later YouGov surveys (2020) uncover a deeply complicated scenario of
belief and non-belief in Britain, as traditional religious affiliations are tending toward more
individualised and personalised forms of spirituality. Jacobs et al. (2023) corroborate in saying that
Western society is increasingly spiritual but not necessarily religious. There’s growing attention to
spiritual care in healthcare, necessitating collaborative spiritual care for person-centred healthcare.
This shift is influencing chaplaincy, leading to a reorientation of chaplaincy’s professional identity,

encompassing diverse worldviews and religions (Jacobs et al, 2023).

2.5.1.1. Societal Changes Within Healthcare Settings

In Britain, the chaplain’s role has changed beyond recognition since the founding of the National
Health Service in 1948. Before then, healthcare provision was interwoven with the Church of England
and other religious institutions. The NHS marked a significant departure from this tradition,
symbolising the rise of secular medicine and the state’s control over healthcare (Woodhead, 2012).
Yet the NHS acknowledged that people still needed spiritual care. That’s why the NHS required
hospital managers to appoint chaplains to address the pastoral, spiritual, and religious needs of

patients, families, and staff (Orchard H, 2000; Swift, 2014; Taylor, 2012).

Early NHS chaplaincy was the preserve of ordained male Anglican priests; understandable in a hospital
environment where staff and society at large were largely Anglican, and the authority of the chaplain
was rarely questioned (Autton, 1966; Autton, 1968; Swift, 2014). As an institutionally Christian entity,
the chaplain was distinct from, and complementary to, the medical professional. The chaplain
provided religious observances and emotional and spiritual support to patients, acting as a conduit

between the patient and their faith traditions (Woodward, 1999).

Nonetheless, the NHS changed a great deal in the 1980s and '90s, particularly through the
introduction of marketisation, the reorganisation of hospital management into ‘trusts’ and
‘foundations’. This brought managerialism into healthcare in ways that led to a rethink of chaplaincy

services. It also changed the way chaplaincy services were delivered and perceived (Ballard, 2010).

Chaplains were no longer recruited solely through religious networks but were directly contracted by

the NHS, which also signalled the end of Anglican dominance in chaplaincy roles. For the first time,
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positions were opened to other Christian denominations, particularly Free Church candidates,

reflecting a growing awareness of religious diversity within the UK (Swift, 2014).

The professionalisation of chaplaincy during this period was both a response to and a result of these
structural changes. Chaplains were expected to demonstrate their cost-effectiveness and align their
work with broader NHS objectives, such as providing holistic and patient-centred care (Woodward,
1999). This shift led to the creation of distinct career trajectories for chaplains, moving away from
short-term clerical secondments to more formalised, long-term roles within healthcare (Ballard,
2010). Furthermore, with the creation of the College of Healthcare Chaplaincy (CHCC) in 1997 and the
UK Board of Healthcare Chaplaincy (UKBHC) in 2009, union representation, professional standards,

and regulation began to formalise the chaplain within the healthcare system (Fraser, 2019).

Traditionally, the role was not defined by professional standards or formal job descriptions — instead,
the content and responsibilities of the chaplain’s role were largely left to the church or to individual
chaplains, with little formal oversight from healthcare institutions (Swift, 2014). This meant that the
role of the chaplain was understood to be qualitatively different from other healthcare roles, primarily
due to its religious heritage. However, chaplaincy has become more professionalised over time, and
claims of standardised practices, competencies, and training reflect wider shifts within healthcare

(Cadge, 2012; Orchard, 2015).

Despite these advancements, there were tensions regarding the professionalisation of chaplaincy.
Some chaplains resisted the push toward managerialism, arguing that their role was primarily
religious and pastoral, not administrative (Orchard, 2000). Some viewed professionalisation as a
chance to become more deeply involved within the healthcare team, allowing chaplains to access
patient records and gain acknowledgment for their specialised role in offering emotional and spiritual
care (Mowat & Swinton, 2007). The accreditation of the UKBHC by the Professional Standards
Authority for Health and Social Care in 2017 was a key development in this process, solidifying the
professional standing of chaplains by establishing uniform standards and competencies (UKBHC,

2021).

Multi-Faith Developments and Inclusion of Non-Religious Chaplaincy
As discussed in more detail in section 1.4.1.2, on the role of minority faiths in chaplaincy, this section
describes the NHS’s shift from an explicitly Christian chaplaincy to one that is increasingly pluralistic

and caters for the beliefs of a wider range of staff and patients.
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Though the professionalisation of chaplaincy was occurring, the religious landscape of the UK was also
changing, notably through the growing religious diversity that accompanied post-war immigration. By
the 1990s and early 2000s, there was a budding recognition that healthcare chaplaincy needed to
better address the growing religious and spiritual diversity of patients. This led to a slow but
significant inclusion of minority faiths (Islam, Hinduism, Sikhism, Buddhism, and others) within NHS
chaplaincy teams (Sheikh et al., 2004). But this move was not without its problems. Minority faith
chaplains often faced resistance from institutions that were still dominated by Christian norms, and
they needed to navigate an existing system not fully geared up for multi-faith spiritual care

(Mayberry, 2019; Skinner & Cowey, 2019).

Social changes as well as laws like the Human Rights Act 1998 and the Equality Acts of 2006 and 2010
supported the inclusion of minority faiths in chaplaincy teams (Bryant, 2018). These laws not only
emphasised the right to religious expression, but also protected minorities, ensuring that healthcare
services, including chaplaincy, are available to users of all faiths and none (DoH, 2003; McCarthy,
2010). The 2003 Department of Health’s guidelines on chaplaincy, in particular, strongly
recommended multi-faith approaches to pastoral and spiritual care. This laid the foundations for a

more plural chaplaincy model in the NHS (DoH, 2003).

Despite these efforts, minority faith chaplains continued to be underrepresented, often working part-
time or on a voluntary basis. This underrepresentation was a result of the slow pace of change and
the reluctance of some institutions to fully embrace multi-faith chaplaincy (Sheikh et al., 2004). In
particular, Muslim chaplains faced marginalisation on many chaplaincy teams and faced stereotypes
and misunderstandings about their faith (Orton, 2008). There were also issues with the provision of
prayer spaces, which often emphasised Christian rituals, indicating a hierarchy of faiths and
highlighting the need for improved provision of minority faiths in healthcare settings (Sheikh et al.,

2004).

Another development has been the inclusion of non-religious chaplains in healthcare chaplaincy over
the past several years. The launch of the Non-Religious Pastoral Support Network (NRPSN) in 2016
was a landmark moment in the recognition of the pastoral and emotional care needs of non-religious
people in healthcare (Non-Religious Pastoral Support Network, 2024). Non-religious chaplains now
provide support to patients who do not identify with any faith, offering a valuable alternative to faith-
based chaplaincy. This inclusion is reflected in revisions to NHS guidelines to help staff provide

spiritual, emotional, or religious care for all patients, regardless of their beliefs (NHS England, 2023).
The Role of Chaplaincy in Holistic Healthcare
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Despite these transformations, the work of chaplains in healthcare has remained rooted in offering
holistic care, which encompasses the physical, emotional, and spiritual dimensions of patients’
experiences. Faigin and Pargament (2011) and Drummond and Carey (2020) suggest that healthcare
chaplaincy provides comprehensive care to patients and families during moments of crisis and helps
them find meaning in their experiences. This kind of approach fits well within the broader movement
of ‘holistic’ or ‘patient-centred” models of care in healthcare, which aim to treat the ‘whole person’

rather than the ‘disease’ (Faigin & Pargament, 2011).

Chaplains help patients navigate the difficult decisions around end-of-life care by facilitating
conversations, according to a recent review by Flannelly et al. (2012). The review found that when
chaplaincy services were available, hospital deaths went down, and more people signed up for
hospice care. This shows that spiritual care can have a big effect on how well a patient does (Flannelly
et al., 2012). Tending to patients’ spiritual needs can also enrich their satisfaction with the care they
receive, as well as their families, by enhancing the quality of the care they receive, underscoring the

need to incorporate spiritual care into the healthcare system (ibid).

As healthcare chaplaincy has increasingly professionalised, so has the perception of chaplains by the
healthcare team. Chaplains have historically been seen by team members as religious persons whose
work is distinct from that of other team members. As Kelly and Swinton (2019) explain, in many places
chaplains were appointed as religious leaders based on ecclesiastical qualifications rather than on
healthcare competencies. The professionalisation of chaplaincy has facilitated the integration of
chaplains into the healthcare team, recognising them as essential team members who contribute to
patient-centred care (Cadge, 2012; Orchard, 2015). However, despite this integration, there remains a
gap in the literature regarding how patients and service users- particularly those from non-religious or
minority faith backgrounds- experience and evaluate chaplaincy services. Without these voices,

assessments of chaplaincy effectiveness risk being institutionally biased.

In summary, the evolution of healthcare chaplaincy in the UK illustrates the larger societal and
institutional changes toward inclusivity, professionalisation, and patient-centred care. What was once
a largely Christian clergy-based role has become a diverse and professional service that provides for
the spiritual and emotional needs of patients of all faiths and none, and as the UK’s religious
landscape changes and as healthcare increasingly embraces the whole person in its care, the role of
the chaplain will continue to be important in the provision of compassionate care to people in crisis

and at the end of life (Drummond & Carey, 2020; Flannelly et al., 2012; Timmins & Pujol, 2018b).
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2.5.1.2 Including Minority Faiths in Chaplaincy

Historically, the purpose of chaplaincies has been to bear witness to the sacred or divine in human
experience, taking place within the context of rapidly expanding and secularising healthcare
institutions. As the patient population and staff have become more diverse, chaplaincy has undergone
significant changes, requiring chaplains to be responsive to a variety of religious, cultural, and spiritual
identities and needs (Todd, 2011). The transition from Christian chaplaincy to multi-faith chaplaincy
reflects wider social changes that are reshaping the purpose of chaplaincy within contemporary

healthcare.

Furthermore, there is a move away from the traditional faith and belief framework. Jacobs et al.
(2021) explore the changing role of chaplaincy in modern society and its healthcare system,
emphasising the need for adapted approaches in education and practice. They particularly note the
cultural shift toward secularisation, which occurred much earlier but continues to shape modern
chaplaincy. This shift led to a society with diverse beliefs and religious traditions where personalised
forms of spirituality have emerged (Jacobs et al., 2021). Therefore, it is crucial to be able to respond

to a variety of spiritual identities (Todd, 2011).

However, most chaplaincy literature remains Christian-focused. Chaplaincy literature (Gilliat-Ray et
al., 2014) discusses multi-faith collaboration, and while it may have improved in recent years, it
remarkably lacks references to minority-faith chaplains (Bryant, 2018). This gap is evident throughout
the literature. The underrepresentation of minority faith voices is also apparent in their minimal
contributions to professional chaplaincy journals, with Bryant (2018) stating that Hegedus (2007,

2010) is one of the few notable exceptions.

Orchard (2001) makes an effort to address this gap by incorporating views from Muslim and Jewish
chaplains, along with broader reflections on multi-faith (Gilliat-Ray, 2001; Lie, 2001; Mayet, 2001).
From the 2010s onward, additional research has expanded the discussion on the development of
multi-faith chaplaincy (Galashan, 2015; Gilliat-Ray & Arshad, 2016; Todd, 2011), further contributing

to our understanding of how various faiths collaborate within healthcare chaplaincy.

For chaplains working in a multi-faith setting, it can be hard to care for people of different faiths or no
faith at all, as they need to know a lot about each faith and belief system in order to offer care,
without trying to convert people (Todd, 2011). In healthcare contexts that often support vulnerable
people, chaplains frequently need to offer care that is sensitive to diverse spiritual needs (Todd,

2011). This variety shows that spiritual care is an important part of everyone’s health and well-being.
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It can address existential questions like what life and death are all about and offer emotional support

during tough times (Flannelly et al., 2012).

Nonetheless, the care that chaplains provide is not limited to religion. In recent decades, chaplains
have expanded to do a great deal of work with patients who may or may not identify with any religion
but who need some form of spiritual or emotional support (Todd, 2015b). In response to these shifts,
chaplains have begun to talk about a definition of spiritual care that is not tied to any specific religion
but based on universal needs for meaning, hope, and comfort (Todd, 2015b). As chaplains adjust their
practices to accommodate these changes, the line between religious and secular care blurs. Chaplains
are asked to provide sensitivity to both religious and non-religious forms of spirituality. Consequently,
some chaplains are discovering that they must supplement the religious voices that previously shaped

their work with sensitivity to non-religious forms of spirituality (ibid.).

In parallel with this secular shift, the UK has seen the growth of minority faiths, with Islam, 6.5% of the
population, being the second-largest religion, followed by Hinduism and Sikhism (ONS, 2022).
Unfortunately, only a small portion of chaplains identify as belonging to a minority faith, and there

remains a need for more multi-faith teams to support these chaplains.

Research on minority faith chaplaincy highlights the complexities and challenges faced by chaplains
from various religious traditions, including Islam, Hinduism, and Sikhism. For example, Sheikh et al.
(2004) conducted a national survey that revealed an overwhelming Christian majority in NHS
chaplaincy teams, with only 6.7% of full-time chaplains being Muslim. The study found that even the
provision of prayer rooms and worship spaces often showed bias toward Christian practices, limiting
access for other faith groups. This marginalisation can have profound implications for patients and
staff alike, particularly in times of illness or death, when spiritual support is most critical (Sheikh et al.,

2004).

Muslim chaplains often encounter misunderstandings about their role within chaplaincy teams, as
noted by Gilliat-Ray and Ali (2014) and further supported by Mayberry (2019), who described the
barriers Muslim chaplains face in navigating healthcare environments dominated by Christian norms.
These chaplains are sometimes seen more as cultural representatives than spiritual caregivers,
limiting their ability to provide comprehensive pastoral care (Mayberry, 2019). Similarly, Skinner and
Cowey (2019) noted that healthcare staff frequently lack training in recognising and responding to the

spiritual needs of minority faith patients, including Muslims, Sikhs, and Hindus (Skinner et al., 2022).

There are also distinct differences in the spiritual practices of minority faith chaplains that can lead to
misunderstandings. For example, Gilliat-Ray and Ali (2014) discuss how Hindu and Buddhist chaplains
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place emphasis on rituals surrounding death and dying, such as mindfulness, and meditation, which
differ from traditional Christian chaplaincy practices. Choudry et al. (2018) add that these practices,
particularly at the end of life, are crucial for providing culturally competent and holistic care to

patients from minority faiths.

Despite these barriers, new models of care have been explored in efforts to connect healthcare
institutions with religious communities. Lau & Bryan (2002) describe a multi-faith chaplaincy model
developed in the NHS that aims to fill these gaps and make chaplaincy services more inclusive. Sheikh
et al. (2004) also describe the development and growth of multi-faith chaplaincy services, which must
address the needs of patients with diverse spiritual requirements. Mowat (2008) points out the need
for empirical evidence on the effectiveness of multi-faith chaplaincy, given that those who are
responsible for spiritual care of patients should take a lead on evidencing how effective it is (Mowat,

2008).

The professionalisation of healthcare chaplaincy is another important trend. As chaplains take on a
more prominent team role, their contributions are increasingly scrutinised according to the principles
of clinical governance, patient-centred care, and institutional accountability. Professionalisation is a
response to the need to prove the value of spiritual care, not just as a religious service but as a
healthcare contribution to patient wellbeing (Todd, 2015a). This includes formal training, certification,
and ethical standards. Chaplains must be prepared to minister to the emotional and spiritual needs of

every patient, regardless of religious or non-religious belief (Johnston, 2013).

One challenge that has arisen with the professionalisation of chaplaincy is the demand for religious
neutrality in supposedly secular healthcare settings. The chaplain is expected to be available in a non-
judgmental manner, but total neutrality is difficult to achieve because chaplains will inevitably bring
their own beliefs and heritage into their practice (Todd, 2013). However, this need not impede the
chaplain’s ability to provide care. In fact, offering care in an authentic way while still being sensitive to
the patient’s needs and beliefs may, paradoxically, enhance its effectiveness. What is required of the
chaplain is a caregiving practice that strikes a delicate balance between offering spiritual support
rooted in their own faith tradition and being fully open to the diverse needs of the patients they serve

(Todd, 2013).

Cadge and Sigalow (2013) found that minority faith chaplains —in particular, Muslim and Jewish
chaplains — often support multi-faith and belief chaplaincy models that are based on the reality of the
pluralistic landscape of healthcare settings. In their report Spiritual Care Matters (2009) (Network for

Pastoral, Spiritual, and Religious Care in Health, 2020), NHS Scotland noted the importance of
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culturally sensitive spiritual care — respecting religious and non-religious beliefs (NHS Education for

Scotland, 2009).

Signs indicate the integration of such education initiatives into undergraduate nursing programs,
demonstrating the recognition of spiritual care as a crucial and integral component of holistic patient
care (McSherry et al, 2002; 2013). Additionally, VanderWeele et al. (2017) called for improved
transcultural care models in mental health services, ones that are better adapted to the emerging
religious profile of patients. Ultimately, it is further argued, that spiritual and cultural care needs to be

integrated into the fabric of healthcare delivery (VanderWeele et al., 2017).

Another area of progress in multi-faith healthcare chaplaincy is the inclusion of Hindu chaplains,
particularly in diaspora communities. A recent account of Hindu chaplaincy work by Mosher and
Chander (2019) describes how chaplains provide spiritual care rooted in the Hindu values of karma
(actions with consequences), reincarnation, and devotional practices. They describe their work in
hospitals, universities, and palliative care settings and how Hindu chaplains are helping to integrate
these Hindu values into the wider context of healthcare chaplaincy in general and at the end of life in
particular (Mosher & Chander, 2019). As the first board-certified Hindu chaplain in the USA and co-
editor of Hindu Approaches to Spiritual Care, Vineet Chander is one of those who provide spiritual
care based on traditional Hindu teachings but changed to fit the needs of modern healthcare settings

(ibid).

Similarly, chaplains as cultural mediators are crucial. In their paper, Klitzman et al. (2023) describe
how misunderstandings between non-Muslim providers and Muslim patients at the end of life can
contribute to tensions (Klitzman et al., 2023). The chaplain’s role in this context is to mediate between
patients, families, and healthcare personnel, aiming to facilitate conversations that address both
spiritual beliefs and medical decision-making (Klitzman et al., 2023). Myers and Roberts (2014)
describe how the chaplaincy community in NHS Scotland has sought to influence healthcare policy to

make space for the spiritual needs of minority faiths in strategic planning.

Furthermore, minority faith chaplaincy services were found to help patient’s sense of wellbeing.
Allison et al. (2023) report that patients who accessed chaplaincy services, including those from
minority faiths, experienced improved spiritual well-being. These patients utilised the service to
engage in religious rituals and engage in conversations about their spirituality, leading to an
improvement in their spiritual wellbeing (Allison et al., 2023). Patients who declined services from the
chaplain often did so because they were unaware of what the service provided or that they already

had another resource for support (ibid).
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Although progress is being made, it is still slow with regards to the inclusion of minority faiths.
Bryant’s (2018) research further reveals the challenges faced by minority faith chaplains in navigating
predominantly Christian-focused chaplaincy environments and the limitations in their career
progression within the UK healthcare system (Bryant, 2018).

She describes how some Christian chaplains expressed a sense of apprehension regarding the
inclusivity of multi-faith chaplaincy teams (Bryant, 2018). For instance, one chaplain noted that “We
have a rich heritage and I’'m afraid we might be throwing some of it away because we are...if | say
soft, do you know what | mean? We're not standing up for what we believe to the extent | would like
us to” (Bryant, 2018, p. 127).

Another Christian chaplain from Bryant’s research described feeling uneasy about the growing
emphasis on ‘spirituality’ as opposed to religious identity: “When | first heard a certain person in this
team going on and on about spirituality, | started to feel as if...it was alright for him because he wasn’t
going to wear his dog collar, so he wasn’t really going to embrace his Christianity” (Bryant, 2018, p.
234). This speaks to a broader worry that some Christian chaplains have that the move to a more
multi-faith model might represent a diminishment of the Christian values at the core of chaplaincy in
healthcare. This mirrors the broader challenge within the NHS, as noted by the Network for Pastoral,
Spiritual, and Religious Care in Health (Hurst, 2020a; Network for Pastoral, Spiritual, and Religious
Care in Health, 2020), which still sees limited representation of non-Christian and non-religious

chaplains despite efforts to address this imbalance.

Although Bryant’s focus is on the inclusion of minority faiths in chaplaincy teams, she notes the similar
struggles faced by non-religious chaplains, who must navigate an environment that was originally
structured around Christian norms and expectations (Bryant, 2018). In that sense, links could be made
between minority faith chaplains’ experiences and those of non-religious chaplains regarding the
common obstacles faced by these individuals to be a part of inclusive chaplaincy services (Mowat et

al., 2013; Snowden et al., 2013).

Bryant (2018) highlights how the dominant Christian presence in healthcare can make it difficult for
those from other faith and belief systems to feel fully integrated. Her findings indicate that the
healthcare system often marginalises both non-religious and minority faith representatives in career
progression, recruitment, and integration (lbid.). Section 1.4.1.3 will look further into the challenges

for the non-religious in finding chaplaincy roles, albeit voluntary or salaried.
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2.5.1.3. Chaplaincy Teams and Non-Religious Colleagues

The role of healthcare chaplains has evolved, moving away from strict religious affiliations as fewer
people identify with specific faiths. This shift, combined with the professionalisation of chaplaincy’s
educational foundation in therapeutic skills, highlights the need to distinguish chaplaincy from other
therapeutic professions. As discussed in Section 1.3 Proficiencies of a Healthcare Chaplain:
Chaplaincy, Counselling, and Psychotherapy, chaplaincy increasingly incorporates person-centred

approaches, rooted in Carl Rogers’ (1995) psychotherapeutic framework.

Religious and non-religious chaplains alike now focus on providing emotional and existential support
rather than solely religious care (Mooren, 1999; Swinton & Mowat, 2016). This has blurred the lines
between chaplaincy and psychotherapy, particularly with the inclusion of non-religious chaplains, who
offer spiritual care, including non-religious rites via celebrancy work, rather than faith-based practices

(Humanists UK, 2023).

The inclusion of non-religious individuals in UK chaplaincy teams emerged from a comprehensive
review conducted by Humanists UK (HUK) in 2011, which posed the critical question whether there is
a need for a non-religious pastoral care service akin to religious chaplaincy (O’Donoghue, 2017).
O’Donoghue led this inquiry through interviews, surveys, focus groups, and a pilot project with key
stakeholders, revealing that non-religious individuals felt underserved compared to their religious
counterparts, particularly noting a lack of equivalent support. Furthermore, non-religious participants
expressed a clear preference for receiving pastoral or spiritual care from someone who shared their
secular perspective, especially in sensitive contexts such as end-of-life care (O’'Donoghue, 2017). This
finding highlighted a significant demand for pastoral care that aligns with non-religious worldviews,
underscoring the value of support from someone with similar beliefs and values (ibid.). Grimell (2021)
delves deeper into the roles of chaplains in secular settings, identifying their critical role in providing
spiritual care that appeals to a wide spectrum of individuals, including those with non-religious
backgrounds. This supports the notion of like-minded care, emphasising the importance of chaplaincy
services that cater to the diverse spiritual needs of all individuals, regardless of their religious or non-

religious affiliations (Savage, 2015).

At his NHS Trust, Savage (2015) conducted research to determine how often patients with non-
religious beliefs were visited by chaplains within a multi-faith team. The study found that a meagre
4.1% of patients who were non-religious received visits from chaplains, significantly less than religious
patients who were regularly visited. Savage (2015) estimated that about 45% of the patient
population at this trust identified as non-religious, suggesting that this group was not receiving equal

access to pastoral and spiritual care. He noted that while chaplains did not intentionally avoid non-
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religious individuals, these patients often preferred to speak with someone who shared their
worldview. For instance, a Christian patient might prefer a Christian chaplain, and it stands to reason

that non-religious patients might feel more comfortable with a non-religious carer (Savage, 2015).

The low visitation figures could also have contributed to the ‘chaplaincy’ terminology, hence why the
public’s perception of what a chaplain was polled by Humanists UK in 2016. In a 2016 survey by
Humanists UK, 83% of respondents agreed that a chaplain could be a Christian, but far fewer agreed
that chaplains were from other faiths or non-religious backgrounds — only 6% thought a chaplain
might be Jewish, 5% Hindu, 5% Muslim, 5% Sikh, 4% Buddhist and 5% non-religious (YouGov, 2016).
Specifically, 75% of the non-religious responding to the poll were less likely than religious respondents
to want or feel the need of religious chaplaincy care, and 45% said they would prefer a non-religious
form of ‘pastoral care’, which then led to the non-religious pastoral care terminology (rather than
chaplaincy) (YouGov, 2016). Additionally, Hurst’s (2020a, p.44) research on chaplaincy websites found
that around 91% were rated poorly in terms of representing faith and belief inclusivity. This is how
Hurst (2020) describes it: “Anglican dominated, faith-centric, resistant to change and no longer fit for

purpose” (Hurst, 2020, p. 18).

According to Hurley (2018, p.426), “recent research by YouGov for Humanists UK found high demand
among the public for someone to talk to about pastoral or spiritual matters in times of crisis. Almost
90% of those asked, however, said that they perceived chaplaincy as offering only Christian support.
Many people who might benefit think it is not for them.” Hurley (2008) highlights that the term
‘chaplaincy’ is still predominantly seen as Christian, even though around 80% of interactions in the
previous year were focused on existential and pastoral care. Only about 20% involved specific
religious rituals or practices, such as Holy Communion. Most conversations, he notes, centred on
patients trying to understand their situation: “Why is this happening to me? What have | done wrong?

How am | going to cope with this life-altering illness or injury?” (Hurley, 2018, p. 426).

To respond to the non-religious needs, Humanists UK hired a training consultant who worked to build
a systematic strategy for providing high-quality non-religious care, what they called ‘non-religious

pastoral care,’ rather than chaplaincy, and which aligned with the polling results (YouGov, 2016).

This then led to founding The Non-Religious Pastoral Support Network (NRPSN) in 2016. The aim was
to be recognised and accepted as the leading non-religious chaplaincy care provider. Humanists UK
provided funds and support for the start-up of this new accrediting professional body to train future

non-religious chaplains, as well as personnel and volunteers. However, Humanists UK structured the
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non-religious chaplaincy training program to provide support to all non-religious individuals, not just

those who identify as humanists (lbid).

They initially focused on healthcare and prison provision. Moreover, a non-religious care role was
developed, with a job description that sets out what such a carer does and the qualifications and
competencies expected of one (O’Donoghue, 2017). Anyone who wishes to enter the pastoral
accreditation course offered by Humanists UK must meet the competency model that is based on this
person specification. The course displays the competency model, which outlines the skills and training
objectives needed to become an accredited non-religious practitioner and uses it as an assessment

criterion (Non-religious Pastoral Support Network, 2024).

Each applicant is evaluated to ensure they can contribute effectively to their respective teams within
the institutions they serve. Additionally, they are assessed for their ability to support the expanding
network of non-religious chaplains while also demonstrating openness and competence in
collaborating with colleagues and service users from diverse faiths and belief systems (Non-religious
Pastoral Support Network, 2024). A structured process is in place to guide new members throughout

their journey, from initial application through to full integration (ibid).

Although the NRPSN has been operational since 2016, signalling the inclusion of non-religious
chaplaincy, it doesn’t come with challenges that affect the whole healthcare chaplaincy field, which

will be further discussed in the next section.

The Impact of Non-Religious Inclusion on Healthcare Chaplaincy: Redefining Roles and Practices

The presence of non-religious chaplains represents an increasing awareness of the need for
chaplaincy services that can better accommodate the full range of beliefs that patients bring into the
healthcare setting. Ferriman (2016) touches upon the pioneering appointment of a non-religious
chaplainin a UK hospital and how this development underscores the burgeoning recognition of the

spiritual and emotional needs of patients and staff who identify as humanist or non-religious.

Cornforth (2023) speaks further about the development of non-religious chaplaincy. Her research
delves into the complex relationship between religion and secularism, with a specific focus on the
impact on chaplaincy services in modern healthcare. It discusses the historical and ongoing conflict
between religious beliefs and secular scientific rationalism, exemplified through the practice of
chaplaincy in North American and European hospitals (Cornforth, 2023). This conflict is depicted as a
dichotomy, influencing the societal perception of religion’s decline (ibid). Cornforth’s research is

driven by a fascination with the spiritual needs of non-religious individuals. Raised in the Roman
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Catholic Church but no longer practicing, Cornforth (2023) explores how contradictory realities
coexist and influence culture and thought. Furthermore, Cornforth (2023) positions humanism as a
progressive stage in the evolution of religion. Humanism maintains core elements akin to religious
structures, such as community and moral values, but integrates scientific advancements. It aligns with
secularism and modernity, advocating for a moral framework that emphasises personal and tangible

realities and is seen as a democratic and ethical approach to life (ibid).

Research by Schuhmann et al. (2021) explores the perspectives of non-religious chaplains, with a
focus on the Northwestern Europeans. Their research underscores the evolving nature of chaplaincy
in secular societies, moving away from its historical religious affiliations to a more inclusive model.
This transition mirrors the growing religious pluralism and the diminishing distinctions between

religious and non-religious belief systems in modern society (Schuhmann et al., 2021).

Still, as Fowler (2018) points out, this chaplaincy evolution presents its own difficulties, particularly for
patients who identify as atheists. Traditional chaplaincy, deeply rooted in Christian practices, can
sometimes alienate non-religious individuals, creating a need for services that offer inclusive support
beyond faith-based frameworks. Fowler’s work (2018) underscores the importance of adapting
chaplaincy to reflect the diverse spiritual needs of modern healthcare environments, much like the
efforts to integrate minority faiths—a process that, while vital, is still unfolding within the NHS

(Bryant, 2018).

Jacobs et al. (2023) state that Western society is increasingly spiritual but not necessarily religious.
There’s growing attention to spiritual care in healthcare, necessitating collaborative spiritual care for
person-centred healthcare. This shift is influencing chaplaincy, leading to a reorientation of
chaplaincy’s professional identity, encompassing diverse worldviews and religions (Jacobs et al.,
2023). This study furthermore found multiple and hybrid identities among chaplains, combining old
and new practices (Jacobs et al., 2023). They note the process of ‘othering’ within the chaplaincy
team and the need for chaplains to act as brokers. This involves working on boundaries within their

teams and organisations to develop a rich, multiple, and socially relevant professional identity (ibid).

Jacobs et al. (2023) continue their exploration into the complexities of what they term a ‘split
professional identity’ among chaplains, who navigate the delicate balance between their religious or
non-religious vocations and their responsibilities as spiritual care professionals. This duality requires
chaplains to be versatile in providing care to individuals of diverse religious and philosophical

persuasions while also fostering effective collaborations with healthcare teams (Jacobs et al., 2023).
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Their research shows that the role that religion and worldview play in chaplaincy is controversial. This

shows how hard it is to accept different worldviews in the chaplaincy field (ibid.).

Hobson and Woodhead (2020), state that the religious demographics in Britain have indeed shifted,
with an increase in those identifying with ‘no religion’, chaplains have adapted their roles. They now
minister to individuals of various faiths or none, offering both pastoral and spiritual support. This shift
reflects a broader societal trend toward a more inclusive approach to spirituality, accommodating the
needs of a diverse patient population. Hobson and Woodhead (2020) also highlight that the term ‘no
religion” is predominantly a survey construct rather than a distinct identity, suggesting that it conceals
as much as it reveals. This indicates that the relationship between non-religion, atheism, and
secularism is complex and requires further exploration to better understand how non-religious
individuals find meaning, locate themselves within the cosmos, and articulate their beliefs or lack

thereof (Hobson & Woodhead, 2020).

Despite the increasing secularisation of society, religion continues to play a significant role in the self-
perception of spiritual caregivers. This scenario creates complex and shifting ‘I-positions” within
chaplaincy teams, and even within individual chaplains, leading to multifaceted identities that
integrate both traditional and contemporary practices (Grimell, 2021; Zock, 2008). However, this does
not result in a split identity but rather in a hybrid and multiple identity, where old and new elements

coalesce and evolve (Grimell, 2021).

The dual identity of chaplains, as explored by Zock (2008), reflects the tension between their religious
or non-religious mission and their professional role as spiritual care providers. This duality
necessitates a comprehensive reorientation of their professional identity, encompassing a re-
evaluation of personal beliefs, the ability to cater to diverse spiritual backgrounds, collaboration with
healthcare professionals, and a strategic positioning within healthcare institutions (Cadge et al., 2019;
Dollarhide & Oliver, 2014; Swinton & Mowat, 2016; Swift, 2014). This transition also raises pertinent
questions about the competencies required for chaplaincy in the 21st century and the appropriate

educational approaches (Cadge, 2012; Cadge & Rambo, 2022; Jacobs et al., 2021).

Cadge and Sigalow (2013) explore the adaptive strategies chaplains employ to assimilate into
healthcare environments, such as moderating religious terminology and employing code-switching
techniques to resonate with a broad spectrum of religious and spiritual orientations among patients
and staff. Pesut et al. (2016) emphasise the critical importance of ongoing professional development

for chaplains, urging them to evolve in response to the dynamic nature of healthcare, which
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increasingly acknowledges the significance of spiritual care. Nieuwsma et al. (2013) corroborate this
view, stressing the necessity for chaplains to cultivate robust communication skills and a collaborative

spirit to seamlessly integrate spiritual care within comprehensive patient care strategies.

While communication and collaboration has improved increasingly amongst non-religious and faith-
based chaplains, there are still struggles with regard to securing chaplaincy roles. The next section will

touch further on these difficulties.

A Challenging Recruitment Landscape

Despite the rapid evolution of societal norms, the field of chaplaincy in the UK has historically lagged
in providing equitable access to positions for all, particularly non-religious candidates (Savage, 2015).
The recruitment landscape has been challenging, with many paid chaplaincy roles traditionally
specifying requirements for theological qualifications or explicitly seeking ordained ministers, often
without engaging in comprehensive equality assessments. Lawton et al. (2023) delve into these
challenges, highlighting that the non-religious chaplains encounter obstacles in a sphere
predominantly occupied by religious personnel. Cragun et al. (2015) further investigate the entry
barriers for non-religious chaplains, shedding light on the societal and institutional biases that skew
toward faith-based chaplaincy. Galek et al. (2007) emphasise the imperative for inclusivity within
chaplaincy services, advocating for the acknowledgment and incorporation of humanist and non-
religious chaplains to meet the varied spiritual needs of those in healthcare environments more

effectively.

Humanists UK has been at the forefront of championing equality and diversity in chaplaincy
recruitment, striving to make positions more accessible to individuals from minority faiths and non-
religious backgrounds (Humanists UK, 2021). Their efforts include supporting educational pathways to
BA and MA levels, fostering the development of a professional trajectory that culminates in more

inclusive chaplaincy teams, and enhanced employment opportunities.

Since October 2024 there are 22 salaried non-religious chaplains, with 16 employed in healthcare,
and an additional six salaried chaplains spread across other sectors: four in prisons, one in education,
and one in the Welsh government (Humanists UK, 2024a). Out of over 300 trained non-religious
chaplains, 158 are active NRPSN members. These 158 members include the 22 salaried chaplains,
while the remaining 136 members serve as volunteers, primarily within healthcare settings, with

smaller numbers in prison (about 20) and education (roughly five) (Humanists UK, 2024). This
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development is part of a wider effort to diversify the chaplaincy workforce and meet the needs of a

growing non-religious population.

Since Jo Bryant’s work in 2018, which identified only 3 non-religious chaplains, there has been a
significant increase, with 22 salaried non-religious chaplains now working across various sectors, and
16 of them employed in healthcare. This represents a substantial rise and a positive step toward more

inclusive chaplaincy services.

However, it is faith-based chaplains, and Christians in particular, who continue to dominate the
chaplaincy space. Most notably, within the NHS, the majority of chaplaincy posts are filled by
Christians. According to Jo Bryant (2018), of the 889 permanent or fixed-term chaplains in England,
there are 571 Christian chaplains. Other faith traditions are underrepresented. For example, there are
only 75 Muslim chaplains, and even fewer for those of Hindu, Sikh, and Jewish faiths.

While Bryant’s work is one of the few in-depth explorations of minority faith chaplaincy in the UK, it
focuses primarily on interfaith tensions and operational structures rather than the everyday relational
experiences within chaplaincy teams. Moreover, it does not address non-religious chaplains on the

same level at all; which highlights a significant gap that this current research seeks to explore.

Despite significant progress, the Network for Pastoral, Spiritual, and Religious Care in Health (NPSRCH)
observes that Christian chaplains still hold the majority of roles in the NHS and independent
healthcare environments, indicating a lack of parity in representation (NPSRCH, 2020). Humanists UK
and other organisations believe that, by providing more opportunities for non-religious and minority
faith chaplains, they would help to redress this imbalance and provide greater support for the

spiritual and emotional needs of patients in the UK.

2.5.2 Topic 2: Concerns Regarding Chaplaincy Resources.

Concerns about finance arise as the chaplaincy situation changes. Humanists UK has been challenging
chaplaincy positions solely marketed to attract a Christian chaplain since 2015. If they did not take
into account the local population’s plurality of faiths and beliefs, letters were sent out threatening
legal action on the grounds of equality and diversity. Humanists UK’s CEO wrote the following
statement: “We are committed to ensuring that all people with non-religious beliefs have access to
pastoral support, just as religious people have access to such support, and look forward to expanding

our own contribution as part of our growing community services work” (Kyriakides, 2020, pp. 19-22).

Hobson and Woodhead (2020) state that some non-religious groups have challenged the
appropriateness of employing chaplains in the NHS, citing the majority identification of ‘no religion’ in

Britain. Despite this, chaplains of faith, as well as non-religious beliefs, have voiced concerns about
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the undervaluation of their work by hospital trusts, including issues related to planning, funding, and,

in some cases, attempts to eliminate their positions altogether (Billings, 2015).

Some NHS Trusts, as noted by Hobson and Woodhead (2020), have ceased appointing chaplains in
response to advocacy efforts from Humanists UK, while others have taken steps to conduct Equality
Impact Analyses to better represent the religious and belief diversity within their local communities.
Humanists UK’s agenda was considerably distinct from the National Secular Society’s (NSS). Instead of
advocating for the removal of chaplaincy services by cutting public funding, as proposed by the
National Secular Society (Bryant, 2018; National Secular Society, 2011; National Secular Society,
2017), Humanists UK aims to offer pastoral and spiritual care specifically tailored to non-religious

individuals.

Even today, chaplains frequently confuse the NSS with Humanists UK, causing friction among the non-
religious and faith-based chaplains when joining chaplaincy teams. The non-religious who identify as
humanists, on the other hand, support the Universal Declaration of Human Rights, which includes the
right to freedom of thought, conscience, and religion and belief as one of its tenets (Humanists UK,
2021). As a result, they are not here to fight or replace religion; rather, they are here to encourage

people with non-religious worldviews who want to talk to someone with a similar worldview.

Billings (2015) discusses those who would use the decline of religion to justify cuts in government
funding. If chaplaincy is eliminated, the NSS determines how much money could be transferred to
other professionals: “The national Secular Society, for example, pointed out how much could be saved
by axing chaplaincies in the NHS (estimated 40 million) and what that might equate in nursing (1300)
or cleaners (2645). The British Humanist Association [now Humanists UK] argued strongly that the
state had no business supporting something that was harmful to people’s welfare” (Billings 2015, p.
38). Although Billings discusses Humanists UK alongside the NSS, it’s important to highlight that
Humanists UK does not seek to eliminate chaplaincy funding. Instead, they aim to promote diversity,
pluralism, and inclusion by expanding the scope of chaplaincy services, broadening the range of
chaplains, and guaranteeing services for individuals of all faiths and beliefs (Non-religious Pastoral
Support Network, 2024). Conversely, the NSS persists in advocating against the use of public funds for
chaplaincy services and the involvement of government institutions in religious matters (Savage,

2019, pp. 96-97).

Support for ongoing public funding of chaplaincy services, largely advocated by chaplains themselves,
is based on the belief that chaplaincy offers a vital and distinctive form of spiritual care, which is

considered a key component of healthcare (Cobb, 2013a; Fraser, 2013; Swift, 2013; Swinton &
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Mowat, 2016).The direct employment of chaplains is seen as vital in delivering holistic care that
meets the spiritual and religious needs of patients, offering staff support during times of
organisational change, and ensuring accountability to the NHS (Burleigh, 2013; Fraser, 2013;
Johnston, 2013; Swift, 2013).

However, this funding has become a contentious issue. Kyriakides (2017) notes concerns about
initiatives, such as those from Humanists UK, to fund non-religious chaplains within chaplaincy
departments. This shift towards inclusivity, aimed at making chaplaincy more open to individuals of all
faiths and non-religious beliefs, has raised concerns about how these changes might impact Christian
chaplaincy services. Some NHS Trusts have even suspended recruitment while grappling with these
challenges, fearing that non-religious recruits could potentially detract from existing Christian sessions

(Kyriakides, 2017).

The financial pressures faced by the NHS further complicate the situation. A Theos survey (2008)
reported significant reductions in chaplaincy hours, reflecting broader cuts across a cash-strapped
NHS. Swift (2014) argues that chaplaincies were being disproportionately targeted for cuts compared
to other NHS services, with chaplaincy roles being lost rather than supplemented by alternative
funding sources. Moreover, cuts have added complexity to the issue of workforce diversity. As
resources are redistributed from Christian to minority faith chaplains, tensions have been heightened,

especially when these changes become operationally challenging (Swift, 2014).

Kyriakides (2017) posits that including non-religious chaplains could lead to a decrease in Christian
chaplaincy sessions and alter the traditionally Christian ethos of these departments. Kyriakides’
analysis (2017), rooted in a faith-based viewpoint, expresses apprehensions that expanding
chaplaincy to include a broad spectrum of religions and beliefs could potentially deter Christian
chaplains from participating. This concern highlights a wider issue within chaplaincy services, with
practitioners like Kyriakides (2017) viewing the profession as primarily Christian-oriented. These
developments reflect the difficult balancing act between maintaining diverse and inclusive chaplaincy

services while managing the financial constraints and competing demands within the NHS.

However, Swinton and Mowat (2016) suggest that the presence of non-religious chaplains can, in fact,
complement the spiritual care landscape by encouraging Christian chaplains to reflect on their own
practices in light of a broader understanding of pastoral care. They argue that this inclusion doesn’t
necessarily reduce Christian influence but rather enhances chaplaincy by offering patients care that is
more aligned with their personal beliefs and worldviews. Swift (2014) also highlights the importance

of balancing tradition with inclusivity, noting that Christian chaplains can still play a significant role in

48



multi-faith teams by contributing to the shared values of compassion and care that underpin all

chaplaincy work.

Threlfall-Holmes and Newitt (2011), while acknowledging concerns from Christian chaplains, also
asserts that multi-faith and belief chaplaincy does not need to dilute Christian chaplaincy. Instead, it
provides an opportunity for Christian chaplains to maintain their distinct role while engaging in
meaningful conversations with chaplains from other faiths and non-religious backgrounds. They
highlight the value of recognising common ground, especially around shared concerns for patients’

well-being (Threlfall-Holmes & Newitt, 2011).

Hurst (2020) offers an innovative solution to the financial challenges facing pastoral care services. He
suggests that conducting a qualitative survey of potential service users could help validate the
allocation of public funds and assess the level of demand for spiritual, pastoral, and religious support
(Hurst, 2020). This survey could also provide valuable feedback on how to structure the service and
what terminology would make it more inclusive. Hurst further argues that implementing a
certification system, like the BACP’s Certificate of Proficiency, would ensure that staff are delivering

care aligned with patients’ specific needs (Hurst, 2020).

In the face of limited healthcare budgets, chaplains need to clearly define how their contributions to
healthcare differ from those of healthcare professionals and religious leaders in the community
(Aldridge, 2006; Bryant, 2018; Cobb, 2007; Cobb, 2013a; Fraser, 2013; Orchard, 2000; Pesut et al.,
2012; Swift, 2013). Funding for NHS chaplaincy services remains limited; however, the inclusion of
new non-religious chaplains may invigorate chaplaincy work by enhancing its visibility within
healthcare settings. Their presence could help reshape chaplaincy practices and potentially open up

opportunities for additional funding sources.

2.5.3 Topic 3: The Impact of Christian-Centric Language and Other Exclusionary Barriers

Although chaplaincy has been a part of the NHS from the very beginning, it is crucial to adapt and

communicate in the language of the broader healthcare environment as well (Norwood, 2006).

Since chaplaincy has deep Christian roots dating back to the founding of the National Health Service,

much of the terminology and practices in hospital chaplaincy remain heavily shaped by this tradition.

2.5.3.1 Department Name: Chaplaincy

As noted earlier, the use of the term ‘chaplaincy’ seems to present challenges when applied to

individuals from other faiths or non-religious backgrounds. Even throughout this research, | need to
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adopt the term to make it understandable for the readers that the non-religious are part of

chaplaincy teams and do not operate independently in other pastoral services.

To promote inclusivity, it is important to explore alternative department titles while ensuring that the
religious care aspect remains part of the service (Savage, 2019, p. 105). According to Savage (2019),
the term ‘chaplaincy’ is predominantly defined in a religious context. It relates to religious services
performed by clergy in institutions like prisons, regiments, or colleges (Savage, 2019, pp. 103-104),

which does not account for those with non-religious beliefs.

As previously mentioned, most people consider a chaplain to be Christian and specifically religious,
according to YouGov polls. As previously seen, the 2016 YouGov poll conducted for Humanists UK
found that 83% of respondents associated chaplaincy with Christianity, highlighting the challenge for
non-religious individuals being identified as chaplains (YouGov, 2016). This widespread perception
makes it difficult for a non-religious individual to be labelled a chaplain, as it may seem contradictory
to service users, reinforcing the notion that chaplaincy is inherently religious. Other religious

traditions that do not have a historical understanding of chaplaincy are also affected:

“For example, it is not really a Muslim concept. When Muslim pioneers were striving to provide
Islamic religious care in institutions, Christian chaplains acted as “gate keepers” who largely
determined the terms under which these Muslims could be members of their departments’ teams.
These terms included adopting the title of ‘chaplain’. The use of ‘chaplain” as a Muslim title has
continued. Understanding Muslim Chaplaincy notes that some Muslim chaplains have changed their
identity badge to include the title ‘lmam’ next to ‘Muslim Chaplain’ to help those Muslims who do not

understand the term ‘chaplain’.” (Savage 2019, pp. 103—4; van Dijk, 2021).

In 2016, the Healthcare Chaplaincy Faith and Belief Group (HCFBG) underwent a name change to
better reflect the inclusion of all faiths and belief systems, as noted by Kyriakides (2017). However,
there is an implication from Kyriakides (2017) that the term ‘chaplaincy’ had to be excluded due to
potential objections from the NRPSN, particularly because they funded the salary of Simon
O’Donoghue, the head of humanist care: “The NRPSN stipulated that its membership of the HCFBC
was dependent on its change of name. The word ‘chaplaincy’ has been removed, predictably so given
the NRPSN’s objection to pay the salary of Simon O’Donoghue, who acts as the NRPSN operations
coordinator” (Kyriakides, 2017, pp. 19-22).

Even though Mr. O’Donoghue worked for Humanists UK, the word ‘chaplaincy’ was removed in

consultation with the HCFBC to encompass all faiths and beliefs. The network is known to date as the
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network of pastoral, spiritual, and religious care in health. All three facets of pastoral, spiritual, and
religious care, as defined by the 2015 and 2023 NHS chaplaincy guidelines, continue to be part of the
chaplaincy field. Kyriakides comments on the progress made by Humanists UK in altering current
chaplaincy practices, noting: “The strategies that the BHA [now Humanists UK] has adopted, to force
through a fundamental reorientation of chaplaincy services in the NHS in England, have been
remarkably successful” (Kyriakides, 2017, pp. 19-22). The deliberate use of the word ‘force’ seems to
suggest dissatisfaction, perhaps, with how Humanists UK had to fight for inclusivity. While avoiding
making assumptions, it does show how important language is in how chaplaincy colleagues interact.
To make progress as chaplains in NHS England, colleagues must collaborate and unite (Nieuwsma et
al., 2013), so that rather than dispute over what chaplaincy should be, they agree that however the

service is referred to, it should be inclusive of all service users.

2.5.3.2 The Chaplaincy’s Practices and Resources

Other elements to consider, in addition to the word ‘chaplain’, are other faith-related words and titles
employed, such as clothing signals and symbols. Furthermore, the use of multi-faith rooms has the
potential to exclude people of various religions and beliefs. Hurst claims that (2020) “a ‘multi-faith’

sign alone does not automatically turn a chapel into a mosque or synagogue” (Hurst, 2020, p. 18).

Savage (2019) explains that wearing a clerical collar is a clear signal of Christian affiliation, leading
others to potentially assume that the person has a Christian-focused perspective or intent. A
challenge with using flyers to promote chaplaincy services is that religious symbols or language can
unintentionally suggest that the service is exclusively for those who identify with a particular faith,
potentially alienating non-religious individuals (Savage, 2019). While chaplaincy teams aim to support
individuals of all faiths, promotional materials sometimes overemphasise religious aspects, referring
to non-religious people as ‘none’, and thereby potentially discouraging wider participation. Instead of
highlighting inclusive strategies to welcome individuals from various beliefs and worldviews, referring
to someone as a ‘none’ can suggest that they are missing something—in this case, a religious faith or
belief, without acknowledging that they still do hold beliefs; albeit of a non-religious nature (Savage,
2019, p. 103-4). Rethinking the terminology used in chaplaincy is crucial for creating a more inclusive

and welcoming environment for all.

It is essential to carefully consider elements such as religious clothing, signage, titles, symbols, and the
design of multi-faith spaces, along with the thoughtful choice of language, to create a chaplaincy
environment that welcomes all. Savage (2015) argues that such structural reforms need to be
undertaken at various levels, encompassing government agencies, national health services across the

UK, individual NHS Trusts, chaplaincy organisations, managers, and practitioners themselves. Savage
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motivates this call to action with the goal of ensuring all patients receive tailored pastoral and

spiritual care, aiming for improved equality in healthcare outcomes (Savage, 2015, p. 68).

The impact of chaplains’ titles on their perceived roles and accessibility is significant, as documented
by studies from Oppenheimer et al. (2004) and VanderWeele et al. (2017). These titles not only reflect
the chaplains’ religious or philosophical standpoints but also communicate to patients and healthcare

staff the nature of support available.

Cadge and Sigalow (2013) delve into the experiences of non-religious chaplains working within
frameworks that have traditionally favoured religious chaplaincy, highlighting the critical role of titles

and language in articulating a chaplain’s approach to spiritual care.

Some of the literature show the nuanced challenges presented by job advertisements in the
chaplaincy sector, highlighting how the phrasing and language employed can unintentionally convey a
sense of exclusivity or bias (Savage, 2019; Cragun et al, 2015). Such linguistic nuances may impact the
diversity and inclusiveness of chaplaincy services, potentially limiting the range of perspectives and
experiences within the field. This focus on the diversity of titles and language within chaplaincy
underscores the profession’s need to commitment to inclusivity, ensuring that spiritual care is
thoughtfully and effectively tailored to meet the wide array of individual beliefs and preferences

(Savage, 2019).

2.5.3.3 Including Non-Religious Perspectives on Spirituality

Chaplains in the NHS operate based on three core pillars, as outlined in the NHS guidelines (2015;
2023): 1) pastoral care, 2) spiritual care, and 3) religious care. Pastoral care focuses on emotional
support during challenging times, helping individuals reflect on their feelings and thoughts. Spiritual
care involves reflection on the individual’s worldview, values, and existential questions, such as ‘why
me?’ or ‘who am | now due to this illness?’ Lastly, religious care involves the expression of an
individual’s faith or belief through rituals and practices such as prayer, worship, communion,

mindfulness, or meditation (Hurst, 2020).

To foster greater inclusivity, Hurst (2020a) describes various models of chaplaincy that aim to better
accommodate the diverse spiritual needs of patients. The proposed models incorporate various
methods for gathering input, such as local feedback mechanisms, which include panels and surveys,
but also other forms of community engagement. These approaches aim to ensure fair and balanced
use of staff, spaces, and resources (Hurst, 2020a). One suggested model is the introduction of a
spiritual care coordinator, a role designed to collaborate with local spiritual and religious groups while

additionally providing pastoral and spiritual support as necessary. Hurst (2020) highlights that NHS
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Scotland has already implemented a more generic chaplaincy model, where NHS boards work
together with local communities. He argues in favour of a pastoral care approach based on the
principles of counselling ethics rather than religious frameworks as a means to promote greater

inclusivity (Hurst, 2020).

The concept of ‘spirituality’ remains complex, especially when considering non-religious perspectives.
Although humanist traditions approach spirituality from an existential angle, many still associate it
with religious connotations. Watson (2016) highlights the scarcity of literature exploring the
relationship between spirituality, atheism, and humanism. Nolan (2011a) and Elkins et al. (1988)
describes spirituality as “a way of being and experiencing” that involves an awareness of a
transcendent aspect of life, marked by clear values related to the self, relationships with others,
nature, life itself, and what one deems ultimate (Elkins et al., 1988, p. 56). Meanwhile, Watson (2016)
broadens this perspective by proposing that spirituality encompasses the entire person and
challenges the notion that spirituality is a prerequisite for meaning-making. Watson argues that
individuals, including those without religious beliefs, can create meaningful personal narratives

(Watson, 2016, p. 56).

Watson further critiques Nolan’s (2011a) approach to psycho-spiritual care, which she believes
intrudes on an individual’s personal spiritual space, especially for those who do not identify with
having a spiritual being. Watson (2016, p. 57) advises that practitioners should refrain from assuming
the role of spiritual healers, instead encouraging them to assist individuals in discovering and shaping
their own meanings and interpretations. She further links spirituality to both religious and non-
religious outlooks, highlighting its significance in fostering relationships, purpose, and meaning.
Watson (2016) also urges additional research to explore how non-religious perspectives can be more

effectively integrated into spiritual care (ibid).

In recent discussions on chaplaincy, there has been growing attention to the concept of generic
chaplaincy, where chaplains from any religious or non-religious background provide pastoral and
spiritual support to individuals regardless of their own or the recipient’s beliefs (Newitt, 2010; Todd,
2011). Scotland primarily follows a generic chaplaincy model, which is often compared to England’s
NHS approach, where a ‘multi-faith’ system is more common (Swift, 2013). Although most chaplains
in Scotland are still Christian (Mowat & Swinton, 2007), the generic model aligns closely with the

‘interfaith” approaches seen in countries like the United States (Cadge & Sigalow, 2013; Cadge, 2012).

The proactive nature of this chaplaincy model, often referred to as ‘loitering with intent” or ‘cold

calling’ (Allan & Macritchie, 2007; Cadge, 2012; Orchard H, 2000), contrasts sharply with reactive
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models that rely solely on referrals (Allan & Macritchie, 2007). This approach is based on the idea that
spirituality is a universal human experience, not confined to any one religion (Mowat & Swinton,
2007). In generic chaplaincy, chaplains frequently adopt creative methods in rituals and prayers, using
‘code-switching’ between religious traditions or downplaying differences to foster a common spiritual
environment (Cadge & Sigalow, 2013). These methods are particularly useful for individuals with

limited or no formal religious background (Newitt, 2010; Swift, 2013).

Watson (2016) also highlights that while the chaplaincy service recognises that patients come from
various faiths or no faith at all (Threlfall-Holmes & Newitt, 2011), there is still (as previously seen) an
underrepresentation of salaried humanist or non-religious chaplains, though this is slowly changing.
Her study revealed subtle biases against atheism, suggesting that non-religious spiritual perspectives

remain underexplored in healthcare (Watson, 2016, p. 57).

In addition, the proactive nature of chaplaincy in both the UK and the US has prompted debates
about the ethics and practicality of chaplains performing rituals from other religious traditions. British
chaplains have raised concerns about the ‘interfaith” approach commonly seen in the United States,
where Christian chaplains may perform rituals from various faith traditions, such as Hindu water
ceremonies (Lyndes et al., 2012, p. 81). Some of these chaplains view this practice as an effort to be
universally accommodating, which they believe could restrict patient options and compromise the

delivery of personalised spiritual care (Cobb, 2013b; Flatt, 2015).

Overall, the evolution of chaplaincy services continues to reflect broader societal changes toward
inclusivity, accommodating both religious and non-religious perspectives within the healthcare
system. Nevertheless, there remain challenges in integrating these perspectives fully, particularly in
ensuring that chaplaincy services are both accessible and respectful of the diverse spiritual needs of

patients.

2.6 Summarising Thoughts

A closer look at the literature shows that our understanding of the role of chaplaincy is complex and
changing. There has been a big change from historically Christian-centred chaplaincies to ones that
are more multi-faith, nonreligious, and open to everyone. From the beginning of the NHS, chaplaincy
maintained close relationships with the Church of England and was largely shaped by a Christian
ethos. But the gradual process of incorporating minority faith and non-religious chaplains over the
years is a testament to the increasing diversification of NHS chaplaincy services. This diversification
has been motivated by a growing awareness of the spiritual needs of an increasingly diverse patient
population (Jacobs et al., 2023; Orchard, 2000).
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Regardless, problems around the diversification of chaplains, whether of minority faith or non-
religious, remain. Despite increasing inclusivity of the non-religious since 2016, the literature still
shows that there are issues of representation and participation. In Bryant’s study (2018), this is
highlighted by the problems that minority faith chaplains have in a Christian-dominated system. As in
the case of minority faith chaplains, non-religious chaplains, who are now increasing in number, still
have the same systemic problems. The literature also notes concerns from Christian chaplains, who
feel that the expansion of non-religious and multi-faith chaplaincy could diminish their traditional

roles within healthcare chaplaincy teams or even effect chaplaincy funding (Kyriakides, 2017).

Conversely, other studies advocate for the benefits of interfaith dialogue and work, suggesting that it
fosters mutual respect and understanding within chaplaincy teams and ultimately enhances patient
care, as chaplains nowadays engage with people of a wide range of spiritual and religious orientations
(Cadge 2012; Sullivan 2010). These findings demonstrate the importance of balancing inclusivity while
respecting the distinct identities of faith-based chaplains. Swinton and Mowat (2016) and Swift (2014)
emphasise that the presence of non-religious chaplains does not necessarily reduce the Christian
influence but, instead, enriches the spiritual care landscape by encouraging reflection on existing

practices and promoting compassionate care for all patients.

We have seen that since Jo Bryant’s work in 2018, which identified only 3 non-religious chaplains,
there has been a significant increase, with 22 salaried non-religious chaplains now working across
various sectors, of which 16 of them employed in healthcare (NRPSN, 2024a). This represents a
substantial rise and a positive step toward more inclusive chaplaincy services. As previously discussed,
according to the most recent Census data, 37.2% of the population in England and Wales reported
having ‘no religion’ in 2021, and similarly, the British Social Attitudes Survey (BSA, 2022) reports that
53% of the population identifies as non-religious. This growing demographic shows the importance of
expanding non-religious representation in chaplaincy to better reflect the changing landscape of

belief systems in the UK.

As a milestone in the inclusion of the non-religious within what has largely been a faith-based sector,
the expansion of non-religious chaplaincy is to be welcomed. However, the scarcity of empirical
accounts of non-religious chaplains’ lived experiences overlaps with a wider gap in the literature
about what really happens in a UK faith-based healthcare setting. The majority of this literature has
concentrated on the structural aspects of chaplaincy, with some focusing on the challenges of
minority faiths finding a place within chaplaincy teams. However, there is a dearth of information on
how non-religious chaplains fulfil their roles within teams that are predominantly faith-based. It is

crucial to address this gap. As the number of non-religious chaplains grows, it signals wider social
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shifts towards secularisation, and some chaplains’ concerns about diversity indicate the need for

more research into the impact of these shifts on all chaplains.

With this in mind, this study hopes to bridge these gaps by investigating the lived experience of non-
religious healthcare chaplains entering faith-based healthcare chaplaincy teams and the implications
for developing a fuller understanding of healthcare chaplaincy, especially as it adapts to increasingly
pluralistic forms of belief. The next section sets out the research question, namely, ‘What is the lived
experience of non-religious healthcare chaplains entering faith-based healthcare chaplaincy teams?’
This enquires into a recent development in hospital chaplaincy: that non-religious individuals are

increasingly joining what was until recently an exclusively faith-based profession.

2.7 Aims of the Thesis

The key question of this research is ‘What is the lived experience of non-religious healthcare chaplains
entering faith-based healthcare chaplaincy teams?’ The research question’s emphasis on ‘entry’
refers to a recent development in healthcare chaplaincy, where the non-religious are increasingly
becoming involved in what was once an exclusively faith-based field of work. The research primarily
intends to contribute to a deeper understanding of non-religious healthcare chaplaincy by using
qualitatively dominated mixed methods (surveys and interviews) with humanist and faith-based
healthcare chaplains, followed by the use of thematic analysis. Because healthcare chaplaincy is
usually faith-based, faith-based chaplains are included to enhance this understanding and as a point
of reference. Furthermore, it is hoped that their participation may contribute to a better
understanding of healthcare chaplaincy in general. Below are the sub questions about non-religious

and faith-based chaplains’ experiences, assumptions, and perceptions, as well as how they work.

1. What are the non-religious chaplains’ experiences, assumptions, and perceptions within a
faith-based profession?
2. What are the faith-based chaplains’ assumptions and perceptions of the non-religious
working in chaplaincy?
3. The research will also examine the following (including any differences in the narratives of
faith-based - and non-religious chaplains):
a. What is the motivation or purpose to work in chaplaincy?
b. How does their worldview underpin their approach in providing chaplaincy support?

c. How do they relate to psychotherapeutic practices in their role as chaplain?
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The next chapter shall shine light on the methodology employed for this research to address these

research questions.
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Chapter 3: Research Methodology

3.1 Introduction

This chapter describes the method used in the PhD research to look into the worldviews and lived
experiences of non-religious chaplains who work with multi-faith healthcare chaplaincy teams. The
chapter delves into the theoretical and ideological viewpoint (epistemology), its ethical
considerations, the design, access to participants, and their recruitment. It also outlines the various
methods and materials used in the primary data collection process, which involved web-based online
surveys and semi-structured interviews with non-religious chaplains and faith-based chaplaincy
colleagues in healthcare chaplaincy. The chapter also details the process of reflexive thematic analysis

(RTA) that underpins the work, which is essential in assuring the rigor and validity of the study.

3.2 The approach: Introduction to Epistemological Foundations and Research Design
Chaplains’ lived experiences require interpreting in a way that is sensitive to the complexities of the
multifaceted human experience. This section addresses the epistemological positioning of the
research and outlines the chosen methodological stance, describing an approach that is underpinned
by both constructivism and interpretivism. Both of these approaches, which are based on actively
building knowledge through interactions and experiences, are worthwhile for looking into the

complex and varied realities of healthcare chaplaincy.

3.2.1 Epistemological Foundations: Constructivism and Interpretivism

To frame the selected epistemological position, we shall look closely at the entanglement of ontology

and epistemology to clarify the stakes of this research.

Research often wrestles with the question of the nature of reality and existence. Within research, two
ontological stances emerged, namely realism and relativism. Realism most often partners with
quantitative methods, believing that knowledge pre-exists and that an objective external reality exists
independently of the observer. Conversely, qualitative methods typically align with relativism,
asserting that the mind shapes the world and acknowledging the existence of multiple realities. These
two ontologies are fundamentally at odds with each other: either we have one reality that is objective

and fixed, or many realities that are subjective and changeable (McBeath, 2022).

The journey to an understanding of the world is inherently epistemological, since it concerns itself
with how knowledge about existence is achieved. And here we have two oppositional epistemological
positions: positivism and interpretivism-constructivism. People often associate positivism with a

quantifiable approach to understanding our world. From this point of view, we have solid and clear
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knowledge thanks to scientific research that follows the scientific method, which limits claims to facts
and observations and looks at the world objectively, if not neutrally. This perspective views ‘factual

knowledge’ as the pinnacle of reliability (Pawlikowski et al., 2018).

Interpretivism-constructivism posits that knowledge is socially, culturally, and cognitively constructed;
that scientific research is always subjective; that power occasionally influences the production of
knowledge; and that there are numerous approaches to understanding human reality. Hence,

alternative interpretations of reality should sit side by side (Chen et al., 2011).

In short, positivism values objectivity and finding meaning, while interpretivism-constructivist and
social constructionist views value subjectivity and creating and interpreting meaning (Finlay, 2006).
When chaplains speak and write about their experiences — their perceptions of the world — the
position of interpretivism-constructivist is more helpful than the positivistic lens in helping them to

explore their own sense of reality.

Identifying the research epistemological assumptions is important because it ensures the study’s
validity and relevance. An epistemological stance influences all aspects of the research design,
including the types of data collected and questions posed to participants, as well as interpretation. In
human experience, ‘truth’ is highly subjective and context dependent. In the context of chaplains’
lived experiences in multi-faith chaplaincy teams in healthcare settings, arguably an epistemological

approach that acknowledges the contingency and situatedness of knowledge is the most appropriate.

An important corollary of this epistemological perspective is constructivism. This stance sees
knowledge as being actively constructed by people’s experiences of the world, acknowledging thus
the agency of human beings in this process and their subjective dimension — a true hallmark of
humanistic scholarship. Guba and Lincoln (1994) believe that constructivism argues that humans
interpret their experiences a priori through their unique perspectives and previous knowledge, which

leads to creating meaning and understanding.

Thinking about this through the lens of constructivism helps us understand how chaplains’ lived
experiences are complex and subjective as they interact with patients, caregivers, and coworkers
through their multi-faith and belief healthcare chaplaincy work. Within the medical environment,
chaplains interact with individuals from diverse cultures and religious affiliations, whilst they
simultaneously engage with their own beliefs, values, and personal experiences and this inevitably
shapes their interpretations and responses (Heron & Reason, 2006). In this sense, chaplains actively

shape their experiences in the healthcare setting, co-creating knowledge and meaning.
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Another epistemological position that complements the constructivist stance is called interpretivism.
Interpretivists, like constructivists, reject the notion that humans exist in an objective, shared reality.
Unlike the constructivist stance, however, interpretivists are interested in people’s meanings and
interpretations of their experiences rather than their behaviour (Tindall, 2009). Interpretivism focuses
on understanding and interpreting the meanings behind social actions, while constructivism
emphasises how these meanings are built and evolve over time (Creswell & Poth, 2018). Additionally,
interpretivist research often aims to uncover and describe participants’ views, whereas constructivist
research delves into how these views are formed, influenced, and modified through social
interactions and experiences (Tindall, 2009). This aligns well with reflexive thematic analysis (RTA), as
constructivism views reality as multifaceted, subjective, and shaped by interactions embedded in time

and place, i.e., within specific social contexts (Creswell & Poth, 2018).

The interpretivist-constructivist approach is well-suited to my research and aligns with Reflexive
Thematic Analysis (RTA). This approach allows for an in-depth exploration of how chaplains construct
and derive meaning from their experiences within healthcare chaplaincy teams, acknowledging the
role of social contexts in shaping these meanings (Creswell & Poth, 2018). By adopting this
perspective, | can capture the nuanced and subjective realities of both non-religious and faith-based

chaplains, highlighting how they navigate the complexities of spiritual care within healthcare setting.

Therefore, in summary, this combined perspective provides a comprehensive understanding of
chaplains’ lived realities and acknowledges the active, social construction of meaning. It allows me to
analyse not only how chaplains interpret their experiences (interpretivism) but also how these
understandings are shaped through their interactions within multi-faith healthcare settings
(constructivism). This approach supports in understanding the personal, dynamic, relational, and
contextual nature of healthcare chaplaincy work and supports the study’s aim to highlight diverse

chaplaincy experiences and practices.

3.3 Researcher Reflexivity and Ethical Considerations in Insider Chaplaincy Research
This section outlines the ethical dimensions and reflexive practices involved in conducting insider
research within the field of healthcare chaplaincy. As a non-religious chaplain embedded in NHS
chaplaincy teams, my dual role as both practitioner and researcher brought specific ethical tensions
and methodological complexities that required careful navigation. | reflect on how my professional
background and personal experiences shaped the research process, and how | actively engaged in
reflexivity bias, safeguard participant wellbeing, and maintain the integrity of the research. The

following subsections explore the challenges and opportunities of the insider-researcher position,
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ethical dilemmas around dual roles and informed consent, and the practical strategies employed to

ensure transparency, trustworthiness, and ethical rigour throughout the research.

3.3.1 Reflexivity of the Researcher in Navigating Challenges in the Insider Researcher Position

In this section, | highlight that the reflexivity forms the very basis for maintaining research integrity.
Secondly, and equally important, | discuss why being an insider researcher presents both
opportunities and challenges for the research process and how | used reflexivity to handle these

complexities and circumvent possible pitfalls.

Reflexivity is central to qualitative research, enabling the researcher to navigate a course through the
sylla of objectivity and the charybdis of subjectivity (Finlay, 2002b). An insider chaplaincy researcher,
who simultaneously serves as a researcher and integrates into the study setting, places a heightened
significance on reflexivity (Schwandt, 1994). In what follows, | begin to unpack the different

dimensions of reflexivity and how they played out in relation to my insider-researcher role.

3.3.1.1 The Insider Researcher Position: A Dual-edged Sword
For the past eight years, I've been a Non-Religious Pastoral Support Network (NRPSN) trainer and

supervisor, and I've been manager of the NRPSN, the body that accredits non-religious pastoral carers
in the U.K., for the past year. I’'m also at senior level in the NHS, where | manage as a head of service a
chaplaincy team within a large trust. My own experiences and roles inform my research perspective

and approach.

An insider researcher is someone who conducts research within a group or community to which the
researcher belongs and who, by virtue, possesses unique knowledge of and access to that group or
context (Schwandt, 1994). As a non-religious chaplain who is embedded in healthcare chaplaincy, | am
an insider-researcher with a well-informed understanding of the context of professional chaplaincy
relationships and a detailed knowledge of the nuances of spiritual care provision, but also with

possible related biases and ethical challenges that need to be managed (see 2.3.2).

In the context of healthcare chaplaincy research, it’s important to acknowledge the personal biases
that can influence my perspective. | was the first non-religious chaplain in the U.K. to be given a head
of chaplaincy post, which has been a significant experience. Given the national publicity, good and
bad, | answered queries by interview, phone, and letter, hostile and intrigued, loud and quiet, from
the general public, the national faith communities, and secular colleagues. | was, usually without my
consent, not just Lindsay, but an exemplar of the deepest fears of most and (to the few extreme ones)
an enemy. | even received death threats that portrayed me as an adversary to some extreme

individuals. It’s worth noting that | have never attributed these experiences to any particular faith or
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belief; rather, they stemmed from individuals with extreme views. Nevertheless, these encounters left

a lasting impact on me.

Indeed, these personal reflections underline the call to self-reflection and awareness. Therefore,
when it comes to researching chaplaincy, it is critical for me to remain open to difference and not
assume broad universal understandings of the chaplaincy role, considering the nuanced complexities

that exist within this field (Finlay, 2006; Holloway & Wheeler, 2002).

Not only am | from a (Dutch) culture where non-religious chaplaincy is well-established and not
considered controversial, but | also studied at a university with a history of non-religious chaplaincy
education, established to educate and support inclusivity for non-religious chaplains in their work to
work alongside their denominationally and religiously diverse chaplaincy colleagues. Of course, this is
more or less business as usual in the Netherlands. But moving to the UK brought me to a very
different cultural landscape, deeply Christian in its roots, with non-religious chaplaincy still in its
infancy. These cultural realities have shaped my views by heightening my sensitivity to the
perceptions, understandings, acceptances, or rejections that non-religious chaplaincy encounters in

various contexts.

Perhaps most crucial in the context of insider research is reflexivity, an enduring feature of qualitative
research and the pillar of its methodological framework (Finlay, 2006; Schwandt, 1994). Its meaning
transcends the need to safeguard the research integrity inherent in self-reflexivity but includes the

fostering of a self-aware and critical self-reflective attitude (Finlay, 2002a; Finlay, 2002b).

This tangled knot of researcher identity, values, beliefs, and experience reinforces both the need for
vigilance to be alert to and address possible sources of bias (Lincoln & Guba, 1985), and the likelihood
that, as an insider researcher, | am more vulnerable to bias than other researchers (Finlay, 2006). My
position as an insider impacts many aspects of the research, from the aims to the formulation of
guestions in interviews to the actual conduct of interviews. Clearly, my own background and
subjective starting points may have an inescapable impact on the questions | ask and issues |

investigate.

In conclusion, while the insider researcher position offers sources of intriguing information and entry,
it also requires a serious application of reflexivity to manage the many resulting obstacles. | therefore
aim to keep my research trustworthy by maintaining a reflexive stance and to be explicit about

potential biases.
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3.3.1.2 Acknowledging and Mitigating Bias
Being aware of reflexivity means trying to understand the different kinds of bias that can enter the

research process (Finlay, 2006): confirmation bias, which keeps people believing what they already
believe; and bias based on one’s own cultural scripts. These two types of bias can have different
impacts on how the researcher interprets what participants say and how they act during the different

data collection methods.

In this way, identifying these issues can be part of the research design, which helps if one’s research

goals demand efforts to discover alternative viewpoints to one’s own (Gubrium & Holstein, 2002).

These may also be at work in healthcare chaplaincy research (Holloway & Wheeler, 2002), where |
might interpret and question the experiences and views of chaplains from religious backgrounds
based on my own non-religious beliefs, or where my knowledge of the chaplaincy makes me
unintentionally fall into assumptions of shared understanding, potentially overlooking the subtle

complexities present (Finlay, 2006).

This is especially critical for me as | bring to this study a wealth of experience as a senior practitioner
in the NHS (head of chaplaincy at a large Trust) as well as a longstanding commitment and
involvement within the Non-Religious Pastoral Support Network (NRPSN). At all stages of the
research, | have been very conscious of how these experiences and positions might have influenced
the questions | set out to try to answer, consciously framing these questions to others, or how | have
approached and interviewed participants. To minimise this influence, | have taken several steps to

encourage reflexivity throughout the research process:

1. Drafting questions for surveys and interviews: having had the benefit of collaborating with
colleagues with diverse backgrounds to create questions and design instruments makes it

less likely that the questions will be loaded in my own direction and more balanced.

2. Interviewing: | aimed to maintain a relatively non-directive stance, using open-ended
guestions to secure responses (and not lead responses) at various points of the interview. |
was vigilant about my reactions to their responses, adjusting my probes accordingly to avoid

reinforcing my own biases.

3. Maintaining reflexivity: | tried to remain reflexive by regularly checking in on my
presuppositions and my values; to keep having a clear sense of my aims in doing the
research; and most of all, to stay cognisant of how the research was unfolding and how it

was influencing me.
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Finally, | am committed to reflexivity in qualitative research as a contribution to integrity and quality
control for bias. By accepting my accountability as a researcher with particular experiences and

cultural situatedness, | work to produce balanced, transparent, and credible qualitative research.

3.3.1.3 Ethical Dilemmas of being an insider-researcher

The dual roles of being a chaplain and a researcher create ethical dilemmas that pose issues that must
be considered and navigated ethically (Gubrium & Holstein 2002). These dilemmas arise due to the
blending of roles, potential conflicting loyalties, and the need to safeguard the welfare of research
subjects (Holloway & Wheeler, 2002). This section introduces the dilemmas. The next section (2.3.3.1)

details how these problems were resolved for the online surveys and semi-structured interviews.

The dual role of chaplain and researcher can raise other issues. For example, one key ethos relates to
the duty of care: as a chaplain, | provide spiritual and emotional support to other chaplains, staff, and
the wider community, which demands confidentiality, trust, and sensitivity to their vulnerabilities
(Puchalski & Ferrell, 2010). As a researcher, my duty is to ensure informed consent, autonomy of the
participant, and data confidentiality. | additionally must find a delicate balance between my duty as a
chaplain and my role as a researcher so that the research goals do not undermine the wellbeing of

the people | care for (ibid).

Ethical research is nothing without informed consent. When | engage with fellow chaplaincy
colleagues, the boundaries of informed consent can blur when the focus is on providing spiritual care
rather than research participation. Therefore, as a researcher, it is my ethical obligation to not only
seek consent from the chaplains | interview, but | also need it to be explicit — that is, they should
freely give consent for data collection and later use, with full consideration given to their autonomy
(Polit & Beck, 2017). | approach this tightrope act by trying to explicitly communicate with fellow

chaplains about who | am, what | am doing, and the dual roles | occupy.

Furthermore, role conflict is likely in insider chaplaincy research (Holloway & Wheeler, 2002); as a
chaplain, the primary aim is to build rapport and nurture trust with chaplains who are seeking spiritual
and emotional support (Mooren, 2008). Conversely, as a researcher, | must observe and record
interactions. As a researcher, tension is likely to arise out of witnessing (as an insider) and then
recounting (a researcher’s task). As a researcher, the chaplain must conduct research while providing
sensitive and empathetic spiritual care, which can lead to increased ethical tensions (Smith & Noble
2014). Any researcher conducting research in a setting where they are also employed is likely to

encounter this tension. However, to do this research ethically, |, as an insider chaplain, must commit
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to vigorous self-reflection and commitment to preserving the authenticity of both roles (Emerson et

al,, 2011).

There are also grounds for potential power differentials as professional norms show that | might
already be in a position of power and trust in such healthcare settings (Puchalski & Guenther, 2004).
The mere juxtaposition of these dual roles amplifies power structures, potentially giving me more
influence over fellow chaplains’ decisions to participate in the research (Smith & Noble, 2014). It is
difficult to mitigate this power imbalance; therefore, there needs to be explicit disclosure about roles
and goals — and all fellow chaplains must participate knowingly and willingly without any element of

coercion (Polit & Beck, 2017).

Finally, given that | am also the Head of Chaplaincy, this posed a third challenge to the ‘insiderness’ of
my chaplaincy research. In such a position of leadership within chaplaincy teams, one might
unknowingly sway the positionality dynamics in the interactions with fellow chaplains. The power
relations within any research relationship may be skewed, and therefore one has to be mindful of
facilitating open and honest responses in research interviews and interactions (Emerson et al., 2011).
There might be a tendency for people to not share candidly their experiences and views due to
perceived authority. This dynamic therefore requires a fine balance in maintaining the ‘insiderness’

and trust in the relationship.

Further feeding these challenges is the fact that | am also a non-religious chaplain doing research on
chaplaincy teams, which are often faith-based chaplaincy teams. Faith-based chaplains might not
want to share their views about the inclusion of non-religious chaplains in the chaplaincy teams for
fear that their faith-based viewpoint might be unfavourably received or not understood. In contrast,
as the most visible figure in non-religious chaplaincy and an official with a body that certifies non-
religious chaplains — the Non-Religious Pastoral Support Network (NRPSN) — there is a risk that
participants in the study, both faith-based and non-religious, might not want to disclose as much to

me due to perceived influence or affiliation on my part.

The ethical challenges that arise in the process of working alongside fellow chaplains are a reminder
that insider chaplaincy researchers need to pay careful attention to ethical principles and conduct
(Puchalski & Ferrell, 2010). Given the delicate balance between the chaplain’s and researcher’s role,
complexities of informed consent, the potential for role conflict and power inequities and the
nuanced ethical complexities with leadership positions as well as affiliations demand ethical

comportment of the highest order. When embracing the ethical imperatives, insider chaplaincy
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researchers, like me, can uphold these high ethical standards while additionally contributing valuable

insights to the chaplaincy field (Holloway & Wheeler, 2002).

3.3.1.4 Ethical Considerations in Online Surveys and Semi-structured Interviews and ethical approvals
In light of the ethical challenges, | described above, | developed the online surveys and the semi-

structured interviews in order to preserve the ethical integrity of the study and mitigate the conflicts
of interest and bias that stem from my dual role. In particular, the following ethical considerations

shaped the design and administration of the online survey and in-depth interviews.
Online surveys:

1. Anonymity: for the online survey design, anonymity was guaranteed. No respondent was
asked to provide identifiable information, so they could complete the survey without fear of

potential power dynamics or being identified.

2. Informed consent: as mentioned, the participation in the survey was voluntary and
anonymous. The research purpose and the voluntary nature of participating were clearly
explained in the Participant Information Sheet (PIS) via the survey invitation and participants

had to give informed consent prior to engaging with the survey.

3. Reflexivity: After processing some survey responses, | returned to my reflexive journal when

needed so that | could reflect on any thoughts and feelings regarding the survey results.
Semi-structured interviews:

1. Informed consent: this was similar to the surveys. All interview participants were asked to
ensure that they understood what the research was trying to achieve and how the
information from the interviews would be used for the larger research through the PIS. They

had to give informed consent prior to engaging in the interview.

2. Establishing rapport & reflexivity: In my interviews, | focused on creating rapport with
participants so they could share their experiences in a safe and open way. | did this by taking
a neutral position, so as not to lead them or push them to respond freely by asking leading
questions. | tried to keep my own biases out of the interviews, which is important for the
research in general, but | also wanted to preserve authenticity in the data collection. | also
used, as mentioned earlier, my reflective journal after interviews to ensure | could reflect on

any thoughts or feelings arising from the interviews.
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3. Confidentiality: | assured participants that their answers would be confidential and took steps

to anonymise participants’ names during the research process.

Conducting insider research within healthcare chaplaincy - particularly when exploring deeply
personal themes such as belief, identity, and inter-professional dynamics - required thoughtful ethical

planning from the outset.

Ethical approval was obtained from Middlesex University prior to the data collection phases but first
participant materials were designed in order to apply for ethics approval. The initial stage focused on
an online survey, which was designed to include both closed and open-ended questions, allowing
participants to reflect on their experiences and views. For the survey phase, participants received a
complete information pack consisting of a participant information sheet, consent form with boxes
they were asked to tick to continue, survey questionnaire, and a debrief sheet; provided in Appendix
1. A set of semi-structured interview questions were later developed to support deeper narrative

exploration of participants’ experiences. The final list of interview prompts is included in Appendix 2.

Before disseminating the survey, formal ethical approval from Middlesex University was secured
(Appendix 3), including a conflict of interest form specific to this phase (Appendix 4) due to my
insider-researcher role. Approval from Humanists UK to distribute an invitation to complete the
survey to their members is included in Appendix 5, and the invitation email sent to participants is in

Appendix 6.

For the qualitative interviews phase, participants were sent an updated participant information sheet
(appendix 7) and asked to return a signed consent form by email (Appendix 8). A tailored debriefing
sheet was also provided, outlining relevant support services in case any topics raised difficult

emotions (Appendix 9).

Ethical procedures here mirrored those of the online survey: a conflict of interest form was
completed for the interview phase (Appendix 10). Humanists UK again gave formal approval to
engage with their affiliated chaplains (Appendix 11). The email invitation for interviews sent out by
Humanists UK is shown in Appendix 12. Separate ethical clearance for this phase was granted by

Middlesex University, and is included in Appendix 13.

Finally, to confirm GDPR compliance and secure data handling, a data protection declaration for the
interview phase is provided in Appendix 14. This was needed as the qualitative interview phase
involved signed consent, email correspondence with participants, and recorded interviews, meaning

personal identifiable information was collected. All of the above were stored securely.
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Throughout both phases, confidentiality, voluntary participation, and the right to withdraw were
made clear. Interviews were conducted over Zoom to allow flexible access, and participants could opt
for video or audio-only formats. At the start of each interview, | reiterated the research aims and
ethical considerations, checking that participants felt informed and comfortable. The use of
pseudonyms and redaction of any identifiable information in all transcripts ensured anonymity, and
digital or written debrief sheets, including details of support organisations, reinforced my

commitment to safeguarding participants’ wellbeing.

In sum, ethical considerations were not limited to documentation; they underpinned the entire
research approach. From clear communication and informed consent to ongoing reflexivity, as well as
confidentiality and wellbeing safeguards, these protocols helped ensure that participants’ dignity,
autonomy, and emotional safety were prioritised throughout. The Appendices offer a chronological

and transparent record of how these ethical commitments were enacted.

3.3.1.5 Reflexivity in Practice: Own Self-Reflection and Engaging with Colleagues

Above | have outlined procedures relating to ethics considerations and approvals. Here | outline

procedures relating to reflexivity.

Reflexivity in qualitative research is not solely a theoretical construct but it is a practice that involves
continuous self-reflection and engagement with fellow colleagues. This section of the chapter
describes how | applied reflexivity throughout this research process to ensure to dispel any potential

biases and enhance the integrity of my research findings.
Continuous self-reflection and reflexive writing:

1. Self-reflection: The importance of ensuring ongoing self-reflection in the research process is
crucial in cultivating self-awareness and to minimise bias (Finlay, 2006). There are various tools
and practices, such as reflexive journaling, that seek external feedback, and that engage in critical
dialogues with colleagues in order to facilitate self-examination (Emerson et al., 2011). These

mechanisms enabled me to continually scrutinise and confront personal biases (Finlay, 2002b).

2. Reflexive writing: | used throughout this research reflexive writing in the form of journaling and

memaos.

2.1. Reflexive journaling: Reflexive journaling is an ongoing practice that consists of documenting
my personal reflections, thoughts and feelings throughout the entire research process.
Journals usually cover a range of different experiences and insights, whilst capturing the

researcher’s evolving understanding and emotional responses over time. This holistic
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approach provides a record of the researcher’s journey and growth. Reflexive journals are
often used as a tool to enhance transparency throughout the research process. Journalling
can help in giving a detailed account of how the researcher’s perspectives and biases may
influence their work. For this research, reflexive journalling practice helped me as a
researcher in understanding my role as a researcher (whilst also a chaplain) as well as the
responses of participants (and my personal reactions to these), similar to the process
described by Janesick (1998) and others who stress the importance of the reflective nature

of qualitative research (Janesick, 1998; Smith B. A, 1999; Vicary et al., 2016).

2.2. Reflexive memo writing: On the other hand, reflexive memo writing is a more targeted
practice, focusing on specific events, interactions, or data collection moments. Memos are
written immediately after these encounters to capture fresh reflections and potential biases.
They critically examine aspects of the research process, such as specific interviews or
observations, and provide detailed insights that can inform data analysis. Unlike journaling,
which is ongoing and broad, memo writing is situational and specific, aiming to document
immediate thoughts and reflections that arise in response to moments in the research. This
practice proved beneficial for me as a researcher, as it allowed me to maintain a clear
perspective on the evolution of my perspectives and ensured they did not unnecessarily
shape the analysis during the processing of online survey and interview results, particularly

when creating themes within RTA (Jasper, 2005; Ortlipp, 2008).

3. Engagement with colleagues: | sought opportunities to engage with chaplaincy colleagues to gain
diverse perspectives. These interactions, often framed as critical friendships, allowed me to
candidly discuss my experiences and perceptions without breaking any confidentiality, which

helped to challenge my assumptions and broaden my understanding.

By embracing practices of self-reflection, reflexive writing (memos and journalling), and engaging with
my chaplaincy colleagues, | aimed to navigate the complex research landscape of healthcare
chaplaincy with self-awareness and a commitment to minimising own bias. This approach led to

contributing to a more robust and comprehensive research within the healthcare field.

In this section, | have described the importance of reflexivity in insider chaplaincy research by
acknowledging its instrumental role in addressing bias and ethical dilemmas (Finlay, 2006). By
employing strategies such as self-reflection, reflexive writing, and engaging with colleagues, | have

tried to uphold the integrity and rigor of my research (Creswell, 2013; Creswell et al., 2017). These



various practices aimed to not only strengthened the credibility of my findings but have deepen my

appreciation for the complexities that are inherent in the healthcare chaplaincy field (Dingwall, 2007).

This especially holds true for insider research, where reflexivity for such research is a journey through
the realms of subjectivity, ethics, and bias (Finlay, 2002b). As a non-religious chaplain-researcher, the
delicate interplay between my dual roles can both be an asset as well as a dilemma (Gubrium &
Holstein, 2002). | therefore embraced reflexivity as a guiding principle to navigate these challenges
with diligence and dedication whilst recognising that the path to scholarly insight is inseparable from
the journey of self-discovery (Lincoln & Guba, 1985). Or as Schwandt (1994) states, the journey of
research reflexivity continues to shape my identity as a non-religious chaplain-researcher by
reinforcing the notion that the quest to research findings is as much an exploration of the self as it is
an exploration of the world. As an insider researcher, | therefore remain committed to the principles
of reflexivity, recognising that they are not merely tools for methodological rigor but also catalysts for

personal growth and transformation (Finlay, 2002b).

3.4 Research Design
| used a mixed-methods approach for this research where different data collection techniques were
used to explore the lived experiences, worldviews, and realities of both non-religious and faith-based

chaplains working in healthcare settings.

A mixed-methods research approach has become more popular and is seen as useful in many fields
of study, which includes chaplaincy studies. By using both quantitative and qualitative research
methods in the same study makes mixed-methods research so powerful and flexible. This
combination of methods can help answer difficult research questions and give a better understanding

of the bigger picture being researched (Creswell, 2013; Creswell et al., 2017)

Chaplaincy studies notoriously concern themselves around the exploration of multifaceted and deeply
human experiences which include the spiritual and emotional dimensions (Peteet et al., 2013).
Chaplains often engage in activities that encompass a broad spectrum of interactions, which ranges
from providing emotional support to individuals facing critical health challenges, to facilitating
discussions about faith, belief, and the meaning of life and death. As a consequence of this broad
range of interactions, the nature of chaplaincy work requires research methodologies that can
capture the richness, complexity, and depth of these experiences (ibid). It's therefore good practice to
use qualitative research methods to look into the subjective and contextual aspects of chaplaincy.

However, quantitative methods shouldn’t be ruled out (like surveys, even fully mixed surveys or
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qualitatively dominated surveys) as these can be used to look at patterns or trends in larger

populations (McSherry & Ross, 2002).

One of the main justifications to use mixed-methods research in chaplaincy studies is the aim to gain
a holistic perspective (Teddlie & Tashakkori, 2009). Chaplains often operate within healthcare and
community settings where they encounter diverse individuals with unique needs, beliefs, and
backgrounds, therefore it is important to consider both the subjective (in depth) experiences of

individuals (qualitative) as well as the broader trends (quantitative) (Liefbroer et al., 2022).

When researching the chaplaincy field, validity and reliability are very important due to the sensitive
and nature of the topics being researched (Creswell, 2013; Creswell, 2017). When combining different
methods, researchers can compare check their findings (triangulation) and therefore enhance the
validity and reliability of the research results trustworthy (Teddlie & Tashakkori, 2009). Triangulation
consist of cross-verifying data from different sources, or methods to ensure that the findings are

robust and trustworthy (ibid).

Using this research as example, where this chaplaincy research aims to investigate the impact of non-
religious chaplains working with faith-based chaplaincy colleagues, qualitative interviews can provide
in-depth insights into their experiences. Additionally, surveys using quantitative methods to explore
the same experiences can provide numerical data that adds a layer of objectivity to the findings. The
research is more likely to be seen as valid due to the qualitative results backing up the quantitative

trends, and vice versa (Creswell, 2013; Creswell, 2017).

The results can be limiting when solely using a single research method and may not capture the full
depth and breadth of the research area (Creswell, 2013; Creswell, 2017). Furthermore, mixed-
methods research can expand the scope of the chaplaincy by including diverse perspectives and

insights (ibid).

As McBeath et al. (2020) rightfully point out, historically, the research community has witnessed
debates and divisions concerning the appropriateness of quantitative versus qualitative research
methods, often characterised as a ‘paradigm war’ (Ukpabi et al., 2014). However, in the realm of
mixed-methods research, the dichotomy between these approaches need not be a source of conflict.
Rather, both quantitative and qualitative research methods possess the capacity to make distinctive
and valuable contributions to the research process. The potency of a mixed-methods approach, one
that harmoniously integrates quantitative and qualitative research methods, has been cogently
expressed by Landrum and Garza (2015). This approach offers a nuanced perspective that transcends
the limitations of adhering strictly to one research paradigm or the other.
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Chaplaincy studies are characterised by the intricate human experiences and multifaceted
interactions (Lie, 2001). Therefore, mixed-methods research can play a crucial role in unlocking the
full depth and breadth of understanding this complex field (Creswell, 2013; Creswell, 2017). The
adoption of mixed methods can support researchers to navigate the nuanced nature of chaplaincy
work and enhance the validity and reliability of the research. It can furthermore address complex
guestions and expand the scope of research (Creswell 2013; Creswell, 2017; Teddlie & Tashakkori,
2009). It is through this synergy of different research methods that chaplaincy research can reach
new heights, offer valuable insights and contribute to advancing non-religious pastoral care within

healthcare settings.

3.4.1 The Mixed Methods Utilised in this Research

An online survey was used to gather comprehensive data from chaplains working in diverse
healthcare institutions. This survey both closed- and open-ended questions retrieve quantitative as

well as qualitative data.

The aim of the closed-ended questions was to include a range of quantitative data, such as age,
gender, their chaplaincy role, how long they have worked as a healthcare chaplain, and hours worked
per week. Participants were also asked whether they identified with a faith or were non-religious,
allowing for comparisons between different types of healthcare chaplains. Additional demographic
inquiries encompassed the healthcare sectors where participants worked (often across multiple
sectors), their total length of employment in chaplaincy (across various roles), and their current roles
in chaplaincy. This profile revealed trends in age, gender distribution, religious affiliation, tenure, and

work settings.

The survey also included six statements aimed at eliciting chaplains’ views on diversifying chaplaincy.
Respondents had to rate these statements on a scale from 1 (how much they would strongly agree),
to 5 (where they indicated strong disagreement). Furthermore, chaplains were asked if the chaplaincy
head, chaplaincy colleagues, other colleagues, patients, and visitors had treated them unfavourably
because of their faith or belief. These quantitative measures provided a framework for analysing the

experiences and views of chaplains across various dimensions.

The online survey also included qualitative, open-ended questions aimed at capturing the lived
experiences of the chaplains. These open questions allowed participants to freely express their
personal narratives, challenges, and reflections related to their roles within multi-faith and belief

chaplaincy teams (Appendix 1).
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In this study, the online survey provided several advantages. It facilitated efficient data collection,
allowing the research to reach a wide range of participants from different geographical locations and
healthcare institutions. By including both non-religious-based and faith-based chaplains, the research
aimed to capture a more comprehensive representation of the chaplaincy workforce in healthcare

settings.

In addition to the online survey component, the research included semi-structured interviews with
chaplains. The semi-structured interviews encompassed two types of questions. Firstly, they included
closed-ended questions for capturing demographic information, mirroring the format of the online
survey. Secondly, the interviews also featured open-ended guestions that allowed chaplains to reflect
on their lived experiences as chaplains in healthcare settings. These open questions enabled the
participants to provide qualitative, rich, and context-specific information about their experiences,
perceptions, and challenges in a more flexible way where they could engage with me as researcher,

rather than the written word (surveys).

The interviews were semi-structured, which meant that although certain questions were
predetermined, they were based on themes derived from the responses gathered in the initial online
survey (Appendix 2). This approach allowed for a deeper exploration of the issues that emerged as
significant to the chaplains and ensured that the interviews were responsive to the participants’

perspectives.

Interview questions looked into the chaplaincy journey, examining what attracted chaplains to their
profession, how their perceptions have evolved over time, and their interactions with colleagues and
service users. Other areas of focus included how chaplains introduce themselves to service-users, the
type of support they provide, and their handling of requests that clash with their personal beliefs. The
interviews also compared chaplaincy to other psychological or emotional support services to identify
what uniquely defines chaplaincy.

An important aspect of the interviews was investigating the dynamics within teams consisting of
chaplains from various faith and belief backgrounds. This included encounters with allyship,
acceptance, and operational challenges. Chaplains were also given the opportunity to share any

additional insights or experiences that were not covered earlier in the interview.

The study aimed to make the results more credible and trustworthy by collecting data through online
surveys, semi-structured interviews, and some quantitative data as well (Denscombe, 2017). This
provided a more robust and comprehensive understanding of chaplains’ experiences, regardless of

their faith-based or non-religious affiliation.
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The research design, encompassing both quantitative and qualitative components, aligns with the

epistemological stance by offering a comprehensive view of chaplains’ roles and support needs.

Using the mixed-methods approach was in particular helpful for looking into a field of study that
hasn’t been much researched, such as the experiences of non-religious chaplains working with
colleagues of different faiths and beliefs in healthcare chaplaincy teams. By combining quantitative
data on the prevalence of experiences, views, and demographics alongside the qualitative, in-depth
information about individual experiences, this research aimed to fill gaps in existing research and to

contribute to the overall research of chaplaincy and spiritual care in healthcare settings.

In the next sections, | will describe the data collection methods, processes, and data analysis.

3.4.2 Online Surveys

The initial phase of this research (reported in chapter 4) involved the development and administration
of an online survey, designed to gather a range of data from chaplains currently working in healthcare
settings. The primary purpose of this survey was to explore the lived experiences of chaplains in multi-
faith and belief environments, focusing on both faith-based and non-religious practitioners. The
survey design was informed by the literature review and the research questions and was structured to
elicit insights into participants’ backgrounds, training, relationships with colleagues, experiences of

inclusion/exclusion, and how their faith or belief influenced their practice.

Surveys are essential tools in research for systematically collecting data from participants and offering
structured insights into various human experiences (Bryman, 2016). This section examines different
survey types, with a focus on the mixed-method approach, predominantly qualitative, used to explore
the lived experiences of healthcare chaplains. Braun et al. (2017) describe a typology of surveys
ranging from fully qualitative to various mixed methods, which provides a useful framework for

understanding the different approaches to survey design:

1. Fully qualitative surveys: these surveys focus solely on qualitative questions, excluding the
typically quantitative demographic data. They tend to be shorter, sometimes containing as

few as three or four questions.

2. Mixed (qualitative dominated) surveys: these surveys primarily collect qualitative data, with
limited quantitative questions usually restricted to simple yes/no responses and demographic

information. The approach is similar to interview guides.

3. Fully mixed surveys: these surveys balance qualitative and quantitative questions, addressing

research questions that require both data types. The analysis may treat the data
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independently or combine them, with either a qualitative or quantitative framework

dominating.

4. Mixed (quantitative dominated) Surveys: these are the most familiar types of surveys
incorporating qualitative data. The qualitative portion is small, often added to enhance the

depth of response or cover less-researched topics Braun et al. (2017).

In researching the lived experiences of chaplains, a mixed-method approach with a strong emphasis
on qualitative data was deemed the most suitable. This methodological choice was motivated by the

research’s complex objectives and the unique nature of chaplaincy roles in healthcare.

Chaplains’ experiences are inherently complex, marked by nuances and shaped by diverse encounters
(Bryman, 2016). Qualitative data, particularly through open-ended questions, allows participants to
articulate detailed narratives, uncovering subtle shades of meaning that structured questions might
miss (Creswell, 2013; Creswell, 2017). The qualitative approach serves as a compass, guiding us
through the varied and intricate terrains of their experiences (Dillman et al., 2014). By understanding
these experiences from multiple vantage points, we can gain deeper insights into the chaplains’ roles

and challenges.

Chaplains within healthcare settings will often encounter ethical challenges and complex situations
which do not fit neatly into predefined categories. Therefore, qualitative data can supportin
providing contextual understanding of their chaplaincy roles and shed further light on the nuances
that define their practice (Bryman, 2016). The interpersonal dynamics, ethical quandaries, and
reflections on spirituality inherent in chaplaincy cannot be adequately captured by closed-ended

questions or quantitative metrics alone (Creswell, 2013; Creswell, 2017).

Therefore, open-ended questions allow chaplains to introduce new themes or issues that structured
inquiries might overlook (Dillman et al., 2014). Thus, a mixed-method approach with a qualitative
focus is essential for revealing the richness and complexity of non-religious chaplains’ experiences

(Teddlie & Tashakkori, 2009).

Other survey types were considered, but they were less useful for this research. Fully qualitative
surveys, while excellent for in-depth exploration, often lack the breadth to capture a diverse range of
chaplain experiences efficiently. They also may not provide enough structured data for comparative

analysis, which is important for understanding differences across various healthcare settings.

On the other hand, fully quantitative surveys, with their reliance on closed-ended questions, would

fail to capture the intricate and deeply personal nature of chaplaincy work. Such surveys are limited in
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their ability to uncover the nuanced reflections and complex ethical dilemmas that chaplains face
daily. This approach would have constrained participants” ability to fully express their experiences and

insights.

A mixed (quantitative-dominated) survey, while incorporating some qualitative elements, would still
not provide the necessary depth of understanding. The qualitative components in such surveys are

typically limited and would not suffice to explore the rich, detailed narratives essential for this study.

The decision to use a mixed-method survey with qualitative dominance aligns with the need to
thoroughly explore the lived experiences of chaplains in healthcare settings. While quantitative
measures have their merits, the multifaceted nature of chaplaincy roles demands an approach
capable of capturing the depth, diversity, and subtleties of their experiences. This methodological
choice supports this research objective: to gain deeper insights into the contributions of chaplains

within multi-faith and belief healthcare chaplaincy teams.

3.4.2.1 Rationale and Implementation of Survey Methodology
The surveys facilitated the collection of both quantitative and qualitative data from a diverse sample

of chaplains working in various healthcare environments, such as hospitals, hospices, and mental
health facilities (Creswell & Clark, 2017; Johnson & Christensen, 2019). It gathered information on
chaplains’ backgrounds, training, experiences, challenges, and the impact of their spiritual support on
patients and healthcare teams. Closed-ended questions, as previously mentioned, provided
contextual insights, such as demographics, chaplaincy roles, hours worked, and faith/non-religious
identification, enabling comparisons between different types of healthcare chaplains. Additionally,
open-ended questions elicited in-depth perspectives on the emotional and spiritual aspects of their

roles (Morse, 2015).

Creating the survey was an iterative process, involving input and support from my supervisors at
Metanoia and Middlesex. Furthermore, | piloted the survey prior to opening this up to participants.
After piloting the surveys with a mix of 5 non-religious and 5 faith-based chaplains, the language and
clarity of the questions were refined to ensure they were understandable, concise, and inclusive of

both parties.

The ultimate survey, administered via the online platform Qualtrics, consisted of 17 questions
(Appendix 2). These questions were primarily designed to elicit chaplains’ experiences within a multi-
faith and belief context through open-ended questions, while closed questions were utilised to gather
contextual information from the participants, such as previously described, information about their

age, gender, their chaplaincy role, how long they have worked as a healthcare chaplain, and hours

76



worked per week, whether they identified with a faith or were non-religious, the healthcare sectors
where participants worked, their total length of working in chaplaincy, their current roles in
chaplaincy, and scoring statements regarding chaplains’ views on diversifying chaplaincy and whether
they had been treated unfavourably due to their faith or belief (by the Head of chaplaincy, chaplaincy

colleagues, other colleagues, patients, and visitors).

The advantage of having a qualitative aspect in the mixed surveys, as discussed by Braun et al. (2021),
lies in their openness and flexibility to address a wide range of issues, including individuals’ views,
experiences, and practices. This approach was particularly valuable for exploring the experiences of
non-religious chaplains working in predominantly faith-based healthcare chaplaincy teams, which had
been underserved in existing research. The open questions eliciting qualitative data facilitated
anonymity for participants who might be uncomfortable with face-to-face encounters, encouraging

them to share their experiences in a less triggering manner (Braun et al., 2021).

Furthermore, the open questions allowed participants to use their own voice, promoting bottom-up
responses rather than just imposing pre-determined categories or responses via closed-questions
(Braun et al., 2021). To this end, the survey incorporated open-ended questions, providing
participants with the freedom to describe themselves and their experiences in their own words,

leading to richer and more insightful responses (ibid).

Surveys serve as indispensable tools in research, offering several notable advantages. They provide an
efficient means of systematically gathering data from a broad spectrum of participants simultaneously
(Bryman, 2016). This scalability proves particularly advantageous when seeking insights from a large
and diverse population, saving valuable time and resources compared to conducting individual

interviews.

Another notable advantage lies in the standardisation achieved through surveys, as they ensure that
all participants respond to the same set of queries, minimising variations that may arise in open-
ended interviews. This uniformity simplifies subsequent data analysis and bolsters the reliability of

research findings (Dillman et al., 2014).

Moreover, surveys can provide a degree of anonymity and privacy that may encourage participants to
share sensitive or personal information candidly. This aspect is particularly valuable in studies where

confidentiality is paramount (Dillman et al., 2014).

While surveys offer numerous advantages, they are not without their shortcomings, warranting

careful consideration. One notable limitation pertains to the potential lack of depth in responses,
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especially when employing closed-ended questions. Participants may find their answers confined to
predetermined categories or options, which can yield superficial data, particularly in the exploration
of intricate or multifaceted subjects (Creswell, 2013; Creswell, 2017). However, for this research, the
mixed surveys allowed open-ended questions to help support participants in expanding on their
views. However, the flip-side is that some participants might not want to take the time to type

responses to multiple open questions.

Additionally, surveys typically lack the interactive nature characteristic of interviews. In interview
settings, researchers can delve deeper into responses, seeking clarifications or soliciting elaborations
from participants. This contextual richness may be absent in survey-based data, potentially leading to
misunderstandings or misinterpretations (Bryman, 2016). Furthermore, surveys lack the flexibility
found in interviews. Unlike interviews, where researchers can pivot and explore unforeseen avenues
or seek clarification in real-time, surveys follow a fixed structure and provide limited opportunities for
adaptation based on participants’ responses (Creswell, 2013; Creswell, 2017). Thus, while surveys
offer efficiency, scalability, and standardisation, they may fall short in terms of depth and context-rich
data. To address these challenges, semi-structured interviews were incorporated into the research

methodology, as elaborated in the following section of this chapter.

Response bias poses another challenge. Participants might be inclined to furnish socially desirable
responses or what they perceive researchers expect of them, introducing a bias that can undermine
data accuracy and authenticity (Braun et al., 2017). To counteract these biases, the surveys were

designed to ensure complete anonymity, a detail that was also explicitly conveyed to the participants.

Moreover, the wording of survey questions demands meticulous attention. Poorly constructed
queries or ambiguous phrasing can foster misinterpretations and inconsistent responses,
necessitating a commitment to clarity in survey design (Dillman et al., 2014). Hence, the survey
underwent a pilot phase involving both faith-based and non-religious colleagues to rectify any

potential misinterpretations and ensure its clarity.

Given the lack of information about the lived experiences of non-religious chaplains in healthcare
chaplaincy teams, the survey aimed to capture experiences from both faith-based and non-religious
chaplains with the use of closed and open-ended questions. The focus was on understanding the
chaplain’s role and their personal experiences within a multi-faith and belief environment, specifically

exploring interactions between faith-based and non-religious colleagues.
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In addition to open-ended questions, the survey incorporated a story completion task; a qualitative
research technique designed to access participants’ deeper thought processes, values, and

perceptions by prompting them to complete a fictionalised scenario.

In this study, chaplains were presented with a story prompt involving an imagined encounter with a
patient seeking chaplaincy support. They were asked to complete the narrative in their own words,
thereby projecting their professional reasoning, emotional insight, and interpretative frameworks

onto the situation.

This technique draws on narrative psychology (McAdams, 1993) and has been validated in qualitative
research for its ability to access thoughts and responses that might remain hidden during direct
questioning (Braun et al., 2015; 2017). Story completion allows participants to respond more
creatively and indirectly, offering nuanced perspectives on care, boundaries, and the relational
dynamics of chaplaincy. It is particularly well-suited to sensitive or value-laden topics like belief,

meaning-making, and professional identity.

By using this method, the research aimed to elicit data that would supplement traditional open-ended
survey responses, offering a holistic view of how chaplains enact their roles in complex healthcare

environments.

3.4.3 Semi-structured Interviews

The final part of this research (reported in Chapter 5) concerned semi-structured interviews and the
interview design which drew on the literature and the insights resulting from the survey responses.
Semi-structured interviews were selected as a suitable method to gather in-depth and nuanced
insights into the experiences, views, and attitudes of faith-based and non-religious chaplains (DiCicco-
Bloom & Crabtree, 2006). This approach aimed to offer a balance between providing structure as well
as flexibility with a set of predetermined open-ended questions as the interview guide (Galletta,
2013). The flexibility allowed for probing and exploring interviewee responses further, leading to

comprehensive and detailed insights into their lived experiences (Brinkman, 2013).

To ensure clarity, accessibility, and relevance across participants with diverse worldviews, the
interview schedule underwent a pilot phase involving ten participants; five non-religious and five
faith-based chaplains. The purpose of this pilot was to test the structure, tone and language of the

guestions, evaluate the time required, and ensure the prompts elicited rich and reflective responses.
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Overall, the feedback indicated that the interview guide covered meaningful topics and was well-
received. The pilot highlighted a few opportunities to refine question wording and flow to better
support narrative responses and reduce ambiguity. These refinements were mainly linguistic and
structural in nature, rather than thematic, meaning the core focus of the interview remained

unchanged. Table 1 shows these changes.

These changes ensured that the finalised interview schedule promoted open, reflective dialogue
without leading participants. The language was revised to be inclusive, sensitive and aligned with the
aims of the research. It was flet that the minor adjustments made during the pilot phase improved

the quality of data collected, while retaining the thematic integrity of the research design.
In line with qualitative research conventions (Teijlingen & Hundley, 2001; Malmqvist et al., 2019;

Turner, 2010), the pilot interviews were retained in the final dataset, as the changes made did not

substantially alter the intent or focus of the questions, but rather enhanced clarity and depth.
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Table 1: Interview Question Revisions Following Pilot Testing

Original Draft (Pilot)

Final Version (Used in Study)

Reason for Change

“Do you work in a

multi-belief team?”

“What is your experience of workingin a

multi-belief team?”

Encouraged narrative
reflection instead of a yes/no

response.

“What is your

role?”

“Can you tell me a bit about your role and

the work you do?”

Added conversational tone to

elicit more detail.

“Has working in a
multi-faith team

changed, or not?”

“Has or hasn’t working in a multi-belief

team changed looking back?”

Improved clarity and
encouraged reflective

comparison over time.

“Have you ever
disagreed with a
religious / non-

religious chaplain?”

“Have you had experience with a faith-
based/non-religious chaplain in your team
who was not accepting towards your
worldview? Or have you ever observed

this happening to another chaplain?”

Reframed to be less
confrontational and more
reflective; focused on
acceptance rather than

disagreement.

“What does allyship

mean to you?”

“Can you share a time where you provided
allyship to a faith-based/non-religious
member in your team who holds a

different worldview to you?”

Shifted from abstract
definition to situational,

experience-based prompt.

“Who do you work

with as a chaplain?”

“Can you share from your experience
whom you work with as a chaplain, and
how your role differs depending on the

group (e.g., patients, staff, family)?”

Expanded to prompt role
variation and detailed

description.

Using semi-structured interviews with faith-based and non-religious chaplains in healthcare

chaplaincy teams was aimed at providing a comprehensive understanding of their experiences within

multi-faith and belief settings. By using this approach, the research focused on delving further into

the complexities of multi-faith and belief chaplaincy roles whilst exploring challenges, opportunities

and the impact on both types of chaplains as they navigate their work-relationships with colleagues

from different belief systems.

The semi-structured interviews offered a qualitative exploration of the experiences and beliefs of

selected chaplains (Creswell & Clark, 2017). The interview questions delved into the personal

experiences, challenges, and practices of chaplains working across various healthcare settings




(Creswell & Clark, 2017). Interviews were furthermore included with the aim of getting a deeper
understanding of the meaning and significance behind chaplains’ practices and the emotional and
spiritual support they provided to patients and healthcare teams (Liefbroer et al., 2022). Some
chaplains in the study may have also worked in community settings within a healthcare context,

further enriching the insights into the diversity of chaplaincy roles (Kvale & Brinkmann, 2009).

Semi-structured interviews are often viewed as invaluable tools for qualitative research as they can
offer a unique route to delving into the nuances of participants’ experiences, emotions, and
perspectives (Fontana & Frey, 2005). This approach can provide the required flexibility in the
questioning process and allow participants to articulate their thoughts and feelings freely and
authentically (Bryman, 2016). Healthcare chaplaincy has a multi-faceted nature and therefore semi-
structured interviews are viewed as an ideal method to explore distinctive challenges and experiences
of chaplains across various healthcare environments. Since the semi-structured interviews offer the
flexibility in following a standardised set of questions across all participants, it also allows additional

guestioning and probing based on individual responses.

It however is important to recognise that while semi-structured interviews offer all kinds of
advantages, they too (like surveys) have their limitations and potential drawbacks. There is for
instance the substantial time investment to consider when using this method. This process, starting
from conducting the interviews to transcribing and finally analysing the data, can be a lengthy
exercise, even more so when dealing with many participants. This can therefore provide significant
challenges in terms of time and potential financial resources (Kallio et al., 2016; Longhurst, 2003).
Moreover, there is a challenge where it places a demand on participants to give up time and actively

engage in an interview (Polit & Beck, 2017).

Further challenges arise as the value the results are dependent upon the interviewer’s skill set, relying
heavily on the interviewer’s ability to provide probing questions, actively listen, and establish a good
rapport with participants. In cases where interviewers do not have such skills, there is an increased

risk of compromising the richness and depth of the data (Knox & Burkard, 2014).

Another notable limitation of semi-structured interviews is their potential to lead to response bias.
Participants may be influenced by the topics and questions initiated by the interviewer, which could
inadvertently steer the discussion in particular directions. This influence may affect the data’s
comprehensiveness, potentially omitting crucial perspectives or experiences. Additionally, there is a

possibility that participants may withhold sensitive or personal information during one-on-one
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interviews, potentially limiting their holistic understanding of their experiences (Knox & Burkard,

2014).

As for alternative research methods, focus group discussions present a viable option. Focus groups
can be very useful in uncovering the dynamics of group interaction as participants can engage in
group dialogue which can help in generating new ideas and insights (Morgan, 1996). However, focus
groups also have their own set of limitations which include as the potential for dominant participants

to overshadow others, as well as logistical complexities of coordinating group sessions.

The need to thoroughly explore individual experiences and perspectives motivated the decision to
employ semi-structured interviews in this chaplaincy research. The nuanced and diverse nature of
chaplaincy experiences necessitated a method that could facilitate in-depth exploration. While focus
groups offer several benefits, they may not provide the same level of insight into the intricacies of
chaplains’” work within various healthcare settings. Additionally, due to the sensitivities and
differences between chaplains in multi-faith and belief teams, some participants may feel inhibited
and less likely to answer honestly in a focus group setting. This could lead to a lack of openness on
sensitive topics. It is therefore important that researchers should always consider the trade-offs when
choosing their research methods and to carefully assess how they align with the context of the

research field and overall research objectives (Morgan, 1996).

3.4.4 Participant Access and Recruitment

Participant access and recruitment in qualitative research, particularly within the context of non-
religious chaplaincy, involves a meticulous and multifaceted process shaped by ethical, theoretical,
pragmatic, and bureaucratic considerations (Gutterman, 2015). This section outlines the steps taken
to identify and engage chaplaincy participants within multi-faith and belief healthcare chaplaincy
teams. It also explores the challenges encountered during recruitment and the strategies employed to

overcome them.

To begin with, convenience sampling was chosen as the primary method for participant selection. In
this case, the focus was on recruiting practicing or former chaplains, both faith-based and non-
religious, who had worked or volunteered in healthcare settings and met the criteria of being adults
and proficient in English. The research specifically targeted England, excluding the Lothian region due

to variations in chaplaincy practices.

Convenience sampling is seen as a non-probability sampling method and which is widely used in
research, particularly within qualitative and exploratory studies (Neuman, 2014). Within convenience
sampling researchers select participants based on how convenient and easily they are, rather than
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using random or systematic methods. This approach is therefore known for its simplicity and

practicality as it can be a quick and cost-effective way to gather data.

However, convenience sampling has its limitations. One limitation is that participants are chosen
based on their availability or proximity to the researcher which can result to a sample that may not be
representative of the entire research population (Creswell, 2013; Creswell, 2017). This can
furthermore lead to selection bias as certain groups may be overrepresented or perhaps
underrepresented within the sample. The findings from convenience samples can therefore result to
not having a representational proportion of the broader research population, and hence

generalisation of this population might not hold up.

Even though there may be limitations, convenience sampling is often used in situations where it can
be challenging to access a comprehensive or random sample, especially in qualitative research or

when time and resources are limited (Guest et al., 2012).

For the survey phase of the research, the goal was to collect responses from a total of 120 healthcare
chaplains, with a roughly equal distribution between non-religious chaplains and faith-based
chaplains. This balanced approach was chosen to ensure that both perspectives were adequately
represented in the data. While the main goal of the survey was to explore how chaplains view their
responsibilities and relationships with coworkers, from non-religious or faith backgrounds, the survey
also included the perspectives of faith-based chaplains who do not collaborate with colleagues of

non-religious beliefs.

Due to the challenges posed by the COVID-19 pandemic, which led to temporary stand-downs of
many active chaplains, the survey received 108 responses from 44 non-religious individuals and 64
religious individuals, representing various Christian traditions, Muslims, and Buddhist. The aim of
obtaining a substantial and diverse dataset, which would facilitate a comprehensive analysis of the
research questions, guided the decision to target 120 participants. | decided not to continue
recruiting up to the initial target of 120 participants because the detailed responses to the open-
ended questions provided richer data than | had anticipated. This richness in data suggested that the
depth and quality of insights gathered were sufficient. Consequently, | determined that stopping data
collection at 108 participants was appropriate. Additionally, the practical difficulties and diminishing
returns of attempting further recruitment reinforced this decision. The substantial and nuanced data
from 108 participants were adequate to capture chaplains’ experiences within multi-faith and belief

healthcare settings.
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For the semi-structured interviews, the aim was to recruit 20 participants in total, evenly split
between 10 faith-based and 10 non-religious chaplains. This decision was based on the desire to get
rich and diverse perspectives, experiences, and insights of chaplains. In the end, 22 participants were
interviewed, with 11 non-religious chaplains and 11 faith-based chaplains. The slight oversampling of
participants ensured that the target number was met in case of sudden dropouts or unavailability of
participants. The number of participants in qualitative research is often debated, but the consensus
suggests that a smaller, more focused group allows for an in-depth understanding of the phenomena

under study (Creswell, 2013; Morse, 1994).

The recruitment respected the privacy and confidentiality of all participants. Online survey invitations
were sent through the Non-Religious Pastoral Support Network (NRPSN), which is the accrediting
authority for non-religious chaplains in the UK, as well as the JISC Mail’, a healthcare chaplains’ email
distribution list. The JISC Mail is a voluntarily subscribed network of chaplaincy professionals
dedicated to keeping abreast of developments in healthcare chaplaincy. Members can access
resources, exchange support, and engage in dialogue relevant to their work (via chaplaincy-

spirituality-health@jiscmail.ac.uk).

The semi-structured interviews followed a similar approach, with invitations sent out via the NRPSN
for non-religious chaplains and ‘JISC Mail’ for faith-based chaplains. Using both these lists ensured
that data was gathered from a diverse group of healthcare chaplains. This researched aimed to
integrate insights of the experiences and roles of non-religious as well as faith-based chaplains within

multi-faith and belief healthcare chaplaincy teams.

The NRPSN and JISC mail lists are comprehensive in their reach. The NRPSN list specifically targets all
accredited non-religious chaplains, which includes approximately 300 members. On the other hand,
the JISC mail list, which is not a mandatory mailing list but relies on voluntary registration, includes
roughly 400 chaplains. It is important to note that the JISC mail list does not guarantee coverage for
all chaplains in healthcare due to its voluntary nature. Additionally, anyone can post on the JISC mail
list, and individual email addresses are not visible on posters. For the NRPSN mailing list, another
individual posted the invitation to participate in the research on my behalf, ensuring that | did not
have access to the individual email addresses of the recipients. The NRPSN provided official
permission for this process, further ensuring the protection of participants’ contact details. For both
types of chaplaincy, | refrained from including participants from any chaplain | directly worked with at

my hospital to maintain ethical standards.
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3.4.5 Data Collection Procedure

Participants who agreed to participating in the research responded to the email invitation. Once they
had emailed their interest in participating, they were given a participant information sheet that
detailed the research purpose, objectives, and procedures. A participant information sheet was
provided for both the survey and interview section. As the researcher, | underlined the voluntary
nature of their participation and its confidentiality (and anonymity in the case of the survey). |
informed them about the study’s focus on healthcare chaplaincy in multi-faith and belief teams,
including the involvement of non-religious chaplains and faith-based chaplains. The research goal was
explained and stated that the research aimed to gain insights into chaplain’s motivations, thoughts,
feelings, and reflections on working as healthcare chaplains, as well as their views on working with
non-religious or faith-based colleagues in chaplaincy teams. Furthermore, | encouraged participants
to carefully read the information sheet and to seek any clarification if they needed. They were then

given the time to decide whether they wished to take part.

Participants were provided with a link to the survey in the invitation, and those who chose to take
part in the survey were asked to provide their consent by ticking all the consent boxes provided at the
beginning of the survey. It was explicitly stated that the survey would be completely anonymous, and
once completed, it would not be possible to withdraw their data due to the inability to identify
individual responses. However, participants were assured that they could withdraw from the survey

at any time during its completion and that participation was voluntary.

The survey was conducted online using the Qualtrics platform and was designed to be concise and
inclusive, capturing participants’ experiences and insights on chaplaincy work in a multi-faith & belief
context. Depending on how many participants chose to share, | estimated the survey’s duration to be

between 15 and 30 minutes.

Potential interview participants were provided with an email invitation, participant information sheet,
and consent form, urging them to thoroughly read them before making their decision. The participant
information sheet for interviews reiterated the purpose of the study, emphasising its focus on
healthcare chaplaincy in multi-faith and belief teams, with specific questions aimed at exploring their

experiences and thoughts on working with either faith-based or non-religious colleagues.

Participants who agreed to be interviewed were asked to sign the consent form and return this via
email. They were informed that the interview would be entirely voluntary, and they had furthermore
had the freedom to withdraw at any point during the interview and up to one month after

participation, without providing a specific reason. Participants were assured via the participant
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information sheet that any recordings would be used exclusively for research purposes and that all
personal identifiers would be removed from the data. Each participant was assigned a pseudonym or
code that was used in place of their name or other identifying information in all research notes,
transcriptions, and reports. Participants were reassured that | as researcher would securely store the

recordings, ensuring their contributions remained confidential and their anonymity protected.

All interviews were done online via Zoom to ensure it catered to the diverse locations of the
participants and interview lasted between 45-60 minutes to allow participants to share their in-depth

experiences. They could choose to be interviewed either through video call or by phone.

At the start of the interview, | explained to each participant the aims of the research. | also ensured
their confidentiality which included the data protection policies (and these were also covered in the
participant information sheet). Interviewees were told that their participation was voluntary and that

they could end the interview at any point if they didn’t feel at ease.

In case participants wanted to provide their reflections on the overall interview process, there was
time allotted for sharing these at the very end. | additionally checked on their well-being and offered

additional support and resources when required.

For both the survey and the interviews, participants received a debriefing sheet as part of the ethical
protocol. This was an online page for the survey and a sheet for the interviews sent by email to
participants. This debriefing sheet contained information and resources to support participants in

case their involvement in the study brought up any emotions or concerns.

The debriefing sheet included contact details for relevant support services (e.g. counselling or mental
health support) which were available within their local area or institution. Participants were
encouraged to contact these services if they suffered any emotional distress or needed follow-up

support.

By providing them with a debriefing sheet, it demonstrated my commitment to safeguard the
participants” well-being. Additionally with the aim to ensure a positive and respectful experience

throughout their involvement in the study.

3.4.6 Rationale for Separate Analysis of survey and interview data

This research employed a qualitatively dominant mixed-methods design, involving two primary data
collection methods: an online survey and in-depth semi-structured interviews. While both strands of
data were integral to addressing the research questions, their analysis was conducted separately to

maintain methodological clarity and maximise the analytical strengths of each method.
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The online survey aimed to provide a broad sample of participants (n = 108), offering both
quantitative insights through closed questions and qualitative data via open-ended responses. This
method was particularly valuable for identifying general trends, patterns of experience, and contrasts
between non-religious and faith-based chaplains. Descriptive statistics were used to explore
frequency and distribution patterns, while open-text responses were thematically analysed using
Reflexive Thematic Analysis (RTA) to surface commonly shared experiences and viewpoints. However,
the nature of written responses in a survey may mean they lack some depth and there is no

opportunity to probe deeper.

In contrast, the semi-structured interviews allowed for a more detailed, contextualised understanding
of participants’ lived experiences. These interviews (n = 22) were designed to elicit rich, narrative
data, analysed using RTA, enabling the researcher to engage with the meaning-making processes,

identity negotiations, and complexities of professional practice within chaplaincy teams.

Although the same analytic approach—reflexive thematic analysis (RTA) —was applied to both
datasets, the survey and interview data were analysed separately in line with the study’s sequential
design. This was not because the methods required fundamentally different treatment, but because
the findings from the survey were explicitly intended to inform the development of the interview
questions. Given the limited existing research on non-religious chaplaincy, the survey helped identify

emerging themes and areas of interest that warranted deeper exploration in the interviews.

Separating the analyses ensured that the interview data could be examined on its own terms, while
still benefiting from the direction provided by the earlier survey phase. This approach preserved
clarity in the findings and allowed for a thoughtful integration of insights during the discussion stage

of the thesis (in Chapter 6).

Furthermore, this approach supports best practices in mixed-methods research, where the
independent treatment of each method prior to integration allows for greater transparency,
triangulation, and methodological rigour. This separation also made it possible to compare and
contrast the survey findings with the more in-depth reflections shared in the interviews, adding a

valuable layer of analytical synthesis in later chapters.

3.5 Reflexive Thematic Analysis
This section focuses on the method of analysis used in this research, namely reflexive thematic
analysis (RTA). RTA is a widely recognised method of analysis which helps to identify, analyse and

report patterns or themes within qualitative datasets. It furthermore offers a systematic and flexible
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framework to make sense of rich and often complex qualitative data. This section shall additionally
elucidate the rationale for using RTA within this research, the underlying principles of RTA, the
process involved as well as its relevance to the research’ objectives. Apart from the qualitative data,
some quantitative data was collected in the online survey through using closed questions. This
quantitative data has been analysed by using descriptive statistics (e.g., means and percentages).
However reflexive thematic analysis (RTA) is the main method of analysis for the online survey as well

as the interview data.

3.5.1 Introduction to Reflexive Thematic Analysis

Reflexive thematic analysis (RTA) is seen as a robust and versatile qualitative method of analysis which
aligns closely to the aims of this research. Since RTA is adaptable, theoretical versatile and systematic,
it can provide a strong framework to explore multifaceted perspectives, experiences, and practices of
healthcare chaplains who work in multi-faith and belief settings. By following the steps and principles
of reflexive thematic analysis, this research aims to give a full and nuanced look into the experiences

of healthcare chaplains.

Reflexive thematic analysis is a qualitative research method, and it centres on identifying,
interpretating and analysing patterns of meaning. These are often referred to as ‘themes’ within a
dataset (Braun et al., 2016; Braun et al., 2018; Byrne, 2022). RTA aims to empower researchers to
uncover explicit and implicit meanings within in the data which makes it a valuable tool to investigate
complex social settings, such as, in this case, the experiences and perspectives of healthcare chaplains

working in multi-faith and belief settings.

3.5.2 Rationale for Choosing Reflexive Thematic Analysis

Several key considerations aligning with the research objectives and the nature of the healthcare
chaplaincy context drove the choice to employ reflexive thematic analysis as the primary method in
this study. This rationale offers a thorough understanding of why | deemed reflexive thematic analysis

to be the most suitable approach.

It was carefully thought out and in line with the study’s goals that reflexive thematic analysis was
chosen over interpretative phenomenological analysis (IPA) for this study. While IPA is a useful
qualitative research method known for digging deep into people’s experiences, reflexive thematic
analysis was chosen for this study for a number of strong reasons, highlighting how well it fits the

research goals and benefits.

First and foremost, the primary aim of this research was to capture and represent a range of
chaplains’ views and positions within multi-faith and belief healthcare chaplaincy teams. This
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encompassed a wide spectrum of perspectives and experiences, reflecting the complex and varied
nature of the chaplaincy profession (McBeath et al., 2023). Reflexive thematic analysis, with its
flexibility and adaptability, allows for the exploration of numerous themes and patterns within the
data, making it well-suited for accommodating the wide-ranging perspectives of various participants

(Braun & Clarke, 2019).

In contrast, IPA, while excelling in its ability to delve deeply into the intricacies of individual
experiences, may not be the most suitable approach when the research aims to capture a broader
spectrum of perspectives. IPA often intensely focuses on individual stories which can lead to rich but
highly detailed insights from a limited number of participants (Smith et al., 2009). IPA’s focus on
individual experiences might not lend itself well to the systematic identification and comparison of
overarching themes across different participant groups. This is therefore a clear example of the
methodological strength of reflexive thematic analysis: it allows you look at the research topicin a
more holistic way. Hence, RTA was the preferred method given the desire to obtain a comprehensive
as well as nuanced understanding of the experiences and perspectives of a diverse group of chaplains.
Furthermore, the step-by-step nature of RTA supports transparency and replicability when identifying
and interpretating themes which helps enhance the overall rigor and credibility or the research

(Nowell et al., 2017).

To sum up, IPA is a strong qualitative method that works well for digging deeper into individual
experiences. However, RTA finds its strengths in being flexible, following a set process, and most of all
that it can include a wide range of perspectives and experiences (Braun & Clarke, 2019). By using
reflexive thematic analysis, this research aims to get a comprehensive and nuanced understanding of
the experiences of chaplains who work in multi-faith and belief healthcare chaplaincy teams, which

aligns well with the research’ overarching objectives.

Ensuring transparency in the research process was of paramount concern (McBeath et al., 2023).
Transparency is created when providing a clear and traceable path from the data source all the way
up to the interpretations and findings. This will help support the rigor and trustworthiness of
qualitative research (ibid). Reflexive thematic analysis is by trade transparent since it involves
systematically identifying, organising, and reporting themes which comes directly from the data
(Braun & Clarke, 2006). Due to this transparency, it allows readers and other researchers to follow the

analytical process which ultimately increases the credibility of the study.

Although discourses and other types of textual analysis (Parker, 2013; like discourse analysis; Potter,

1997) were interesting on academic level, the main goal of this research was to keep it practice-
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focused and easy for chaplains to understand. The overall intention was to provide insights and
findings that could be easily applied into chaplaincy settings and to support chaplains in their daily
work. RTA aligns with this practical orientation well as it produces clear and actionable findings via
theme-creation which are grounded in the data (Braun et al., 2016; Braun et al., 2017; Byrne, 2022).
These themes are easily understood and can be applied by healthcare chaplains to support the

enhancement of chaplaincy practice.

To sum up, RTA was used as method since this method is flexible, transparent and lends itself well to
capturing diverse perspectives. RTA additionally is able to generate practical insights aligned with the
research objectives and the unique context of healthcare chaplaincy, which makes it the most

appropriate and pragmatic method for achieving the study’s goals.

3.5.3 Principles and Characteristics of Reflexive Thematic Analysis

In this chapter, | have elucidated the principles and methodology of reflexive thematic analysis (RTA).

In the next chapters, | will demonstrate the specific application of RTA in this study.

In this study, RTA was employed to explore the lived experiences, perspectives, and practices of
healthcare chaplains, with a specific focus on non-religious chaplains working within multi-faith and
belief healthcare chaplaincy teams. The interview transcripts and responses to open-ended questions

from the online survey were both analysed using RTA.

As previously seen, RTA’s flexible nature ensures that this method does not rigidly prescribe a specific
theoretical framework or set of procedures unlike some other qualitative research approaches. It
therefore makes it well-suited to explore diverse phenomena within different contexts (Braun et al.,
2016; Braun et al., 2017; Byrne, 2022). Braun and Clarke (2006) stress that RTA can be utilised within
different research paradigms, including realist, constructivist, and critical realist approaches. This
adaptability allows researchers to apply RTA to a wide range of research questions and contexts which
makes it a valuable method for exploring complex phenomena (McBeath et al., 2020). As previously
mentioned, for this study, an inductive approach was employed. Unlike a deductive approach, this
approach developed the themes from the data itself without imposing preconceived theories or

hypotheses on the analysis.

The primary goal of RTA is to explore and understand the themes present in the data. These themes
represent patterns of meaning that are supported by a central concept or idea. Thematic exploration
involves developing a detailed analysis of each theme, defining its scope, and providing informative

names (Braun & Clarke, 2014).
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Clarke et al. (2015) stress that themes in RTA are not merely placeholders for information; they are
integral to constructing a narrative that captures the essence of the data. These themes move beyond
description and summary, providing interpretation and addressing the ‘so what’ of the data Clarke et

al. (2015).

Reflexive thematic analysis is guided by Braun and Clarke’s six-phase systematic process, and it offers
researchers a rigorous and adaptable approach to creating and interpreting themes within qualitative
data. Its flexibility allows for in-depth exploration, making it a valuable tool for gaining rich insights
from qualitative research. Additionally, McBeath et al. (2023) demonstrate in their research a helpful
systematic process consisting of six phases for conducting reflexive thematic analysis. Byrne (2022),
furthermore, tries to clarify how to properly employ RTA as there are many misconceptions about
this within literature and provides examples of how to follow Braun & Clarke’s six-step analysis. This

research has used these six steps to ensure clarity in the RTA process:

1. Familiarising with the data: In RTA, the first step is to immerse oneself in the dataset by
thoroughly reading and re-reading interview transcripts. The goal is to gain a deep

understanding of the content and make initial observations.

2. Generating initial codes: The next step in RTA is preliminary coding, where the researcher
systematically tags segments of the text that are thematically related. These codes help
organise the data and identify recurring patterns. Following the initial coding phase, it
becomes necessary to engage in thorough reading and re-reading processes. These steps
serve to solidify the preliminary coding and, simultaneously, allow for the questioning and re-
evaluation of prior interpretations within the context of new insights gained from subsequent

readings (McBeath et al., 2020).

3. Generating initial themes: After concluding the coding process, the researcher proceeds to
cluster and construct themes that transcend the initial codes, forming a more comprehensive
and elevated level of meaning. These themes encapsulate broader patterns or concepts that

are created from the data with a specific focus.

4. Review of potential themes: The themes undergo a review process against the coded data
and a review of the themes is needed to confirm whether they remain meaningful and stable.
The researcher ensures that the themes accurately represent the data and align with the
research question. Some themes may require further development, while others are merged

or refined.
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5. Defining and naming themes: Every theme that successfully passes through the review
process undergoes refinement to yield a comprehensive analysis. This is to ascertain the
continued significance and stability of these themes. The researcher then proceeds to
delineate the scope of each theme and carefully chooses descriptive names that encapsulate

their essence. It is the final element of meaning-making (McBeath et al., 2023).

6. Writing up themes: Finally, the analysis is written up, however this is interwoven throughout
the whole process. Difference is that in step 1-5, is that as codes and themes evolve, the
witing-up will also change. Therefore, this final phase can be seen as the complete and final

inspection of the overall analysis (Byrne, 2022).

It’s important to note that RTA is a flexible and iterative process which takes shape through revisiting
earlier phases or repeating the entire process as long as needed to explore different aspects of the
data, or to refine the understanding of the themes. This adaptability makes reflexive thematic analysis
a valuable tool for qualitative researchers, allowing them to dig deeper into the richness of their data

and extract meaningful insights.

Moreover, Braun and Clarke (2006) emphasise that reflexive thematic analysis is not a linear, one-
time process. Researchers may move back and forth between phases, refining themes or exploring
new ones as they gain a deeper understanding of the data. This iterative nature ensures that
researchers can conduct a comprehensive analysis that aligns with the research objectives and
captures the complexity of the qualitative material. This adaptability allows for a comprehensive and
in-depth analysis that captures the complexity of chaplains’ lived experiences and practices within

multi-faith and belief healthcare chaplaincy teams.

In the contemporary research landscape, technology plays a significant role in facilitating the analysis
process. In this study MAXQDA was used as a qualitative data analysis software programme, in order

to enhance the efficiency of the analysis process.

MAXQDA allowed for efficient data management and retrieval, enabling users to quickly locate
relevant quotes and segments within the dataset. This software supported the systematic

organisation and coding of qualitative data, streamlining the analysis process.

This chapter delved into the methodology of this research and the reflexive thematic analysis (RTA)
used to analyse the data. The next chapter will discuss the first part of the research which involved

the online survey. Results from the closed questions will be presented as well as the RTA findings
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from the responses to the open-ended survey questions. Additionally, examples of how RTA was

employed to interpret and derive meaningful insights from the data will be provided.

94



Chapter 4: Online Survey Findings

4.1 Introduction
This chapter will delve into the results and initial discussions regarding the findings from the online

survey.

The analysis of survey findings will begin with a quantitative analysis as this data was gathered from
the online survey (section 4.2). This analysis will lay the groundwork for grasping the demographics
and general trends in the data. After that, the qualitative data will be looked at in more detail, and
reflexive thematic analysis (RTA) will be used to learn more about the lived experiences and

perspectives of healthcare chaplains (sections 4.3 and 4.4).

By integrating both quantitative and qualitative analyses, this chapter aims to provide insight into the

diverse realm of healthcare chaplaincy across various faiths and beliefs.

4.2 Quantitative Data

4.2.1 Conducting Quantitative Analysis

The closed questions described in chapter 3 will be analysed using descriptive statistics. This includes
means and frequency counts (i.e. numbers (n) and percentages (%) of participants). The goal is to
describe the sample and uncover trends and patterns in the survey responses, facilitating an
evaluation of various aspects of healthcare chaplaincy. For example, the analysis will explore trends in

variations in chaplaincy practices and beliefs between faith-based and non-religious chaplains.

Some of the most important parts of the analysis are the age, gender, and faith or belief orientation
of the respondents, as well as a look at how work is done by faith-based and non-religious chaplains.
It also entails examining the level of agreement with statements regarding diversifying healthcare

chaplaincy and unfavourable treatment due to belief or faith.

The findings of this quantitative analysis are presented below (4.2.2).

4.2.2 Quantitative Findings

Of the 108 participants, 57 were of a Christian background, 6 of an Islamic background, 1 was a
Buddhist, and 44 non-religious. Among the 44 non-religious participants, 24 identified as ‘humanist’.
Additionally, 14 participants identified with mixed non-religious categories, such as combining
agnostic and humanist, atheist and humanist, non-religious and humanist, or agnostic humanist. The
last 6 participants identified as ‘other’ within the non-religious category which included identifying as

an atheists or simply non-religious.
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When participants were asked about their gender, it revealed that that 51 individuals identified as

female and 54 as male, 1 as transman, and 1 as non-binary. The overall participant group had a mean

age of approximately 60 years.

Due to the history of chaplaincy’s roots within the Church of England from the NHS’s inception and its

primarily ecclesial formation, it is common to observe that these chaplains tend to be more advanced

in years in the field of chaplaincy (Kelly & Swinton, 2019). Historically, this pattern emerged as many

individuals initially immersed themselves in service within their specific faith traditions (Swift, 2014).

Figure 1. Employment status of faith-based and non-religious-based chaplains

Faith-based Chaplains

e v

Chaplains

Non-Religious-based

A

Salaried 97% Voluntary 3%

Salaried 24%

N

Voluntary 76%

In terms of employment status, the results in Figure 1 indicate a difference between faith-based and

non-religious-based chaplains, with faith-based chaplains more likely to be in salaried positions and

non-religious-based chaplains more likely to be in voluntary positions.

The data regarding the years of experience among chaplains, categorised into faith-based and non-

religious-based chaplains in Figure 2 reveals interesting patterns.
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Figure 2. Years of experience of faith-based and non-religious-based chaplains
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This data suggests that faith-based chaplains exhibit a wider range of experience, including those with
extensive careers spanning more than two decades. In contrast, non-religious-based chaplains tend to
have shorter tenures, with no representation in the categories of 10 to 15 years, 15 to 20 years or
more than 20 years. This difference in experience levels may reflect variations in the career

trajectories and opportunities within these two groups of chaplains.

When participants were asked about the average hours of work they performed per week, the

patterns in Figure 3 for faith-based chaplains and non-religious-based chaplains emerged.
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Figure 3. Weekly working hours of faith-based versus non-religious -based chaplains
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The analysis of the data suggests differences in the work patterns of faith-based chaplains as
compared to their non-religious counterparts. Faith-based chaplains are more inclined to work full-
time or even more than full-time, whereas non-religious chaplains tend to work part-time positions or

roles with limited hours.

The analysis in Table 2 of the 6 statements regarding the diversification of chaplaincy roles, in which
respondents rated their level of agreement from ‘strongly agree’ to ‘strongly disagree’, focused on
comparing the views of faith-based and non-religious chaplains. For clarity in the analysis, blank
responses were excluded (which is why the total n across responses may differ from each statement).
Ratings of ‘strongly agree’ and ‘agree’ were combined, as were ‘strongly disagree’ and ‘disagree’. The
category ‘neither agree nor disagree’ was maintained as is to reflect a neutral position. This method
provided a more streamlined insight into the overall agreement or disagreement trends among
chaplains concerning each statement, offering a clearer perspective on their opinions regarding the

role of diversity in chaplaincy.
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Table 2: Views about diversification of chaplaincy roles

Statements Faith-based chaplains n (%) Non-religious-based chaplains n
(%)

Agree Disagree | Neither Agree Disagree | Neither
agree agree
nor nor
disagree disagree

| feel it is important to diversify the (38)88% | (3) 7% (2) 5% (30)97% | (0) 0% (1) 3%

chaplaincy team to reflect various beliefs,
including non-religious belief systems.

Chaplaincy should be able to provide like- (38)90% | (2) 5% (2) 5% (32) (0) 0% (0) 0%
minded support to service-users of a faith 100%
and non-religious background.

Chaplains should be recruited based on (25)59% | (7) 17% (10) 24% | (27) 84% | (3) 10% (2) 6%
merit regardless of if they are religious or

not.

Chaplaincy mostly revolves around (7) 16% (26) 61% | (10) 23% | (9) 28% (21)66% | (2) 6%

providing religious care.

| believe that chaplaincy is becoming less (18) 42% | (11) 26% | (14) 32% | (9) 29% (10) 32% | (12) 39%
affiliated with religion.

| do not want chaplaincy to become less (10) 25% | (10) 25% | (20) 50% | (1) 3% (26) 90% | (2) 7%
affiliated with religion.

Analysing the responses from both faith-based and non-religious chaplains suggests some trends in

attitudes towards the role and evolution of chaplaincy.

1. Importance of diversifying chaplaincy teams:
Faith-based as well as non-religious-based chaplains agree strongly on that it is important to diversify
chaplaincy teams in order to reflect a range of beliefs, including non-religious belief systems. This is
furthermore evidenced by high agreement rates from both chaplaincy groups (88% faith-based
chaplains agree; 97% non-religious chaplains agree), which suggests a broad consensus on the

needing inclusivity within chaplaincy services.

2. Support alignment with users’ beliefs:
There is another consensus which includes the notion that chaplaincy should provide like-minded care
to service users. Almost all chaplaincy participants agree (90% faith-based chaplains agree; 100% non-
religious chaplains agree). This demonstrates a strong belief for both types of chaplaincies that

chaplaincy should provide care to all patients regardless of their personal belief system.
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3. Merit-based recruitment :
Both groups, with the exception of faith-based chaplains, show more diversity in their responses, with
59% agreeing, 17% disagreeing, and 24% neither, while 84% of non-religious chaplains agree. This
suggests some varying opinions among faith-based chaplains about balancing religious representation
with merit in hiring practices. In particular, more seem undecided (selecting neither agree nor

disagree) compared to non-religious chaplains.

4. Role of religion in chaplaincy:
More faith-based chaplains disagree (61%) that chaplaincy revolves mostly around providing religious
care compared to those who agree (16%). Non-religious chaplains showed a similar trend but were
slightly more inclined to see chaplaincy as a religious role (28% agree, 66% disagree). This could
reflect a transitional view of chaplaincy from its traditional religious roots to a more diversified

support role.

5. Shift away from religious affiliation :
Both groups gave mixed responses to the belief that chaplaincy is becoming less affiliated with
religion, indicating uncertainty or mixed feelings about this trend. Overall, 42% of faith-based

chaplains agreed with this statement, compared to 29% of non-religious chaplains.

Regarding the desire not to see chaplaincy become less affiliated with religion, there is a notable
difference: most non-religious chaplains disagree (90%), preferring a continued move away from
religious ties, whereas faith-based chaplains’ responses were more spread across the spectrum, with
25% disagreeing. However, 50% were undecided (selecting neither agree nor disagree), so it is not the

case that the majority of faith-based chaplains agreed.

These responses underscore a complex landscape where chaplaincy is valued as a diverse and
inclusive support service, yet there are varying opinions on how closely it should remain tied to
religious traditions. Overall, the trend indicates a movement towards a more inclusive and merit-
based approach to chaplaincy that can cater to a wider range of patient needs, reflecting both

religious and non-religious perspectives.

Finally, the data in Table 3 about whether faith-based chaplains and non-religious-based chaplains
have been treated unfavourably (or not) in accordance with their faith or belief by different groups of
people within their professional context was explored. In all cases, the majority reported that they
had not been treated unfavourably, but unfavourable treatment was reported, and this will be

discussed below.
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Table 3: Experiences of unfavourable treatment

Questions Faith-based chaplains n (%) | Non-religious-based

) chaplains n (%)
Have you ever been treated unfavourably with
regards to your faith or belief by....?

Yes No Yes No

your lead/ head of chaplaincy (5) 13% (33) 87% (8) 28% (21) 72%
your chaplaincy colleagues (8) 21% (30) 79% (12) 41% (17) 59%
other staff members (15) 38% (24) 62% (6) 21% (23) 79%
patients (18) 47% (20) 53% (9) 31% (20) 69%
visitors (15) 38% (24) 62% (1) 3% (28) 97%

1. Treatment by lead/head of chaplaincy :
A smaller percentage of faith-based chaplains (13%) report being treated unfavourably by their lead
or head of chaplaincy compared to non-religious chaplains (28%). This indicates that non-religious
chaplains might face more challenges in this regard, possibly due to a perceived mismatch in religious

alignment, with leadership positions traditionally held by individuals with religious affiliations.

2. Treatment by chaplaincy colleagues :
The difference is a little more pronounced. Non-religious chaplains (41%) report more unfavourable
treatment by their chaplaincy colleagues compared to faith-based chaplains (21%). This possibly
points to underlying tensions or biases within chaplaincy teams based on religious or non-religious

identities.

3. Treatment by other staff members:
Interestingly, a higher percentage of faith-based chaplains (38%) report unfavourable treatment by
other staff members compared to non-religious chaplains (21%). This could reflect a different kind of
bias or misunderstanding about the role of faith in professional settings, affecting those who are

openly faith-based.

4. Treatment by patient :
Almost half of the faith-based chaplains (47%) experienced unfavourable treatment from patients,
which is higher than what 31% of non-religious chaplains reported. This finding might indicate that
patient biases are more often directed towards chaplains perceived to represent specific religious

traditions.
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5. Treatment by visitors :
There is a stark contrast in how often faith-based and non-religious chaplains report unfavourable
treatment from visitors: 38% of faith-based chaplains versus only 3% of non-religious chaplains. This
difference could be influenced by visitors’ expectations and assumptions about the religious or non-
religious character of chaplaincy, with non-religious chaplains rarely facing issues likely due to less

visible religious identity.

Overall, faith-based chaplains appear more susceptible to negative treatment from patients, other
healthcare staff and visitors, possibly due to visible religious identifiers or expectations. Conversely,
non-religious chaplains report higher instances of unfavourable treatment from within their own
professional circles (lead/head of chaplaincy and colleagues), which might point to institutional and
interpersonal challenges. These differences underscore the need for increased awareness and
interventions aimed at promoting inclusivity and respect across all dimensions of faith and belief in

healthcare settings.

4.2.3 Summary of Quantitative Findings

A guantitative analysis of the survey data from 108 chaplains from religious and non-religious
backgrounds shows that chaplaincy in healthcare settings is complicated and changing over time for

people of all beliefs. The findings point to disparities and challenges that merit attention.

The stark difference in employment status between faith-based and non-religious chaplains, in which
a vast majority of faith-based chaplains hold salaried positions compared to a higher proportion of

non-religious chaplains in voluntary roles, highlights a structural imbalance.

In terms of experience levels, faith-based chaplains tend to have longer tenures, which relates to the
traditional roots of chaplaincy in religious institutions. In contrast, non-religious chaplains generally
exhibit shorter service durations, suggesting newer entry into the field or perhaps less stable career

pathways.

The work hours data further elaborates on the professional engagement of chaplains, showing that
faith-based chaplains more frequently fill full-time roles, while non-religious chaplains more often fill

part-time or limited-hour positions.

In terms of perspectives on the role of chaplaincy, both groups support the diversification of
chaplaincy to better reflect and serve the varied belief systems of service users. This is evident in the
high levels of agreement on the importance of inclusivity and merit-based recruitment among both

faith-based and non-religious chaplains. Yet, there are possible differences in how each group views
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the role of religion in chaplaincy, with a number of faith-based chaplains showing resistance to, or at
least being insecure about, the idea of chaplaincy becoming less affiliated with religion compared to

their non-religious counterparts.

The analysis of unfavourable treatment reveals nuanced challenges faced by chaplains based on their
belief system. Non-religious chaplains report a higher incidence of unfavourable treatment by their
peers and leaders. Conversely, faith-based chaplains experience more unfavourable interactions from

patients and visitors.

The data shows that while progress has been made towards inclusivity, there remains a need for
ongoing efforts to ensure equity in employment, respect for diverse beliefs, and fair treatment within
the chaplaincy sector. Institutions should consider these insights to foster environments where all
chaplains, regardless of their faith or belief system, can serve effectively and without bias, truly

reflecting the pluralistic societies they operate within.

4 3 Qualitative Data

4.3.1 Conducting RTA: Approach to Reflexive Thematic Analysis in my Research

As previously mentioned in Chapter 3, | have chosen an inductive approach to reflexive thematic
analysis (RTA) to analyse responses to open ended questions, a methodological strategy that aligns
harmoniously with the qualitative essence of my study. | followed the six stages of RTA (Braun and
Clarke, 2006, 2019, Byrne, 2022) described in chapter 3. In the subsequent sections of this chapter, |
will build upon the discussion of the RTA method presented in Chapter 3. To demonstrate its
implementation in my research, | will apply RTA’s six stages to the online survey results. For

transparency, a survey transcript is provided in Appendix 15.
Familiarising with the data

| read and reread the transcripts and delved into the responses, immersing myself deeply to gain a
comprehensive understanding of the data’s nuances and complexities to gain an intimate

familiarisation with the data.

Generating initial coding
The coding phase in RTA represents the transition from passive engagement with the data to active
interpretation and analysis (Braun et al., 2016; Braun et al., 2018). This stage is the crucible where the

raw data is transformed into meaningful insights.

The act of coding is similar to dissecting a complex organism into its parts for vigorous examination.
Each section of the text that aligns with the research questions is identified and highlighted (Braun &
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Clarke, 2014). These initial codes represent my raw observations and impressions from the dataset.
They are the first brushstrokes on the canvas, capturing the essence of the data. See below for an

excerpt, along with codes.

Figure 4. Survey extract and initial codes

Survey extract Codes

If | could see that they have a belief or religion [and e  Exploration of belief
ask] what is [their] understanding of their faith in e  Offering religious care
regard to these questions. How do these ideas sit e Noreligious bias

with them. May ask if she wants prayer or religious. e Enhancing understanding other faiths

Humanists are very open and are free from religious - >
e  Prioritising pastoral and spiritual care

biases which have stemmed from history. This leads
to a better understanding of minority faiths who are

not within a certain circle of chaplains.

_Religious care becomes less important

than pastoral and spiritual care (Religious participant

1, Pos. 12-14)

Crucially, coding is not a one-time endeavour but an ever-evolving and dynamic process (Braun &
Clarke, 2006). It mirrors the growth of a living organism, evolving as fresh insights emerge. | revisit the
data repeatedly, akin to revisiting a beloved book that reveals new layers of meaning with each
reading. During these revisits, | add new code, refining and expanding the coding framework. They

capture the evolving complexity of the data, mirroring its richness and depth.

Generating initial themes

As the coding phase progresses, a fascinating transformation unfolds, comparable to the process a
painter undergoes when initially sketching the outlines of a painting. | begin to discern patterns,
connections, and relationships among the codes, identifying underlying threads that provide meaning
within the dataset. It becomes apparent that some codes naturally flow together, coalescing into
broader themes. These emergent themes are the result of the codes’ dynamic interplay, reflecting the

commonalities and recurring elements present in the data.
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This process is marked by a continuous dialogue with the dataset. For example, codes related to
‘Professional Identity’, ‘Professional Responsibility’, ‘Recipients of Work’, and ‘Context of Work’
converge to form the core theme of ‘The Chaplain’s Role’. This theme encapsulates sub-themes such
as the chaplain functioning as a professional within institutions and navigating the intricacies of their

work environment.

Another significant theme, ‘Chaplaincy’s Unique Selling Points (USPs)’, comes from codes like
‘Support’, ‘Skills’, ‘Spiritual Domain’, and ‘Structure Care’. This theme highlights the chaplaincy’s
similarities to and differences from other support services (which are the two subthemes),
emphasising its unique contributions to training, limitations and adaptability of one’s worldview, and

the importance of offering person-centred, non-judgemental, and generic care.

When no new codes or themes are present in the data, the analysis has fully covered the available
information, resulting in data saturation. When reaching this point, it suggests that the initial coding
phase is at its peak and the data set is therefore rich and diverse enough to capture the breadth of
the research question. When data saturation has been achieved, it ensures that the identified themes
are well-supported by the data and that no further perspectives have been overlooked (Guest et al,,

2006).

At this stage, it became clear that the data was sufficiently robust and that no additional coding would
contribute new insights. This allowed for a transition to the next critical step: reviewing the themes.
Reviewing involves refining the initial themes, ensuring they accurately represent the data, and
checking for coherence both within and between themes. This step includes several iterative
processes, such as revisiting the coded data extracts for each theme and assessing whether they form
a coherent pattern. Themes may be modified, merged, or even discarded to ensure they contribute to
a comprehensive understanding of the research topic (Braun & Clarke, 2006; Braun et al., 2021,

Byrne, 2022).

Review of potential themes

The reviewing phase of reflexive thematic analysis entails a review and refinement of the emerging
themes. | critically evaluate the themes to ensure their clarity, relevance, and accuracy. This stage
involves revisiting the data to validate the alignment between the themes and the dataset.

This phase includes the final refinement of the themes, aiming to “identify the essence of what each
theme is about” (Braun & Clarke, 2006, p. 92). As Maguire and Delahunt (2017) point out, it is
important to as questions around what the themes convey, how potential subthemes interact with

the main themes and how they relate all to each other.
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Defining and naming themes

The themes are now reviewed where a stability of the themes is reached. The descriptive names for
these themes have been carefully chosen. As example, building on the previous example visualised in
the ‘generating initial codes’ section earlier in this chapter, the ‘Experience of a multi-belief setting’
serves as an overarching theme. The two subthemes, ‘Similarities & opportunities to working in multi-
belief teams’ and ‘Differences & challenges to working in multi-belief teams’, incorporate the other

themes. Figure 5 is a thematic map that illustrates the relationships between these themes.

Figure 5 Example thematic map of core theme ‘Experience of a multi-belief setting’.
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As you can see from the example above, this phase ensures that themes that appear vague,
ambiguous, or inadequately representative of the data undergo scrutiny. | engage in a process of
consolidation, expansion, or rephrasing as necessary to enhance the clarity and coherence of the
themes. This critical review ensures that the themes not only accurately capture the essence of the

data but also contribute meaningfully to the overarching research inquiry.

Writing up

A detailed analysis of the above-mentioned core theme and sub-themes, as well as all other themes
that have been created from the data will be discussed later in the next section of this chapter, which
encapsulates step 6, writing up the overall RTA analysis. The next section will therefore present the
findings; an exploration of all themes and sub-themes from the data collected from the online survey

with illustrative quotes.

106



4.3.2 Findings of Reflexive Thematic Analysis

Themes were identified from the data, revealing the meaning, feelings, thoughts, and significance of
the participants’ lived experiences within healthcare chaplaincy, especially concerning the integration
of non-religious colleagues into these services. Table 4 below displays the four core themes, each with

its own sub-themes, and this section of the online survey chapter will further discuss them.

To address the objectives of this research, | will note similarities and differences (arising from the
data) between faith-based and non-religious-based chaplains for each core theme. From this, we can
gain insights into the unique perspectives, practices, and challenges they encounter within healthcare
chaplaincy. This enables a nuanced understanding of how chaplains of varying backgrounds navigate
their roles, interact with patients and colleagues, and contribute to the broader goals of spiritual and

emotional support in healthcare settings.
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Table 4: Overview of online survey findings - Core themes and sub themes

Core theme Sub themes

1. The chaplain’s role 1.1 Professional identity of chaplains

1.2 The role of chaplaincy within the organisational
framework

2. Chaplaincy’s Unique Selling Points (USPs) 2.1 Similarities to other support services

2.2 Differences from other support services

3. Experience of a multi-belief setting 3.1 Similarities & Opportunities to working in multi-
belief teams

3.2 Differences & Challenges to working in multi-
belief teams

4. Chaplaincy support in practice 4.1 Techniques and Frameworks for Chaplaincy
Dialogues

4.2 Addressing emotional and spiritual well-being in
chaplaincy

4.3.3 Theme 1. The chaplain’s role

The core theme, ‘The chaplain’s role’, will be explored in this section. The core theme has
furthermore two sub-themes: ‘Professional identity of chaplains’ and ‘The role of chaplaincy within
the organisational framework’. These sub-themes will provide a detailed examination of the
chaplain’s role regarding their professional identity as well as within the broader organisational

context.

Sub-Theme 1 Professional identity of chaplains

The professional identity of faith-based as well as non-religious based chaplains is deeply entwined
with their capacity to be fully present and responsive to the multifaceted needs of those they
support. The participants articulate the chaplaincy role by highlighting the chaplain’s dedication to
being wholly present. This practice is encapsulated by one non-religious participant who spoke of

being:

“100% present with another person who wants your attention and interaction at a time of
discomfort, disease or disorientation; recognising their vulnerability and the realities of their
lived experience in a way that values and respects their individual choices and

interpretations” (Non-religious Participant 2, Paragraph 10).

This sentiment resonates with the core of chaplaincy, wherein the essence of the professional lies not
solely in performing duties but in embodying a compassionate presence.
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The chaplain’s role was also described as accommodating all faiths and beliefs. Here, chaplaincy is
distinguished not by the particularity of faith but by the universality of care, traversing the spectrum

of belief systems to offer solace and support.

“Providing spiritual, religious and pastoral care to patients, family/friends and staff of all faiths

and none.” (Religious Participant 3, Paragraph 8)

The results also highlighted support for staff, family, and carers rather than the sole focus on patient
care. Both faith-based and non-religious chaplains stress the importance of being fully present with

patients and staff.

“In my mental health context, enabling service users to explore the existential questions ‘who
am I?” and ‘what is the meaning of my life?’; providing voiceless families and carers with a
voice; supporting staff to enable them to be as effective and authentic as they can be in their

jobrole.” (Religious Participant 4, Paragraph 8)

Yet some participants sometimes also highlighted their particular worldview, as with the example

below of promoting non-religious care:

“Active listening from the perspective of a non-religious worldview. Non-judgemental,
empathic, confidential. Exploring existential issues e.g., why has this happened to me, where
do | find hope, who am |, etc. Provide non-religious ceremonies. Act as an advocate for those
with non-religious worldviews. Educate about non-religious worldviews. Cooperate with

religious colleagues.” (Non-religious Participant 5, Paragraph 8-9)

It can be observed that both the previous two quotes see chaplains from religious and non-religious
backgrounds engaging with existential questions. This reflects a shared focus on exploring deep
concerns about life’s meaning and purpose, demonstrating how chaplaincy transcends specific belief

systems to address universal human inquiries.

Furthermore, participants described how conducting rites, rituals, and services was part of a
chaplain’s identity, as well as a requirement or expectation from a chaplain. These rites and rituals
include those of faith or non-religious beliefs. However, an observed difference is that faith-based
chaplains often mention rituals and prayer as part of their role, whereas non-religious chaplains

emphasise existential support and non-religious ceremonies.

“A healthcare chaplain’s role is to provide pastoral care to all faiths and none, to be a listening
ear to those in need and to support patients and staff during their time in hospital and in the

wider community. They are there to provide spiritual guidance, support, and encouragement
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to those who ask for it. They are not there to proselytise or to push their own agenda, but to
respect all beliefs and work within the worldview that the patient brings to them. If patients
ask for it, they can be there to offer prayer and spiritual support as well” (Religious participant

12).

“Provide or facilitate the provision of authentic non-religious ceremonies e.g. emergency
baby namings, contract funerals. Help improve non-religious belief literacy” (Non-religious

Participant 67).

Table 5 below offers an overview of the varied self-identification terms adopted by chaplaincy
professionals, illustrating the breadth of titles they use to define their roles. This collection not only
reveals the titles they favour but also the frequency of their usage, reflecting the broader context in
which these titles are situated—be it a position grounded in faith, support, or another foundational
aspect of their work. The variety of titles used by these practitioners emphasises the subtleties with
which they view and present their duties, shedding light on the distinct identity that characterises the
chaplaincy field. Moreover, it highlights the inherent challenge of establishing a unified professional
identity amidst such diversity. Faith-based chaplains predominantly prefer the title ‘chaplain’ or
variations thereof, which may include a religious title such as ‘reverend’. In contrast, non-religious
chaplains tend to choose titles like ‘pastoral Carer’ or ‘humanist chaplain’, which reflect their secular

approach.
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Table 5: Descriptors of the chaplaincy role

Description

Title

Frequency
(Participants)

Support specific: Emotional welfare support worker 1
Volunteer 1
Ward visitor 1
Faith/belief specific: Reverend 1
Non-religious chaplain 3
Non-religious pastoral carer 1
Non-religious pastoral support volunteer 1
Humanist volunteer 1
Humanist carer 1
Humanist pastoral volunteer carer 1
Muslim chaplain 1
Muslim spiritual care provider 1
Pastoral/spiritual/religious specific: Spiritual carer 1
Spiritual counsellor 2
Spiritual care worker 1
Specialist spiritual carer 1
Spiritual care service lead 1
Spiritual and pastoral carer 1
Spiritual, pastoral, and religious carer 1
Pastoral and spiritual carer 1
Pastoral carer 17
Pastoral supporter 2
Pastoral support worker 1
Pastoral care practitioner 2
Healthcare pastoral carer 1
Chaplain 41
No professional title Own name 3
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Sub-Theme 2 The role of chaplaincy within the organisational framework

The chaplain’s role sits within the broader organisational and systemic structures of healthcare,
extending beyond individual care encounters to encompass collaboration, education, governance,
and community engagement. The quotes in this subtheme illustrate the chaplains’ evolving identity as
multi-dimensional practitioners positioned at the intersection of care, ethics, and institutional

development.

Participants described working closely with other healthcare professionals, departments, and external

communities, highlighting the strategic and embedded nature of their work:

“Assessment of spiritual health care requirements, implementation of spiritual care activities
and ceremonies, multidisciplinary working to ensure spiritual health care is part of the
continuum of care for the patient. Corporate spiritual care for the institution, ceremonial and
remembrance work, staff support and ethical practice and teaching. Working with the
community to ensure spiritual care meets the needs of those who request it locally and that
local faith and belief communities are aware of health inequalities and safe practice and

relevant spiritual health care for their communities.” (Religious Participant 13, Paragraph 8)

This outlines a comprehensive framework in which chaplaincy extends across multiple domains; from
direct patient care to staff support and policy shaping. The language reflects a deep integration of
spiritual care into the institutional fabric, positioning the chaplain as a mediator between clinical

services and community needs.

Similarly, another participant highlighted the chaplaincy team’s responsibility to influence how
spiritual care is understood and delivered across the workforce, as well as the importance of engaging

with local faith and belief communities:

“The team has a duty to awaken other staff members to the fact that spiritual support is
everyone’s concern, and the team is responsible for training other staff members in how to
conduct a spiritual needs assessment. The Spiritual and Pastoral care team disseminates
knowledge and provides support and care when needs are acute. The role also includes the
performing of rites and rituals which may offer succour to an individual. Invariably these are
thought of as being the provenance of the religious but those with other worldviews can
develop person-centred rituals which will assist an individual on their spiritual journey. When
appropriate and required, the Spiritual and Pastoral Care team will approach religious
representatives from the community to visit and support an individual with a specific religious
need.” (Non-religious Participant 6, Paragraph 13-18)
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This account reinforces the idea that chaplaincy is a shared, collective responsibility within healthcare.
Notably, it challenges traditional assumptions about who delivers rituals, suggesting that both
religious and non-religious chaplains can facilitate meaningful, personalised rites. It also reflects the
strategic planning chaplains engage in; educating staff, developing frameworks, and bridging the gap

between healthcare and community representation.

In many accounts, chaplains described their advocacy for holistic care, particularly in relation to
distinguishing between spiritual and religious support, and advocating for the former as a

fundamental part of healthcare delivery:

“Teach staff the importance of providing holistic care, which includes spiritual care which is
different to religious care. Deliver specialist spiritual care (religious care in my mind should be
delivered by the faith community the patient belongs to. The NHS should not be responsible
for funding this. A chaplain may be required to enable this support to happen and possibly
oversee the process from a governance perspective and/or to ensure continuity of care).”

(Religious Participant 16, Paragraph 15-16)

This demonstrates an emerging role of chaplains as facilitators and gatekeepers —those who manage
spiritual care delivery while advocating for a distinction between roles funded by the NHS and those
delegated to faith communities. This also signals a shift towards chaplaincy as a governance-focused,

ethical profession with defined boundaries and processes.

Further perspectives reinforced the importance of chaplains as internal educators, tasked with

embedding spiritual awareness into the culture of the organisation:

“Chaplains hold responsibility for the oversight and provision of spiritual and religious care
within an organisation. They are present to ensure that people of all faiths and none receive
equal spiritual care. Chaplains are also responsible for raising the profile of spiritual care
within an organisation, through various means such as staff training and support.” (Religious

Participant 25, Paragraph 8)

Summary of findings theme 1 ‘The chaplain’s role’

In the context of professional healthcare chaplaincy, two sub-themes are apparent, namely the
intrinsic professional identity of chaplains and the role of chaplaincy within the organisational
framework. The professional identity of faith-based as well as non-religious-based chaplains is rooted
in their commitment to being fully present for those they care for. This presence extends beyond

mere duty; it is a form of compassionate service that encompasses attentiveness to the diverse and
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deeply personal experiences of patients, staff, and families. Non-religious chaplains specifically
underscore the importance of active, empathetic listening from a secular viewpoint, offering non-
religious ceremonies, and advocating for non-religious worldviews within the healthcare

environment.

Both faith-based and non-religious chaplains recognise their role in addressing existential queries and
providing solace across the entire belief spectrum, emphasising the universality of chaplaincy. They
fulfil expectations that are at once pastoral and spiritual, serving the needs of individuals from various
cultural and belief systems, including those not subscribing to any faith. In doing so, chaplains honour
the multiplicity of identities and experiences within the healthcare setting, reflecting a shared

dedication to exploring the profound questions of life’s meaning and purpose.

The preferred professional titles of chaplaincy practitioners demonstrate the profession’s wide-
ranging self-conceptions. Faith-based chaplains commonly use titles that reflect their religious
alignment, while non-religious chaplains prefer terms that represent a humanistic-secular approach.
This diversity in titles underscores the challenge of establishing a unified professional identity within

the field, highlighting the varied ways practitioners conceptualise their roles.

Chaplaincy’s integration within the organisational framework is another critical aspect of the
profession. Chaplains describe their multifaceted roles, which encompass conducting spiritual health
assessments, implementing care activities, and working collaboratively across disciplines to ensure
comprehensive care. Their responsibilities also include engaging with local faith and belief
communities to advocate for equitable spiritual care and educate other healthcare professionals
about the importance of spiritual well-being. This engagement emphasises the chaplain’s role in

fostering an environment where spiritual support is seen as a collective concern.

In terms of the similarities and differences between faith-based and non-religious chaplains, it is
evident that while both approaches share a common goal of providing compassionate care and
addressing the spiritual needs of the healthcare community, they differ in their methods and focuses.
Faith-based chaplains may integrate specific religious rituals and prayers into their care, viewing

spiritual support as inclusive of religious care.

4.3.4 Theme 2. Chaplaincy’s Unique Selling Points (USPs)

Participants made a variety of comments about what distinguishes chaplaincy from other support
services, as well as what aspects of it were similar to those of mental health teams, psychotherapy or

counselling services, or psychology teams.
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Sub-Theme 1 Similarities to other support services
Faith-based as well as non-religious-based chaplains see their chaplaincy role as complementary to

counsellors and psychotherapists and they too use listening and counselling-type skills to provide

non-judgmental support.

“Uses counselling skills at times but there is no contract or agenda.” (Religious Participant 2,

Paragraph 9)

“All these roles share the aim of supporting, with a non-judgemental regard, an individual in
need. They also share a skill set; that of being willing and able to listen attentively, question
with purpose and reflect back on what they witness and hear from and to the one who needs

support and care.” (Non-religious Participant 6, Paragraph 19-20)

The similarities furthermore touched upon that providing well-being support to service-users was part

of the nature of chaplaincy and other support services.

“All would hopefully have the care and wellbeing of patients/clients at the core of what they

do.” (Non-religious Participant 66, Paragraph 10)

“Similarities to counselling services include looking at the inside of the person not only the
outside. Helping to bring hope and safety even in difficult circumstances.” (Religious

Participant 61, Paragraph 13)

Chaplaincy and other support service provisions share a similar connection between professionals and

service users.

“There may be some cross over in that any human being can come alongside and support
another human being. Sometimes the support offered might be similar in terms of pastoral or

psychological support.” (Religious Participant 76, Paragraph 10)

“There are however overlaps because both for pastoral carers and psychotherapists listening
and engagement skills are essential to create a trusting and meaningful relationship.” (Non-

religious Participant 73, Paragraph 10)

Furthermore, participants mentioned that chaplaincy works with other services within the institutions

they work for by referring onwards or working alongside these services as in multi-disciplinary teams.

“In listening support, we should be able to identify people who show signs of needing

therapeutic care and signpost them to it.” (Non-religious Participant 50, Paragraph 9)
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“Chaplaincy should be distinct as a profession yet be able to work alongside and with AHP,
counselling, psychology to ensure a multi-disciplinary care for patients.” (Religious Participant

62, Paragraph 9)

Sub-Theme 2 Differences from other support services
The differences participants mentioned relate to the main theme, in which the interview participants
describe the unique selling points of chaplaincy. This predominantly included the spiritual domain of

working, such as engaging with the worldviews, values, and beliefs of service-users.

“It is also different in that counselling and psychotherapy is often framed from the position of
a therapeutic approach and underpinning psychological theory, whereas chaplaincy and
pastoral care is framed from faith, belief or world view.” (Non-religious Participant 91,

Paragraph 10)

“Openness to explore spiritual and religious questions with language to support being
resourced from the whole spectrum of faith /spiritual traditions and received wisdom.”

(Religious Participant 9, Paragraph 18)

Participants also described themselves as skilled professionals in this domain of pastoral, spiritual, and

religious care.

“No-one else in the hospital environment is allowed to practice spiritual health care apart
from chaplains. All others are allowed to offer counselling, talking therapies and pastoral
support, and do so. Only chaplains are allowed to pray for people and are trained to talk with
patients about their faiths and beliefs and existential and religious worries and fears.”

(Religious Participant 13, Paragraph 9)

“This role is delivered from a particular religious or non-religious world view perspective.
Providers must hold, be able to articulate, and demonstrate their particular world view in
their beliefs, values, lived experience, and practice.” (Non-religious Participant 67, Paragraph

14)

Furthermore, this involved focusing on and facilitating the rites and rituals of particular faiths and
beliefs, which are frequently associated with end-of-life care practices. However, differences were
noted between chaplains who held a faith and those with non-religious beliefs. Faith-based chaplains
tend to underscore their role in prayer and religious ceremonies, whereas non-religious chaplains

focus on non-religious ceremonies and secular support.
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“All others are allowed to offer counselling, talking therapies and pastoral support, and do so.

Only chaplains are allowed to pray for people” (Religious participant 13).

“Provide non-religious ceremonies. Act as an advocate for those with non-religious

worldviews.” (Non-religious applicant 5, Paragraph 9)

Many participants also pointed out the different structures of chaplaincy in comparison to, for
example, counselling-related services. Most participants spoke about the absence of a medical or
clinical stance and that the structure was flexible, open, and focused on the moment as opposed to

other support services.

“The main difference is chaplaincy is faith based & although one will talk & support & minister
to any patient, there is a clear & distinctive spiritual & religious dimension to the role but also
that we are neutral & are not seen as medical & this can be essential is providing
independence voice/go between patient & medical providers.” (Religious Participant 11,

Paragraph 11)

“It is only in that moment, non-uniformed (outside treatment plans and medical procedures)
and there is no attempt to confront, interpret, solve or explain.” (Non-religious Participant 2,

Paragraph 11)

Respondents described the absence of a medical or clinical stance as a positive approach to engaging

with service users, as it allowed for a high degree of freedom and open-ended engagements.

“The one who offers spiritual and pastoral care works in the moment of need to address the
concerns immediately present. They have no fixed appointment time, no fixed place to meet
and no prescribed time limit to their encounters. There is no directive, there is no goal to
achieve. The spiritual and pastoral carer walks alongside the person in the moment, in their

distress, in the trauma or the joy.” (Non-religious Participant 6, Paragraph 21)

“As we are not a commissioned service, we have freedom to walk alongside service users for
as long as they need us, rather than for a fixed number of sessions. We are able to address
their needs using their own framework of reference, rather than via a particular approved
therapy or technique which we impose on them (unlike the way a psychotherapist must

work).” (Religious Participant 26, Paragraph 12)

Summary of findings, Theme 2 ‘chaplaincy’s USP’s’
Theme 2, ‘chaplaincy’s unique selling points (USPs)’, delves into what differentiates chaplaincy from

other support services while also identifying areas of overlap.
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Faith-based as well as non-religious-based chaplains share similar foundational skills with other
support professionals, such as the use of listening and counselling skills and the aim of providing non-
judgmental support. They see their role as part of a broader support system that includes mental
health teams and counsellors, offering well-being support and creating trusting relationships with
service-users. The chaplaincy’s emphasis on human connection and the care and well-being of
patients is a common thread that unites them with other healthcare providers. Moreover, chaplains
work within multidisciplinary teams, referring to other services when necessary, which underscores

their integrative role within healthcare institutions.

Chaplaincy’s USPs lie in their distinct focus on spiritual care, which involves engaging with service-
users’ worldviews, values, and beliefs. This engagement often includes facilitating rites and rituals,

providing a service that other healthcare professionals do not.

Faith-based chaplains often discuss their ability to pray for people and provide religious support,
which is exclusive to their role. Non-religious chaplains, on the other hand, focus on delivering

support from a secular perspective, emphasising non-religious ceremonies and existential care.

The chaplaincy’s structure is another USP, marked by its absence of medical or clinical constraints and
its flexible focus. Chaplains are seen as having the freedom to provide immediate care without the
boundaries of appointments or set treatment plans. This flexibility allows them to be present in the
moment for service-users, addressing needs as they arise and walking alongside individuals through

their distress or joy.

To summarise, chaplaincy stands out for its spiritual domain, flexibility, and absence of a clinical
approach, all of which are tailored to provide immediate care. Despite these distinctive features,
chaplains maintain a collaborative relationship with other healthcare professionals, contributing to a

comprehensive approach to patient and staff well-being.

4.3.5 Theme 3. Experience of a Multi-Belief Setting

This research aimed to investigate the experiences of faith-based as well as non-religious-based
chaplains, which includes looking deeper into their experiences of working alongside each other
whilst holding different worldviews. Chaplains expressed their thoughts, feelings, and reflections
about how they viewed similarities and differences in their working methods, as well as the

opportunities and challenges they faced.

Sub-Theme 1 Similarities & opportunities to working in multi-belief teams
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The non-religious chaplains, as well as their faith-based colleagues, described similarities in terms of
how they all offered care to those requesting support. They continued by describing the similar skills
their work encompassed, which included listening and pastoral skills, reflecting skills, exploring a
person’s beliefs, being by someone’s side in times of need, and facilitating existential and spiritual

growth.

“We all start from the same place - wherever the patient wants to start (which may be to say
“no thank you”). One human being alongside another human being means that every
chaplain delivers care from their own unique humanity.” (Religious Participant 22, Paragraph

12)

“In many ways we are very similar in the expression of empathy and the art of listening.”

(Non-religious Participant 88, Paragraph 10)

Participants described the aim of working generically and person-centeredly, regardless of their own

faith or belief tradition.

“Assuming best person-centred practice from both (and the right qualities and training in

recruiting), then no difference in generic care.” (Religious Participant 31, Paragraph 15)

“Alarge proportion of our patient conversations are generic in that they do not touch upon
the patients’ or family members religious beliefs. In that way the care | deliver will be very

similar to that given by my religious colleagues.” (Non-religious Participant 57, Paragraph 12)

In addition to similarities, the faith-based and non-religious chaplains saw opportunities in having
each other as colleagues. They spoke about the benefit of having a multi-faith and belief provision,
which included topics around inclusive care and changing chaplaincy assumptions by promoting the

service as something more than just responding to religious inquiries.

“Apart from the obvious benefit that we should have an inclusive chaplaincy service which is
representative of all faiths/belief systems, | have found that having humanists on the team
allows us to challenge the assumption of non-chaplaincy staff that chaplains are simply there
to ‘do God with patients’. In other words, it has led to an increased acceptance by staff of all
chaplains (including religious ones) as bringing a different perspective to MDT meetings.”

(Religious Participant 26, Paragraph 15)

“Gender, race and ethnicity need to be represented - not just belief diversity if we are to find

common ground and be inclusive.” (Non-religious Participant 2, Paragraph 19)
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Both faith-based and non-religious chaplains acknowledged the significant advantages of
collaboration, highlighting the significance of support and allyship, the value of learning from
colleagues from diverse backgrounds, and the potential for mutual understanding and referrals. They

also spoke about how having a willingness to work together can lead to positive outcomes.

“I have had some experience of working with humanist/non-trinitarian volunteers; and being
in conference with humanist practitioners. Benefits are combining insights from different
ideological and humanistic with multi-religious perspectives; and being able to offer patients
the opportunity to see someone of non-religious background and thinking.” (Religious

Participant 64, Paragraph 11)

“Benefits - diverse team can enrich each other’s practice - learn from each other - offer
equality, diversity and value to the hospital - offer a meaningful and enriching service to
patients and staff - develop a service where everyone of all faiths/beliefs feel welcome,

included, cared for, respected, valued.” (Non-religious Participant 90, Paragraph 23)

Some participants shared experiences where they learned by reflecting on their own views or even

prejudices towards different faiths or belief systems.

“Luckily, I was not the first Humanist chaplain in my hospital and the leader was very
encouraging. Some were still obviously unsure of me, but all seemed very supportive after the
first year. They taught me a great deal about my own prejudices! It was also very good for
developing my own beliefs with questions like, ‘how do | offer hope to the dying?’” (Non-

religious Participant 44, Paragraph 11)

Sub-Theme 2 Differences & challenges to working in multi-belief teams
Faith-based and non-religious chaplains also described differences and challenges when working with

their colleagues.

The differences that emerged for faith-based chaplains were specifically related to their faith or belief

and how it influenced their way of working.

“The difference would be in being able to offer religious care and perhaps explore spiritual

care.” (Religious Participant 3, Paragraph 10)

“With patients who have a Christian religious background, there can be an opportunity to
provide support drawing on religious resources that might bring hope and comfort (such as
prayer, Scripture, holding crosses, sacraments, ...), which remind patients of God’s presence

with them and assure them of his love and care.” (Religious Participant 7, Paragraph 14)
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The faith-based chaplains also described God’s presence in how they approached spiritual care and

the motivation for their work.

“However, | think the reason for our work might be different; | would say | have a sense of
gifting and calling by God to work in my current context, which | assume would be different
from my humanist colleagues - that being said, there would likely still be a sense of vocation
and ‘this is what I’'m called to do’ even if the source of it is different.” (Religious Participant

12, Paragraph 12)

The non-religious chaplains mentioned similar differences between how their faith-based colleagues

operate and how they operate in the absence of God or a higher power.

“I have no scriptures or prayers to fall back on - | must find all resources in myself.” (Non-

religious Participant 2, Paragraph 13)

“From my worldview meaning/purpose is something we have to create for ourselves.
Meaning/purpose is not something out there to be looked for, part of God’s plan.” (Non-

religious Participant 5, Paragraph 12)

The non-religious chaplains described themselves as free from religious assumptions, without

religious agendas, allegiances, or doctrines, and solely focused on person-centred care.

“I don’t assume they would like prayers! | ask if they would and then get appropriate support

from a religious chaplain if needed.” (Non-religious Participant 39, Paragraph 10)

“I have no agenda and | can listen with open ears and mind without attributing religious
consequences. | have no conflict between the patient’s beliefs and my own as my belief
system is not based in doctrine or conformity. | am exceptionally open minded.” (Non-

religious Participant 41, Paragraph 10)

Both faith-based and non-religious chaplains referred to rites and rituals. Faith-based chaplains spoke

of how they can provide these while their non-religious counterparts cannot.

“It is like the difference between an omnivore and a vegetarian: the omnivore also eats meat,

but can include the whole of the vegetarian diet.” (Religious Participant 26, Paragraph 13)

“There are many things that are similar however the difference for me as a Christian Chaplain
is that | am able to pray, administer Holy Communion, give last rites etc.” (Religious

Participant 92, Paragraph 11)
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While some humanist celebrants perform non-religious rites and rituals as part of their duties as non-
religious chaplains, not all non-religious chaplains, such as those in voluntary roles, perform these
rites and rituals or receive training in them. Non-religious chaplains discussed rituals, and their
responses ranged from uncertainty about the possibility of receiving training in non-religious rituals
(or the absence of such training) to their experience in offering alternative rites and rituals to those

based on faith.

“I differ from my religious colleagues in that | do not conduct services or perform rituals.”

(Non-religious Participant 57, Paragraph 14)

“Whilst | am able to signpost those who would want it to Humanist celebrants, my role does
not have any specific rituals attached to my role.” (Non-religious Participant 66, Paragraph

11)

With regards to the challenges faith-based chaplains experienced when working with non-religious
colleagues, they indicated that there were specific operational challenges with recruiting someone
who couldn’t perform (Christian) rites and rituals, which left gaps in the rotas. The challenges also
revolved around what the non-religious could offer due to their lack of faith in God and,
consequently, how they could meet the needs of those who are religious and respond to referrals

about faith.

“Also, the challenge of what a non-religious Chaplain would do about a request for prayer,
blessing or a religious ceremony especially when on-call. In my experience direct requests for
Humanists or non-religious care are rare but that does not mean that the need is not there.”

(Religious Participant 14, Paragraph 11)

“The main challenge is in organising work, for example on-call duty when end of life prayer is
requested may require a religious chaplain to work simultaneously with a non-religious
chaplain, thus doubling cost or halving availability at other times.” (Religious Participant 27,

Paragraph 12)

The faith-based chaplains described specific challenges they had with non-religious colleagues around

their assumptions of faith-based colleagues.

“Assumptions- falsely about what | do e.g., our humanist volunteer chaplain in a meeting to
our palliative care team said, ‘the difference between me and the other chaplains is that | do
not approach anyone with an agenda’. In this he showed he had more of an agenda than I! |

think there can be prejudice and assumptions on all sides- yet the best of us - religious or
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humanist- are open, respectful and person centred. | get on very well with our humanist
volunteer and personally would advocate for a paid post. Like all of us when we work with
others, debate, talk and get to know each other assumptions change, and respect grows.”

(Religious Participant 31, Paragraph 16)

“Some of my non-religious colleagues who are not chaplains assume that all religious
chaplains are homophobic, and that assumption gets repeated unhelpfully within the NHS. |
hope that my non-religious/humanist chaplaincy colleagues are not spreading that
assumption, as it does not reflect my experience of religious chaplains and their professional

practice.” (Religious Participant 74, Paragraph 16)

Furthermore, faith-based chaplains discussed the (negative) attitudes of some non-religious
colleagues, proselytising their non-religious views, their failure to acknowledge the importance of

religion, and even their attempts to undermine religion.

“It depends on the chaplain. Some have been a pleasure, and some have clearly hated
religious people and tried hard to destabilise the team. Some members of the Humanist UK
have written and published anti- Christian and anti-religious chaplaincy material, and several
have tried to force the trust and the team to certain ways of thinking and have been
unpleasant to work with. It has been pretty difficult. Those who have been a pleasure to work
with have been wanting to work within a multi-faith and belief team and been brilliant
colleagues. Others seem to have seen it their role to constantly undermine the religious

chaplains.” (Religious Participant 13, Paragraph 11)

“My only negative experience has been a former colleague who saw her appointment as a
chance to proselytise people to atheism and to speak of religion in pejorative terms; but this
was to do with her rather than with humanism per se, and there are equally some people of
faith who need to learn that chaplaincy is not about converting others to their own belief

system.” (Religious Participant 26, Paragraph 15)

A few comments were made about the non-religious terminology and its provisions, including the

comment that it is inaccurate to claim the whole non-religious service-user group as their own.

“Non-religious colleagues | have encountered at conferences seem to focus upon
differentiating between faith groups and claiming ‘ownership’ of the no religious. | fear these
would offer little to those with some sense of the eternal orimmaterial.” (Religious

Participant 19, Paragraph 16-17)
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“Most non-religious needs are not specifically humanist and often a mixture of spiritual
beliefs. It is an ideological and political error to equate all those defining as non-religious as
being needing to be cared for and be attached statistically to the need for chaplains from the

Non-religious Pastoral care Association.” (Religious Participant 31, Paragraph 14)

Some faith-based chaplains did not feel there was added value of non-religious-based chaplains

joining their teams or felt that humanism could not provide meaning.

“They are just no different to glorified social workers & simply can’t really offer any hope

beyond this life, a limit to what they can provide.” (Religious Participant 11, Paragraph 12)

“The humanists may have derived their codes from ours but would have to leave some out.
Science does not offer ethics as it is concerned with matter and energy. We can offer purpose

and meaning.” (Religious Participant 46, Paragraph 12)
Some referred to a lack of training among their non-religious colleagues.

“My initial three-year training for ministry includes a wealth of transferable skills against
which the 8-hours-over-one-weekend of humanist chaplains bears no comparison. Humanist
chaplains who only have this one piece of training have a lot of catching up to do in on-the-

job training.” (Religious Participant 26, Paragraph 14)

The non-religious individuals discussed the challenges associated with chaplaincy, which frequently

assumes Christian affiliations, including difficulties in applying for paid roles.

“The challenges are that humanism and being non-religious does not feel well understood, it
is challenging that paid positions are sometimes closed to people who are non-religious and it
seems commonly thought that someone religious can offer support to someone non-religious

but not so much the other way round.” (Non-religious Applicant 91, Paragraph 14)

“All jobs chaplaincy team jobs advertised so far have required the applicant to be able to

provide prayer and Christian last rites.” (Non-religious Participant 90, Paragraph 24)

The non-religious chaplains also described specific challenges they experienced with their faith-based
colleagues, whom they felt were distrusting or suspicious and did not respect or value their work due

to their non-religious worldview.

“The majority of my colleagues do not respect or value my work and that gets me down and

frustrated at times.” (Non-religious Participant 53, Paragraph 19)
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“The challenges are when my worldview is not seen as valid, when | am patronised, when my
colleagues with a faith background believe they can meet all the needs of the non-religious
and/or that the non-religious need to be saved by them.” (Non-religious Participant 6,

Paragraph 28)

Some expressed how they felt they were treated unequally in comparison to their faith-based

counterparts, as well as that they could not express their non-religious worldview.

“The distrust can be a challenge but improves over time. | still don’t think | am given equal
work to the religious although this is improving all the time.” (Non-religious Participant 39,

Paragraph 14)

“I had a huge challenge from the religious chaplaincy in my hospital. | was not allowed to say |

was a was non-religious.” (Non-religious Participant 80, Paragraph 11)
Some expressed concerns that faith-based chaplains did not acknowledge their skills or training.

“Can be treated with suspicion by colleagues, also often encounter attitudes that the training
| have undergone is insufficient, or that | am not needed because they can provide support to

non-religious people.” (Non-religious Participant 15, Paragraph 12)

The non-religious also expressed that a challenge they faced was the conflicting worldviews and
entitlement of those of Christian faith, which excludes other beliefs, encourages a faith-specific

agenda, and has the potential to proselytise.

“I was told to give out bible quotes and log how long | spent in prayer. Also how long did |
spend in “meaningful conversation”. Once a month we had to have a catch-up meetingin a
church with prayers and a sermon from the vicar. In the end | was told to sign a catholic
commitment to work contact. In true integrity | couldn’t sign, | was told not to come back to

the chaplaincy.” (Non-religious Participant 80, Paragraph 11)

“I do not share the rest of the team’s sessions in coming together for prayer or service, so |

am of necessity an ‘outsider’ to that extent.” (Non-religious Participant 60, Paragraph 14)

The non-religious also mentioned that faith-based colleagues made unhelpful assumptions about

non-religious colleagues.

“Sometimes colleagues do not have a deeper understanding of humanism and see it as
atheism and see it as much less deep than their faith.” (Non-religious Participant 66,
Paragraph 13)
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“Not enjoyed the usually unspoken attitude from some that a human one to one interaction
or support is lesser value than a religious one. | have had an experience of being present
when a religious volunteer said non-believers can’t have good morals.” (Non-religious

Participant 58, Paragraph 12)

Summary of Findings Theme 3 ‘Experience of a multi-belief setting’.
Theme 3 looked into the ‘Experience of a multi-belief setting” and it discusses the perspectives of
faith-based and non-religious-based chaplains working together. The chaplains acknowledge their

similarities and differences and discuss the opportunities and challenges of working together.

Faith-based as well as non-religious-based chaplains highlighted similarities in how they provide care
which included an emphasis on listening, pastoral skills, exploration of beliefs and provide support
during times of need. They also focused on inclusive care that transcends individual faith or belief

systems.

They noted the benefit of having diverse chaplaincy teams, suggesting that this enriches the
chaplaincy service and helps challenge preconceived notions that chaplaincy is only about addressing

faith-based needs.

Differences were observed in how the chaplains’ faith or belief influenced their work, with faith-based
chaplains focusing on spiritual care related to God’s presence and religious resources, and non-

religious chaplains emphasising a worldview without reliance on scripture or divine intervention.

Challenges included operational issues such as on-call duties and responding to requests for religious
ceremonies, with faith-based chaplains concerned about non-religious chaplains’ ability to meet faith-

specific needs. Additionally, there are difficulties for non-religious chaplains in applying for paid roles.

Faith-based chaplains expressed concerns that non-religious colleagues might inadvertently
undermine religious beliefs or promote views perceived as anti-religious. Conversely, non-religious
chaplains reported experiencing feelings of inequality and a lack of respect for their work and
worldview. The non-religious-based chaplains furthermore mentioned having issues with needing to
work within structures and practices that prioritise Christian allegiances as this makes them feel like
outsiders. However, both chaplaincy groups did acknowledge the presence of misunderstandings and
negative stereotyping, which highlights the need for mutual respect and a deeper appreciation of

each other’s perspectives.

Lastly, but importantly, the groups recognised the importance of collaboration. They spoke how they

learn from one another which enriches their practice as they’re being exposed to diverse
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perspectives. Despite challenges, they mentioned that they value the opportunity to work in inclusive

teams which reflect the diversity of the hospital community they serve.

4.3.6 Theme 4. Chaplaincy Support in Practice

The survey used a story completion task to determine the skills and topics discussed during chaplaincy
interactions in response to the story (Appendix 3). This was to demonstrate chaplaincy in action

rather than describe how it works on an abstract level.

Sub-Theme 1 Techniques and frameworks for chaplaincy dialogues

There appeared to be a similar structure in how chaplains engaged with the service-user within the
story. The structure that emerged from analysing participants’ responses seemed to involve an
introduction, for instance, introducing themselves with their name and title. Some also included a

brief description of what it meant they did work-wise to clarify their title.

“Hello Lisa, my name is XX and | am doing visits on the ward today to spend time with anyone
who would like a bit of company or someone to talk things over with. | am not a doctor or a
nurse, and | have not medical knowledge, but | come from the pastoral and spiritual care
team and we can offer a listening ear, without any opinions or advice. There is always a lot of
bobbing in and out when you are in hospital, but | can actually stop with you for a bit, if you

like?” (Non-religious Participant 2, Pos. 20)

“Good morning Lisa, my name is... And | am from the Chaplaincy Department. Don’t worry I'm
not here to preach faith, rather | am here to listen to you and to create a ‘safe space’ for you
to offload. We don’t even need to talk about anything in particular, we can talk about the
weather if you like. But | do want you to know that | am here to provide unconditional

support for you.” (Religious Participant 77, Pos. 14)

These descriptions varied from stating what they provided to what they did not provide, as shown in

Table 6.
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Table 6: Provision and non-provision in chaplaincy

Provided by chaplaincy support Not provided/applicable to chaplaincy support
Chance to speak Not preaching

Pastoral, spiritual, religious support Not religious if not wanted

Confidentiality Not giving advice/solutions/platitudes

Support Non-medical stance

Non-judgemental

Listening ear

Visiting the wards

Some participants provided a variety of explanations for why they came to see this person, ranging
from stating that they were simply visiting the area to stating that a staff member had referred them

to check in on them and see if they would benefit from some support.

“I'am from the chaplaincy team and was walking on the wards seeing how all the patients are

doing today. How are you feeling today?” (Religious Participant 1, Paragraph. 15)

“Your name is Lisa, is that right? | heard from the ward staff that you are having a tough time;
| wondered if you would like to chat about that with me.” (Non-religious Participant 6,

Paragraph 30-31)

They often checked with the patient to see if they would be happy to participate in a conversation,
either verbally or non-verbally, after asking how they were feeling, whether they were happy to speak

to them, or whether they were happy to receive some support.

“Hello. Am | disturbing you? (pause for response - if it’s affirmative, I'd introduce myself, wait
for the reaction and leave; if in the negative, I’d continue).” (Religious Participant 4,

Paragraph 12)

Once the patient indicated they preferred to continue with the conversation, some topics of
discussion emerged. There were several moments in the conversation where chaplains specifically
awaited the patient’s response to see how far they preferred to go with the chaplaincy encounter,
which included allowing silence and space for reflection. It is important to note that some have
explored safeguarding issues, such as suicidal thoughts. Chaplains let the patient guide the

conversation while they empathise with the situation and provide reassurance when appropriate.
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“I might simply reflect back what she has said to me and perhaps say | am so sorry that she is
feeling this way. | would go slowly and simply encourage her to say more about this, maybe
asking her how long she has been feeling this way or perhaps what is going through her mind

when she has these thoughts.” (Non-religious Participant 51, Paragraph 13)

“I can see you have something to be really sad about, I'm sorry .... but would you like to tell

me more, I’'m not in a rush and | ready to listen.” (Non-religious Participant 43, Paragraph 12)

The end of the conversation was not as clear as the beginning, as most chaplains indicated an open-
ended way of working; hence, there was often no specific ending indicated. Most of the time, the
conversation concluded with chaplains offering advocacy, where they supported the patient with
their consent, such as asking about additional support the patient might require or discussing

referrals to other support services.

“Practical details of any support needed, advocate for her in that respect, e.g. a referral to
psychology maybe. Does organised religion play a part?- If appropriate deliver rite or refer on

to another practitioner.” (Religious Participant 64, Paragraph 12)

Within the context of the story completion task, participants described using techniques such as
paraphrasing, summarising and reflecting on the patients” words. These approaches often helped to
structure the conversation and deepen the exploration of the patients’ feelings and topics discussed.

In some cases, chaplains also shared their own reflections and thoughts, occasionally offering gentle

challenges to certain statements.

“It's not unusual for people to then feel that there is no meaning or purpose in life. | would
love to hear a bit about your family. I'm sure they are looking forward so much to being able

to see you again.” (Non-religious Participant 68, Paragraph 14)

“If the conversation moved on, and she was repeating her lack of a sense of meaning /
purpose, | might refer back to things she had mentioned which had given her meaning /

purpose before (e.g. family / wife).” (Religious Participant 17, Paragraph 14)

Sub-Theme 2 Addressing emotional and spiritual well-being in chaplaincy
Several topics emerged from the chaplains’ interaction with the patient in the story. Most of the

chaplains engaged with the patient’s feelings, worldview, beliefs, identity, and support levels.

The topics of conversation the chaplains touched upon in the story completion task were with regards

to how the patient was feeling and to explore the potential fears she might have. They also explored
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how the patient felt about their diagnosis and how long they had been feeling a certain way, as well

as how to affirm the feelings they were experiencing.

“Other topics of conversation, depending on how it went, would be about how she felt about
her diagnosis and whether she was able to share those thoughts with her husband.”

(Religious Participant 26, Paragraph 17)

“I would go slowly and simply encourage her to say more about this, maybe asking her how
long she has been feeling this way or perhaps what is going through her mind when she has

these thoughts.” (Non-religious Participant 51, Paragraph 13)

In addition to exploring feelings, chaplains also investigated the patient’s beliefs and worldviews in
the story. Some chaplains delved into the exploration of God and/or prayer if the patient expressed
such a desire. However, the chaplains only mentioned this topic five times, indicating a relatively small
number of them engage with it, particularly in the early stages of their encounter with the patientin
the story. Some chaplains explored texts or readings — may that be of religious or non-religious

nature—with the patient to help support their worldview.

“She might want to talk about God, even if she were non-religious, but | would see where the

conversation went.” (Non-religious Participant 26, Paragraph 17)

“Whatever belief system she described as her own, would inform my conversation with her.”

(Religious Participant 19, Paragraph 30)

Most chaplains stayed with the person’s life story in order to understand the person in front of them
and would ask about their job, activities, or social networks to get a better picture of the person. They
would also ask about specific memories they might want to share, taking into account their

conversation.

“Does she have access to groups, pub, club, church, societies, relatives (her own parents,

children, child rearing), friends, what have they meant to her?” (Religious Participant 64,

Paragraph 12)

“Encouraging her to talk about her sources of joy and positive memories.” (Religious

Participant 19, Paragraph 25)

Most chaplains investigated the support the patient had in place and would check to see if they
wanted any additional, open-ended support. They would also request permission to share any

additional details about the patient’s support with their colleagues, including chaplaincy colleagues or
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other professionals for potential referrals. They would also ask openly what support would best help

the patient and whether they thought any family support might be required.

“[...] level of support and what might be appropriate, anything we can do to help support not
just her but wider family, could be develops into wider MDT support with her permission.”

(Religious Participant 62, Paragraph 14)

“I would offer ongoing support and a listening ear if she wanted it. | would also ask if she
wanted any support for her family and make sure that was looked into.” (Religious Participant

12, Paragraph 17)

Summary of findings theme 4 ‘Chaplaincy support in practice’.
Theme 4 of the study explores ‘Chaplaincy support in practice’, focusing on engagement and
interaction between chaplains and service-users based on a story completion task. This approach

aimed to illustrate the practical application of chaplaincy skills rather than theoretical explanations.

Faith-based as well as non-religious-based chaplains demonstrate a structured approach to dialogues,
typically starting with an introduction that includes their name and an explanation of their role. Both
groups emphasise their role as listeners and supporters rather than advisors or medical professionals,

and both offer non-judgmental, confidential support.

One difference is that faith-based chaplains may introduce elements of spirituality or religious
practices into the conversation if the patient expresses interest. Non-religious chaplains tend to
maintain a worldview-neutral stance and focus on the patient’s perspectives and beliefs without

introducing their own.

Both chaplaincy groups appear to engage with the patient’s feelings, exploring their emotions, fears,
beliefs, and support systems. They encourage patients to share their life stories, family connections,

and past experiences to better understand them.

If appropriate, faith-based chaplains may offer to engage in religious practices such as prayer or
discuss texts from a spiritual point of view. Non-religious chaplains might engage with philosophical or

secular texts to support the patient’s worldview and focus on non-religious sources of support.

Both approaches reflect a patient-centred method, where the chaplain adapts the conversation to the
patient’s needs and preferences. However, the willingness to integrate religious elements, even

implicitly, marks a clear distinction between faith-based and non-religious chaplains’ practices.
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4.4 Summary of Online Survey Findings

The survey of 108 chaplains produced both quantitative and qualitative results that paint a complex
picture of chaplaincy in healthcare settings, where people have different beliefs. This synthesis
reveals the diverse yet unified nature of chaplaincy practice, marked by shared goals and distinct

challenges.

4.4.1 Quantitative Insights

The quantitative data underscores potential disparities, particularly in employment status, where
faith-based chaplains predominantly hold salaried positions, contrasting sharply with the largely
voluntary roles of non-religious chaplains. This imbalance hints at potential systemic biases or
historical preferences that have favoured faith-based practitioners. Experience levels further illustrate
this divide, with faith-based chaplains generally enjoying longer tenures indicative of more established
career paths, whereas non-religious chaplains often have shorter service durations, suggesting newer
or less stable entries into the field. Working hours also reflect these trends, with faith-based chaplains
typically engaged in full-time roles, whereas their non-religious counterparts more frequently occupy

part-time positions.

Despite these differences, overall, there is a consensus among chaplains on the necessity of
diversifying chaplaincy to mirror the varied belief systems of those they serve. But the study also
shows that there are different problems when it comes to how people treat each other based on their
beliefs. For example, some non-religious chaplains say they get less positive feedback from chaplaincy
coworkers and leaders, while some faith-based chaplains say they get more negative feedback from

patients, other healthcare staff and visitors.

4.4.2 Qualitative Insights

The study’s qualitative findings encapsulate the nuanced roles and unique attributes of chaplaincy in

healthcare settings, elucidating the experiences of both faith-based and non-religious chaplains.

Professional identity

The role-identity of the chaplains is shared in the sense of that it is rooted in their dedication to
provide a compassionate service regardless of someone’s faith-based or non-religious-based
orientation. Furthermore, both chaplaincy groups share a collective commitment to support the
emotional and spiritual well-being of people by actively listening and showing empathetic presence.
Titles vary, with faith-based chaplains typically adopting ones aligned with their religious beliefs, while
non-religious chaplains choose designations reflecting a humanistic approach, demonstrating the

profession’s diversity.
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Unique selling points

Chaplaincy’s unique contributions are twofold: a spiritual focus that is flexible and non-clinical, and a
desire for a collaborative ethos within healthcare teams. Both faith-based and non-religious-based
chaplains align with other support services in offering non-judgmental, immediate support, yet
chaplaincy uniguely engages with individuals’ spiritual and existential dimensions. Faith-based
chaplains might engage in prayer or religious ceremonies, while non-religious chaplains provide

secular support and ceremonies, advocating for non-religious worldviews.

Multi-belief team dynamics

Working in multi-belief settings, chaplains underscore person-centred care that respects the belief
systems of service-users. They advocate for multi-belief team inclusivity, reflecting broader patient
demographics. Challenges stem from operational roles and the need for mutual respect between
faith-based and non-religious practitioners, with each group expressing concerns about recognition

and respect for their particular approaches from their counterparts.

Chaplaincy in action

Both faith-based and non-religious-based chaplains use structured dialogue where they begin with an
introduction which sets a supportive tone. The chaplains focus on actively listening and reflecting on
what is being said rather than giving advice during a conversation. They furthermore offer a non-
judgmental space for people to express their emotions, beliefs, and experiences. One notable
difference is that faith-based chaplains may introduce religious care into the conversation when this is
requested, whilst non-religious-based chaplains try to maintain a neutral stance and offer secular

existential support without any religious overtones.

Conclusion

We have seen that healthcare chaplaincy a complex and multifaceted profession, however this
doesn’t shy away the chaplains who can be characterised by their commitment to support the
spiritual and emotional needs of those they support. Faith-based and non-religious-based chaplains
both share their compassionate approach and respect for the person’s autonomy, but they do appear
to differ on how they integrate spirituality into their way of working. Although despite these
differences, both chaplaincy groups aim to contribute to the holistic care of those they support and
demonstrate how chaplaincy has an essential role in promoting spiritual well-being in healthcare. This
research spotlights how understanding and valuing the distinct contributions of each chaplain is of
key importance as this will foster a culture of inclusivity and respect within multi-belief healthcare
chaplaincy teams. The next chapter will look into the interview results and provide deeper insights

into the experiences and perspectives of the chaplains involved in this research.
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Chapter 5: Interview Findings

5.1 Introduction

Chapter 5 looks at the results of the semi-structured interviews which build on the insights from the
online survey, as discussed in Chapter 4. The semi-structured interview phase was employed in order
to provide an in-depth exploration of the lived experiences, views, and attitudes of the non-religious-

based, as well as faith-based healthcare chaplains who work within multi-faith and belief teams.

Section 5.2 presents participant demographics and section 5.3 introduces the approach to reflexive
thematic analysis (RTA) employed in the interviews. The core themes from the interview results,
which resulted from the chaplains’ stories are spotlighted in section 5.4, with appropriate interview
guotes that accompany the core and sub-themes. These themes provide rich insights through the
eyes of the chaplains who share their personal and professional experiences, as well as their views on

the unique role of healthcare chaplaincy.

Chapter 5 is a gateway into the qualitative area of chaplaincy experiences which offers a deeper
understanding of the lived experiences of faith-based and non-religious-based chaplains as they

navigate the complex landscape of working in multi-faith and belief healthcare chaplaincy.

5.2 Participant Demographics
Among the 22 interview participants, as seen in Table 7, the majority fell within the age categories of

51-60 years and 61-70 years.
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Table 7: Age of chaplains

Age groups Faith-based chaplaincy backgrounds Non-religious-based chaplaincy
n (%) backgrounds n (%)

20-30 years 0 (0%) 0 (0%)

31-40 years 2 (19%) 1 (9%)

41-50 years 1 (9%) 0 (0%)

51-60 years 3(27%) 3(27%)

61-70 years 5 (45%) 3 (27%)

71-80 years 0 (0%) 3 (27%)

81+ years 0 (0%) 1 (9%)

Gender distribution showed that 19% of the faith-based chaplains were female and 81% male. 54% of

the non-religious-based chaplains were female and 46% male. The gender distribution was more

equal among the non-religious chaplains, whereas the faith-based chaplains mostly identified as male.

As shown in Table 8, among the 11 faith-based chaplains, the majority were from Christian

backgrounds, with ten out of eleven participants having Christian affiliations. Of these, most identified

themselves simply as ‘Christian” without specifying a particular Christian tradition or denomination.

One participant identified as having a Buddhist background. On the other hand, the 11 non-religious

chaplains primarily identified as humanists, with some using ‘other’ descriptors for their non-religious

worldviews.

Table 8: Religious and non-religious affiliations

Faith-based chaplaincy backgrounds
n (%)

Non-religious-based chaplaincy backgrounds

n (%)

7 (64%) Identified as ‘Christian’

6 (55%) Identified as ‘Humanist’

1 (9%) Identified as ‘Anglican middle’

1 (9%) Identified as ‘Atheist’

1 (9%) Identified as ‘Methodist Christian’

1 (9%) Identified as ‘Humanist-Atheist’

1 (9%) Identified as ‘Orthodox Christian’

1 (9%) Identified as ‘Non-religious Humanist’

1 (9%) Identified as ‘Buddhist’

1 (9%) Identified as ‘Non-believer’

1 (9%) identified as ‘Not-boxable’

Additional demographic inquiries encompassed the healthcare sectors where participants worked

(often across multiple sectors), their total length of employment in chaplaincy (across various roles),

and their current roles in chaplaincy. This is shown in Table 9.
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Notably, participants from a faith-based background tended to have longer tenures in chaplaincy,
reflecting their extensive experience in the field. Furthermore, the majority of faith-based chaplains
held paid or managerial positions, underscoring their prominent roles within healthcare chaplaincy

teams. In contrast, non-religious chaplains primarily occupied volunteer positions.

Table 9: Role-related demographics

Comparative categories Faith-based Non-religious-
chaplaincy based chaplaincy
n (%) n (%)

Sector: Only working in mental health 3 (27%) 2 (18%)

Sector: Only working in acute 4 (76%) 6 (55%)

Sector: Only working in hospice 0 (0%) 1 (9%)

Sector: Working in mental health, acute and hospice 1 (9%) 1 (9%)

Sector: Working in Acute and mental health 3(27%) 1(9%)

Working in Chaplaincy: Less than 1 year and max 1 year 1(9%) 2 (18%)

Working in Chaplaincy: Longer than 1 year and max 2 years 1 (9%) 2 (18%)

Working in Chaplaincy: Longer than 2 years and max 5 years 1 (9%) 5 (46%)

Working in Chaplaincy: Longer than 5 years and max 10 years 4 (37%) 2 (18%)

Working in Chaplaincy: Longer than 10 years and max 15 years 3(27%) 0 (0%)

Working in Chaplaincy: Longer than 15 years 1 (9%) 0 (0%)

Employment status: Head of service 3 (27%) 0 (0%)

Employment status: Lead/ Manager of service 3 (27%) 1 (9%)

Employment status: Paid/ Employed staff (Includes bank 4 (37%) 3(27%)

chaplains)

Employment status: Unpaid volunteer/ honorary chaplain 1(9%) 7 (64%)

5.3 Conducting RTA: Approach to Reflexive Thematic Analysis in my Research

In my research, the reflexive thematic analysis (RTA) approach is applied as outlined in the
methodology and survey chapters (3 and 4 respectively), utilising a six-step process suggested by
Braun and Clarke (2006, 2019), and seen in the six stages of RTA as described by Byrne (2022). This
method, which employs an inductive approach to analysis, guarantees the creation of themes from

the data without the influence of preconceived notions, unlike deductive analysis.
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As already mentioned in the methodology chapter, and applied in the online survey chapter, | shall
not reiterate the detailed process of RTA again in this chapter. This chapter will focus on the themes
and subthemes resulting from the interview results which will be discussed in detail in section 5.4. For

transparency, an interview transcript is provided in Appendix 16.

As this section is about the RTA process and theme creation for the interview section, a brief

summary of these themes and subthemes is provided below.

The first core theme, ‘Experience in healthcare chaplaincy’ captures the personal journeys of
chaplains within the healthcare sector. The associated codes include chaplains’ initial choices for
entering this field and their emotional responses when starting, alongside their current feelings about
their roles. Sub-themes under this core theme reflect ‘Starting the chaplaincy journey’, demonstrating
the evolution of their professional identities and commitments over time. Another sub-theme,
‘Navigating the journey of a chaplain in a multi-belief team’, focuses on the daily professional
interactions and roles of chaplains, which include working with colleagues of different faiths and

beliefs and their views regarding the chaplain’s role and the future of the chaplaincy profession.

The second core theme, ‘How chaplaincy provides care’, details the services chaplains provide and the
nature of chaplaincy, which explores how chaplains cater to the spiritual and emotional needs of
service users. The sub-themes of “Working with diverse service users’ and ‘Additional chaplaincy tasks’
reflect the tailored and often expansive role chaplains play in addressing the varied needs of those

they serve.

The third and last core theme is ‘Chaplaincy’s unigue selling points (USPs)’ reveals the nuances that
set chaplaincy apart from other support services. The sub-themes look at the relationship between
chaplaincy and other support services, pointing out both their similarities and differences. They also
look at the chaplaincy role itself, focusing on specific aspects of chaplaincy care that make it unique,
such as the ability to provide specialised support that goes beyond traditional counselling or therapy

roles.
Through these themes, the research covers the breadth of chaplaincy care, offering insights into the
personal experiences, professional interactions, unique roles, and future directions of this

multifaceted field. Each core theme, along with their sub-themes facilitate an understanding of how
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chaplains perceive their work and interact with their colleagues and service-users across diverse

healthcare settings.

Throughout this iterative process, | maintain a reflexive stance, continuously evaluating the themes in
relation to the research objectives. This reflexive approach ensures that the themes not only align
with the data but also enrich the broader research inquiry. | will present the findings from the
reflexive thematic analysis in the next section, which includes identified themes and sub-themes from
the interview data and supporting quotes, providing a deeper understanding of the lived experiences

of faith-based and non-religious chaplains in multi-faith and belief healthcare settings.

5.4 Findings

Themes and their corresponding sub-themes have been identified from the interview data,
encapsulating the essence, emotions, thoughts, and significance of participants’ real-life encounters
within healthcare chaplaincy, particularly in light of the evolving dynamics introduced by non-religious
colleagues. For each core theme, the similarities and differences between faith-based and non-
religious chaplains will also be explored. Assessing both faith-based and non-religious chaplains is
critical to achieving the goals of this study. By looking into how these groups are similar and where
they diverge, we uncover their distinct views, approaches, and hurdles in healthcare chaplaincy. This
side-by-side review gives a detailed picture of their professional experiences, their engagement with

patients and staff, and their overall impact on providing spiritual and emotional care.

Table 10: Overview of interview findings - Core themes and sub-themes

Core theme Sub-themes

1 Experience in healthcare chaplaincy 1.1 Starting the chaplaincy journey

1.2 Navigating the journey of a chaplain

in a multi-belief team

2 How chaplaincy provides care 2.1 Working with diverse Service-users

2.2 Additional chaplaincy tasks

3 Chaplaincy’s USPs 3.1 Chaplaincy relationship

3.2 Chaplaincy versus other support

services
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5.4.1 Theme 1. Experience in healthcare chaplaincy

The first theme which looks at the chaplain’s ‘Experience in healthcare chaplaincy’ explores the
multifaceted world of chaplaincy as a personal as well as a professional journey. Within this first
theme there are two sub-themes, namely ‘Starting the chaplaincy journey’ and ‘Navigating the
journey of a chaplain in a multi-belief team’ which shine light on the motivations, emotions,

transformations and the external perspectives that shape the lives of healthcare chaplains.

Upon embarking on their chaplaincy roles, participants inevitably encounter a spectrum of emotions,
anticipations, and apprehensions. By unpacking these initial sentiments, we gain access to the
participants’ lived experiences at the inception of their professional journeys. Moreover, examining
how these feelings evolve over time offers valuable insights into the development of their

professional identities and the narrative progression of their chaplaincy experiences.

Sub-Theme 1 Starting the chaplaincy journey

Within healthcare chaplaincy, the chaplains’ start of their chaplaincy journey unfolds as a captivating
narrative, woven together by the voices of those who have ventured into this unique profession.
These individuals, identified by their faith or non-religious affiliations, offer insights into the

transformative journey that is healthcare chaplaincy.

This sub-theme starts with looking further into the motivations for entering healthcare chaplaincy and
this will be illustrated by faith-based as well as non-religious-based participant quotes, sharing how

personal and professional influences shaped their career choices.

Faith-based and non-religious-based chaplains share about their backgrounds, and it shows that they
hold diverse professional and personal experiences. Some share that they have backgrounds in
healthcare, social care, education, or other fields, which shows that they bring a variety of skills and

perspectives to their chaplaincy roles.

As an example, the faith-based participant below described below talks about integrating their clinical
and pastoral experiences, emphasising the merger of healthcare and spiritual care to enhance well-
being. While the non-religious participant described below seeks a role that emphasises supportive
presence over clinical responsibilities, moving away from the administrative burdens of previous

roles. These stories reflect the diverse paths and motivations leading to chaplaincy, but each is driven
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by a commitment to provide meaningful support centred on spirituality and presence and focused on

patient well-being.

“So | trained clinically as a radiographer in the early 1980s. And | worked in it initially in
radiotherapy, but then moved into hospice care. After I’d had my children, | worked for a faith
community. Running a large community centre, and as part of that experience effectively
became the chaplain to the building. Because, you know, people come in and they sit down,
and they start talking. [...] | then decided that what | really wanted to do was to go back into
the NHS and saw an advert for Spiritual Care Advisors. Long before it was fashionable to call it
that and applied on the basis of my NHS experience, my clinical experience and my pastoral
experience working for a community of faith. | was fortunate enough to be successful. So for
me it has brought together the health care and the whole notion of spirituality and spiritual

care and its place in helping us to attain and or maintain well-being.” (Religious participant 2)

This participant’s trajectory reveals how chaplaincy can serve as a bridge between clinical expertise
and pastoral care. Their journey into chaplaincy demonstrates a desire to synthesise their dual
passions for healing and spirituality, showcasing how healthcare chaplaincy is often experienced as a

confluence of personal and professional identity.

In contrast, this non-religious participant highlights a shift away from managerial or clinical roles
towards a vocation rooted in being rather than doing. Their words suggest that chaplaincy offers a
unique space where relational presence takes precedence over procedural responsibility, a

particularly compelling draw for those from non-theistic worldviews.

“Well, | have a background in health and social care, but mostly community based, but and
learning disability. And | think the chaplaincy part was to do with finding a vehicle to work and
be with people that wasn’t, be in charge of their care and having overall responsibility for
them. So, see, that was that’s a big attraction for me, is that you can be really present with
people without having responsibility for curing them or treating them or sorted them out in

any way.” (Non-religious participant 14)

A difference is that some faith-based chaplains may be motivated by their faith and find the
profession a ‘calling’, whereas non-religious chaplains would not subscribe to this vertical
transcendence.
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“I felt that I’d been equipped with coming from the faith background that | do, you know, I've
been through this process of sort of discerning a calling and not long before this, and |
recognised this again and felt very strongly that this is what | wanted to do. And the

opportunity came up and | took it and was was appointed” (Religious participant 10).

The invocation of “calling” illustrates a theologically grounded motivation that continues to carry
weight in faith-based narratives. It contrasts with the more secularised, human-centred motivations
expressed by non-religious chaplains, pointing to different underlying frameworks for meaning-

making and decision-making in the profession.

As they share about their experience when navigating the early stages of their careers in healthcare
chaplaincy, they also spotlight the beginning of their chaplaincy journey. Faith-based as well as non-
religious-based chaplains experience a range of emotions as they start their personal chaplaincy
journeys which includes feelings of apprehension, nervousness, and being overwhelmed. Some of
these emotions might evolve over time when chaplains become used to their roles and gain

confidence.

One chaplain describes the overwhelming fear of fainting due to a phobia of needles, highlighting the
initial alienation felt upon entering the hospital environment. This fear, however, recedes as they
engage more directly with patients, illustrating a transition from apprehension to connection. Another
chaplain describes feelings of being overwhelmed by the relentless demands of an acute hospital
setting and the profound challenges of dealing with death and grief, which evolve but persist in their
role. These experiences highlight chaplains’ complex emotional journey as they adapt to the

challenging yet rewarding field of healthcare chaplaincy.

“One of my big one of my biggest fears when | walked in was was that | would faint with
needles because I've never I've never been good at that kind of thing. So going into a hospital
and actually sort of offering to work there felt incredibly alien. | was just nothing, I’'ve never
done anything like it before, and | was so terrified | would faint because that would not be
helpful. But | didn’t. Because when you get there, you kind of engage with the person and you
forget about all that, all of that stuff, which is brilliant. So that was the first thought. | it’s
really hard to remember. | mean, very nervous. [...] | had no idea what to expect.” (Non-
religious participant 16)

141



“I felt very overwhelmed by the relentlessness of an acute hospital setting and the difficult
things that | was going to have to face, um, | still feel overwhelmed and but in slightly
different ways. So | remember at the start being like, I've never seen a dead body before. And
| was worried about what that was going to be like and what was it going to be like to see
people die and could | support people in their grief and that kind of thing? And now that stuff
I’'m quite comfortable with, I’'m quite happy with now. But in the hospital context, the
relentlessness of it, | still sometimes find overwhelming that it’s one difficult, upsetting

situation after another.” (Religious participant 4)

The chaplaincy journey often starts with a mix of anticipation, apprehension, and a steep learning
curve. Chaplains enter the field with varied backgrounds and motivations, each bringing unique
insights and skills to their roles. As they navigate the complexities of healthcare systems and patient
interactions, their initial experiences shape their perspectives and growth within the profession.
These quotes reveal a range of experiences, from initial naivety and challenges in adapting to complex
systems to shifts towards empowerment and a deeper understanding of their roles. These reflections
showcase the transition from the early stages of excitement or uncertainty to mature insights into the

realities of healthcare chaplaincy:

“Yeah, quite a lot. Um, not the, my feelings about working with patients and supporting
patients didn’t change, but understanding the system and also experiencing the negativity. |, |
honestly don’t believe most of it was personal. | think anybody who was in the position was
going to get what | got. But then, a little bit of a | don’t know, | just | was naive, but | went in
assuming that my manager was very positive about the post. So he was a fairly cynical
chaplain himself, actually, about his own. But | think it was an opportunity. He likes being the
first in the vanguard and it was an opportunity and | didn’t feel especially supported, once |
got the job once.. It was one, | was completely left to devise something that had no place in
the structure chaplaincy, and yet was given no authority or any kind of power to go ahead
and do everything. [...] But anything | wanted to do had to be run by everybody else. | really

don’t like this.” (Non-religious participant 15)

“No, because | felt very, | don’t feel disempowered like that anymore. | don’t feel the
unfairness anymore because it’s fair where | am now. And at the bottom line, we are working
towards equality between us and in the service we deliver. And | think | had a real insight,
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someone said to me the other day and | thought, this is really, really useful; people with
privilege don’t realise they have it. It's invisible to them, that privilege and that | think for a lot
of our Christian colleagues, they don’t realise, that privilege in being able to control
everything and organise everything and decide what is allowed in and what isn’t allowed in.
So being outside, that is very it’s very difficult for other people to break in. (Non-religious

participant 14)

Here, participants express disillusionment with organisational gatekeeping and reflect on their
evolving awareness of power dynamics within chaplaincy teams. These experiences point to a broader
narrative about systemic privilege and exclusion, particularly affecting non-religious chaplains, and

highlight a deeper need for equity in spiritual care services.

While many chaplains face challenges, others describe feeling welcomed and validated by the diverse

makeup of their teams and the inclusive ethos of their departments:

“I was very excited to be part of a team that was at the forefront of a growing understanding.
Of the broader nature of spirituality, of with an understanding that we all have a spirituality,
for, we express it in as many ways as there are people plus one, | suspect. But that’s
ultimately whether it’s through a specific faith or belief or the experience of human
relationship or music, art, poetry, etc., etc.. Essentially, it’s something that sits within us that
enables us to build a sense of today’s a day worth living, rather than an exercise in putting

one foot in front of the other.” (Religious participant 2)

“And again, you know, very sort of multi-ethnic, you know, the cultural aspects of it is very
diverse. The team itself was at that time very diverse. It’s still diverse, but perhaps not quite
as diverse it was at that time. So | was also not going in as the token different person. You
know, there were people from a range of faiths and, you know, there was also a fellow
humanists there at that time as well who’d worked very successfully that. So | felt very

welcomed” (Non-religious participant 22).
These accounts provide a counterpoint to the experiences of exclusion, underscoring the importance
of institutional culture in shaping how chaplains experience the start of their journey. A diverse and

accepting environment can foster a sense of belonging and purpose from the outset.
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However, even chaplains who now feel grounded in their roles recall a sense of shock upon

confronting bias and scepticism:

“Okay. So when | first began, | think | was quite naive about how much fight there was to get
in as a humanist. So | thought if you had the right behaviours and the right attitudes and the
right skills, there’d be a place at the table. So | think | was a bit naive at the beginning and
realising that | would have to prove my worth. And so that that was a bit shocking at the
beginning. And then | was told | couldn’t ever get paid employment because | didn’t have a
theology degree and all these other excuses. So | took that excuses list and made it my target
then to prove that | could do all those things, therefore, | could get paid post at some point.
[...] I'don’t think | was quite prepared as a white [person], educated | hadn’t ever experience
that level of unfairness and discrimination before. So that was a bit of a shock (non-religious

participant 14)

These narratives provide a glimpse into chaplains’ evolving feelings about their roles, the impact of
their work, and their ongoing journey towards personal fulfilment and professional efficacy in
healthcare chaplaincy. In the next subtheme, we will delve deeper into how chaplains navigate their

journey into a multi-belief team.

Sub-Theme 2 Navigating the journey of a chaplain in a multi-belief team

The second sub-theme concerns itself about ‘Navigating the journey of a chaplain in a multi-belief
team’. This sub-theme focuses on the interactions and relationships chaplains create with their
chaplaincy colleagues within the dynamic and often complex healthcare environments. Building on
the previous subtheme which highlighted some of the challenges and barriers faced by chaplains in
multi-faith and belief teams, this sub-theme looks at the experiences of the non-religious and faith-
based chaplains as they navigate their ongoing journeys in these diverse environments. It furthermore
explores how chaplains from different belief systems interact, collaborate and potentially overcome
obstacles in their efforts to provide holistic care within a multi-belief framework. Working in a multi-

belief team and the unique challenges and growth opportunities will also be discussed.
By exploring these interactions, we gain insight into how chaplains navigate their roles amidst diverse
teams, the impact of their interprofessional relationships, and how these elements influence their

approach to providing spiritual care. This exploration not only highlights the intricacies of working
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alongside others with different beliefs but also sheds light on the broader context of chaplaincy within

modern healthcare settings.

Participants addressed the political dynamics within NHS multi-faith teams. At times, non-religious
chaplains perceived a prioritisation of faith-based provision and perceived it as unequal to non-

religious care.

“The biggest challenge is getting faith-based chaplains to realise that nonfaith based chaplains
can provide an equally good service. It doesn’t need to be faith based to be patient centred”

(Non-religious participant 18).

“And |, | don’t see a rush of people who want to come and do it and that is down to
institutional policy within the health service and with a lot of, let’s say, Christian chaplains

being fiercely protective.” (Non-religious participant 18)

These reflections highlight a recurring tension: that non-religious chaplains often feel they must prove
their worth within teams historically shaped by religious models. Interestingly, similar concerns were
echoed by faith-based chaplains from minority faith backgrounds, suggesting that marginalisation

within chaplaincy can be experienced across the belief spectrum:

“[...] most of the NHS multi-faith teams are actually around by, by Abrahamic faiths. A bit of
maffiosireally. Some of them are inspiring, | can tell you, [...] | must say some people are
really inspiring, but on the whole it is political, it is it is not inclusive. And they are using [...]
the some and very few [...] Buddhists or Hindul...] as canon fodder, you know, going to the
wards and do the job for us and but it is not a level playing field well it is okay to go round and
bless people in the name of God. But if you only try, you mention meditation unless people
ask or or if you identify yourself as a Buddhist to start with, you might be in deep trouble”

(Religious participant 1).

“But | think sometimes those from established churches sometimes see free churches as a bit
of a kind of second fiddle to kind of full cousins and [...] I think | had an | had a sort of thing
where a patient had died on the ward and | spent a lot of time on that ward and | on the
morning | heard, | went over to the ward and spent all morning there [...]. But then my
Anglican colleague went to the ward, spent 5 minutes there and then came back saying, well |
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spoke to the ward manager and I'll be taking [...] a proper service in a few weeks’ time. [...] |
think that’s just the general assumption that if you want to do things properly, it’s the

Anglican way of doing things and that we’re kind of a bit Johnny....” (Religious participant 7).

These comments illustrate that hierarchies within chaplaincy teams are not only based on the
presence or absence of religious belief but also on denominational dominance. Chaplaincy, while

positioned as inclusive, can still mirror broader institutional biases.

Despite these challenges, some participants described instances of mutual respect and cooperation,

particularly when relationships were built on curiosity and shared values rather than doctrinal

alignment.

“Yeah, absolutely. | do, | do all the time, in particular, | work very closely with one of our
bereavement midwives who’s an atheist. And we respect each other’s beliefs, or belief

systems. So... We make it work because we accept each other’s beliefs, system” (Religious

participant 5).

Participants’ curiosity and respect for their colleagues’ beliefs and practices was a prevailing point.
They emphasised open-mindedness and understanding as key factors in embracing diversity within

the team. A non-religious participant expressed this sentiment:

“Yeah. I'd probably say the majority of the time, | have an absolute curiosity and intellectual
curiosity and respect for some of the beliefs and the practices | see” (Non-religious

participant 17).

These insights underscore that effective collaboration in multi-belief teams is not dependent on belief
alignment but rather on mutual recognition and openness. The importance of professional respect
was particularly evident in participants” willingness to adapt to others’ practices, such as removing

shoes in prayer spaces—acts that signal both respect and cultural competence.

“I will always take my shoes off when | go into the prayer area for our Muslim colleagues, |

will always do that... because | expect the mutual respect” (Non-religious participant 17).
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Continuous learning, challenging one’s own preconceived notions, and authenticity mark the path to

mutual respect, professional development, and growth as a member of a multi-belief team.

" And actually | did change too, because it’s not just them who are prejudiced it’s you who are
prejudiced too and and everybody is really until you’re exposed to things, you have
preconceived ideas. And that and | suppose that’s what prejudice is if if you’re not prepared
to release them, | suppose that’s the difference. [...] | quite soon said yeah well am |
prejudiced too, being challenged.. To start with, | would say | wouldn’t pray if anyone asked
me to pray, but by the end of it | was quite happy to say, look, I’'m a humanist, which means |
don’t believe in the supernatural, if you want me to say these words with you, | can share
that, the spirit of the thing, as long as you understand, you know, this is not my belief, this is
your belief. So you move along and you know you learn and grow | suspect” (Non-religious

participant 21).

This candid reflection points to the transformative potential of multi-belief chaplaincy, where
difference becomes a site of both tension and personal development. Exposure to new perspectives

not only challenges assumptions but also enriches professional practice.

The interview results further provide insights into the challenges of working in a multi-belief team,

such as how chaplaincy staff perceive and describe their roles. Some chaplains face the challenge of
defining their professional identity in environments that may not fully understand or appreciate the
non-religious aspects of chaplaincy. For instance, Participant 13 talks about the difficulties of being a

non-religious chaplain and having to explain her role to both staff and patients.

“And because my lead chaplain there was or head, head of spiritual health care was was open
[,  was surprised when | asked if | could change my job title and then what was on my badge
underneath my name to pastoral care, that he was quite insistent of, no, you're a trust
chaplain, that’s what it says on your contract. But | would introduce myself there as coming
from the spiritual health care team when | went on, round the wards and if they looked
totally bemused, | would then say | am the non-religious side of chaplaincy, to actually staff.
When | would see patients, | would often describe what | what | was there for rather than the
title. But | would come along and say, | am just here to see how you are doing within yourself
and if you'd like to talk and if they would look me in the eye, I’d say I'm part of the spiritual
healthcare team. I'm from, and if need be, say, from chaplaincy, | wouldn’t in those instances
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to patients or relatives directly define myself as non-religious because, you know, | was
working generically. If it came up that someone actually asked me what faith | was from,
which is often how it was always asked, because the assumption was if you’re a chaplain, you
are. | would say my belief system is is non-religious. And if that was pursued more, I’d say |
identify as a humanist, that I’'m basically here to rep, to support anyone and everyone.” (Non-

religious participant 13)

Here, role negotiation is central. Non-religious chaplains often must adapt their language to maintain
clarity and accessibility while also affirming their legitimacy. This reinforces the idea that chaplaincy is

not a fixed identity but one that is dynamically constructed in interaction with others.

Additionally, struggles were mentioned where faith-based and non-religious-based chaplains

encountered difficult experiences with one-another:

“I've had various experiences over the years, you know, | have been at meetings where we’ve
had the humanist or humanists that are so adamant that religious belief is a load of rubbish”

(Religious participant 9).

Chaplains’ perceptions of the diversity within their chaplaincy teams is described. While some
appreciate the strength of diversity, others express concerns about limited representation from other

faiths and beliefs, desiring a more inclusive team.

“Yeah, it would be lovely to have some members of other beliefs to join us... | just think it
would be nice to have more non-religious people on the team, actually on the team”

(Religious participant 11).

“So, we’re not really multi-faith, but it's not because we don’t want to be” (Religious

participant 3).

“They were very polite, they were very nice. And it seems that they have accepted the
concept of diversity that is taking place. But they are very reluctant to really change
drastically. They verbally say that and they are very polite. And | have very, very good
relationship with all of them because | don’t want personal relationship get involved into a
bigger picture. Because when | say, you know, diversity and inclusion is if I’'m not against one
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or two person, people are not important. We want to change the system. We want to change
the attitude. We want to change the society. So and that dictates that | have to actually build
relationships with people that | really don’t agree with or even don’t like. But | was lucky that

these people are really nice people, individuals, but” Non-religious participant 20).

This emphasis on an inclusive team is also expressed by participants who have a managerial
dimension to their chaplaincy roles. Participants discuss their responsibilities in overseeing chaplaincy

teams and fostering diversity and coordination within their teams.

“[...]half of my time is as a chaplain, half is leadership. So it would be, it would be
management of a team of chaplains, and then it would involve leadership and strategic
leadership in with the two deputy leads that | have and in providing spiritual care and to our
staff of service users and also access with faith communities. [...] I've been starting to look at
some of our job descriptions and thinking we need to make them more explicitly faith and

belief” (Religious participant 12).

Sometimes there was a feeling of a lack of leadership and support from seniors. A non-religious
participant details a specific conflict with a longstanding colleague who challenged their role’s validity
due to her unwillingness to perform religious rituals like baptism and prayer. This confrontation led to
feelings of isolation and a lack of support from leadership, culminating in their resignation. This
account illustrates the conflicts that can arise when diverse belief systems intersect in a professional
setting, emphasising the importance of supportive leadership and clear communication about roles

and expectations.

“[..] by the end of the third week | had a horrible run in with the man | had not met before,
but who | found out had been there 20 years, who was a part time chaplain and a methodist
and he was.. | wouldn’t even say unhappy, he was almost outraged that | wouldn’t offer
baptism or prayer and became quite hostile in terms of what would my use be when | was on
call. If I couldn’t do that. And of course, retrospectively, |, | was quite dumbfounded, so |
ended up in quite a negative position at the weekend about what | couldn’t do rather than
what | could offer in those instances. That hostility was really, really unpleasant and | didn’t
feel heard or supported when | talked to the deputy and when | talked to the lead about. So
in the end, | actually resigned during my probationary period because | thought even even if |
took it to EDI and up the chain, | don’t | don’t think there have been any disagreements, once
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they’d investigated it, that it was a discriminatory matter. But |, | felt like | you know, if if that
were proven and | stayed within the team, it would it would be really uncomfortable (Non-

religious participant 13).

Such accounts illustrate the risks of exclusion when leadership fails to intervene or mediate belief-
based conflicts. The consequences are not only personal but structural, affecting workforce retention

and team cohesion.

An inclusive team is important as participants emphasise their role in delivering spiritual and pastoral
care to a diverse range of individuals. They speak of organisational spirituality, aligning their work with
patients’ spiritual care needs, and recognise the non-religious aspect of pastoral care in their roles,
focusing on existential questions and identity issues. Their narrative captures the essence of their role
in providing spiritual solace, while some additionally recognise limitations in their care regardless of

faith or non-religious beliefs:

“ But most of the work we do, we we are primarily spiritual caregivers, pastoral and spiritual
care. So where people have particularly particular existential questions and issues of identity,
issues of horizontal transcendence, issues of life balance. Those are the sorts of things that
we discuss, and some of them will express their spirituality through their religion. And when

they do, we we can facilitate that but lots don’t” (Religious participant 5).

“Any chaplain doing a proper job would engage with that person’s particular story and their

needs” (Religious participant 10).

“There are certain things | can do and certain things | can’t do, and that’s true for everybody
in chaplaincy, whether they’re religious or not religious, in whatever faith they are” (Religious

participant 8).
This reflexivity affirms the broader purpose of chaplaincy as a form of existential support, rather than

a strictly doctrinal service. Participants framed their roles as adaptive and person-centred, aligned

more with individual need than institutional tradition.
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Chaplains also engage in educational activities and raise awareness about chaplaincy. They share the
significance of knowledge dissemination and promoting chaplaincy services, which includes

encounters with non-religious chaplaincy and their experiences in conveying the role of a chaplain.

“Um, doing quite a lot of work with the wellbeing team in the hospital staff wellbeing around,
well there’s a presentation we do called [name omitted]. Previously it was called [name
omitted]. So | tried to balance the two things of being compassionate people, all the staff
being compassionate people and at the same time avoiding the risks of burnout. So that been
quite a big piece of work over the last couple of years, pulling that together, the presentation,
adapting it for further for our hospital context, trying to get the word out there that this is
available and is important and promoting it to various departments for certain particular

sectors of staff.” (Religious participant 10)

“Mly first paid role, it had two titles. It was called chaplaincy, but also it was called Spiritual
Healthcare. So | was, the long-term admin assistant would answer the phone chaplaincy and |
would answer the phone spiritual healthcare because | wanted it to feel wider because | know
the chaplains, the word chaplain and chaplaincy is perceived in a very religious way” (Non-

religious participant 13).

Participants explored the challenges faced in chaplaincy roles, including clarifying chaplaincy within a

healthcare context and navigating differing perceptions of chaplaincy work.

“I often talk about one of the things that chaplains need a very high level of skill in is
translation from NHSEES into chaplaincy language and vice versa. And to be honest, | don’t
think we’ve always done a terribly good job of it and created, or rather than created, we have
failed to resolve some of the persisting myths. And yes, partly one might say, you know, the
NHS needs to understand and wrap his head around chaplaincy and say but actually, you
know, whose responsibility is that? And my view would be that, you know, if chaplaincy can’t
articulate to itself, then is it any wonder that the NHS can’t quite grasp?” (Religious

participant 2)

“Well, the big question because simply because I’'m relatively new and there was a very
different way of working before | arrived. Which, I’'m not going to comment on too much
because it’s probably a bit disrespectful. However, it was very old fashioned and it was very
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much focussed on if you need a prayer, call the chaplain. So some of my colleagues have still
stuck to that, which is an ongoing challenge for me as a manager and it also for me doesn’t fit
in with any policies, competences, anything to do with modern chaplaincy. So that’s a whole
different project. Some of the existing colleagues have just jumped right on board with it and
they have embraced, you know, a lot of this new style, if you will” (Non-religious participant

17).

These reflections show that institutional change often lags behind frontline innovation. Where
leadership is proactive and reflective, diversity can thrive. Where it is passive or absent, exclusion

persists.

This section explored the ‘Navigating the journey of a chaplain in a multi-belief team’, focusing on the
experiences of chaplains working in a multi-belief team within healthcare settings. We delved into the
challenges and opportunities presented by multi-faith teamwork, examining how chaplains navigate
their professional roles and relationships. The section highlighted the complexities of

interprofessional interactions.

Summary of findings Theme 1 ‘Experience in healthcare chaplaincy’

Theme 1 looked at the ‘Experience within healthcare chaplaincy’ and it was accompanied by two sub-
themes, namely ‘Starting the chaplaincy journey’ as well as ‘Navigating the journey of a chaplainin a
multi-belief team’.

When we looked further into the start of the chaplaincy journeys, faith-based as well as non-religious-
based chaplains share their commitment to provide support in healthcare settings to all individuals.
Both chaplaincy groups appear to be driven by a desire to contribute to patient emotional and
spiritual well-being. Additionally, it was mentioned that chaplains from diverse backgrounds can bring
their diverse professional and personal experiences to their chaplaincy roles, which enriches the

chaplaincy field.

There are differences that are discussed, which mostly lay in the motivations of faith-based and non-
religious-based chaplains and where some faith-based chaplains feel ‘called’ to the profession due to
their faith, whilst non-religious-based chaplains do not share this sense of calling due to their non-
religious inclinations. However, both chaplaincy groups experience similar emotions as they try to
navigate the challenges as well as the rewards chaplaincy can bring, which includes feelings of
apprehension, being overwhelmed, and the need to be able to adapt to new environments.
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In navigating the chaplaincy journey in a multi-belief team, chaplains face challenges related to
working within multi-faith and belief teams, including conflicts over roles and responsibilities and
concerns about representation and inclusivity. However, positive experiences also emerge, such as
mutual respect for colleagues’ beliefs and a commitment to fostering diversity and understanding

within the team.

Chaplains also reflect on their role in delivering spiritual and pastoral care, managing teams, and

addressing challenges to clarify the role of chaplaincy within healthcare contexts.

While there are similarities in the experiences of faith-based and non-religious chaplains, differences
arise in their motivations and perspectives. However, both groups navigate similar challenges and

opportunities in their personal and professional journeys within healthcare chaplaincy.

5.4.2 Theme 2. How Chaplaincy Provides Care

This second core theme covers the intricate ways in which chaplains fulfil their roles in delivering
essential support and spiritual care. This overarching theme branches into two distinct sub-themes,
each offering a unique perspective on the care provided by chaplains: ‘Working with diverse service-
users’ and ‘Additional chaplaincy tasks’. Together, these sub-themes provide an exploration of the

compassionate and versatile nature of chaplaincy care.

Sub-Theme 1 Working with diverse service-users
Within healthcare chaplaincy the interview results shed further light on chaplaincy services and how
chaplains interact with people who hold diverse belief systems. This furthermore delves deeper into

understanding chaplaincy and its engagement with diverse service-users.

Faith-based and non-religious-based chaplains equally engage in exploring and trying to understand
individuals’ beliefs whilst recognising the impact beliefs can have on someone’s emotional and
spiritual well-being. To comprehend the impact of beliefs, chaplains start their chaplaincy journey by
trying to understand how these beliefs can bring comfort, security, and relief from distress. They also
aim to explore unconventional beliefs and look into their origins by exploring strategies to engage

with them.
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“In mental health, my first question, is to explore with no matter what they’re saying, is their
position, their stance, what they’re saying and what they believe, you know, however you
want to describe it, is that contributing to their well-being? Does it bring a sense of comfort
and security? Does it provide even the smallest amount of relief from the distress that they’re
experiencing because they’re unwell? If the answer to that is a resounding yes, then. What’s

our problem?” (Religious participant 2)

This quote underscores the importance of chaplains’ ability to navigate the intricacies of belief
systems, even if what they believe might not align with the chaplain’s views. The narrative then shifts
its focus to highlighting the significance of accommodating and respecting individual beliefs and
practices. Chaplains report adapting their practices to meet the unique needs of individuals,
demonstrating a person-centred approach to care, all while remaining mindful of the legal and ethical

boundaries that define the limits of accommodation. As a participant aptly puts it:

“The thing is that | tried to actually put my worldview to one side. Because, you know, it’s it’s
it’s just working in a restaurant and for example, you like beef curry, but your customer is
asking for, you know, pasta. You don’t serve them because you don’t like it. You just put
whatever you know, my preference for food when I’'min a restaurant and I’'m serving other

people is just the one side.” (Non-religious participant 20).

However, a difference is that faith-based chaplains may draw upon religious teachings and traditions
to provide spiritual guidance, whereas non-religious chaplains may focus more on secular principles
and humanistic approaches, where people find sources of hope within themselves and do not

particularly relate to a higher power.

“Um, where | guess it would look different is in those situations where patients or staff have
particular religious needs. Um so, for example, | can bring a patient communion. That’s that’s
fine for me to do. But | can’t sit with the patient, and do, you know, I'm trying to think of an
example, you know, recite the Quran with them. And so in that instance, I’d need to get

somebody else to do that” (Religious participant 4).

“I've come to the view that what I’'m doing is trying to enable people to come to their own,

it’s like, it’s like, where do you find hope? I've thought about this a lot. | think it’s about

enabling people to reach a point where they they offer themselves hope. They find the hope
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for themselves. And, and you see that you actively see that happening. If you give people
enough space, they will sort of pull themselves up. And | think giving people that space in that
quiet and maybe sort of steering them a little bit but just so that they can raise themselves up

again” (Non-religious participant 16).

Diversity and inclusivity emerge as key areas of chaplaincy, shedding light on the practical challenges
encountered by chaplains in their chaplaincy work. Both faith-based and non-religious chaplains
respect and accommodate diverse belief systems and cultural backgrounds, aiming to provide
inclusive care to individuals regardless of their faith or worldview. They grapple with the specific
needs of individuals hailing from various cultural backgrounds and belief systems, often navigating
language barriers and confronting a diverse array of religious affiliations, in order to bridge cultural
divides and provide support to individuals from diverse backgrounds. The importance of multilingual

chaplains becomes evident, as exemplified by one of the participants, who shares:

“Well, there were all kinds of people. A lot of the patients were not English, they were from
all over the place, Indians, Romanians, | don’t know, so many different nationalities and other
people, but | speak a couple languages. I’'m favourable to speak to other, in Russian, which |
speak, or French, my French isn’t bad. So it was, you know, multiple things and often different

people” (Non-religious participant 19).

The skills of providing support and listening underscore the fundamental role of chaplains as
providers of a listening presence and non-judgmental reflection. They offer reassurance, address
fears through meaningful conversations, and provide pastoral support without imposing their own
beliefs or religious influence during challenging decisions or crises. These skills highlight the impact of

human connection, compassion, and support:

“For me, the common thing is around providing pastoral care... It’s about the person and who

we’re trying to support” (Religious participant 1).

“She hadn’t murdered anybody, you know, but she was religious but her religion had
frightened her into thinking she was going to have eternal damnation. And it was quite
interesting talking around that and she did die shortly afterwards. Well, a sister did thank me
and say that I’d really put her mind at rest and she was able to have a peaceful death. So it’s
quite nice” (Non-religious participant 18).
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Chaplains strive to understand and appreciate the significance of patients’ faiths, offering support to
those with strong religious beliefs. They provide comfort, peace, and guidance tailored to individual
needs, readily referring people to appropriate religious support when requested. However, many

interactions aren’t around specific religious beliefs:

“And so | didn’t really find it a problem because it wasn’t really about Christianity. Most of my
conversation aren’t, it's around what’s it like to have what I've got as who | am? And how do
you then get them to where they’re going and where they need to be” (Religious participant

6).

Finally, with regards to recognising and understanding worldviews and spiritual needs, chaplains
engage in meaningful dialogues exploring identity, values, and sources of significance. They prioritise
universal spiritual needs that transcend specific religious affiliations, fostering trust and openness
through genuine interest and understanding. This approach highlights the inclusive and holistic

approach of chaplains to addressing the spiritual needs of individuals.

“What was important to you in the past and how helpful was it? Is it like to be the future?
What gives you a sense of identity? What gives you a sense of values? What do you value?
What gives you a sense of security, significance, and self-worth, actually?” (Religious

participant 5).

This subtheme underscores the importance of respecting individual beliefs, accommodating diverse
worldviews, and providing appropriate support and care. Furthermore, it illuminates the challenges
chaplains encounter while navigating diverse cultural and religious contexts, emphasising the
importance of genuine human connection in offering comfort and guidance. Chaplaincy’s role in
supporting individuals with different worldviews showcases its adaptability, cultural sensitivity, and

commitment to patient-centred care.

Sub-Theme 2 Additional chaplaincy tasks
This sub-theme shows the breadth and depth of any additional tasks that healthcare chaplains might
need to carry out. The sub-theme ‘Additional chaplaincy tasks’ demonstrates how chaplaincy services

are truly multi-faceted and dynamic of nature as they extend beyond traditional spiritual care roles as
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seen in the previous subtheme. These different tasks include a range of vital functions which

contribute to the holistic well-being of patients and the overall healthcare community.

The first facet of this sub-theme involves responsibilities around volunteer management and
supporting volunteers and this shows the instrumental role of chaplains in overseeing and supervising
teams of dedicated volunteers. Chaplains take on the mantle of coordination whilst fostering a
supportive environment to ensure that volunteers are well-prepared to offer support. One poignant

insight from a participant sheds light on this aspect:

“So, so we have a number of volunteers, so | should have a team of 33 volunteers. That’s
been greatly reduced because of lockdown. Um, we have a team of cancer buddies who are
volunteers who accompany people, newly diagnosed cancer patients, for the first 12 weeks of
their cancer journey, and | supervise those staff, so | do pastoral supervision for them”

(Religious participant 5).

This task underscores the critical role of chaplains in mobilising resources and supporting networks for

patients facing challenging diagnoses.

The second dimension, regarding ethical guidance and decision-making, elucidates the chaplain’s role
in providing ethical advice and support for decision-making. Some chaplains actively participate in a
clinical ethics advisory group, offering a unique spiritual perspective on complex ethical dilemmas and
decisions within healthcare. Their involvement enhances the healthcare team’s comprehensiveness

and aids in navigating morally complex situations. As articulated by a participant:

“So I'm a core member of the clinical ethics advisory group, so the clinician writes a case and
asks us a question, it’s circulated to the whole panel, and then as a core member of the
group, there’s five of us, we actually sign off the advice and then the clinician can use that in

law” (Religious participant 5).

This dimension underscores the indispensable ethical guidance that chaplains can provide, enriching

the decision-making processes in healthcare.

The third facet, regarding trauma and emotional support provision, shines a light on the chaplain’s
role in offering emotional care in high-stress situations. Some chaplains engage in trauma risk
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management and extend support to individuals bereaved by suicide or those experiencing baby loss.
They orchestrate baby funerals and provide solace to bereaved parents, arranging events tailored to

specific occasions to aid in the healing process. A participant reflects on this, stating:

“We have a lot of military staff in this hospital. So, you know, of course, to a level we will
gather and say some things and give a two-minute silence for armistice. We have special

things for events, for people who’ve lost babies” (Religious participant 3).

This dimension underscores the compassionate role chaplains play in providing emotional support

during times of distress and loss.

The fourth dimension concerns itself with providing education and training. This sheds light on
chaplains’ active involvement in imparting knowledge and skills to healthcare professionals. Some
chaplains teach courses on, for instance, biomedical ethics and spiritual pastoral care, enhancing the
overall competence of the healthcare workforce. Chaplains mentioned facilitating difficult
conversation courses to improve communication skills and provide training sessions for new and

international nurses.

“I think, did I mention teaching and training earlier on? So with new nurses, new staff, we tell
them about what chaplaincy is. We also do pastoral care sessions for international nurses

who are about to sit their exams” (Religious participant 4).

This facet shows the integral role chaplains play in shaping a compassionate and well-rounded

healthcare community.

The fifth dimension, encompassing spiritual services and inclusivity, describes chaplains’
responsibilities in conducting religious services, managing the chapel, and ensuring it remains a
welcoming and inclusive space for individuals of all faiths and beliefs. They provide the necessary
resources to accommodate various religious practices, fostering an atmosphere of unity and

acceptance. A participant shares:

“Well, we do religious things in the sense that we have a midweek communion service here,
which is for anybody who wants to come. We have a Sunday service in the morning which has
continued all the way through the pandemic” (Religious participant 3).
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The final dimension, underscores chaplains’ efforts in offering services such as mindfulness and
meditation groups for individuals interested in introspection and reflection. Some engage in informal
activities, such as playing games, to establish meaningful connections with patients, offering a

comforting and personal touch.

“And every Tuesday lunchtime | offer a meditation group which is open to anybody who

wants to come” (Religious participant 3).

“And informally, |, so occasionally on a Sunday, I’ll take like I've got a little Nintendo switch
and I'll take that around and play Mario Kart with patients if they want to do that. And I've got
Connect 4 and I’ll bring that around to people and play games with them” (Religious

participant 4).

These quotes demonstrate the holistic approach of chaplains to fostering mindfulness, personal

connections, and emotional well-being.

This subtheme highlights the multifaceted nature of chaplaincy work, extending beyond conventional
spiritual care roles. It serves as a testament to the comprehensive and dynamic contributions that
chaplains make to the healthcare community. Their diverse responsibilities encompass volunteer
management, ethical guidance, trauma and emotional support, education and training, spiritual and
religious services and focus on holistic care. In doing so, chaplains enrich the healthcare landscape,
providing essential services that address the physical, emotional, and spiritual needs of patients and

healthcare professionals alike.

Summary of findings Theme 2 ‘How chaplaincy provides care’
Theme 2 delves into how chaplaincy serves as a source of care in healthcare settings, exploring the
multifaceted ways in which chaplains provide support and spiritual care. This theme branches into

two sub themes: ‘Working with diverse service-users” and ‘Additional Chaplaincy Tasks’.

In the first sub-theme, chaplains engage with individuals from diverse belief systems, respecting and
accommodating their beliefs while providing support. Both faith-based and non-religious chaplains

explore and understand individuals’ beliefs, recognising their impact on well-being. They adapt their
practices to meet unique needs while respecting legal and ethical boundaries. However, faith-based
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chaplains may draw upon religious teachings for guidance, while non-religious chaplains focus on

secular principles.

In the second sub-theme, chaplains undertake various additional tasks beyond spiritual care. They
manage volunteers, provide ethical guidance, offer trauma and emotional support, deliver education
and training, conduct spiritual services, and foster mindfulness and personal connections. These tasks

highlight the dynamic contributions of chaplains to holistic patient care.

Similarities between faith-based and non-religious chaplains include respect for diversity, support and
listening, accommodation of beliefs, and challenges faced in diverse chaplaincy work. The source of

guidance, involvement in religious practices, and connection to personal beliefs all differ. Also, not all
would engage in the same tasks pending their belief (what they’re allowed to perform from their faith

or belief tradition) and their responsibility levels (e.g. voluntary, employed or managerial).

Chaplains demonstrate adaptability, cultural sensitivity, and commitment to patient-centred care,

enriching the healthcare landscape with their comprehensive services.

5.4.3 Theme 3. Chaplaincy’s Unique Selling Points (USPs)

Within the realm of healthcare, chaplaincy offers a distinctive set of qualities and advantages
described by chaplaincy participants that collectively define its ‘Unique selling points” or USPs. These
USPs encompass a myriad of elements that set chaplaincy apart from other support services and
underline the significance of the chaplaincy-service user relationship. This core theme holds two
further sub-themes, namely the ‘Chaplaincy relationship” and ‘Chaplaincy versus other support
services’. These sub-themes show how chaplaincy is unique and how it forms a key component of
holistic healthcare. It furthermore demonstrates chaplaincy’s distinctive role in addressing the
spiritual, emotional, and existential needs of individuals within healthcare settings. Finally, these

unique selling points (USPs) shall be compared to other similar services such as counselling.

Sub-Theme 1 Chaplaincy relationship

Within the landscape of healthcare, the chaplaincy relationship with service-users emerges as a
multifaceted and nuanced connection. This exploration delves into this unique bond, drawing upon
various areas that encapsulate the essence of the chaplaincy relationship. This sub theme of the

‘Chaplaincy relationship” emphasises its central role within the broader context of chaplaincy services.
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Chaplains emphasise the importance of effective communication, building trust, and genuine interest
in service users’ stories and experiences. Effective communication is critical to the chaplain-service
user relationship. This foundational pillar encompasses initiating conversations while building trust

and rapport.

“And | was just find that very interesting to hear what peoples you know world is, it’s all about
stories for me, people’s stories and how they’ve got to the place they’re at now in terms of
their you know, religious views or lack thereof. | just want to hear those stories. And you
know, and that’s fine. So I've had that with patients a few times. Can’t think of, any one
particular instance to describe. But it has happened. Sure. And | think that when, you know
people, it comes back to the sort of earning trust. If people know that you are listening and
they know you are interested, genuinely interest is not just appearing to listen” (Religious

participant 10).

Additionally, both faith-based and non-religious chaplains demonstrate an ability to adapt their

language and approach to align with the individual’s circumstances and needs.

“I get them talking about themselves. You know, | get them to tell me their life events and,

you know, their family and so on, their pets” (Non-religious participant 18).

An understanding of the chaplain’s role and the boundaries they operate within is essential. Chaplains
recognise the importance of understanding their role boundaries within the healthcare setting,
emphasising their focus on providing spiritual and emotional support rather than medical advice or

interventions.

“We would tend to receive the referral if it’s come by referral basis. And we’d go and meet
with them. But we are more... My thing is we hold the boundaries with ourselves rather than

outside ourselves” (Religious participant 6).
“If they’ve got any concerns. And if it then, if they then follow that into something medical, |

will explain that’s not my area. I’'m really here to find out more about your, how you're

feeling” (Non-religious participant 13).
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It was common for them to focus on providing spiritual and emotional support rather than medical
advice. Patients often start by discussing their medical issues, which serves as a gateway to deeper

conversations about their emotional and spiritual well-being. As one participant noted:

“So | suppose you always do end up hearing, you know, if they’re on the unit or not, usually
you do end up hearing about their medical woes. So that’s usually the way in. That’s how they

sort of contextualise what they’re doing there” (Non-religious participant 11).

Chaplains emphasise the importance of fostering emotional well-being, demonstrating trauma
awareness, and addressing moral distress by helping individuals navigate challenging existential

questions or crises.

“J...] caring health care brings up all sorts of existential issues. So we do a lot of times, I'm a
trauma risk management practitioner, so | do plan for a trauma risk debrief. One of the
concerns we’ve had, particularly during the last two years, has been that moral injury and
that’s been very apparent. And | think the role the role of non-religious chaplaincy,
particularly with health care staff, has increased by the very nature of health care” (Religious

participant 5).

Both faith-based and non-religious chaplains value the importance of being fully present and attentive

during interactions, as well as reflecting on and learning from those interactions over time.

“So the biggest factor for me, | guess, about building a relationship with someone, you’ve got
your rapport and you’ve got your eye contact and you’ve got your touch, which I’'m very
cautious about, but some people respond well to that. But actually, the biggest component

for me is that unconditional attention” (Non-religious participant 17).

“First, | won’t kind of make people go and talk to me somewhere private because they might
not want to. They might want to. But | always offer, if they want someone to come with them,
so I'm kind of trying to be kind of trauma aware of that as well. But often it’s just being
present” (Religious participant 7).

Another participant shared their approach to allowing service users to share their stories, stating:
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“Maybe, maybe, just maybe just to get them to tell me their story as much as they want to.
I’'m kind of always aware that with trauma, you don’t want to bring back all the bad
memories, but you know you give people the freedom to share what they want to and just
rather than going to their notes, which mostly | can’t access anyway just to say, you know,

what brings you here?” (Religious participant 7).

Chaplains must adeptly adapt to contextual factors, such as the COVID-19 restrictions that
necessitated changes in how services were provided. Building relationships in challenging situations
and individualising pastoral care to suit the personal needs and circumstances of the service user are

crucial components of their work.

“Our second priority changed really dramatically during COVID because staff became, we
used to spend 70% of our time with patients and 30% with staff and that flipped on its head.
And fundamentally, | believe that what we were supporting people with was moral injury”

(Religious participant 2).

“And that’s not relevant to any particular belief system, it’s just, | want to talk to somebody
about it and say, we recognise that is a human need, that everyone has to be heard well. And
so that’s, that’s about someone’s personhood that | can bring to the bedside, irrespective of
beliefs. So doing that well with all people is absolutely key but within that, assessing their
needs and saying, what do you need? What's going to sustain you in this time? And it may be
spiritual, it may be beliefs, it may be nothing to do with that. What we need to, to own that,

and explore that” (Religious participant 6).

Chaplains value the importance of reflecting on and learning from interactions. They seem to

understand that building meaningful relationships requires time and patience.

“So | did a session for fourteen Band Seven’s yesterday from one division and it was huge fun
absolutely love it and it’s just helped them to be reflective, be aware and to engage in all the

usual problems that band sevens have as ward managers” (Religious participant 6).

“[...] looking at what’s around, because you can learn so much from a patient, by what’s

around them without even talking to them” (Religious participant 9).
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One noticeable difference between both chaplaincy groups is that faith-based chaplains can be
recognised through their attire as this shows their religious affiliation, whereas non-religious chaplains
do not have identifiable wardrobe which demonstrates their non-religious beliefs. However, as
highlighted in the quote below, some chaplains think that the belief system should not impact the

relationship-building process and they emphasise our shared humanity.

“And | got onto the ward many times, and it’s really interesting because if there’s a dog collar
| wear different coloured shirts. I've got this because the time of year. | either get, somebody
fall asleep immediately when | walk in or they go it’s alright father, I’'m not religious and I'll
take my dog collar off and I'll go, do you know what? Sometimes I’'m not either. And we start
to build up a bit of the rapport. We have a laugh and a chat and over the years, so many
people have said to me. If you was my vicar, I'd go to church. And | think that says a lot. It
really does. And | think that’s to the detriment to to the priests and potentially the training of
the church. Because at the end of it, I'm just a human being like everybody else” (Religious

participant 9).

This subtheme offers an understanding of the chaplain-service user relationship, underscoring the
role of communication, the significance of clear role boundaries of other support services, the focus
on emotional well-being, the power of giving full attention and presence, the adaptability to context,
and the continuous journey of reflection and learning and building trust with the person they’re

supporting.

Sub-Theme 2 Chaplaincy versus other support services
Exploring the landscape of support services within healthcare, the similarities and distinctions

between chaplaincy and other support services, particularly counselling, shed light on their unique

contributions and roles.

Chaplains emphasise a patient-centred approach, valuing active listening and addressing issues that
are important to the individual. In these ways, they view counselling, chaplaincy, and other caring

professions as having similarities.

“So for me, counselling skills is crucial and | think anybody in any kind of caring profession,
would be that the bereavement officers who work in the mortuary or chaplains or even
nurses or people who have to break bad news, consultants should have some training in
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counselling skills because ultimately counselling skills is about good listening, good
responding and understanding how people’s emotions work. That’s how | would see

counselling skills, at a basic level” (Non-religious participant 17).

“And there are lots of similarities and maybe on the surface at times they can look almost
indiscernible. Um, | think the similarities are that we’re listening to people, um, that where
we have a patient-centred approach to how we connect with people and that we’re talking
about stuff which maybe isn’t just their physical condition, you know, what | mean, whatever
it is that they’re in hospital for, we’re not talking about operations or medicine or whatever.
We're talking about family, you know, home, love, whatever, whatever is important to them.

So those are similarities, | guess” (Religious participant 4).

While commonalities exist, chaplaincy stands apart with its unique attributes. It often assumes a more

informal, unstructured, and flexible stance compared to traditional counselling.

“Well, | think, as I've already said, the sort of the flexibility and openness of chaplaincy is is
this is a very different feel to it than than a counselling relationship which which feels more
clinical and more medicalised, more professionalised, less personal, more impersonal, by, by
definition really. So | think that that that nature of that of the personal relationship is really
central in chaplaincy, in that that you're being who you are and you are encountering

somebody else as they really are” (Religious participant 8)

Chaplains mention that they tailor their interactions based on immediate needs rather than pre-
scheduled appointments, aiming to be fully present with individuals without imposing an agenda of

fixing or altering their emotional state.

“I think where our role differs is that it’s less formal and structured and boundaried than
traditional kind of counselling, psychotherapy, whatever you know. So we don’t pre-book
appointments in advance and then give a patient 50 minutes and then leave we’ll see patients
as and when they need to be seen for as long as they need to be seen for, within reason. Um,
and | guess with counselling or therapy... | bet, | mean, | bet if there’s a counsellor here with
us, they might disagree with this but my my feeling is my instinct is that those are professions
which are trying to get a person from A to B. You know, you’re you're depressed, and we
want to move you to a place where you’re not depressed anymore. Whereas | feel like my
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role as a chaplain isn’t to get anyone anywhere, it’s just to be with them where they are”

(Religious participant 4).

“I'm very clear it’s nothing to do with counselling because counselling has an agenda. And in
chaplaincy, | don’t think we have any agenda and or it has a time frame, or it has some rules.
And | think this is it’s an open space for the person to bring what they want to bring. And for
us then in that moment, in that time space, because most people are only in hospital for a
day or two to. To bring clarity or comfort or help with move people along with reflection.
That's it. And | don’t think we’re doing anything more ambitious than that. And | think it is
very much in the moment it’s, it’s not got a plan ahead of it, it’s not got an output or an

outcome (Non-religious participant 14).

The chaplaincy groups may differ in how they lead faith- and belief-related discussions and rituals.
Faith-based chaplains appear to emphasise the importance of faith-related discussions and in
particular religious rituals, whereas non-religious chaplains do not, but may focus on non-religious

alternatives.

“Yeah, but there is a difference between be willing to respond to when they ask you in
whatever background, the faith or whatever and be ready to respond and go as an expert of
your own faith and administer rituals and so on. There is a difference of there, there is a
defining line there. You would be in a specific role as a faith leader in one case of the other,
and as a multi-faith, a spiritual carer. You operate at a level which is slightly different, ready to
step in to the religious if requested. But your main area would be the spiritual pastoral care,
which is more than counsellors can do or whatever. It is deep involvement and be ready to be

affected emotionally” (Religious participant 1).

Faith-based as well as non-religious-based chaplains see the importance of collaborating with other
well-being-focused colleagues such as psychologists or counsellors in order to ensure well-rounded
care for all service-users. Chaplains might sometimes collaborate with these colleagues via multi-

disciplinary teams (MDT) so they can ensure comprehensive care for those they care for.

“I worked really closely with a psychologist on the MDT palliative care and would often decide
at the end of something or with the other staff of who’s most appropriate to go and see this
person at that time. But she had, you know, A) she was in less frequently than me and she
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made appointments with people. | mean, she’d still be seeing them at their bedside. But it
wouldn’t be much more, she’d go and chat with them you know, she’d try and say, who,
introduce herself but she would say, I'll come back at two... so she would make specific
appointments with people, it would be more, directive isn’t quite the right word. But it could
be much more goal orientated. And | think | had the opportunity to be much freer and we
would cross refer. You know, she would she would ask someone, Would you like to see my

colleague?” (Non-religious participant 13)

Chaplains must possess the acumen to discern when an individual’s needs extend beyond pastoral
care. This discernment may lead to referrals for formal counselling or specialised services, recognising

that certain situations call for structured counselling or psychological support.

“I think situations that come up where there is some a secondary issue, if | can put it that
way. So I'm with a patient, I'm with a patient and their relative patient is dying, relative is in
pieces and struggling but then it becomes clear that this happens reasonably often. It
becomes clear that there are other issues around this you know, emotional meltdown that
they’re having they’re having. And that might not entirely relate to the fact that their
husband, brother, son is dying. It could be something else entirely. You know, I've
encountered situations where, you know, perhaps there’s been and this is then the relatives
perhaps talking specifically about themselves, not about the patient, but they’re talking about
themselves. And it might be that they would talk about, | don’t know, abuse in the past, you
know, whatever kind it might be that they would talk about. Sort of poor life choices that
have been made, addiction, military service comes up sometimes as well, you know, with old
soldiers, or some of them not so old, if anything like that is identified, you know, | would feel
that apart from a general chat and a conversation and empathetic reaction to what they’re
saying, anything beyond that would then go into the sort of counselling realm” (Religious

participant 10).

An integral aspect of chaplaincy involves understanding the spiritual perspectives of service-users and
addressing spiritual concerns with sensitivity and respect. Chaplains are trained to provide spiritual
care and adapt based on cultural perspectives. This understanding extends to respecting cultural and
religious beliefs while providing pastoral care and keeping in mind potential psychological challenges

while requiring spiritual support.
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“Recent example a, a lady in her fifties, not born in this country, Sikh, was with a diagnosis of
OCD and was becoming more and more obsessed with cleanliness. But in the context of the
need to bathe and wash hair and every inch of body on a daily basis as part of her Sikhism.
Initially the psychologist said, well, you know, let’s get her to see a chaplain. | said, yes, you
wouldn’t get her to see a chaplain if she was washing the floor endlessly. To my.. This is an
expression of her illness, not her faith and belief. So, you know, a a counselling therapeutic
kind of approach, let’s try that in the first instance. If that doesn’t shift it, one will rethink.
Whereas, somebody who had had some very negative experiences within their community of
faith and had got themselves kind of into a situation where this was all God’s fault. We kind of
explored that, that we explored from a spiritual perspective. So, you know, what does God
say about the way that, for instance, we relate to one another? And if that individual didn’t
relate to you in that way. Whose responsibility is that, and that kind of notion of of helping
people to identify the things that they can’t change. They did experience it. Yes, counselling
can help people to reframe that memory but equally by working with somebodies
understanding and sense of their own spirituality moving forwards, they have the opportunity
to change it, to change their experience for themselves within their own control. | do think

that, there’s a huge grey area in the middle” (Religious participant 2).

Non-religious chaplains may emphasise the importance of recognising the limitations of the chaplain’s
role and referring service users to formal counselling or specialised services when necessary. While
faith-based chaplains may recognise these boundaries, they may prioritise addressing spiritual
concerns within their scope of practice. Recognising the limitations inherent to the chaplain’s role and
the need for additional support is essential to maintaining ethical practice. Chaplains must be aware
of their boundaries and seek guidance from other support services when necessary, always mindful of

safeguarding rules and procedures.

“And then if | were to write in the notes, | might write this patient could do would benefit
from formal counselling, in my opinion. It’s always going to be in my opinion, | can’t state it as
a fact. It’s in my opinion that this person may benefit from formal counselling or psychiatric
help, whatever. And of course, obviously the safeguarding rules apply if a patient discloses
something. You have to follow the procedure, you know, that if it doesn’t become
confidential you have to explain to the patient that we’re going to have to say something
about this. Doesn’t happen very often, but it does happen. Does happen” (Non-religious
participant 18)
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While chaplains emphasise the important of recognising the limits to their practice, they feel that

chaplaincy plays a pivotal role in addressing loss and disruptions in individuals’ lives.

“So, | think I think that chaplaincy is about loss, | think and again on all sorts of different
levels. So | think once you're into that territory where people are talking about loss in some
way, | mean, in her case, it’s the loss of her dog, which she can’t see. Then | think you’re
really, and | think that’s when you’re really in the chaplaincy territory, actually” (Non-religious

participant 16).

Despite differences, both counselling and chaplaincy play crucial roles in contributing to the well-
being of individuals. They offer support and companionship in distinct ways, responding to the
multifaceted needs of individuals. Whether it’s navigating through emotional challenges, facing
existential questions, or discussing belief-related matters, the services provided by chaplains and
counsellors are vital in fostering emotional and spiritual health. These interview results deepen our
understanding of the unique role of chaplaincy in the broader landscape of support services. It
highlights the need for varied approaches to caring for individuals, acknowledging the complex

interplay of physical, emotional, and spiritual factors in human health and well-being.

Summary of findings Theme 3 ‘Chaplaincy’s unique selling points’ (USPs)

Theme 3 looks further into ‘Chaplaincy’s unique selling points (USPs)” and they show how chaplains
describe the distinctive chaplaincy-related qualities which are part of holistic healthcare. This theme is
divided into two sub-themes, namely ‘Chaplaincy relationship” and ‘Chaplaincy versus other support

services’.

When exploring the ‘Chaplaincy relationship’, faith-based as well as non-religious-based chaplains
describe the importance of effectively communicating, building trust, and show genuine interest in
the service-users’ stories and experiences. They furthermore show their adaptability in their language
and approach by tailoring and aligning them to individual circumstances and needs. Moreover, both
chaplaincy groups recognise the boundaries of their healthcare chaplaincy roles and they emphasise
that their focus is on providing spiritual and emotional support rather than giving medical advice.
Chaplains additionally prioritise emotional and spiritual well-being whilst some of them hold trauma
awareness. They aim to respect boundaries and actively try to create a judgment-free environment
for service-users to share their feelings and concerns. This theme also showed how chaplains play a
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critical role in assessing and addressing spiritual distress by assisting individuals in navigating
existential questions or crises. Faith-based and non-religious-based chaplains both stress the value of
being fully present and attentive during interactions and they note the importance of being able to

reflect on and learn from these interactions over time.

Regarding the sub-theme ‘Chaplaincy versus other support services’, chaplains highlight patient-
centred approaches, active listening, and addressing issues important to the individual. However,
faith-based chaplains prioritise faith-related discussions and religious rituals, while non-religious
chaplains focus on spiritual and pastoral care. Chaplaincy is distinguished by its informal,
unstructured, and flexible nature compared to traditional counselling, allowing chaplains to tailor
interactions based on immediate needs. Chaplains collaborate with other well-being-focused
colleagues to ensure comprehensive care for service users. Both faith-based and non-religious
chaplains recognise the importance of referring service users to formal counselling or specialised
services when necessary, with faith-based chaplains potentially prioritising addressing spiritual

concerns within their scope of practice.

In summary, chaplaincy offers a unigue blend of emotional, spiritual, and existential support that
complements traditional counselling services, contributing to the holistic well-being of individuals in

healthcare settings.

5.5 Qualitative Insights

The findings from interviews with 22 chaplains allow for a nuanced exploration of chaplaincy’s
multifaceted role within healthcare setting, underscoring the significance and distinctiveness of
chaplaincy in addressing the diverse needs of individuals, while also illuminating its evolving landscape
within the broader context of healthcare support services. Three core themes (with their sub-themes)

were presented.

Experience in healthcare chaplaincy

This theme is accompanied by two sub-themes, namely ‘Starting the chaplaincy journey’ and
‘Navigating the journey of a chaplain in a multi-belief team’.

When both chaplaincy groups start their healthcare chaplaincy journeys, they both share a
commitment to provide support and care to individuals with the desire to contribute to the patient’s
overall well-being. Chaplains who hold different backgrounds can bring a variety of professional and

personal experiences to their roles and this can enrich the chaplaincy field further. There are
170



differences in the chaplaincy groups when looking into their motivations, as faith-based chaplains
often share that they feel a ‘calling’ to the profession, whilst non-religious chaplains may not share
this divine calling. However, both chaplaincy groups experience similar feelings such as feelings of

apprehension, being overwhelmed, and the need to adapt to new environments.

In navigating the chaplaincy journey in a multi-belief team, chaplains face challenges related to
working within multi-faith and belief teams, including conflicts over roles and responsibilities and
concerns about representation and inclusivity. However, positive experiences emerge, such as mutual
respect for colleagues’ beliefs and a commitment to fostering diversity and understanding within the
team. Chaplains reflect on their roles in delivering spiritual and pastoral care, managing teams, and

addressing challenges to clarify the role of chaplaincy within healthcare contexts.

How chaplaincy provides care
This theme explores the multifaceted ways in which chaplains provide support and spiritual care,

branching into two subthemes: ‘Working with diverse service-users’ and ‘Additional chaplaincy tasks’.

In the first sub-theme, chaplains engage with individuals from diverse belief systems, respecting and
accommodating their beliefs while providing support. Both faith-based and non-religious chaplains
explore and understand the importance of individuals’ beliefs, recognising their impact on well-being.
They adapt their practices to meet unique needs while respecting legal and ethical boundaries.
However, faith-based chaplains may draw upon religious teachings for guidance, while non-religious

chaplains focus on secular principles.

In the second sub-theme, chaplains undertake various additional tasks beyond spiritual care. They
manage volunteers, provide ethical guidance, offer trauma and emotional support, deliver education
and training, conduct spiritual services, and foster mindfulness and personal connections. These tasks

highlight the dynamic contributions of chaplains to holistic patient care.

Chaplaincy’s unique selling points (USPs)
This theme examines the distinctive qualities that render chaplaincy an essential facet of holistic
healthcare, divided into two subthemes: ‘Chaplaincy relationship’ and ‘Chaplaincy versus other

support services’.
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In exploring the ‘Chaplaincy relationship’, both faith-based and non-religious chaplains underscore
the importance of effective communication, building trust, and genuine interest in service users’
stories and experiences. They demonstrate adaptability in their language and approach, tailoring
them to align with individual circumstances and needs. Both groups point out the boundaries of their
roles within healthcare settings, emphasising their focus on providing spiritual and emotional support
rather than medical advice. Chaplains also prioritise fostering emotional well-being, showing trauma
awareness, respecting boundaries, and creating a judgment-free environment for service users to
share their feelings and concerns. Additionally, they play a critical role in assessing and addressing
spiritual distress by assisting individuals in navigating existential questions or crises. Both types of

chaplains value being present and to continuously reflect and learn from their interactions.

Regarding the ‘Chaplaincy versus other support services’, chaplains highlight patient-centred
approaches, active listening, and addressing issues important to the individual. Faith-based chaplains
prioritise faith-related discussions and religious rituals, while non-religious chaplains focus on spiritual
and pastoral care. Chaplaincy is distinguished by its informal, unstructured, and flexible nature
compared to traditional counselling, allowing chaplains to tailor interactions based on immediate
needs. Chaplains collaborate with other well-being-focused colleagues to ensure comprehensive care
for service users. Both faith-based and non-religious chaplains recognise the importance of referring
service users to formal counselling or specialised services when necessary, with faith-based chaplains

potentially prioritising addressing spiritual concerns within their scope of practice.

Conclusion

Chaplains in healthcare share a commitment to patient well-being, bringing diverse experiences and
motivations to their roles. Despite differences in motivations and sources of guidance, both faith-
based and non-religious chaplains navigate similar challenges and opportunities in their professional
journeys. They show how they need to be adaptable, have cultural sensitivity, and how they hold a
commitment to patient-centred care in order to enrich the healthcare landscape with their
comprehensive services. Both chaplaincy groups show that healthcare chaplaincy can offer a unique
blend of emotional, spiritual, and existential support that can complement traditional counselling

skills and which can greatly contribute to the holistic well-being of those they care for.

The next chapter, Chapter 6, will build on the previous chapters and delve into a comprehensive
discussion of the survey and interview results and provide concluding thoughts regarding this
research.
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Chapter 6: Discussion and Conclusion

6.1 Introduction

This PhD thesis aims to answer the central question: ‘What is the lived experience of non-religious
healthcare chaplains entering faith-based healthcare chaplaincy teams?’ This central question seeks
to navigate the ever-changing landscape of healthcare chaplaincy where the presence of non-
religious carers in usually faith-based roles is becoming increasingly noticeable. The goal of this study
is to help us learn more about non-religious healthcare chaplaincy by using mixed qualitative methods
and reflexive thematic analysis (RTA). Furthermore, by incorporating the perspectives of faith-based
chaplains into the analytical framework, this research aims to provide a comparative lens and broaden
our holistic understanding of healthcare chaplaincy. Within this expansive scope, a series of sub-

guestions emerged, each probing different facets of chaplaincy experience and practice:

1. What are the non-religious chaplains’ experiences, assumptions, and perceptions within a
faith-based profession?

2. What are the faith-based chaplains’ assumptions and perceptions of the non-religious
working in chaplaincy?

3. The research also examined the following (including any differences in the narratives of faith-

based - and non-religious chaplains):

a. What is the motivation or purpose to work in chaplaincy?
b. How does their worldview underpin their approach in providing chaplaincy support?
c. How do they relate to psychotherapeutic practices in their role as chaplain?

Following the previous chapters, this final chapter sets the stage for unveiling the findings gleaned
from both the online survey and semi-structured interviews and connecting them with current
literature. As previously seen, these insights stem from the online survey engagement of 108
participants, comprising 64 with faith-based backgrounds and 44 identifying as non-religious. In
tandem, the interview results unfurled the methodological scaffolding underpinning semi-structured
interviews, which serve as a complementary avenue for delving deeper into the narratives and lived
experiences of 22 chaplains, ensuring a balanced representation across 11 faith-based and 11 non-

religious backgrounds.
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Drawing from both quantitative and qualitative insights, this study aims to get a comprehensive
understanding of the challenges, triumphs, and unique contributions of chaplains in their endeavour

to provide holistic care.

From the survey chapter, we saw some differences between faith-based and non-religious chaplains,
particularly in employment status, experience levels, and working hours. Yet, amidst these disparities,
a consensus emerges, namely the need to diversify chaplaincy to mirror the pluralism of beliefs in
modern healthcare. While both chaplaincy groups advocate for inclusivity and merit-based
recruitment, nuanced challenges persist, with non-religious chaplains facing heightened scrutiny from

peers and leaders, while faith-based chaplains encounter obstacles from patients and visitors.

The interview chapter delves deeper into the lived experiences and professional journeys of
chaplains, illuminating their motivations, emotional landscapes, and interactions within healthcare
institutions. Through themes such as personal chaplaincy journeys, provision of care to diverse service

users, and chaplaincy’s unigue selling points, we gain insights into the multifaceted role of chaplains.

The overall qualitative data emphasises that both non-religious and faith-based chaplains face unique
challenges that stem from their respective worldviews when working in healthcare chaplaincy teams.
These challenges include articulating moral and ethical principles without a religious framework for
non-religious chaplains, as well as dealing with misconceptions and biases from colleagues and
patients for both groups. The data shows the need for greater understanding and inclusivity within
chaplaincy teams to ensure that all chaplains, regardless of their religious or non-religious
background, can effectively contribute to the holistic care of patients. This demonstrates just how
important it is to have training, open communication, and institutional support in order to bridge the
gaps between different belief systems within healthcare chaplaincy with the aim to foster a more

collaborative and respectful environment for all.

Collectively, all the chapters highlight the crucial role of healthcare chaplaincy in addressing the
holistic needs of people they care for, whilst also recognising and valuing the diverse backgrounds,

experiences, and contributions of all chaplains.

This chapter will look at the results which came from the previous chapters and then go into more
detail about what they mean and how they affect the main and secondary research questions. It shall
at the same time critically evaluate the study’s limitations, chart potential trajectories for future
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research endeavours, discuss a dissemination of research strategy, and culminate in a reflective

synthesis which encapsulates the heart of the PhD thesis journey.

6.2 Quantitative Data Results

The demographic patterns observed in the interview data largely mirrored those seen in the survey
findings. Therefore, this section focuses primarily on the quantitative survey data, which provides a
broader overview of trends across a larger sample. While the interview sample was smaller, the
similarities in demographic characteristics - particularly between faith-based and non-religious
participants - support the validity of focusing on the survey data to explore these trends in more
depth.

When we look into the demographics of the interviewees, it shows that most faith-based chaplains
identify as ‘Christian’, whilst the predominant identification among non-religious chaplains is
‘humanist’. This trend is echoed in the quantitative survey data where over half of non-religious
survey participants identified specifically as ‘humanist’ (24 of 44), and others included terms such as
‘agnostic humanist’ or ‘non-religious humanist’. This dominant self-identification suggests that the
humanist philosophical framework plays a central role in the practice and understanding of non-
religious chaplaincy in the UK.

However, it is important to note that there is currently no published data that systematically
examines the worldviews of accredited non-religious chaplains across the UK, nor comparative
literature that explores these patterns in detail. While some indicative data may exist within
accrediting bodies such as the NRPSN, this has not been formally analysed or made public. As such,
this study provides one of the first explorations into how non-religious chaplains self-identify, helping
to highlight an important gap in the literature that could inform future training, recruitment, and

chaplaincy team development.

The analysis of online survey responses on employment status uncovers a pronounced divergence
between faith-based and non-religious chaplains. A significant majority, 97%, of faith-based chaplains
are in paid positions, contrasting sharply with the 24% of non-religious chaplains who engage in paid
work. Interviews further corroborate this finding, revealing that most faith-based chaplains occupy
paid or managerial roles, emphasising their influential positions within healthcare chaplaincy teams.
Specifically, in the interview sample, 27% of faith-based chaplains serve as the head of chaplaincy,
with another 27% in lead or managerial positions. Meanwhile, none of the non-religious chaplains

report holding a head of chaplaincy role, and only 9% are in lead or managerial positions. The trend
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towards volunteer work is most pronounced among non-religious chaplains, with 64% serving in such
roles, compared to only 9% of their faith-based counterparts.

This echoes broader patterns noted in the limited available literature. Humanists UK (2020) reported
a gradual growth in paid posts for non-religious pastoral carers within the NHS, but also highlighted
that many such roles remain voluntary or part-time. Academic research supports this, noting that
faith-based chaplains tend to occupy the majority of paid roles, while non-religious chaplains - despite
growing in number - are still establishing themselves within formal healthcare structures (Savage,
2019).

As non-religious individuals gain longer tenure in healthcare chaplaincy, often starting with volunteer
positions, they accumulate valuable experience and expertise. Over time, this may increase their
visibility and acceptance within chaplaincy teams and lead to more opportunities for paid
employment — a shift that has been cautiously noted but not yet widely studied (Humanists UK,
2020).

Furthermore, as the visibility of non-religious healthcare chaplains increases, this can contribute to a
greater acceptance and understanding of their roles amongst other healthcare professionals and the
broader healthcare community. If this leads to increasing acceptance of non-religious-based
chaplains, this can then help again the facilitation of recruiting the non-religious into salaried
healthcare chaplaincy roles if their contributions and impact become more widely recognised and
valued.

Overall, the shift towards paid roles in healthcare chaplaincy, coupled with the growing presence of
non-religious individuals in the field, flags the evolving nature of healthcare chaplaincy services and
additionally the importance of diversity and inclusivity in ensuring the service can include spiritual and
emotional needs which align with all patients, families, and staff.

The online survey results show a distinct trend in tenure length among chaplains, with faith-based
chaplains typically serving longer periods than their non-religious colleagues. The majority of faith-
based chaplains reported tenures between 5-10 years, which when compared to non-religious
chaplains, commonly reported serving between 2-5 years. It was notable that none of the faith-based
chaplains reported having tenures of less than a year, which contrasts to 18% of the non-religious
chaplains in this category. Additionally, while 27% of faith-based chaplains have served for more than
10 years, and 9% longer than 15 years, none of the non-religious chaplains have reported such long
tenures. This pattern is expected since the historically dominant role of faith-based (particularly
Christian) chaplaincy since the inception of the NHS. The relatively recent rise of non-religious
chaplaincy in the UK does account for the absence of non-religious chaplains with tenures exceeding
10 years and therefore, holding a greater presence in the 2—5-year tenure bracket. However, as faith-
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based chaplains with longer tenures eventually will end their service within the next several years,
more positions are expected to become available. This can present an opportunity for individuals of
any faith or belief, including non-religious chaplains, to fill these vacancies.

As time progresses, more non-religious chaplains, whether in voluntary or salaried positions, will be
able to gain further experience and longer tenures. This experience they’ll gain will place them in a
better position to apply for roles that become available due to turnover in the chaplaincy workforce.
As a consequence, the increasing presence of non-religious chaplains in healthcare settings, coupled
with the anticipated vacancies created by retiring faith-based chaplain can lead to a more diverse and

inclusive chaplaincy workforce in the future which represent societal changes.

When looking into the analysis of the online survey data, it also suggests differences in weekly
working hours between faith-based and non-religious chaplains. Faith-based chaplains frequently
work full-time or extended hours, whereas non-religious chaplains tend to have part-time
engagements or roles with limited hours. While these roles may not be preferred, it does reflect the
current availability of opportunities within the field. However, these trends may shift in the
foreseeable future as non-religious chaplains gain more experience in the field to be able to
demonstrate their knowledge and previous work and when more opportunities arise within salaried
positions.

The online survey’s quantitative analysis also explored six statements which asked about the
diversification of chaplaincy roles and in which the perspectives of faith-based and non-religious
chaplains were compared. By consolidating responses on a 5-point scale into agree, disagree, and
neither categories, a clearer picture emerged regarding overall agreement trends among chaplains on
various statements.

The findings revealed significant consensus among both faith-based and non-religious chaplains on
the importance of diversifying chaplaincy teams to reflect a range of beliefs, including non-religious
worldviews. This shared perspective underscores a broader understanding that chaplaincy services
should be inclusive and representative of the populations they serve. Virtually all respondents; 100%
of non-religious and 90% of faith-based chaplains agreed that chaplaincy should offer support aligned
with the service user’s faith or non-religious background. This highlights a shared belief in the
relevance of chaplaincy for all patients, irrespective of personal beliefs.

These findings are consistent with recent NHS guidance on spiritual and pastoral care, which
advocates for inclusive chaplaincy teams that reflect the belief diversity within society and ensure
equitable access to care for individuals of all faiths and none (NHS England, 2023). Furthermore,
studies have identified the growing role of non-religious and humanist chaplains in healthcare settings
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and the need for chaplaincy services to evolve in response to increasing secularisation and religious
pluralism (Bryant, 2018; Savage, 2015). As Savage (2015) argues, inclusive chaplaincy models can
enhance the therapeutic value of care by ensuring that all individuals feel recognised and supported.
Similarly, Bryant (2018) notes that the inclusion of minority and non-religious perspectives can
contribute to the development of chaplaincy services that are more aligned with NHS values of
equality, diversity, and inclusion. Thus, the consensus among chaplains in this study further validates
the movement toward inclusive and patient-centred chaplaincy and reflects broader professional and
ethical imperatives within healthcare.

These survey findings are also consistent with the qualitative interviews, where both religious and
non-religious participants described the importance of person-centred care that aligns with patients’
spiritual or existential frameworks. For example, a Religious Participant noted the need to move
beyond faith traditions and see spirituality in broader, inclusive terms. This consensus indicates a
shared professional ethic, transcending personal worldview, and emphasising holistic care that meets

the individual needs of service-users.

However, when it came to recruitment practices, the findings revealed greater variability in views
among faith-based chaplains, in contrast to more consensus among non-religious respondents.
Specifically, 84% of non-religious chaplains agreed that recruitment should be merit-based, compared
to 59% of faith-based chaplains. Conversely, only 16% of non-religious chaplains disagreed or were
neutral about merit-based hiring, while this figure rose to 41% among faith-based chaplains. This
disparity suggests that chaplaincy orientation may shape perceptions of fairness in hiring processes.
One possible interpretation is that non-religious chaplains may perceive barriers to recruitment within
NHS chaplaincy structures, which could influence their preference for merit-based practices.
However, while this trend is notable, there is currently a lack of published research exploring how
faith-based and non-religious chaplains perceive recruitment fairness or how these perceptions may
differ. This finding therefore contributes new insight and underscores the need for further empirical

investigation into recruitment equity within multi-belief chaplaincy teams.

The qualitative interviews support these concerns, especially among non-religious participants who
expressed a sense of exclusion or undervaluation within faith-dominated teams. This indicates that
non-religious chaplains may feel that their qualifications and experiences are not equally recognised,
and supports concerns voiced in interviews about barriers to inclusion in salaried or leadership roles.
This finding reinforces the need to ensure equitable recruitment practices across chaplaincy, not just
for ethical alignment but for sustainability of a diverse workforce. While no current literature
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specifically addresses the perceived exclusion or undervaluation of non-religious chaplains within
faith-dominated teams, the qualitative findings in this study provide valuable insights into this gap.
These findings highlight the need for further research and underline the importance of equitable

recognition and opportunity within chaplaincy services

Both groups expressed varied views on the idea that chaplaincy is becoming less tied to religion,
reflecting a sense of uncertainty or mixed perspectives on this trend. Among faith-based chaplains,
42% agreed with the statement, compared to 29% of non-religious chaplains.

On the question of whether chaplaincy should retain its religious affiliation, there was a notable
difference between the groups: a majority of non-religious chaplains (90%) disagreed, supporting a
continued shift away from religious ties. In contrast, faith-based chaplains had a broader range of
responses, with only 25% disagreeing outright and 50% choosing a neutral stance (neither agreeing
nor disagreeing). Therefore, it is clear that the majority of faith-based chaplains did not indicate
agreement on maintaining a religious affiliation for chaplaincy.

That the faith-based chaplains scored a higher percentage could come from potential concerns that
the core values and identity of chaplaincy which are historically rooted in religious practice, may be
diluted if the profession moves too far from its religious origins (Swift, 2014). These chaplains may
believe that maintaining a religious affiliation is essential for preserving the integrity and authenticity

of chaplaincy services.

Moving on to the unfavourable treatment experienced by chaplains, possible differences emerged.
Non-religious chaplains seemed to report higher instances of unfavourable treatment when it
involved their lead/head of chaplaincy and their chaplaincy colleagues, compared to faith-based
chaplains. This suggested that there might be potential challenges or biases faced by some non-
religious chaplains within their professional circles. Interestingly, when looking into the faith-based
chaplains’ results, a higher percentage of them reported unfavourable treatment by other healthcare
staff members compared to non-religious chaplains, which indicates potential biases or
misunderstandings about the role of faith in professional settings and which appears to affect openly
faith-based individuals. Additionally, faith-based chaplains reported higher instances of unfavourable

treatment from patients, other healthcare staff and visitors compared to non-religious chaplains.

The findings on chaplains” unfavourable treatment reveal complex dynamics between religious
identity and professional interactions, which have significant implications for both the practice of
chaplaincy and the broader discourse on religious inclusion in the workplace.
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Firstly, the higher instances of unfavourable treatment reported by non-religious chaplains from their
lead/head of chaplaincy and colleagues suggest a potential bias within professional circles. These
outcomes seem to indicate that non-religious chaplains can face challenges in achieving full
acceptance and recognition within predominantly faith-based healthcare chaplaincy teams. This
unfavourable treatment could stem from underlying assumptions about the nature of chaplaincy
which was traditionally associated with solely religious roles, and the perceived legitimacy of non-
religious chaplains filling these roles. The observed disparity aligns with broader societal patterns
where non-religious individuals often encounter subtle forms of discrimination in religiously affiliated
or religiously dominated settings (Ecklund & Park, 2009). These findings call for further investigation
into the inclusivity of chaplaincy departments, as well as the potential need for more robust policies

to support non-religious chaplains.

Conversely, the finding that faith-based chaplains reported higher instances of unfavourable
treatment from other staff members, patients and visitors compared to non-religious chaplains
suggests a different type of bias at play. This might be indicative of misunderstandings or prejudice
against overt expressions of faith within professional environments, where secularism or religious
neutrality is often expected or valued (Cadge & Sigalow, 2013). In these cases, openly faith-based
chaplains may encounter resistance or discomfort from colleagues who view their religious identity as
incongruent with professional or workplace norms. This result highlights the need for educational
efforts to promote religious literacy among staff, fostering a more inclusive environment where faith-

based professionals can express their religious identity without fear of discrimination.

Furthermore, the higher instances of unfavourable treatment from patients and visitors reported by
faith-based chaplains, compared to their non-religious counterparts, point to possible biases or
discomfort with overt religious expression in healthcare settings. Patients and visitors may harbour
preconceived notions or biases about certain religions, influencing their interactions with chaplains
who visibly embody these religious identities. This dynamic may reflect broader societal trends where
visible religious identity can sometimes be a source of prejudice or discomfort in pluralistic societies
(Cadge, 2012). These results suggest that healthcare institutions might need to come up with ways to
teach patients and visitors about the role of chaplains, focusing on how supportive and non-

proselytising their work is, in order to reduce these negative interactions.
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Therefore, in summary, the findings show the importance of addressing both overt and subtle biases
within the chaplaincy profession. The different treatment which was experienced by the non-religious
as well as the faith-based chaplains suggests that chaplaincy departments, as well as the broader
healthcare or institutional settings in which they operate, should actively work together to create
inclusive environments that respects and accommodates diverse religious and non-religious identities.
Future research could therefore focus on developing and testing interventions which are specifically
designed to reduce biases and promote equality within chaplaincy teams, as well as among the
broader staff and patient populations they serve. However, it’s important to note that the majority of
chaplains did not experience unfavourable treatment, and both faith-based and non-religious
participants overall had fairly similar perceptions about the importance of diversification, suggesting a

shared commitment to fostering an inclusive environment.

6.3 Results from Reflexive Thematic Analysis of Online Survey and Interview Data

In the forthcoming section, | shall delve into the findings from the reflexive thematic analysis drawn
from both online survey responses and interview narratives. This endeavour will involve a cross-
referencing of the findings from these data sets to unearth insights into the chaplains’ experiences
and perspectives. My interpretation of the data will be interlaced throughout this analysis with the
aim to provide a further understanding of the research findings within the context of my research.
The overall emphasis shall be on discerning the similarities and differences between faith-based and
non-religious chaplains as this comparison is important for ascertaining the lived experiences of non-
religious chaplains as they integrate into traditionally faith-based healthcare chaplaincy teams.
Through this analysis, | aim to shed light on the dynamics and challenges faced by non-religious
chaplains, contributing valuable insights to the discourse on chaplaincy in healthcare environments

more broadly.

It is noteworthy to mention that the survey chapter reports a mix of positive and negative
experiences, but there is a stronger emphasis on the challenges faced by chaplains, particularly
regarding unfavourable treatment based on religious or non-religious affiliation. The data suggest that
faith-based chaplains experience more negative interactions with patients and visitors, while non-
religious chaplains face more challenges from within their professional circles. Whereas, the interview
chapter, while also acknowledging challenges, provides a more balanced view, with detailed accounts

of both positive experiences and difficulties. It emphasises the personal and professional growth of
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chaplains, highlighting their adaptability and the meaningful impact of their work despite the

challenges.

These differences may have emerged as a result of the interviews that were built unto the survey. The
survey lacked the opportunity to pose follow-up questions, and while it discussed broad topics like
professional identity, the role within organisational frameworks, the unique selling points (USPs) of
chaplaincy, and the perceived differences between faith-based and non-religious chaplains, it lacked
the depth of the interviews. It’s possible that the survey captured the chaplains’ initial reactions
without providing them with the opportunity to reflect on their encounters and how they learned or

grew from them.

When looking at the interview results, they also acknowledge challenges but provide a more balanced
view with detailed accounts of both positive experiences and difficulties. It emphasises the personal
and professional growth of chaplains, highlighting their adaptability and the meaningful impact of
their work despite the challenges. The overtone appears more positive than in the initial survey
phase. In this instance, | believe the interview expands upon the survey results. The semi-structured
nature of the interview allows for the exploration and reflection of the initial challenging encounters

through follow-up questions.

In conclusion, the differences observed between the survey and interview chapters likely stem from
the nature of the data collection methods. The survey, with its limitations in allowing follow-up
questions, captures initial reactions and a broader overview of chaplains’ experiences, which often
highlights challenges without the depth of reflection. On the other hand, the interviews which build
further on the survey results offer a richer exploration of the chaplains’ experiences. The semi-
structured format of the interviews helps facilitate chaplains to reflect deeper on their initial
responses, which can lead to a more nuanced understanding that can balance their negative as well
as positive aspects of their work. This progression from initial reactions to deeper reflections
contributes to the more positive overtone observed in the interview results.

The following section will delve into how these insights address the core research questions, linking

this to the overall RTA findings.

Structure for answering the research questions
This section will be structured by the research questions posed in this research. The decision to
approach the questions in a particular order is driven by a desire to mirror the chaplaincy journey
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itself, starting from the inception of the decision to enter healthcare chaplaincy. This appears to be
the natural progression of chaplains’ motivation to enter the chaplaincy world, whilst they reflect on
their personal and professional roles, their underlying worldview as well as their perception of their

role in relation to other counselling-type services.

When we begin to look at Research Question 3, we shall delve further into the chaplaincy journey and
explore chaplains” motivations and reflections as they embark on their personal journeys into
healthcare chaplaincy. This initial exploration lays the foundation to understand the personal and
professional perspectives of chaplains and it provides insight into them entering the chaplaincy field
as well how they envision their roles within it.

We then looking into Research Questions 2 and 1, which focuses on the perceptions and assumptions
which faith-based chaplains hold towards non-religious-based chaplains and vice versa.

These topics are interconnected, resembling chapters in a narrative, with each layer enriching the
understanding of the other. By looking further into these perceptions and assumptions, the aim is to
gain a deeper understanding of the dynamics at play within chaplaincy teams and how different belief

systems can influence chaplains’ interactions and collaborations.

Lastly, and as part of addressing the main aim of this research of examining the lived experience of
non-religious healthcare chaplains entering faith-based healthcare chaplaincy teams, the attention is
turned to the specific challenges faced by non-religious chaplains as they navigate their entry into a
profession which is mostly dominated by faith-based practices. This exploration will highlight the
unique experiences of non-religious chaplains but additionally show wider issues of inclusivity and

diversity within chaplaincy.

6.3.1 Research Question 3A: What is the Motivation or Purpose to Work in Chaplaincy?

The literature in Chapter 2 shows that chaplains play an important role in healthcare and that
chaplains are driven by their commitment to provide spiritual and emotional support to both patients
and their families. Their work involves includes navigating the often-complex landscape of faith and
belief whilst striving to comprehend a variety of belief, religious and cultural traditions. Various forms
of care, including pastoral, spiritual, and ritualistic care, manifest this dedication by addressing
fundamental issues of identity, meaning, and purpose. Their efforts are grounded in a deep respect
for the diverse spiritual needs of the healthcare community (Jacobs, 2008). This shines through in the

RTA results.
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The motivations driving chaplains to pursue careers in healthcare chaplaincy are complex and
multifaceted and always deeply rooted in both personal and professional circumstances. When
looking into the survey and interview data, the chaplains’ motivations appear to be influenced by a
combination of either faith-based or secular conviction as well as a professional desire to provide

compassionate healthcare.

The RTA findings show here that faith-based and non-religious chaplains share a common motivation
to enter this field, namely that it is driven by a desire to provide emotional and spiritual care in order
to support to patients. However, their experiences may differ when it comes to navigating their faith
and belief-loaded roles within the healthcare system. Faith-based chaplains showed us in the RTA
results that they may face challenges related to integrating religious practices into their care, while
non-religious chaplains may encounter obstacles due to misconceptions about their role in providing
spiritual support without a religious framework.

Linking these RTA results to the academic field, Pesut et al. (2012) acknowledge these challenges, and
they mention how there are difficulties in including and integrating religious practices into care for
faith-based chaplains and overcoming misconceptions for non-religious chaplains. Despite these
challenges, the chaplaincy participants in this research do mention that there is a shared commitment
to holistic healthcare and patient-centred care which highlights the need for continuous learning and

authenticity in their professional development.

Additionally, as previously seen in the literature, Watson (2016) identifies spirituality as a concept that
encompasses both religious and non-religious perspectives, emphasising its connection to
relationships, meaning, and purpose. Additionally, she highlights how spirituality promotes specific
behaviours and practices. Watson advocates for further research into the inclusivity of non-religious

viewpoints to enhance our understanding of the non-religious domain (Watson, 2016).

Emotionally, both groups express a mix of pride in their accomplishments and commitment to their
work within the RTA results, along with feelings of anxiety and uncertainty as they navigate their
professional growth. However, as seen in the RTA results, faith-based chaplains may draw on religious
beliefs and practices to cope with challenges (e.g. that their work is a calling from God), while non-
religious chaplains may rely on personal philosophies and principles.

The literature supports this, highlighting the diversity within the chaplaincy profession through the
distinction in coping mechanisms, which reflects broader trends in how individuals integrate their
personal and professional identities in the context of spiritual care (Pesut et al., 2016).
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Moreover, faith-based chaplains many respond to personal motivations from a faith-framework and
they frequently describe their chaplaincy work in the RTA results as a ‘calling’ from God, in contrast to
non-religious chaplains. Snowden (2021), writes about this in the literature, where he states that non-
religious chaplains are more likely to attribute their motivation to a secular desire to provide support
to others. The RTA results and the literature reveal nuanced understandings of purpose and service
within the chaplaincy community, implying that the drive to serve can originate from both religious

and secular foundations (Nieuwsma et al., 2013; Cadge & Sigalow, 2013).

Within the RTA results, both faith-based and non-religious chaplains highlight the importance of
respect, trust, and communication within chaplaincy teams. They recognise the value of collaboration
across diverse faith backgrounds and the need for continuous learning and authenticity in their
professional development. This emphasis on interdisciplinary collaboration and professional growth
resulting from the RTA findings is supported by literature that underscores the evolving role of
chaplains in healthcare settings. As an example, Cadge and Sigalow (2013) discuss how chaplains
navigate their roles within healthcare teams, employing strategies like neutralising religious language
and code-switching to communicate effectively with patients and staff from various religious and
spiritual backgrounds. Additionally, Pesut et al. (2016) highlights the need for chaplains to engage in
continuous professional development and adapt to the changing landscape of healthcare, which
increasingly recognises the importance of spiritual care. The work of Nieuwsma et al. (2013) further
supports the idea that chaplains must develop strong communication skills and the ability to work
collaboratively with healthcare providers to integrate spiritual care into patient treatment plans

effectively.

The RTA results revealed that chaplains find motivation to perform both religious and non-religious
rites, rituals, and services, in addition to providing individual care. This aspect of their role is seen as
an essential part of their identity and purpose as chaplains. Chaplains also play a crucial role in
working within healthcare institutions. They engage in multidisciplinary collaboration, assess spiritual
healthcare requirements, implement spiritual care activities and ceremonies, and provide support to
staff. They also work with local faith and belief communities, raising awareness of health inequalities
and promoting safe and relevant spiritual healthcare for their communities.

These RTA findings are corroborated by Brady et al. (2021), stating that chaplains significantly
contribute to ethical decision-making, support during end-of-life care, and the overall well-being of
patients, families, and healthcare teams. Their roles as inter-belief and spiritual care providers are
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critical in addressing the spiritual needs of individuals from minority religious and non-religious faiths,

emphasising the value of collaboration and holistic care (Brady et al., 2021).

Moreover, chaplains stated in the RTA results that they are motivated to provide training to other
healthcare professionals about spiritual provision, ensuring that people of all faiths and non-religious
beliefs receive equal spiritual care within healthcare organisations. They also described their
responsibility for raising the profile of spiritual care and promoting its integration into healthcare

services.

However, differences within the RTA results emerge in how the chaplaincy groups navigate faith and
belief requests in their roles. Faith-based chaplains may emphasise their role in delivering spiritual
care rooted in religious beliefs, while non-religious chaplains may focus on providing existential
support without a religious framework.

The differences that came out of the RTA results are reflected in the literature. For example, Cadge
and Sigalow (2013) talk about how chaplains change how they care for people to accommodate the
religious and spiritual diversity of the people they serve. For example, they use strategies like
‘neutralising religious language’ to make their help more accessible to everyone. The RTA results also
show that faith-based chaplains may face problems when it comes to religious diversity and
acceptance. Previous research has also shown how hard it can be to provide spiritual care in a diverse
setting (Pesut et al., 2016). On the other hand, Snowden’s (2021) literature supports the RTA results,
highlighting the challenges non-religious chaplains may encounter due to misconceptions about their
ability to provide meaningful spiritual support. Their approach may not always align with traditionally
religious chaplaincy frameworks. Nieuwsma et al. (2013) wrote more about these dynamics and how
important it is for people from different fields to work together and learn how to better integrate

spiritual care for a wide range of patients.

Despite these differences, both chaplaincy groups share within the RTA results a common
commitment to holistic healthcare and emphasise the importance of patient-centred care, respect for
diversity, and the promotion of inclusivity within their practice. However, the stories of faith-based as
well as the non-religious-based chaplains overall contribute to a richer understanding of the
multifaceted nature of chaplaincy, spotlighting the unique perspectives and challenges faced by each
group emphasising whilst showing their shared dedication to support patients in their spiritual and

emotional well-being.
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The RTA results show that the core motivation to work in healthcare chaplaincy, for faith-based as
well as non-religious-based chaplains, is to support others in particularly vulnerable moments, which
are often experienced in healthcare settings. This dedication is manifested in their desire to offer

comfort, support, and presence to patients and their families during critical times.

When looking at the RTA results, it seems that chaplaincy is more than just providing religious or
spiritual care. Chaplaincy is seen as part of a larger effort to improve people’s overall health by
meeting their emotional, spiritual and existential needs in clinical settings. This purpose for healthcare
chaplains is not only seen as a professional duty but also a personal mission as they experience their

work as a meaningful way to impact lives positively.

The table below demonstrates in a nutshell the outcomes of research questions 3A regarding

chaplains’ motivations and purpose to within chaplaincy.
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Table 11. Summary of the motivation and purpose to work in chaplaincy

Motivation/Outcome

Faith-Based Chaplains

Non-Religious Chaplains

Shared Aspects

Core Desire to Provide
Care

Motivated by a sense
of calling or spiritual
mission; view
chaplaincy as an
extension of religious
beliefs

Driven by secular
principles, focused on
emotional and existential
support without a religious
framework

Strong commitment to
supporting patients’ emotional
and spiritual needs, especially
in times of vulnerability

Influence of Personal
Identity

See work as part of
religious calling; draw
on faith to navigate
challenges

Draw on personal
philosophies; face and
challenge misconceptions
about spiritual care
provided outside religion

Role seen as meaningful and
personally fulfilling; chaplaincy
perceived as a personal
mission, not just a professional
role

Professional and
Personal Fulfilment

Experience chaplaincy
as fulfilling religious
duty; align work with
faith-based values

Find personal satisfaction
in supporting others based
on secular values and
humanist principles

Both groups view chaplaincy as
a means of positively impacting
patients’ lives, gaining personal
fulfilment

Challenges in Inter-
belief Contexts

Face difficulties
integrating religious
practices in diverse
healthcare settings

Challenge traditional
assumptions in spiritual
care; address
misconceptions about non-
religious chaplaincy

Both groups emphasise
respect, sensitivity, and
adaptability to meet diverse
spiritual needs, and neutralise
religious language to
communicate with all service-
users

Coping Mechanisms

Rely on faith and
religious practices as
resilience tools

Draw on secular values and
personal beliefs to cope
with job-related challenges

Both show resilience and
commitment, though methods
of coping differ based on
personal beliefs

Commitment to
Patient-Centred,

See chaplaincy as
service-oriented,

View chaplaincy as secular
service to humanity,

Dedication to holistic, patient-
centred care that respects

Holistic Care aligning with faith- promoting inclusion and diversity and inclusivity
based compassion respect

Professional Engage in learning to Develop skills to overcome | Both value continuous

Development balance faith-based stereotypes and integrate professional growth and

approaches in secular
settings

spiritual care into patient
support without religious
framing

adaptability to evolving
healthcare needs

Ethical and Educational
Role

Serve as ethical
advisors, particularly
in religious and end-
of-life contexts;
educate staff on
spiritual care

Educate healthcare
professionals on inclusive
spiritual care; advocate for
non-religious patient needs

Viewed as crucial in ethical
decision-making, end-of-life
support, and promoting
awareness of spiritual care

Unified Purpose with
Varied Foundations

Spiritual service
rooted in religious
identity

Humanist commitment to
serve based on secular
values

Shared motivation to support
emotional and spiritual well-
being, albeit through differing
belief systems
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In summary, the chaplain’s motivation to work in healthcare chaplaincy is deeply intertwined with
their personal identity and professional goals. It is furthermore driven by a blend of altruistic service
to others, to gain a sense of personal fulfilment as well as to have the unique opportunity to address

the spiritual and emotional aspects of patient care.

6.3.2 Research Question 3B — How does their Worldview Underpin their Approach in
Providing Chaplaincy Support?

This delves into the fundamental question of how chaplains’” worldviews influence their approach to
providing chaplaincy support. It seeks to unravel the intricacies of chaplains’ perspectives on their
roles and how they deliver care to those they serve. Within this question lies a recognition of both
similarities and distinctions among chaplains, shaped by their individual worldviews, and how these

perspectives manifest in their practice.

Central to the exploration is the understanding of the chaplain’s identity and function. This
underscores the nuanced interplay between faith-based and non-religious chaplains, highlighting
both shared attributes and divergent approaches. The literature further expands on this by detailing
how chaplains” work involves a wide range of spiritual and emotional support which is tailored to
meeting the diverse needs of those they care for. Timmins et al. (2018) gives a comprehensive review
of the role of healthcare chaplains where they illustrate the critical importance of healthcare
chaplaincy services in meeting the spiritual and emotional needs of patients. They go on by stating
that it is the chaplain’s role to provide care that respects patients’ diverse spiritual beliefs and
practices. Furthermore, Snowden (2021), and Drummond and Carey (2020) point out the unique
challenges and contributions of chaplains during the COVID-19 pandemic, which is when chaplains
had to put their adaptability skills into practice, but chaplains showed once again the essential nature

of their role in crisis situations.

In examining the similarities resulting from the RTA results, it becomes evident that both groups of
chaplains are expected to embody professionalism. This entails demonstrating core values such as
presence, respect, and empathy, especially in interactions with individuals facing distress. Moreover,
regardless of the chaplains’ beliefs they are characterised by aiming for inclusivity and to embrace
people of all faiths and beliefs. They appear to be committed in providing spiritual, religious and
pastoral care without discriminating on the basis of religious affiliation or non-religious beliefs.

Furthermore, chaplains extend their support beyond patients to encompass staff, families, and
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caregivers, offering guidance on existential matters and nurturing authenticity and effectiveness
among healthcare personnel.

Research by Carey and Cohen (2014) supports these RTA findings by illustrating how chaplains play a
vital role in healthcare teams, bridging the gap between medical care and spiritual well-being, which
underscores their integral role in patient-centred care. Grimell (2021) further builds on the identity
and function of chaplains in secular contexts, and he notes their unique position to facilitate spiritual
care that resonates with people from all kinds of backgrounds. The work of Flannelly et al. (2012)
emphasises furthermore how important it is that chaplains can address the spiritual and emotional
needs of patients and families, which highlights their role in improving overall health outcomes. These
studies collectively affirm the multifaceted contributions of healthcare chaplains as they reflect on the

essential qualities that define their practice across different religious and non-religious landscapes.

The RTA results illuminate the overarching principles guiding chaplaincy practice, emphasising a
shared dedication to professionalism, inclusivity, and holistic care provision. It underscores the pivotal
role of worldview in shaping chaplains’ approaches, while highlighting their collective commitment to
serving diverse individuals within healthcare settings. However, the RTA results also reflect
differences between faith-based and non-religious-based chaplains. Non-religious chaplains seem to
advocate for non-religious care and cater to individuals with non-religious worldviews by providing for

instance ceremonies and educational initiatives specifically tailored to those perspectives.

This distinction is furthermore highlighted in the literature by Cadge (2012), who looks into the
evolving role of chaplains in a pluralistic society. He notes that the presence and significance of non-
religious chaplains in healthcare settings has increased and that they provide support that transcends
traditional religious boundaries as they address the spiritual and existential needs of patients and staff
from a secular or humanistic viewpoint. Additionally, Will (2013) discuss that it is key that chaplains
aim to understand and meet the spiritual needs of individuals who identify as spiritual but not
specifically religious (SBNR), or those who do not align themselves with any particular faith tradition.
This approach therefore requests a broad understanding of spirituality that can include non-religious
dimensions of care. Furthermore, research by Handzo and Koenig (2004) build on this by underlining
the chaplain’s role in adapting spiritual care to meet the diverse needs of patients which includes
those who prefer non-religious support and therefore underscoring the necessity for chaplains to be

flexible and inclusive in their practice.
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The RTA results show that the practice of non-religious chaplaincy mostly revolves around engaging in
emotional and existential-related conversations. Literature shows that a cornerstone of non-religious
chaplaincy is Rogers’ person-centred approach, and which is characterised by empathy, authenticity,
and unconditional positive regard. This approach deeply respects the individual regardless of their
previous actions or past experiences (Mooren, 1999). This underpinning is not solely reserved for
non-religious chaplains, as faith-based chaplains would also subscribe in the RTA findings to holding

person-centred approaches.

Additionally, the results from the surveys and interviews showed the emphasis of non-religious
chaplains on their secular approach to chaplaincy work. This approach to work, devoid from religious
connotations, still encompasses meaning and purpose, but perhaps more from a horizontal
transcendence point of view (Zinevych, 2018). Horizontal transcendence includes the pursuit of
meaning and connection retrieved through creating relationships and gain experiences within the
human and natural world. In contrast, vertical transcendence focuses on connecting with a higher
power or God and emphasises a spiritual relationship that transcends our earthly existence (Zinevych,
2018). The horizontal perspective does not diminish the significance of vertical transcendence for
those who hold a faith, but rather highlights a different approach to finding me aning and purpose in
life without linking this to a higher power. Instead, it offers an alternative viewpoint for people who
find meaning and purpose in the interconnectedness of life and the mysteries of existence, rather
than that they feel the need to seek a direct relationship with a supreme entity (ibid).

Kunneman (2012) explore the concept of transcendence in non-religious contexts further and they
highlight how individuals can experience a sense of connection and meaning by building and engaging
in relationships with others and with the natural world, without necessarily needing to invoke a deity.
This form of transcendence is particularly relevant in the context of non-religious chaplaincy as their
focus is on providing support that aligns with the existential and spiritual needs of those who do not

subscribe to traditional religious frameworks.

Furthermore, Maslow’s (1971) discussion on peak experiences and self-actualisation can offer insight
into how moments of profound connection and realisation can fulfil spiritual needs outside of
organised religion. Pargament’s (1997) work on the psychology of religion and coping contributes to
this discussion as he acknowledges the diverse ways in which people seek and find meaning,
especially when this involves times of crisis or suffering, thereby he validates the role of non-religious

chaplains in their facilitation of horizontal transcendence.
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As shown in the survey results, there is diversity in how chaplains prefer to be addressed. Faith-based
chaplains typically prefer religious titles (e.g., reverend, Christian chaplain), whereas non-religious
chaplains often opt for descriptors such as ‘non-religious chaplain’ or ‘humanist volunteer’. This
variation in preferred titles reflects the broad spectrum of belief systems and practices within the
chaplaincy profession.

Studies by Oppenheimer et al. (2004) and VanderWeele et al. (2017) look into the significance of titles
within the chaplaincy field and they note that the choice of title can certainly influence the
perceptions of chaplains’ roles as well as the accessibility amongst patients and staff in healthcare
settings. These titles serve not only as markers of chaplains’ religious or philosophical orientations but
it also shows patients and healthcare staff the type of support chaplains are able to offer. The work of
Cadge (2012) further explores how non-religious chaplains navigate their identity and role within
traditionally religious chaplaincy frameworks, emphasising the importance of title and language in
communicating their approach to spiritual care. This diversity in titles seen within the RTA results and
discussed in literature underscores the chaplaincy profession’s commitment to inclusivity and the
provision of personalised spiritual care that respects and aligns with individuals’ beliefs and
preferences. However, the use of diverse titles can also lead to confusion among staff and patients,

complicating interactions and understanding.

Both groups of chaplains underscore the importance of holistic care within the RTA results,
delineating between spiritual and religious care and providing guidance and training to healthcare
professionals on spiritual provision. While both faith-based and non-religious chaplains uphold core
principles of professionalism, inclusivity, and support, their approaches differ in terms of worldview,
terminology, and emphasis on certain aspects of their roles, such as rites and rituals. There are
various rites, rituals and services which faith-based as well as non-religious-based chaplains could lead
on, when these are not solely reserved to a particular belief-tradition (e.g. sacrament of the sick and
dying which can only fulfilled by a Catholic Priest). However, non-religious chaplains may focus on
person-centred rituals that are in line with non-religious beliefs, whilst faith-based chaplains may

focus more on established and prescribed religious ceremonies from their faith traditions.

The RTA results show that chaplains must be adaptable to the spiritual and existential needs of those
they support. For instance, in literature, Cadge (2012) explores how non-religious chaplains tailor
their practices to fit the secular or humanistic perspectives of their patients, creating meaningful
ceremonies that do not adhere to traditional religious frameworks. Similarly, other research discusses
the development of person-centred rituals, emphasising their significance in providing comfort and
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meaning to individuals who do not identify with specific religious traditions (Cadge & Sigalow, 2013;
Newitt, 2010; Swift, 2013). The non-religious rituals often focus on universal themes of human
experience, such as love, loss, and the search for meaning, reflecting a broad approach to spirituality
that encompasses a range of human beliefs and values (Humanists UK, 2023). Other work supports
this, indicating the importance of such rituals in facilitating connections among individuals,
communities, and the broader existential questions of life, thereby underscoring the inclusive nature
of chaplaincy services in contemporary pluralistic societies (Kunneman, 2012; Mooren, 1999; Swinton

& Mowat, 2016; Watson, 2016).

The RTA findings delve into the intricate responsibilities and contributions of chaplains in offering
essential support and spiritual care within healthcare environments. Both faith-based and non-
religious chaplains showcase a shared dedication to honouring individual beliefs and delivering
personalised support that respects diverse worldviews. They recognise the impact of beliefs on
individuals” well-being and endeavour to accommodate diverse practices while navigating cultural and
linguistic barriers. Both chaplaincy groups underscore the significance of providing a compassionate
listening presence, offering non-judgmental reflection, and extending emotional support, irrespective
of religious affiliations. However, it’s noteworthy that while faith-based chaplains may integrate
religious teachings and rituals into their care approach, non-religious chaplains prioritise offering
existential support devoid of religious frameworks, although the existential approach is not reserved
to only the non-religious, as faith-based chaplains too discussed this integration in the research
findings.

This distinction is highlighted within literature in the work of Swift (2014), who discusses the
chaplain’s role in bridging the gap between spiritual care and healthcare, emphasising the importance
of sensitivity to individual belief systems. Additionally, Pesut et al. (2016) elaborates on the concept of
inclusivity in chaplaincy, showing how chaplains navigate the complexities of providing care in

pluralistic settings.

As shown in the survey and interview results, both faith-based and non-religious chaplains undertake
a diverse array of responsibilities that extend beyond traditional spiritual care roles. They lead
volunteer teams, offer ethical guidance, provide trauma and emotional support, facilitate educational
initiatives, conduct ceremonies, and promote inclusivity within healthcare environments. While these
duties are commonly shared, faith-based chaplains often engage in religious rituals and ceremonies,
whereas non-religious chaplains may prioritise mindfulness practices and fostering personal
connections.
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The literature further demonstrates this, with Carey and Newell’s 2000 work showcasing the diverse
roles of chaplains in healthcare environments, highlighting their role in ethical decision-making and
providing support during crucial life events. Additionally, Puchalski et al. (2014) discuss the integration
of spirituality into healthcare, highlighting how chaplains of all backgrounds facilitate this process
through education and the promotion of practices such as secular mindfulness, which align with both

religious and non-religious beliefs.

These RTA findings which are backed by literature show the adaptability, cultural sensitivity as well as
the patient-centeredness which is inherent in chaplaincy practices, regardless of the chaplains’ faith-
based or non-religious beliefs. Even if variations arise in the specific methods and rituals, faith-based
as well as non-religious-based chaplains appear to be united in their pursuit of delivering holistic care
that attends to the physical, emotional, and spiritual well-being of all people within healthcare

settings.

The table below summarises the outcomes of research questions 3B regarding how chaplains’

worldview underpin their approach in providing chaplaincy support.
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Table 12. Summary of the chaplain’s worldview underpinning their chaplaincy support

Aspect

Faith-Based Chaplains

Non-Religious Chaplains

Shared Practices

Core Values and
Professionalism

Embody values such as
respect, empathy, and
inclusivity while supporting
religious patients through
faith-aligned care.

Emphasis on secular values of
respect, empathy, and inclusivity.
Provides secular or humanistic
care, respecting non-religious
beliefs, and supporting existential
needs.

Commitment to
professionalism, presence,
and inclusivity. Provides non-
judgmental, compassionate
support to all patients,
families, and healthcare staff.

Approach and
Practices

Draws on religious practices,
teachings, and traditions for
spiritual care, especially
during religious ceremonies
and sacraments (e.g.,
Sacrament of the Sick and

Dying).

Relies on secular approaches,
focusing on existential
conversations and humanistic
connections through ‘horizontal
transcendence’ (connections
based on relationships and life
experiences rather than a higher
power).

Uses empathy and person-

centred approaches to align
care with individual patient
beliefs and needs, fostering
inclusive support.

Inclusivity and
Adaptability

Adapts religious teachings
and practices to meet the
diverse needs of patients,
especially in crisis situations

like the COVID-19 pandemic.

Provides inclusive care with a
focus on non-religious spiritual-
existential needs. Adapts to
secular frameworks, especially in
crisis situations, offering
existential support without
religious connotations.

Demonstrates adaptability in
crisis situations, focusing on
inclusivity and providing
support that aligns with the
patient’s worldview.

Non-Religious
Chaplaincy and
Person-Centred

Provides religious support
aligned with faith-based
values and person-centred

Emphasizes humanistic, person-
centred care, with empathy and
authenticity as core values. Uses

All chaplains use empathy and
person-centred methods.
Approaches are tailored to the

traditions, essential for
patients seeking religious
care.

universal human experiences in a
way that is inclusive of non-
religious beliefs.

Approaches care focused on religious ‘horizontal transcendence’, individual’s unique
beliefs. finding meaning in relationships experiences, with secular and
rather than a higher power. faith-based chaplains both
focusing on compassion and
respect.
Titles and Uses religious titles (e.g., Uses secular titles like ‘Humanist Titles help patients and staff
Identity ‘Reverend’, ‘Christian Chaplain” or ‘Non-Religious understand the chaplain’s
Chaplain’) to communicate Chaplain’ to indicate a non- approach and support,
faith-based orientation, religious orientation, enhancing ensuring clarity and
facilitating accessibility for inclusivity and clarity for non- accessibility across belief
religious patients. religious patients. Titles guide systems.
accessibility and match chaplain
approach to patient needs.
Rituals and Performs religious Creates humanistic or non- Rituals reflect respect for
Spiritual ceremonies and sacraments religious rituals that resonate with | universal themes (e.g., love,
Practices aligned with specific faith secular patients, addressing loss, meaning), providing

comfort to patients from
various backgrounds. Rituals
align with patient preferences.

Holistic Care and
Inclusivity

Integrates religious
teachings and practices into
a holistic support
framework, addressing
spiritual, emotional, and
physical needs. Faith-based
chaplains use rites and
rituals central to their faith.

Emphasizes holistic care from a
secular perspective, ensuring
non-religious patients feel
supported without religious
context. Provides support tailored
to diverse existential needs and
secular practices, reinforcing
inclusivity in healthcare.

Shared dedication to holistic
care, supporting spiritual,

emotional, and physical well-
being, regardless of religious
or non-religious background.
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In short, these research findings show that healthcare chaplains” worldviews are central to how they
deliver their care for people and how they shape their approach to supporting those who need care.
Whilst all chaplains share a commitment to show compassion and respect, faith-based chaplains often
draw on their faith and their faith-practices, whilst non-religious chaplains emphasise humanistic
values and non-religious personalised practices. The differences between the approaches of faith-
based and non-religious-based chaplains are geared towards when they would provide care to
someone likeminded, e.g. some who might have a faith or non-religious beliefs. However, all
chaplains regardless of their beliefs will engage with people in healthcare settings who hold other
beliefs than their own and they are able to provide care to support the person in their own
worldview. This diversity of perspectives only enriches the chaplaincy field as it enables addressing
the varied needs of a pluralistic patient population and reinforcing the chaplains’ role as a vital

component of holistic care.

6.3.3 Research Question 3C: How do they Relate to Psychotherapeutic Practices in their Role
as Chaplain?

Exploring how chaplains relate to psychotherapeutic practices involves distinguishing the unique
selling points (USPs) of chaplaincy and their interaction with traditional support services like
psychotherapy or counselling. This analysis from the survey and interviews highlights both overlaps

and distinct differences in the chaplaincy approach.

As demonstrated in the RTA results, both faith-based and non-religious chaplains prioritise effective
communication, trust-building, and genuine interest in the stories and experiences of service users.
They demonstrate adaptability in their language and approach, tailoring interactions to meet
individual needs. Additionally, chaplains promote emotional well-being; some have received training
in trauma awareness, respect boundaries, and establish judgment-free environments that allow
service users to express their feelings and concerns. They play a critical role in assessing and

addressing spiritual distress, helping individuals navigate existential questions or crises.

The RTA results show that chaplaincy shares foundational skills with psychotherapeutic practices such
as listening, empathy, and non-judgmental support, yet it is distinctly characterised by its spiritual and
religious focus. Chaplains reported how they engage with service users’ worldviews, values, and
beliefs, providing support through rites and rituals, a service typically not offered by other healthcare

professionals. Faith-based chaplains often integrate prayer and religious rituals into their care,

196



aligning spiritual support with their religious beliefs. Conversely, non-religious chaplains emphasise

existential care and secular ceremonies, focusing on support from a non-religious perspective.

This distinction is particularly relevant when looking at literature, given the similarities in the
theoretical approaches that underpin chaplaincy and psychotherapeutic practices. For example, both
chaplaincy and psychotherapy share a commitment to person-centred care, as articulated by Carl
Rogers, which prioritises the individual’s experiences, feelings, and needs (Rogers, 1951). However,
the RTA's results report that chaplaincy’s spiritual focus, whether through religious or secular
existential care, sets it apart. Faith-based chaplains may use prayer or scripture as tools for comfort,
while non-religious chaplains might draw on psychological frameworks or facilitate discussions on
life’s experiences and moral values. Despite these differences, the RTA results report that chaplains,
like psychotherapists, engage in deep listening and empathetic support, although their practice is

often more fluid and less constrained by the structured environments of traditional therapy.

According to the RTA results, chaplains operate with a structural flexibility that enables them to
provide immediate, person-centred care without the constraints of clinical settings. This flexibility is
crucial in healthcare environments, where chaplains can be present for patients in critical moments,
offering support that is responsive to immediate needs. This adaptability contrasts with the more
formal and structured nature of psychotherapy, highlighting chaplaincy’s ability to tailor interactions

based on the unigue and evolving circumstances of each patient.

When looking further into the literature, the relationship between chaplaincy and psychotherapeutic
practices also raises questions about the training and preparation of chaplains. To what extent are
theoretical approaches, such as those used in psychotherapy, covered in chaplaincy training?
Research suggests that while spirituality is not generally a core component of psychotherapy, there is
increasing recognition of its importance in holistic care, and some training programs are beginning to
address these overlaps (Handzo & Koenig, 2004). This integration of psychotherapeutic principles into
chaplaincy practice highlights the blurred lines between the two fields, especially in the context of

providing emotional and existential support.

However, these professions can and often do work together. The RTA results describe chaplains as
part of multidisciplinary teams, highlighting their integrative role in healthcare. They collaborate with
mental health professionals, often referring patients to psychotherapeutic services when necessary,
demonstrating a holistic approach that values both spiritual and psychological well-being. However, in
the RTA results, chaplains state that they uniquely focus on human connection and the spiritual and

emotional well-being of patients, setting them apart from more clinically focused services.
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In the literature this is backed up. Whilst chaplains and psychotherapists both have basic skills in
common, like active listening, empathy, and nonjudgmental support (Maslow, 1968; Rogers, 1951),
chaplains’ focus on spiritual and existential care makes them a unique addition to traditional mental
health services (Cadge, 2012; Rumbold, 2003). The flexible way of working and ad hoc response to
emotional and spiritually distressing situations, emphasises the humanistic and existential nature
which doesn’t refer to rigid therapeutic models (Cooper, 2016; van Deurzen, 2012; van Deurzen and

Kenward, 2005).

As we look deeper into the RTA results, we see that the unigue selling points (USPs) of chaplaincy are
mainly spiritual and existential care, which makes it different from psychotherapeutic practices.
Chaplains engage with service users’ worldviews and beliefs, offering rites, rituals, and existential
reflection that are generally outside the scope of conventional therapy. This spiritual dimension of
care, whether expressed through religious practices or secular humanism, allows chaplains to address

needs that may not be met by traditional mental health services.

This is supported by the research in Swift (2014), which talks about how chaplaincy deals with
spiritual and existential issues, going beyond the psychological focus of regular counselling in many

cases.

However, in order to add some nuance to the discussion about the relationship between spirituality
and psychotherapeutic practices, it is important to acknowledge that while spirituality has not
traditionally been a central component of psychotherapy, there is a growing body of research which
does highlight the integration of spiritual dimensions into their psychotherapeutic practices. As an
example, the research conducted by Pargament (2007) demonstrates that incorporating spiritual
beliefs and practices into therapy can enhance coping mechanisms, especially in times of crisis or
existential distress. In a similar way, Drew and Banks (2019) discuss the therapeutic benefits of
addressing spiritual concerns within psychotherapy as they note that many clients seek therapy not

only to support recover for psychological distress but also for spiritual guidance and support.

Moreover, Richards and Bergin (2005) underline that spirituality can play an important role in the
therapeutic process, particularly when therapists are specifically trained to incorporate clients’
spiritual beliefs into their personalised treatment plans. This perspective aligns well with the
chaplains' holistic approach which integrates spiritual, emotional, and psychological care. The
interplay between spirituality and psychotherapy is further explored by Post and Wade (2009) and
they found that spiritually integrated psychotherapy can lead to better outcomes for clients who see

spirituality as an important aspect of their lives.
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Therefore, while the traditional scope of psychotherapy may focus more narrowly on mental and
emotional health, there is an ever-increasing recognition of the value which spirituality can bring to
therapeutic practices. This evolution appears to reflect a broader trend toward more holistic care and
where the psychological and spiritual dimensions are seen as complementary rather than being at
odds or separate from each other. This shows the unique position of chaplains who, through their
spiritual focus and expertise, can provide care that bridges the gap between the conventional
psychotherapy and spiritual care by offering a more integrated approach to addressing the needs of
service users. If spirituality is part of psychotherapeutic practices, it raises the question around what
remains unique to chaplaincy. However, as seen in the RTA results, the structure of chaplaincy care
which allows such flexibility and a non-medicalised viewpoint, combined with the skills and expertise
to deliver either faith-based or non-religious personalised rites and rituals which are embedded in a

world viewing focus of the chaplaincy profession, remain pertinent.

When looking at the skills of a chaplain, the responses from the story completion task in the online
survey suggest that spiritual care often gains significance towards the conclusion of patient
interactions. Most of the skills demonstrated by chaplains, whether faith-based or non-religious, were
strikingly similar throughout the interactions. It was only towards the end that some differences
emerged, with faith-based chaplains potentially incorporating religious rituals to offer spiritual closure
and comfort to those of similar beliefs. However, it is noteworthy that very few faith-based chaplains
mentioned prayer altogether, highlighting that such differences were subtle and not a dominant
feature of their practice. Conversely, non-religious chaplains focused on existential support and
person-centred care, emphasising humanistic values and the patient's individual autonomy as they

wrapped up their conversations.

The research data highlights key similarities and differences between psychotherapeutic practices and

chaplaincy, which for ease is listed below.

Similarities

1. Integration with psychotherapeutic practices: Chaplains use foundational psychotherapeutic
skills, similar to counsellors and psychotherapists. This includes skills around active listening,
expressing empathy, and providing non-judgmental support. These skills are crucial since they allow

chaplains to build trust with those they care for and facilitate deep, meaningful conversations there

they can focus on their concerns and overall well-being.

2. Role within multidisciplinary teams: Chaplains are important members of healthcare teams as
they often work alongside mental health professionals. They refer service users to psychotherapeutic
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services when necessary, highlighting their role in a comprehensive care framework that values

collaboration and referral to appropriate services based on the patients' needs.

Differences: the unique selling points (USPs) of chaplaincy

1. Spiritual and existential care: Unlike traditional psychotherapists, chaplains specifically engage
with the spiritual and existential dimensions of care, whereas traditional psychotherapists do not. This
includes facilitating rites and rituals, and exploring service users’ worldviews, values, and beliefs,
which are often outside the scope of conventional psychotherapy. While psychotherapy often
concentrates on mental and emotional health from a psychological standpoint, chaplaincy integrates
these aspects with a strong focus on spiritual health. Faith-based chaplains may incorporate prayer

and religious support, whereas non-religious chaplains offer secular, existential support.

2. Flexible and non-medicalised care: Chaplaincy is characterised by its lack of clinical
constraints and medical focus, which allows chaplains to provide immediate and flexible care. This
aspect of chaplaincy enables them to be present in critical moments without the formalities of
appointments or structured treatment plans, offering support as situations naturally unfold.
Therefore, chaplaincy differs from the structured nature of psychotherapy by providing a more
informal and adaptable approach. This allows chaplains to tailor their interactions to the immediate
needs and circumstances of the service users, which can vary greatly from the more standardised

approaches seen in psychotherapy.

The table below shows a summary of the outcomes of research questions 3C regarding how chaplains

relate to psychotherapeutic practices in their role.
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Table 13. Summary of how chaplains relate to psychotherapeutic practices in their role

support to build trust and
engage in meaningful dialogue,
helping address service-users’
emotional and spiritual needs.

(active listening, empathy) to
build rapport and support
clients’ mental and emotional
well-being.

Aspect Chaplains’ Psychotherapists’ Overlap & Unique Aspects
Approach/Contribution Approach/Contribution

Core Skills in Chaplains use active listening, Psychotherapists employ Both chaplaincy and

Common empathy, and non-judgmental similar foundational skills psychotherapy use person-

centred care that prioritises
the individual’s needs and
concerns, though chaplains
add a spiritual dimension.

Multidisciplinary
Collaboration

Chaplains work within healthcare
teams, often referring patients
to psychotherapy when
appropriate, supporting a
comprehensive care model.

Psychotherapists may
collaborate with chaplains or
other care providers but often
work within structured,
scheduled settings.

Chaplains contribute a
holistic element to
healthcare by bridging
spiritual and emotional
needs, adding to the clinical
focus of psychotherapists.

Spiritual and
Existential Focus

Chaplains provide spiritual and
existential care, addressing
worldviews, values, and beliefs.
They may include rites and
rituals (faith-based or secular),
often adapting to service users’
beliefs.

Psychotherapy generally
focuses on psychological
processes and may not
engage deeply with
spirituality unless specifically
trained to do so.

Chaplaincy uniquely
provides rites, rituals, and
spiritual care, addressing
needs beyond conventional
therapy’s scope, and
tailoring support based on
religious or non-religious
beliefs.

Flexibility and
Non-Medicalised
Approach

Chaplains are able to offer
immediate, flexible supportin
moments of crisis without
formalities, adjusting their
approach to the unique needs of
each patient in real-time.

Psychotherapy is structured,
typically bound by
appointments and treatment
plans, following particular
therapeutic models.

Chaplains’ adaptability and
informality allow them to
provide immediate support,
particularly useful in
healthcare, while therapists
work within structured
environments.

Differences
Between Faith-
Based and Non-
Religious
Chaplains

Faith-based chaplains may use
prayer or scripture; however,
this is typically adapted based on
individual comfort. Non-religious
chaplains focus on existential,
humanistic support without
religious context.

Psychotherapists, whether
religious or not, typically
focus on emotional and
mental health without rituals,
though some may incorporate
spiritual discussions if trained.

Faith-based chaplains
support religious rituals,
while non-religious
chaplains offer secular
support. This flexibility
meets the diverse spiritual
and non-religious needs of
patients.

In summary, chaplains reported in the RTA findings that they relate to psychotherapeutic practices by

utilising similar interpersonal skills and collaborating within healthcare teams, yet they distinctly focus

on spiritual and existential support that complements and extends beyond traditional

psychotherapeutic care. This unique blend of skills and focus areas enables chaplains to meet a broad

spectrum of service user needs, making chaplaincy a vital component of holistic healthcare. The role

of chaplains is thus not only supportive but also integrative, ensuring that the spiritual dimensions of

health are addressed alongside the psychological and physical aspects, thereby enhancing the overall

well-being of individuals in healthcare settings.
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6.3.4 Research Questions 2 & 1: What are the Faith-based Chaplains’ Experiences,
Assumptions, and Perceptions of the Non-religious Working in Chaplaincy and Vice Versa?
When exploring the multifaceted landscape of healthcare chaplaincy, it is critical to consider the
interplay of beliefs within multi-faith settings and how these diverse beliefs shape chaplains’

experiences and perceptions.

This section will examine not only the dynamics between faith-based and non-religious chaplains
resulting from the research findings, but also the mutual challenges and commonalities that emerge
in their professional interactions. While focusing on the specific struggles that non-religious chaplains
encounter as they integrate into traditionally faith-based teams, the analysis will also address the
perspectives and sometimes misunderstandings that faith-based chaplains experience regarding their
non-religious colleagues, and vice versa. Additionally, the RTA findings highlighted issues which faith-
based chaplains encountered between other faith-based colleagues, offering a comprehensive view
of the complex interrelationships that define healthcare chaplaincy. This way it makes sure that we
look at how chaplains see each other and handle their jobs in a healthcare setting with a lot of
different types of people, focusing on both the problems and the chances for teamwork that come
with these kinds of settings. Although the research data noted potential issues between faith-based
chaplains of different faiths, this was not the focus of the present research and therefore falls outside

its scope.

The research findings reported on the experiences, similarities, and differences between faith-based
and non-religious-based chaplains in multi-belief settings. It delved into the observations made by

both groups, as well as the challenges and opportunities they encounter in their work environment.

The research results report that both faith-based and non-religious chaplains acknowledge
commonalities in the skills required for their roles, including listening, pastoral care, and exploring
beliefs. They express a commitment to working generically and person-centeredly, regardless of their
own faith or belief tradition. Additionally, both groups see the benefits of having each other as
colleagues, promoting inclusivity, challenging assumptions, and providing diverse perspectives within

the team.

According to the RTA findings, faith-based chaplains highlight differences in their ability to offer
religious care, draw on religious resources, and perceive their work as a calling from God. On the

other hand, non-religious chaplains note differences in their approach due to the absence of religious
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elements, such as prayers or scriptures. Challenges for both groups include operational issues with
scheduling rotas, biases or misunderstandings from colleagues, and concerns from faith-based
chaplains about the ability of the non-religious to provide meaningful support to service-users,
especially to those holding religious convictions..

Swift (2014) explores this contrast in perspectives in the literature by examining the distinct roles and
challenges faced by faith-based and non-religious chaplains within the healthcare system, highlighting
the unique contributions each brings to spiritual care. Additionally, Flannelly et al. (2012) discuss the
operational challenges encountered by chaplains, including the integration of spiritual care within the
broader healthcare team and navigating institutional biases. Cadge (2012) and Sullivan (2010) show
the importance of interfaith dialogue and work since chaplains nowadays engage with colleagues as

well as patients of different faith and belief orientations.

Faith-based chaplains express concerns in the RTA findings about non-religious colleagues’ ability to
provide support without religious elements and their assumptions or prejudices toward religious
beliefs. They also said that they believed that non-religious chaplains might approach care differently
because of their non-religious worldview. They noted that non-religious-based chaplains cannot offer

religious rituals which faith-based chaplains can.

Non-religious chaplains highlight issues in the RTA findings, such as feeling like outsiders in religious-
centred activities and facing unequal treatment or a lack of recognition for their skills and
contributions. This was confirmed by a few faith-based chaplains who shared that they felt that non-
religious-based chaplains added very little value to the team and someone mentioned how they
viewed the non-religious as glorified social workers who couldn’t provide any hope beyond this life.
Some faith-based chaplains felt that non-religious beliefs couldn’t offer the same sense of purpose
and meaning than their religious faith could provide. When faith-based chaplains worked with non-
religious colleagues they highlighted operational challenges related to scheduling rotas and
responding to specific religious requests, particularly when this was for out-of-hours or on-call
provision. They mentioned concerns about how non-religious chaplains would handle requests for
religious ceremonies or prayers.

While some chaplains reported in the RTA findings receiving allyship and support from colleagues of
different beliefs, others noted a lack of understanding or acceptance within the team. This disparity in
experiences underscores the complexities of navigating diverse worldviews within a professional

context.
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In terms of related literature, Cadge and Sigalow’s (2013) study looks into these dynamics by looking
at how chaplains from different backgrounds work together and interact in healthcare settings. It
shows both the difficulties and chances for understanding and helping people of different faiths and
beliefs.

Additionally, VanderWeele et al. (2017) explores the implications of religious and non-religious
identity in healthcare and they focus on how holding different spiritual orientations can impact
professional relationships and ultimately the patient care. The work of Lawton et al. (2023) provides
some insights into the experiences of non-religious chaplains regarding their efforts to gain
acceptance and how they aim to validate their role in providing spiritual care in predominantly
religious environments. These studies collectively show the nuanced nature of chaplaincy work and it
furthermore emphasises the importance of fostering an inclusive and respectful professional

environment which values the contributions of all chaplains regardless of their faith or beliefs.

The survey findings underlined the importance of respecting and understanding their colleagues’
beliefs. It was interesting to see that both chaplains often spoke about the importance of acceptance
and mutual respect when it came to being part of diverse chaplaincy teams, whilst both chaplaincy
groups also highlighted instances of feeling excluded or misunderstood by their colleagues. Some
faith-based chaplains raised questions about the training and qualifications of non-religious chaplains,
suggesting that the non-religious had less appropriate training compared to their faith-based
counterparts. They therefore felt that non-religious chaplains needed to catch up in gaining
chaplaincy experience via on-the-job training. Faith-based chaplains additionally mentioned some
negative experiences with their non-religious colleagues who they felt were trying to proselytise
atheism or undermine religious traditions.

They continued by sharing that some non-religious colleagues had negative assumptions about faith-
based chaplains, which included the assumption that all faith-based chaplains are homophobic, which
led to growing concerns about assumptions that are made by their non-religious colleagues. A further
assumption was that faith-based chaplains always had an agenda or were trying to convert people to
their faith. The faith-based chaplains expressed that these assumptions were unhelpful and they
sometimes felt that they were treated unequally in comparison to their non-religious colleagues. They
furthermore shared that their religious worldview was sometimes not truly respected or valued by
non-religious colleagues and this led to feeling frustrated and lonely. Despite these differences, both
chaplaincy groups did acknowledge the challenges of promoting inclusivity and fostering

understanding among colleagues who hold diverse worldviews.
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However, RTA findings from the interviews also show that when faith-based chaplains collaborate and
converse with non-religious colleagues as well as observe their commitment to compassionate care,
that often their perceptions shift. Many faith-based chaplains appear to grow to appreciate the
unigue perspectives and contributions that non-religious chaplains bring to the team. Similarly, non-
religious chaplains seem to change their views as a result of directly working with faith-based
colleagues. Within the literature, an emphasis on dialogue reflects Cadge’s (2012) research findings
on the value of transparent conversations about faith and belief systems among chaplains, noting
how such exchanges can foster mutual respect and understanding in diverse chaplaincy teams (ibid).
This evolution in chaplains” understanding shows the potential for mutual respect and collaboration
within diverse healthcare chaplaincy teams and which hopefully can enrich the experiences of both

faith-based and non-religious-based chaplains.

From the RTA results, faith-based as well as non-religious-based chaplains show a shared
commitment to providing person-centred care and where they prioritise the individual needs of
service-users over religious or non-religious beliefs. Both chaplaincy groups underline the importance
of having cultural sensitivity and understanding in their approach to chaplaincy care. They additionally
recognise common values and shared goals and see these as unifying factors amongst chaplains.
Additionally, they discussed the importance of open discussions about personal beliefs in chaplaincy
settings, despite facing challenges with job advertisements and personal identity.

Cragun et al. (2015) and Savage (2019) address the problem of job ads in chaplaincy and how the
language used can sometimes unintentionally show bias or exclusivity, which could affect how diverse

and welcoming chaplaincy services are.

The RTA results show that the dynamic interplay of beliefs within multi-faith and belief healthcare
settings significantly shapes the experiences and perceptions of both faith-based and non-religious
chaplains. This exploration seeks to understand not only the mutual challenges and commonalities
between these groups but also the specific perspectives and occasional misunderstandings that arise
in their professional interactions. The issues which are touched upon in the text above are for ease

summarised below.

Faith-based chaplains’ perceptions of non-religious chaplains

1. Challenges in understanding non-religious approaches: Some faith-based chaplains express
their concerns about how the non-religious chaplains train for their roles as well as their ability to
provide spiritual support due to their lack of religious embedding which then excludes the offer to
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service-users of religious rites and rituals such as prayers or scriptures. There’s a perception that non-
religious chaplains rely entirely on secular and human-centred approaches and not fully address the
spiritual and religious dimensions of all patients.

2. Operational challenges: Issues such as rotas for out-of-hours and on-call chaplaincy provisions
in accommodating religious requests are noted. The worry is expressed for especially during on-call
duties where non-religious chaplains might need to facilitate religious ceremonies and the concern
that they’re unable to provide this care.

3. Assumptions and misunderstandings: Faith-based chaplains sometimes feel that their non-
religious counterparts hold particular assumptions about their religious practices or intentions which

can potentially lead to misconceptions about proselytising or exclusivity in spiritual care.

Non-religious chaplains’ perceptions of faith-based chaplains

1. Feeling like outsiders: Non-religious chaplains sometimes feel marginalised, especially in
religious-centred activities which can lead to feeling excluded and not recognised for their
contributions.

2. Challenges in mutual understanding: Non-religious chaplains note instances where their faith-
based colleagues may underestimate their ability to provide meaningful spiritual care, especially
when it involves hope or purpose beyond this life.

3. Concerns over bias and inequality: Some non-religious chaplains experience unequal
treatment compared to their faith-based counterparts, along with negative assumptions about their

worldview, particularly regarding sensitive issues like morality or ethics.

Mutual respect and collaboration

Despite some negative perceptions and challenges, both faith-based and non-religious chaplains
report instances of positive interactions and support from colleagues of different beliefs. Over time,
as chaplains collaborate and gain more exposure to each other’s approaches, feelings often evolve.
Faith-based chaplains recognise the listening skills, pastoral care abilities, and person-centred
approaches of their non-religious colleagues. They acknowledge the commitment to inclusivity and
the different perspectives that non-religious chaplains bring to the team. Additionally, faith-based
chaplains come to appreciate the unique contributions of non-religious chaplains, and vice versa,
through dialogue and daily interactions with one another. This can help reduce misunderstandings
and build a foundation for mutual respect, highlighting the collaborative potential within chaplaincy

teams.
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The table below summarises the outcomes of research questions 2 and 1 regarding chaplains’

experiences, assumptions and perceptions of each other.
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Table 14. Summary of the chaplains’ experiences, assumptions and perceptions of each other

Aspect

Faith-Based Chaplains’
Perceptions

Non-Religious Chaplains’

Perceptions

Shared Challenges, Values, and
Mutual Respect

Understanding Non-

Concern about non-religious

Feel marginalised in

Both groups share a

handle religious requests
during on-call or out-of-
hours coverage. Faith-based
chaplains are concerned
about potential gaps in
religious support.

Religious chaplains’ ability to provide religious-centred commitment to person-centred
Approaches spiritual support without activities and believe care, prioritising the needs of
religious elements (e.g., their contributions are patients above personal beliefs.
prayers, scripture) and undervalued in a faith- Chaplains focus on cultural
perceived limitations of based environment. sensitivity and effective
secular approachesin listening.
addressing spiritual needs.
Operational Worries about how non- Report feeling Both face scheduling and rota
Challenges religious chaplains will undervalued by some issues and work collaboratively

faith-based colleagues
who question their
ability to provide
meaningful spiritual
support, especially
regarding hope and
purpose beyond this life.

to handle operational logistics,
showing commitment to team-
based solutions despite belief
differences.

Assumptions and
Misunderstandings

Some faith-based chaplains
feel non-religious colleagues
assume they may have an
agenda or may be inclined
to proselytise. They report
frustration over being
misunderstood or
misrepresented.

Report unequal
treatment and
assumptions about their
ethics or moral
perspectives (e.g.,
lacking in moral
grounding) from faith-
based colleagues, which
creates additional
barriers to team
cohesion and
acceptance.

Through time and interaction,
respect often grows. Faith-
based chaplains recognise the
pastoral support skills of non-
religious colleagues, and non-
religious chaplains appreciate
the dedication and care faith-
based chaplains bring, helping
to reduce misunderstandings
and foster teamwork.

Commitment to
Inclusivity

Appreciate inclusivity within
the team but feel that
misunderstandings may
prevent full mutual respect,
leading to feelings of
frustration.

Note issues in mutual
understanding and
recognition, and feel
they are sometimes
viewed as, for example,
‘glorified social workers’
by some faith-based
chaplains.

Both groups value inclusivity
and aim to support each other’s
approaches to chaplaincy care,
seeing person-centred values
and cultural sensitivity as
unifying factors.

Mutual Respect and
Collaboration
Potential

As faith-based chaplains
work with non-religious
colleagues, they grow to
appreciate the unique
perspectives and
commitment to care non-
religious chaplains offer,
helping foster a
collaborative environment.

Over time, non-religious
chaplains also see faith-
based colleagues as
committed,
compassionate
professionals, which
reduces biases and
builds mutual respect.

Interactions and dialogue
gradually shift perceptions for
both groups, fostering respect
and appreciation. Literature
suggests transparent
conversations promote
inclusivity, helping chaplaincy
teams to deliver richer patient
care and greater professional
satisfaction for all chaplains.
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6.4. Specific Challenges Facing Non-religious Chaplains: Conclusions and Implications

for Practice.

While acknowledging the challenges and experiences faced by faith-based chaplains and the
importance of including this group in understanding the broader context of chaplaincy dynamics in
multi-faith and belief teams, the central focus in this research is on the lived experiences of non-
religious chaplains. This approach allows for an in-depth exploration of their specific challenges and

contributions within traditionally faith-based healthcare chaplaincy teams.

It is clear that non-religious healthcare chaplains’ lived experiences entering faith-based chaplaincy
teams are complex and shaped by a multitude of factors. This section aims to draw conclusions that
primarily focus on this group, highlighting the unique challenges they face to be able to suggest
directions for future research to better understand and support their integration and effectiveness

within these teams.

The RTA results show that non-religious chaplains may face societal expectations and recruitment
difficulties, advocating for the recognition of non-religious support and the importance of addressing
inner needs from a secular perspective. Some feel unequally treated or excluded from chaplaincy
roles that require religious elements, while some faith-based colleagues view them with suspicion or
scepticism. This feeling of being unequally treated is further compounded by the fact that many non-
religious chaplains serve in voluntary roles rather than salaried positions, which can exacerbate

feelings of being undervalued or overlooked within the chaplaincy profession.

There is a need for advocacy to promote the value of chaplaincy from a non-religious standpoint, but
chaplains remain optimistic about evolving models of chaplaincy that emphasise diversity and
inclusion. Several aspects emerge from the research results regarding the real-life experiences of non-

religious chaplains:

Employment status and leadership roles

Non-religious chaplains often occupy volunteer positions in contrast to their faith-based counterparts,
who predominantly hold paid roles. Additionally, faith-based chaplains frequently assume leadership
positions and enjoy longer tenures. Therefore, there remains a need to address the issue of equitable
access to paid positions and ensure that job postings are inclusive of individuals with non-religious

beliefs. Furthermore, efforts are required to educate faith-based chaplains who may feel
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apprehensive about certain daily tasks, such as managing on-call schedules, especially when working
alongside non-faith-based colleagues. Moreover, it is essential to be open-minded and willing to take
a chance on this matter. The prevailing perception that all on-call referrals are predominantly from a
Christian faith-based background may persist among referring individuals, such as staff, who may not
be aware of alternative options. Consequently, they may default to seeking Christian support in
urgent situations. However, it is crucial to acknowledge that the chaplain on call may not always
adhere to the same faith as the individual seeking support. Just as a Christian chaplain may need to
respond to an urgent request from a Muslim individual in the absence of an Imam, chaplains of
various backgrounds must be prepared to provide assistance regardless of their personal beliefs. It
involves striking a balance between the expectations of both staff and service-users regarding the
composition of the team and the support they can anticipate. There is a pressing need for
comprehensive training for leaders and heads of services on how to effectively manage on-call staff.
Additionally, there is a significant need for this training within existing teams, where there is

sometimes a reluctance to function collaboratively and generically.

Motivations and purposes

Faith-based as well as non-religious-based chaplains appear to share a common goal of providing
spiritual and emotional support to all they support. However, faith-based chaplains often perceive
their chaplaincy work as a calling from God, whereas non-religious chaplains are motivated by secular
reasons which do not involve God. While this disparity was anticipated, it does not imply that faith-
based chaplains are incapable of offering existential support. Also, chaplains who aren’t religious can
help with religious care by putting people in touch with local faith leaders or coworkers who are
willing to talk about God with the people they care for as part of spiritual and existential care. They
can mutually benefit from each other’s primary focuses, namely religious rites and rituals or
existential exploration. By providing training and shadowing opportunities for both faith-based and
non-religious colleagues, we can enhance the chaplaincy profession’s ability to address cases where a
faith-based chaplain may struggle to engage without religious context or where there are specific
religious needs. Through observing their faith-based colleagues, non-religious chaplains can gain
insights into how conversations can better support individuals with religious needs, thereby fostering

a deeper understanding within the profession.

Approaches to support
This research underscores the efforts of both faith-based and non-religious chaplains to bridge the
gaps between religious and secular ethics, developing a nuanced secular approach to spiritual care
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that is inclusive of diverse worldviews. The story completion task responses in the online survey
indicate that religious care tends to become most relevant towards the end of patient interactions,
showecasing a strategic integration of spiritual elements when they are most likely to resonate and
provide comfort. Faith-based chaplains may conclude conversations by incorporating religious rituals,
which can provide spiritual closure and comfort to those sharing similar beliefs. In contrast, non-
religious chaplains focus on existential support and person-centred care, emphasising humanistic

principles and individual autonomy at the conversation’s close.

Both groups of chaplains demonstrate a commitment to inclusivity, ensuring that their support
encompasses a broad spectrum of ethical, spiritual, and moral values. This inclusivity is crucial in a

healthcare setting where the patient population is inherently diverse.

This has implications for training. For example, enhancing chaplaincy training to include techniques in
secular ethics and inter-belief competencies can support chaplains’ development so that they are
well-equipped to serve a diverse patient base. Additionally, healthcare institutions should consider
developing policies that truly support the integration of faith-based and non-religious-based
approaches to make sure that chaplaincy services are responsive to the varied needs of all patients’

spiritual or religious needs.

Chaplaincy versus psychotherapeutic practices

As previously seen, chaplaincy has a distinct role to provide spiritual and existential support, and this
sets the profession apart from the traditional psychotherapeutic practices which usually focuses more
narrowly on mental and emotional health, yet not so much the spiritual depth, however this is
changing. The challenge for particularly non-religious chaplains is to articulate their different practice

to someone who offers psychotherapeutic interventions with a spiritual inclusion.

Chaplains provide a holistic approach that includes looking into the spiritual, emotional and existential
layers of a person and to recognise all these layers as interconnected and essential to a person’s
overall well-being. This holistic perspective is of key importance within healthcare settings as patients

may face existential crises alongside their physical health challenges.

This has implications for chaplaincy practices. Chaplaincy could be further integrated into

multidisciplinary healthcare teams to be able to enhance patient care and ensure that the spiritual
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and existential dimensions are discussed and considered alongside the medical and psychological
interventions.

This would also help to elevate chaplaincy’s professional recognition within healthcare institutions as
it can highlight its unique contributions whilst ensuring that funding and resources are allocated to

support these vital services.

Assumptions and experiences

When revisiting the central question ‘What is the lived experience of non-religious healthcare
chaplains entering faith-based healthcare chaplaincy teams?’, it becomes evident that non-religious
chaplains do encounter challenges, which includes experiencing challenges in how to best articulate
or explain their moral and ethical codes to their religious counterparts if they do not hold a religious
framework, the feeling of being marginalised or misunderstood, and facing recruitment difficulties to
be appointed into salaried roles as well as the societal expectations of chaplaincy services and how to
operate as a non-religious person within their often religious-viewed service. These challenges
additionally include encountering misconceptions and assumptions about their beliefs, which can

result in feelings of not feeling seen or valued.

Faith-based chaplains also encounter challenges which particularly expresses itself in their
interactions with patients, staff and visitors and which stems from their faith-based background.
Similar to their non-religious counterparts, they also sometimes have challenging feelings, such in this
case those of isolation and frustration. They find the assumptions the non-religious make about them
challenging. Ultimately, as assumptions are made on both sides, this highlights a lack of

understanding regarding the roles of both chaplaincy groups.

The implications that arise from the assumptions and experiences of the non-religious-based and
faith-based healthcare chaplains are significant and multi-layered. First, the challenges faced by non-
religious chaplains could lead to difficulties to integrating within faith-based chaplaincy teams. This
may result in a lack of cohesion and collaboration within these teams which can potentially affect the
overall effectiveness of the spiritual care provided to patients. Moreover, the recruitment difficulties
and societal expectations they experience can deter talented people from pursuing chaplaincy roles,

which can truly limit the diversity and inclusivity of chaplaincy services.

The experiences of faith-based chaplains and their feelings of isolation and frustration due to their
non-religious counterparts can create an environment of tension and misunderstanding. This could
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hinder open communication and mutual respect within healthcare teams which can ultimately impact
the quality of care the chaplains provide to patients. These experiences of feelings misunderstood are
shared between both chaplaincy groups and it appears to underscore a broader issue of inadequate
recognition and appreciation of the diverse roles and perspectives within chaplaincy. It furthermore

shows how assumptions require challenging.

The experienced lack of understanding can lead to an environment where chaplains regardless of
their beliefs, may feel undervalued or not supported and this could affect their job satisfaction and
mental well-being. As a result from that, it might lead to higher turnover rates, reduced morale, and
show a potential decline in the quality of spiritual care offered in healthcare settings. Furthermore,
patients and staff may not fully benefit from the comprehensive support that chaplaincy intends to
provide since the potential for holistic care is undermined by these internal divisions and

assumptions.

Therefore, these challenges highlight the need to provide enhanced training, communication, and
policies within healthcare chaplaincy that to foster understanding and collaboration across faith-
based and non-religious-based chaplaincy services. If an environment of mutual respect and
inclusivity is nurtured, healthcare institutions can better support their chaplaincy teams which will
ultimately lead to improved patient care and a more fulfilling professional experience for all chaplains

involved.

Education and learning
There seems to be an abundance of assumptions amongst chaplains of both groups, but a dearth of
lived experiences and learning from them. Thus, there is a need to facilitate mutual learning and

understanding, thereby contributing to the broader field of healthcare chaplaincy.

Faith-based chaplains noted minimal training for their non-religious counterparts. Indeed, while the
non-religious pastoral support network does assess candidates for prior learning in counselling or
related fields, the training itself consists of only a basic weekend course, leading to endorsement from
the NRPSN upon successful completion (which isn’t guaranteed for everyone). Thus, individuals with
extensive training in theology may view a weekend training course with scepticism. However, there is
additionally a MA programme via the New School of Psychotherapy and Counselling, based in London,

which specifically trains people on existential and humanist pastoral care. More students have come
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through this MA, which has still been quite a recent development. This MA does offer parity with

theology degrees on academic level and akin to the chaplaincy field.

In the UK, providing comprehensive chaplaincy training is a significant challenge, coupled with a lack
of professional recognition for this profession. Despite the existence of standards set by the UK Board
of Healthcare Chaplaincy (UKBHC), they are not mandatory for recruitment but rather considered
desirable criteria. Additionally, many chaplains, particularly those with extensive practical experience
but lacking formal training, are not registered with the UKBHC. This could be due to the reluctance of
experienced chaplains to undergo training approved by the UKBHC, as they prefer not to retrain and

may feel their expertise is not adequately recognised.

The UKBHC is currently exploring portfolio routes to encourage more registrations. Nevertheless, this
approach still does not address the issue of the ‘desirable’ criteria associated with being on the
UKBHC register when recruiting for chaplaincy positions. Additionally, chaplaincy does not fall under
any specific department within NHS England, posing challenges in accessing funding opportunities.
While the NHS chaplaincy guidelines serve as a foundation, they are only advisory and can be
disregarded by individual trusts, making it difficult to advocate for funding expansion without
mandatory chaplaincy provision requirements. Consequently, the chaplaincy field must seek

innovative approaches to address these challenges.

The table below demonstrates in summary the specific challenges non-religious chaplains face along

with the implications for practice.
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Table 15. Summary of challenges non-religious chaplains face & implications for practice

Leadership Roles

paid and leadership positions, leading to feelings
of marginalisation and undervaluation.

- Perceptions that only faith-based chaplains
handle specific tasks, such as on-call duties,
create operational misunderstandings and
inequities.

Key Area Challenges Implications
Employment - Non-religious chaplains often serve in voluntary | - Promote equitable access to paid
Status and roles, while faith-based chaplains typically hold positions and inclusive job postings.

- Provide training to faith-based chaplains
to facilitate collaboration on on-call duties.
- Educate healthcare staff on diverse
chaplaincy support options, reducing
default reliance on Christian chaplains and
enhancing team and patient care balance.

Motivations and

- Faith-based chaplains often view their work as a

- Establish cross-training and shadowing

- Differing approaches may create gaps in
meeting the full spectrum of patient needs.

Purpose in ‘calling’, while non-religious chaplains are opportunities to help faith-based chaplains
Chaplaincy motivated by secular, humanistic principles. understand secular existential support and
- Differences in motivations may lead faith-based | non-religious chaplains to learn about faith-
colleagues to view non-religious chaplains with based needs.
suspicion or scepticism. - Strengthen collaboration by fostering
mutual respect, enhancing chaplaincy
effectiveness in diverse spiritual support.
Approaches to - Faith-based chaplains may conclude - Enhance training in secular ethics and
Spiritual and interactions with religious rituals, while non- inter-belief competencies to equip
Existential religious chaplains emphasise existential, chaplains for diverse patient needs.
Support humanistic care. - Develop policies that integrate both

religious and secular approaches, ensuring
comprehensive, inclusive spiritual care
across worldviews.

Comparison with
Psychotherapeutic
Practices

- Non-religious chaplains struggle to define their
distinct, holistic approach within healthcare, as it
overlaps with spiritual dimensions increasingly
incorporated into psychotherapy.

- Lack of recognition for chaplaincy’s unique role
in addressing existential well-being and
integrating this with medical care.

- Integrate chaplaincy into multidisciplinary
healthcare teams to ensure spiritual and
existential dimensions are considered
alongside medical and psychological
interventions.

- This integration would enhance
chaplaincy’s professional standing, support,
and funding within healthcare.

Assumptions and
Experiences

- Non-religious chaplains face marginalisation,
recruitment barriers, and misunderstandings
about their motivations.

- Faith-based chaplains feel isolated or frustrated
when non-religious counterparts assume
misconceptions about them, impacting team
dynamics.

- Assumptions from both sides result in feelings
of being undervalued.

- Improve communication, training, and
education to challenge assumptions,
fostering a culture of mutual respect.

- Addressing these assumptions can
enhance team cohesion, ensuring chaplains
feel respected and effective in their roles,
ultimately benefiting patient care.

Education and
Training Needs

- Non-religious chaplains receive limited formal
training compared to faith-based chaplains with
theological education.

- Standards for chaplaincy training, such as those
set by the UKBHC, are not mandatory, limiting
professional recognition.

- Lack of recognition and advisory nature of NHS
guidelines restrict funding and recruitment.

- Increase access to formal training, such as
the MA in existential and humanist pastoral
care, to improve parity with theological
training.

- Advocate for mandatory UKBHC criteria to
standardise and elevate chaplaincy
requirements.

- Improve recognition and funding,
enabling comprehensive patient support
and service integration.
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6.4.1 Future Considerations for Healthcare Chaplaincy Training and Development: And
Insider-researcher Reflections

The report ‘Chaplain Development in Clinical Pastoral Education (CPE) in the UK Healthcare Context: A
Mixed Methods Study’ by Szilagyi et al. (2024) delves into the transformative effects of Clinical
Pastoral Education (CPE) on chaplains within the UK’s National Health Service (NHS). Highlighting the
lack of standardised training, equitable access, and consistent career pathways in UK chaplaincy, the
study showcases CPE as a pivotal solution that fosters standardisation, inclusivity, and professional
growth. Through a comprehensive mixed methods approach, combining quantitative surveys with
qualitative focus groups, the study evaluates the enhancements in chaplains’ capabilities, emotional
intelligence, and counselling self-efficacy post-CPE involvement. The findings underscore CPE’s role in
nurturing chaplains’ personal, pastoral, and professional development. Key themes such as
confidence development, enhancement of reflective practices, emotional intelligence, active listening
and engagement skills, diversity in chaplaincy care, and competencies in spiritual assessment

emerged, affirming CPE’s effectiveness in multiple aspects of chaplaincy work (Szilagyi et al., 2024).

One promising direction for chaplains is to explore learning from international counterparts and
adopt nationally recognised training programs, such as Clinical Pastoral Education (CPE). For the first
time, CPE units have been initiated in the UK, supported by NHS England, and their progress and
effectiveness are being monitored through research. The appeal of this platform lies in its inclusivity,
as it is open to all healthcare chaplains regardless of their specific beliefs. This standardised training
equips chaplains with essential skills while providing a forum for participants to learn from each

other’s diverse perspectives and worldviews.

Currently, the CPE pilot group in the UK comprises individuals from various religious and non-religious
backgrounds, including Christian denominations, Buddhists, Muslims, and non-religious individuals.
This diverse composition reflects an effort to tailor CPE training to the UK context, particularly as non-
religious individuals increasingly join faith-based chaplaincy healthcare teams. This inclusive training
approach aims to break down silos between different chaplaincy traditions, promote multi-faith and
belief learning and understanding, and cultivate culturally sensitive and reflective healthcare
chaplains. By encouraging participants to engage in difficult conversations, this training fosters

ongoing learning and contributes to the overall advancement of the field.

The research within Szilagyi et al. (2024) substantiates that CPE offers a comprehensive and effective

model for chaplaincy education in England, recommending its expansion within the NHS. The
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integration of international best practices, inclusivity, and a focus on diversity not only enhances
chaplaincy training but also mirrors the evolving dynamics of faith and belief in healthcare settings.
This approach represents a forward-thinking stride towards nurturing well-rounded, culturally
competent, and reflective chaplains equipped to be able to respond to the diverse spiritual needs of

patients in the UK healthcare system.

In March 2024, a dedicated Task and Finish Group, of which | was a part, was established to
inaugurate a UK-based Clinical Pastoral Education (CPE) provision and lay the groundwork for creating
a CPE UK Advisory Group. At their inaugural meeting in Leeds, it became clear that training alone is
insufficient for the further integration of healthcare chaplaincy within the NHS. A personal concern of
mine is the ambiguous positioning of chaplaincy within NHS England, notably its exclusion from
recognised categories like Allied Healthcare Professionals (AHP). Over a decade ago, when the UK
Board of Healthcare Chaplaincy was established, chaplaincy individuals sought AHP status, only to be
declined. This year’s Task and Finish Group deliberations revisited the necessity of chaplaincy’s
professionalisation and its formal recognition within NHS England, including discussing a renewed bid
for AHP status. However, achieving statutory registration, currently under the purview of The Health
and Care Professions Council (HCPC), requires significant advocacy, especially as HCPC’s focus is on
expanding registration to roles like associate physicians or anaesthetic services, which excludes

chaplaincy as an option.

This initiative is a strategic move toward securing funding. Currently, chaplaincy’s lack of affiliation
precludes access to NHS funds earmarked for AHPs. For instance, despite my role as head of
chaplaincy not being classified under Allied Healthcare Professionals (AHP), | am included in AHP
meetings within my acute Trust. At these gatherings, it’s evident that substantial funding is allocated
for AHP training purposes. Surprisingly, not all eligible services claim their share, leading to significant
unused funds by the end of the financial year. However, due to our non-AHP status, our chaplaincy
department is ineligible to access these funds, a restriction that highlights the financial constraints we
face. This financial bottleneck restricts the growth of chaplaincy services and exacerbates concerns
within the profession about financial sustainability and the impact of integrating non-religious
chaplains. | share this insight because the literature reveals a prevalent concern among chaplains
regarding financial resources (Kyriakides, 2017). Specifically, as shown in the literature, there’s
apprehension about how including individuals of non-religious beliefs might impact the availability of
Christian chaplaincy positions, given the limited opportunities for service expansion due to existing
financial constraints (Kyriakides, 2017).
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Achieving AHP status could support chaplaincy services by unlocking funding opportunities with clear
funding pots subscribed to AHP professions. NHS England currently subscribes to no specific funding
for chaplaincy services. Achieving AHP status could alleviate the competitive tension over resources
and might make space for a more collaborative spirit among chaplains of diverse faiths and beliefs.
This could be akin to Maslow’s hierarchy of needs; from ‘surviving’ mode (no funding available)
towards thriving and ‘self-actualisation’ (funding available and able to grow the service). Of course,
securing funding is just one piece of the puzzle. Other steps will also be necessary, including
meaningful engagement in inter-belief dialogue. Statutory registration mandates educational
standards, which could position CPE as an essential and mandatory complement to academic
programs. CPE’s inclusive and practice-focused approach democratises entry into healthcare
chaplaincy, fostering a deep understanding across multi-faith and belief contexts. However, given that
professionals in the field come from diverse faith and belief traditions, as well as varying personalities,
some may always view religion and faith as the cornerstone of chaplaincy and may not regard Clinical
Pastoral Education (CPE) as a fully equivalent alternative to specific religious training courses.
Nevertheless, CPE can be considered a viable entry pathway into healthcare chaplaincy, though it is

not a complete substitute for other academic qualifications that also demonstrate utility in this field.

While the UK Board of Healthcare Chaplaincy (UKBHC) has made significant strides in standardising
the profession through its voluntary register, the absence of mandatory registration results in
inconsistent standards. Moreover, the absence of a recognised specialty for healthcare chaplaincy
within NHS England means chaplains, who often work with vulnerable individuals, lack proper

evaluation.

Therefore, in summary, without a secure position in NHS England’s professional structure, chaplaincy
services will remain in ‘survival mode’; underfunded and undervalued. As we previously discussed,
this mirrors Maslow’s hierarchy of needs: just as a person without shelter focuses on basic survival
over personal growth, chaplaincy cannot hope to fully integrate diverse faith and belief practices if it
is simply trying to endure.

The journey from ‘surviving to thriving’ begins with achieving a recognised ‘home’ for chaplaincy, such
as Allied Healthcare Professional (AHP) status, which would unlock essential funding, mandate
professional standards, and formally integrate chaplaincy into the NHS. This is more than a
bureaucratic change; it’s a transformative shift that would position chaplaincy to reach ‘self-
actualisation’, where it can embrace creativity, innovation, and collaboration across belief systems.
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Only then can chaplaincy services truly strive, evolving into a dynamic, multi-faith and belief, and
secular-supportive profession that addresses the full spectrum of spiritual needs in the NHS.
Therefore, | view the future vision of chaplaincy as one of empowerment and growth, but to get
there, it needs the structural support and professional recognition that only formal integration into
NHS England can provide. With AHP status, robust policies, and inclusive training like CPE, chaplaincy

will move beyond survival to become an essential, fully integrated facet of holistic healthcare.

6.5 Why is this Research Important?

Exploring the lived experiences of non-religious chaplains integrating into traditionally faith-based

healthcare chaplaincy teams holds significance in several key domains.

Firstly, it underlines the importance of having and championing diversity and inclusion within
healthcare chaplaincy settings. By truly delving into these experiences, we have gained insights into
the challenges and opportunities that are experienced by non-religious chaplains as they navigate
within predominantly faith-based environments. We furthermore have learned regarding the faith-
based chaplains face when working with their non-religious counterparts, to understand more
holistically the relational impact they have on one-another. Understanding these dynamics can foster
the creation of more inclusive chaplaincy teams who are willing and capable of effectively addressing
the diverse spiritual and existential needs of patients and healthcare staff. There has been very
limited research around the lived experiences of non-religious chaplains within the UK context. While
the existing literature drawn from for this PhD thesis primarily offers academic insights, there is a
significant gap in understanding the real-life experiences of non-religious chaplains, especially when
comparing these to their faith-based chaplaincy counterparts. Therefore, more empirical research is
very much needed to be able to look further into the nuanced perspectives and approaches of both
chaplaincy groups to hopefully add to fostering improved understanding, collaboration, and cohesion
within healthcare chaplaincy practice. Studies such as these can be essential for cultivating stronger

working relationships and promoting a more robust foundation for healthcare chaplaincy.

Moreover, this research carries implications for the professional recognition of non-religious
chaplains within chaplaincy services. By shedding light on the barriers they encounter, such as
recruitment difficulties and societal expectations, we pave the way for advocating for their equitable
treatment and acknowledgment within the chaplaincy profession. This can further contribute to
cultivating a more diverse and respected group of chaplains who are capable of delivering high-quality

spiritual and emotional support.
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Furthermore, the insights that have come from this research can have the potential to impact the
quality-of-care chaplains provide to individuals who hold different beliefs. By better understanding
the perspectives of non-religious chaplains (including faith-based chaplains in their interaction with
their colleagues), healthcare institutions can empower chaplains to effectively address the diverse
spiritual needs of patients which is regardless of religious affiliation. This could furthermore lead to a
more comprehensive and patient-centred chaplaincy, and holistic healthcare service, which will

enhance overall healthcare outcomes.

Additionally, this research speaks further of the standardised development of professional education
and training programs for chaplains. By integrating diverse perspectives into these programs, we
could equip chaplains with the requisite skills and knowledge to navigate the complexities of spiritual
care within healthcare settings. This could aid ensuring that chaplains are adequately prepared to
engage with patients and colleagues who have diverse backgrounds in order to effectively address

their spiritual and existential concerns.

In summary, this research looking into the lived experiences of non-religious healthcare chaplains
shows a critical step towards the advancement of inclusive, culturally sensitive as well as effective
chaplaincy practices. By spotlighting the challenges and opportunities which have been experienced
by both chaplaincy groups, it contributes to the evolution of chaplaincy as a vital component of
holistic healthcare delivery. The dissemination of the research findings listed in the next section

reflects how the study can make a further impact.

6.6 Dissemination Strategy

To ensure the impactful dissemination of my research findings on chaplaincy services within
healthcare settings, | developed and implemented a comprehensive dissemination strategy. This
approach has been crucial in promoting broad engagement with the chaplaincy field and maximising

the reach and influence of my preliminary findings.

Below is a summary of my key achievements in chaplaincy work and the dissemination of research

since beginning my PhD:
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Table 16: Researcher’s achievements to date

Date

Achievement and Engagement

September 2021

Published an article in the peer-reviewed journal Religions.

October 6-8, 2021

Led a workshop on non-religious chaplaincy at the CHCC conference.

February 2022

Co-writer for a national chaplaincy document for the CHCC about ‘greater diversity

CHCC workforce paper’.

June 13-19, 2022

Presented as the main speaker and led a workshop at an international chaplaincy

conference at Sheffield University.

October 10-12, 2022

Organised, presented as the main speaker, and led a workshop at the CHCC

conference on non-religious chaplaincy and rites and rituals.

July 6, 2023

Taught about humanist chaplaincy in England’s Clinical Pastoral Education pilot

program, aiming to bring CPE to England.

August 2-6, 2023

Presented on storytelling and non-religious chaplaincy at the Humanist International

conference, sponsored by the European Humanist Network.

October 26, 2023

Provided an internal presentation to chaplaincy volunteers on humanists’ views and

perspectives on spirituality.

November 20, 2023

Delivered an external presentation for a MacMillan hospice on non-religious

backgrounds and their perspectives on death and dying.

November 29, 2023

Invited to join the Nottingham University Chaplaincy board and participated in the

first board meeting.

February 21, 2024

Speaking about non-religious chaplaincy for wider Humber and North Yorkshire

palliative and end of life group.

March 1, 2024

Main conference speaker at St Christopher’s Hospice in London, providing a talk on
‘Contemplation: A Humanist Perspective’ and leading a workshop on

‘Phenomenological Approach to Healthcare Chaplaincy’.

April 4, 2024

Presenting for the European Humanist Network on storytelling from a humanist

perspective. (First paid speaking engagement and all expenses paid).

April 9-14, 2024

Flying to Prague (all expenses paid) to present preliminary findings of PhD work for
the European Network for Healthcare Chaplaincy (ENHCC) and submitting two
submissions - one around CPE and the other around religious and non-religious rites

and rituals.

May 21, 2024

Invited to speak for the Association of Hospice and Palliative Care Chaplains (AHPCC)
conference at the Hayes Conference Centre around ‘Spiritual distress: a non-

religious perspective’ (second paid speaking engagement, with expenses covered).

October 2024

Invited to co-write an article around spiritual models in palliative care for the

international frontiers social science journal.
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Building on past work that included attending national and international chaplaincy conferences and
having an article accepted for publication in a peer-reviewed journal, this strategy for getting the

research results out there aims to have even more of an impact.

The ongoing commitment to scholarly engagement will persist through the preparation and
submission of additional articles for peer-reviewed publication. These articles will offer in-depth
analyses of specific aspects of the research, ensuring a nuanced understanding of the experiences and
perceptions of both non-religious and faith-based chaplains within healthcare settings. Some
suggested peer-reviewed journals are ‘The Journal of Health Care Chaplaincy,” ‘Journal of Pastoral
Care & Counselling: Sage Journals,” ‘Religions’ (An Open Access Journal from MDPI) and the ‘Health

and Social Care Chaplaincy’ journal.

Moreover, recognising the unique position held by the first humanist to lead chaplaincy services in
the UK, efforts will be directed towards leveraging media appearances to promote this research. This
research will be disseminated to broader audiences, including healthcare professionals, policymakers,
and the general public, by capitalising on existing connections, such as at the MP, governor, and
board level within the NHS, and platforms established through previous media engagements (e.g.,

radio TV), including interviews and expert commentary.

Moreover, the dissemination strategy will encompass targeted outreach to professional associations,
including the UK Board of Healthcare Chaplaincy and the College of Healthcare Chaplaincy, as well as
organisations like the British Association for Counselling and Psychotherapy (BACP). Additionally,
efforts will extend to academic communities, including Middlesex University, Metanoia, the New
School of Psychotherapy and Counselling, and South Bank University. Furthermore, outreach beyond

the UK will include institutions such as the University of Humanistic Studies in the Netherlands.

As | have been previously doing, the idea is to continue my participation in chaplaincy-related
conferences, workshops and seminars as these can all offer valuable opportunities for dialogue,
feedback, and collaboration with my chaplaincy peers. Moreover, engaging with online platforms and
repositories can play a crucial role to ensure the accessibility and visibility of the research findings to a
diverse audience. For instance, is is recognised that researchers can use platforms like ResearchGate
and Academia.edu in order to offer ways of sharing papers, monitor the impact of the research and
following scholars’ work in the field. Other online communities, such as the Healthcare Chaplaincy
Network provide forums for discussion where chaplains can share best practices and ways to access
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educational resources. Furthermore, leveraging professional networking platforms such as LinkedIn
enables researchers to be able to share their research findings and connect with healthcare

chaplaincy professionals worldwide.

Additionally, institutional repositories which are hosted by universities allows researchers to deposit
their publications to ensure long-term accessibility and visibility. This research for example shall be

uploaded to my university’s repositories.

This dissemination strategy therefore aims to maximise the impact of the research about non-
religious healthcare chaplaincy by employing a multifaceted approach as previously described.
Through these initiatives, the research findings will hopefully not only contribute to academic
knowledge but also have the potential to inform and shape practices within healthcare chaplaincy, in

order to enrich the experiences of chaplains and those they support.

6.7 Limitations of the Research

This study has several limitations that warrant acknowledgment. Firstly, in the UK, the participant pool
was recruited through a call for participation sent out to healthcare chaplains, both non-religious and
faith-based. However, sharing participation briefs for this research was limited to two distribution
lists, namely one for healthcare chaplains in the U.K. and another for all non-religious chaplains in the
UK. This may have resulted in a biased sample since chaplains who do not subscribe to these lists
would have automatically been excluded from the study. Moreover, the recruitment method could
have been geared towards attracting specific types of chaplaincy participants. For instance, chaplains
who are particularly engaged or interested in healthcare chaplaincy, or who are more supportive
towards non-religious chaplains (as | am one myself). Furthermore, the survey did not explicitly gather

data on ethnicity, which prevents a comprehensive assessment of the sample’s ethnic diversity.

Another constraint, which has been touched upon, lies in the insider-researcher position due to the
researcher’s role as a non-religious chaplain within the healthcare chaplaincy field. This position may
have influenced the pool of participants who chose to engage with the research. For instance, some
faith-based chaplains who have particularly negative views towards non-religious chaplains may have
opted out of the interviews as they might’ve feared fearing that they couldn’t express their opinions
honestly without repercussions. Although they might still have participated via the anonymous

survey.
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The researcher chose not to interview individuals with whom they directly work, which may have
influenced the types of participants who reached out to participate in the study. Despite efforts to
ensure anonymity in the online survey portion of the study, the face-to-face interviews may have
posed a barrier for participants who were reluctant to openly share their experiences.

Additionally, chaplaincy participants may have felt inhibited from discussing sensitive topics related to
their chaplaincy experiences, especially if they held strong opinions on the matter, due to the
researcher’s non-religious worldview. Therefore, in the interviews there could’ve been an issue where
chaplaincy participants tended to present themselves in a favourable light or align their responses

with perceived societal or the researcher’s expectations.

In conclusion, while this study provides valuable insights into the lived experiences of non-religious
chaplains entering traditionally faith-based healthcare chaplaincy teams, it is important to note its
limitations. Future research can potentially find ways to get around these issues by, for example,

looking into different ways to recruit participants.

6.8 Further Research

Moving forward, there have been several avenues for future research identified to deepen our
understanding of healthcare chaplaincy and its impact on patient care. Building upon the insights
garnered from my doctoral research, a multifaceted framework for future research has been outlined
which highlights the further need to understand the multifarious roles that non-religious chaplains
hold within healthcare chaplaincy teams. This expanded exploration is vital for advancing chaplaincy

as a holistic support mechanism in healthcare settings:

The impact of non-religious chaplains

It appears to be essential to do a thorough examination of the nuanced impact and efficacy of non-
religious chaplains in comparison to their faith-based counterparts. This in-depth study would be able
to look at how patients felt, how satisfied they were, and how people in a wide range of patient and
staff groups felt about chaplaincy services in general. Understanding the specific contributions and
value added by non-religious chaplains could illuminate their unique role in supporting patient and

staff well-being and spiritual health.

Inter-belief collaboration within healthcare chaplaincy teams
It is crucial to get a deeper dive into the dynamics of inter-belief collaboration, especially emphasising

the interactions between non-religious and faith-based chaplains. Such a study would not only map
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out the collaborative chaplaincy landscape but would also be able to identify potential friction points,
synergies, and effective strategies for cohesive teamwork. This would be able include qualitative
assessments of team dynamics, or for instance case studies of successful inter-belief collaborations,
as well as the development of chaplaincy policies and regulations to enhance inter-belief

understanding and cooperation in providing patient care.

Training and education for chaplains

It will furthermore help when taking an evaluative look into the current training and educational
programs available to healthcare chaplains across the spectrum in order to pinpoint deficiencies and
opportunities for enhancement and standardisation or training. This would involve a critical
comparison of training methodologies, curriculum contents, and pedagogical approaches to check
their effectiveness in equipping chaplains with the required skills to serve in diverse healthcare
environments. Recommendations for curriculum development, including incorporating modules on
inter-belief dialogue, cultural competency as well as non-religious pastoral care practices, could make

a significant contribution to the chaplaincy field.

Organisational support and recognition of non-religious chaplains

Investigating the institutional frameworks within which non-religious chaplains operate is pivotal. This
research would assess the degree of organisational backing and acknowledgment non-religious
chaplains receive, scrutinising the structural and policy-driven barriers to their full integration and
recognition within healthcare teams. Understanding these dynamics can potentially lead to actionable
insights in order to enhance institutional support mechanisms and thereby facilitating a more

inclusive chaplaincy model.

Patient perspectives on non-religious chaplaincy support

It would be vital to include patients’ viewpoints regarding the support provided by non-religious
chaplains as this can offer a vital lens through which the effectiveness and acceptance of non-religious
chaplaincy can be gauged. This exploration could capture a broad range of patient experiences,
preferences, and satisfaction levels, providing a grounded understanding of the patient-chaplain
interaction from a non-religious standpoint. These insights could inform chaplaincy practices and

policies as a whole to better align chaplaincy services with patient needs and expectations.

Policy implications and healthcare practice
The inclusion of non-religious chaplains within healthcare chaplaincy teams presents significant policy
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implications. A focused analysis of how healthcare policies can be adapted to more comprehensively
support the integration of diverse chaplaincy perspectives is necessary. This could involve reviewing
existing policy frameworks, proposing modifications to accommodate non-religious chaplaincy, and

exploring the potential impacts on healthcare delivery and patient care standards.

In pursuing these areas of future research, it hopes to not only to broaden the academic discourse
around non-religious chaplaincy but additionally to pragmatically contribute towards the evolution
and professional growth of chaplaincy practices which are inclusive, effective, and responsive to the
spiritual and emotional needs of all people they support. It is important to establish a more nuanced
and comprehensive chaplaincy service which encompasses both religious and non-religious
dimensions as this is essential in fostering a healthcare environment that truly addresses the holistic

well-being of people in times of need.

6.9 Conclusion

The lived experiences of non-religious chaplains entering traditionally faith-based healthcare
chaplaincy teams reveal a complex landscape of challenges, opportunities as well as evolving
dynamics. These chaplains often find themselves navigating a professional environment which is
historically rooted in religious traditions and where non-religious perspectives may initially be met
with scepticism or misunderstanding. The key challenges faced by non-religious chaplains include
articulating their ethical and moral principles without a religious framework, confronting biases and
assumptions from chaplaincy leaders and colleagues and they often occupying volunteer rather than

salaried positions, which can lead to feelings of being marginalised and not valued.

Despite these challenges, the integration of non-religious chaplains into faith-based teams also brings
significant opportunities for growth and inclusivity for healthcare chaplaincy services. The research
findings suggest that, over time, as faith-based and non-religious chaplains work together and engage
in open dialogue and show mutual respect, understanding can develop. This evolving relationship
highlights the potential for a more inclusive approach to spiritual care which accommodates and

celebrates the inclusion of diverse worldviews and belief systems.

The research findings also spotlight the dedication of chaplains in supporting others, regardless of
their faith-based or non-religious backgrounds, particularly in vulnerable healthcare settings. Their
motivation transcends providing solely religious or spiritual care as it embodies a broader

commitment to enhancing overall human well-being by addressing the emotional, spiritual, and
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existential needs of individuals. Chaplains” worldviews significantly influence their approach to
providing support which shapes the types of care offered and the methods employed. While faith-
based and non-religious-based chaplains share common professional values, their individual beliefs
distinctly shape their interpretation and delivery of their roles. However, both chaplaincy groups have
a commitment to inclusivity across chaplaincies and which is reflected in their adaptability to diverse

spiritual and emotional needs.

Furthermore, the research identifies shared foundational skills as well as unique selling points of
chaplaincy in comparison to psychotherapeutic practices. Chaplains play an integral role within
multidisciplinary healthcare teams where the utilise foundational psychotherapeutic skills, but
specifically engaging with spiritual and existential dimensions of care. Their flexible and immediate
care approach paired with the spiritual and ritualistic focus distinguishes chaplaincy from traditional

psychotherapy, enabling tailored support to service users’ immediate needs.

In conclusion, the lived experiences of non-religious chaplains in faith-based settings illustrate the
challenges of integration into chaplaincy teams as well as showcase the potential for a richer, more
inclusive approach to healthcare chaplaincy. The blend of interpersonal skills, spiritual engagement,
and commitment to holistic care makes chaplains important components of healthcare teams. As the
field continues to evolve, there is a growing recognition of the value that diverse healthcare
chaplaincy perspectives can bring to patient care, whilst emphasising the need to bridge gaps
between different belief systems. Through collaboration and interdisciplinary referral, chaplains can
ensure that the spiritual, existential, religious and ritualistic dimensions of health are addressed
alongside psychological and physical aspects, thus enhancing overall holistic well-being in healthcare

settings.

As healthcare chaplaincy continues to evolve, the journey from ‘surviving to thriving’ is clear. The field
can only truly flourish when it gains formal recognition within NHS structures, backed by funding,
professional frameworks and policies that support its full integration. This shift from mere survival to
thriving requires chaplaincy to be recognised as an essential healthcare service with equitable
resources and professional standing. Without this foundation, chaplaincy remains constrained, unable

to realise its full potential as an integral partner in holistic healthcare.

This research aim is to lay a foundation to explore the experiences of non-religious chaplains within
the U.K. context, particularly since there is currently a significant gap in academic research. By shining
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a light on the unique contributions and challenges of non-religious chaplains, this research aims to lay
the groundwork for further study, bridging the gaps between belief systems, and ultimately creating a

chaplaincy service that is as inclusive, resilient, and dynamic as the diverse patients it serves.
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Appendix 1: Download of Embedded Survey Participant Information Sheet, Informed
Consent, Survey Questions, Story Completion Task and Survey Debrief Sheet

The experience of healthcare chaplains
working in multi-belief teams in England

PIS Middlesex University PARTICIPANT INFORMATION SHEET (PIS)

1. Study title
The experience of healthcare chaplains working in multi-belief teams in England

2. Invitation paragraph

You are being invited to take part in a research study. Before you decide it is important for you to
understand why the research is being done and what it willinvolve. Please take time to read the
following information carefully and discuss it with others if you wish. Contact us if there is
anything that is not clear or if you would like more information. Take time to decide whether you
wish to take part. Thank you for reading this.

3. What is the purpose of the study?

In the last several years healthcare chaplaincy has changed from a solely Christian role, to
including other chaplains of different faiths and beliefs. This led to diversifying healthcare
chaplaincy to a multi-faith service. Humanists who hold non-religious beliefs have also joined
healthcare chaplaincy teams leading to multi-faith and belief chaplaincy teams. The NHS uses
the term healthcare chaplaincy to cover pastoral, spiritual, and religious care. Individuals
within a team may have different titles. The preferred title for humanists is pastoral carer,
however, in keeping with the prevailing NHS job title healthcare chaplain will be used in this
research to encompass a range which includes: pastoral carer, humanist chaplain and non-
religious pastoral support worker. This survey shall ask you about your motivations, thoughts,
feelings, and reflections on working as a healthcare chaplain. If you relate to God or a higher
power and you click in the survey that you have a faith it will ask you to reflect on your thoughts
and feelings about humanists, and other non-religious colleagues, joining chaplaincy teams. If
you have non-religious beliefs and you click in the survey that you do not hold a faith it will ask
you to reflect on your thoughts and feelings about working alongside your faith-based
chaplaincy colleagues.

4. Why have | been chosen?

It is important that we assess as many participants as possible, and you have indicated that you
are interested in taking part in this study. You have been selected due to working - or having
worked- as a healthcare chaplain in the NHS in a multi-faith and belief team (employed, bank or
voluntary). This research focuses on your thoughts, feelings and experiences as a healthcare
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chaplain including your views on working as/ or working with humanist or non-religious
colleagues. If you have not/ do not work with humanist/ non-religious colleagues, we are still
interested on hearing about your views. We are interested in hearing the experiences of anyone
who has worked/ is working as a volunteer or employed healthcare chaplain and it does not
matter for how long you have been doing so or whether you work full-time or part-time. You
would however need to have worked in England as a healthcare chaplain and be able to
articulate your thoughts, feelings, and experiences in English.

5. Do | have to take part?

Itis up to you to decide whether to take part. If you do decide to take part, you must consent by
ticking all the consent boxes prior to starting the survey. The survey shall be completely
anonymous and therefore after completing the survey it would not be possible to withdraw your
data from the survey as there will not be any way to identify the information recorded. You can,
however, withdraw during the survey by clicking away the webpage or closing your browser. As
the researcher is also the chair of the non-religious pastoral support network (NRPSN) which is
the accrediting board of any humanist working in healthcare chaplaincy in the U.K. and she
holds a head of chaplaincy position within a NHS Trust, it is important to note that participation
shall have no effect on your status as a healthcare chaplain. Furthermore, as taking part in the
survey is completely confidential and anonymous, no one will know whether or notyou have
participated.

6. What will | have to do?

If you agree to participate, you shall complete a survey where you will be asked questions about
your thoughts, feelings, and experiences of working as a healthcare chaplain within a multi-
faith and belief healthcare chaplaincy team. The survey shall be between 15-30 minutes long
(depending on how much you would like to share) and shall be conducted online. Please note
that in order to ensure quality assurance and equity this project may be selected for audit by a
designated member of the committee. However, if this is the case your data will only be
accessed by the designated auditor or member of the audit team at Middlesex University.
Nevertheless, all data is and will remain anonymous.

7. What are the possible disadvantages and risks of taking part?

There are no known risks in participating in this research but answering questions about your
experiences -which could be positive or perhaps challenging, may unintentionally provoke
uncomfortable and challenging memories. It is therefore advised that if you feel you need
support, you are receiving personal supervision from someone and/or are involved in reflective
practice with someone for e.g. your own belief group, a professional and registered counsellor
(for instance through the BACP https://www.bacp.co.uk/search/Therapists ), your own
chaplaincy team or you could also contact organisations such as Samaritans
(https://www.samaritans.org/how-we-can-help/contact-samaritan/) and MIND
(https://www.mind.org.uk/information-support/guides-to-support-and-services/).

8. What are the possible benefits of taking part?

By understanding your views and experiences we hope this research can help contribute
towards [the improvement] of the practices of healthcare chaplains and their support as well as
to overall multi-faith and belief healthcare chaplaincy practices. From a person-centred
approach we hope this research helps towards patients and staff receiving good access to
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support appropriate to their own worldviews, beliefs, values, and lived experience.

9. Will my taking part in this study be kept confidential?

The survey is completely anonymous, and no identifiable data shall be recorded. Taking part in
this survey shall therefore remain confidential. Nevertheless, all electronic data will be stored
on a password protected computer and will be kept for at least 3 years before being securely
destroyed. All information will be treated in accordance with the UK Data Protection Act.

10. What will happen to the results of the research study?

The results may also be presented at conferences or in journal articles. In accordance with the
Middlesex University policy on research data management, the data from this study may also
be made available to other researchers. However, only fully anonymised data will be shared
and at no point will your personal information be revealed.

11. Who has reviewed the study?
The study has received full ethical clearance from the Middlesex University Psychology
Department Research Ethics Committee who have reviewed the study.

12. Contact for further information
If you require further information or have any questions then please contact Lindsay van Dijk on

The Principal Investigator leading this research is:

Lindsay van Dijk
emait QD

In case you have concerns about this project you can contact the programme leader of the
Middlesex Psychology MPhil/ PhD programme:

Dr Nicola Payne

The Burroughs, Hendon, London NW4 4BT

Email:

Phone Ext:

Thank you for taking part in this study. You (the participant) should keep a note of some details
from this participation information page since it contains important information, and the
research teams contact details

Consent CONSENT FORM

Title of Project:
The experience of healthcare chaplains working in multi-belief teams in England
Name of Researcher:
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Lindsay van Dijk

Please tick each box below in order to participate.

| confirm that | have read and understand the information sheet for the above study and
| have been provided with the contact details of the researchers. (1)

| understand that my participation is voluntary, and the data collected during the
research will not be identifiable. (2)

| agree that anonymous data may be seen by a designated auditor (i.e., a Chair of the
Psychology Ethics Committee or representative of the University Ethics Committee) to
monitor correctness of procedure. (3)

| understand that anonymous, aggregated data may be used for analysis and
subsequent publication, and provide my consent that this might occur (4)

| understand that | can withdraw from participating while completing the questionnaire
but that after | submit my responses | can no longer withdraw as my data will be
anonymous. (5)

| agree that my non-identifiable research data may be stored in National Archives and
be used anonymously by others for future research. | am assured that the confidentiality
and anonymity of my data will be upheld through the removal of any personal identifiers. (6)

| agree to take part in the above study. (7)
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Q1 Whatis your age?

Q2 Gender: How do you identify?

Q3 Please describe your faith, or belief (which includes non-religious beliefs)

Q4 Do you hold a faith in which you believe in God or a higher power?

Yes (1)

No (2)
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Q5 How would you like to be referred to as a professional working within a pastoral, spiritual
and religious healthcare setting (i.e. chaplain, pastoral carer, Imam, Vicar etc)?

Q6 Please describe your training and potential memberships/ accreditations relevant to your
role as healthcare chaplain
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Q7 In what capacity do/ did you work as a healthcare chaplain? Please select your most recent
role below.

Voluntary (1)

Student (2)

Bank (3)

Employed (full- or part-time) (4)

| used to work as volunteer (5)

| used to work as a student (6)

| used to work Bank (7)

| used to be employed (full - or part-time) (8)

Q8 How long have you been working/ have you worked as a healthcare chaplain?

Q9 How many hours do you/ did you tend to work within healthcare chaplaincy per week?
Please fill out your hours for your most recentrole.

Q10 How would you describe what a healthcare chaplains’ role is?
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Q11 How do you see the chaplaincy role different and/ or similar to other support services/
Allied healthcare professionals e.g. a counselor or psychotherapist?
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Display This Question:

If Do you hold a faith in which you believe in God or a higher power? = Yes

Q12 How do you think you may deliver care differently or similarly to patients in comparison to
your humanist/ non-religious chaplaincy colleagues?

Display This Question:

If Do you hold a faith in which you believe in God or a higher power? = No

Q12 How do you think you may deliver care differently or similarly to patients in comparison to
your faith-based chaplaincy colleagues?

Display This Question:

If Do you hold a faith in which you believe in God or a higher power? = Yes

Q13 What are in your experience the benefits and/ or challenges of working with colleagues of
humanist/ non-religious backgrounds?
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Display This Question:

If Do you hold a faith in which you believe in God or a higher power? = No

Q13 What are in your experience the benefits and/or challenges of working with colleagues of
faith backgrounds?
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Q14 Please
rate the
following
statements:

I feelitis
important to
diversifythe
chaplaincy

teamto reflect
various belief,
including non-
religious belief
systems. (1)

Chaplaincy
should be able
to provide like-

minded
support to
service-users
of a faithand
non-religious
background (6)

Chaplains
should be
recruited
based on merit
regardless of if
they are
religious or not

(8)

Chaplaincy
mostly
revolves
around
providing
religious care

(11)

| believe that
chaplaincy is
becoming less
affiliated with

religion (10)

| do not want
chaplaincy to
become less
affiliated with
religion (12)

Strongly agree
(1)

Agree (2)

Neither agree
nor disagree

(3)

Disagree (4)

Strongly
disagree (5)
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Q15 Have you ever been treated unfavourably with regards to your faith or belief by

Yes (6) No (7)

your lead/ head of chaplaincy (5)

your chaplaincy colleagues (1)

other staff members (2)

patients (3)

visitors (4)

Q16 Below is a snapshot of a chaplaincy encounter with a patient. Please continue in your
own words what comes to mind of what you would do/ say through reflective writing. Lisa
is the only person on a cancer ward. She has recently been diagnosed with breast cancer. She
is a young mother and has a loving family and wife. Lately she has been expressing to staff that
she does not know what she is living for anymore and that it is just a waiting game until she dies.
Staff have called you to come by to assess if she wants to talk about her concerns. You drop by
unannounced and introduce yourself: [Please describe how you would introduce yourself and
to get the conversation started]

Continued snapshotLisa honestly mentioned to you while talking that she feels that ‘there is no
meaning or purpose’ to her life. She looks at you with tears in her eyes and her lip trembles.
[Please describe what you would do/ say next]
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Q17 Is there anything else that has not been asked you would like to share with regards to your
thoughts, feelings, perceptions, assumptions, or experiences of working in multi-faith/belief
healthcare chaplaincy teams?

Debrief Debriefing Statement

Study title:
The experience of healthcare chaplains working in multi-belief teams in England

Thank you for taking part in my study.

In the last several years healthcare chaplaincy has changed from a solely Christian role, to
including other chaplains of different faiths. This led to diversifying healthcare chaplaincy toa
multi-faith service. Humanist chaplains who hold non-religious beliefs have also joined
healthcare chaplaincy teams resulting into multi-faith and belief chaplaincy teams. This survey
asked you about your motivations, thoughts, feelings, and reflections on working as a
healthcare chaplain working in a multi-faith and belief healthcare chaplaincy team. We are
particularly interested in your views on humanists/ non-religious colleagues joining healthcare
chaplaincy teams. This research may help contribute to inclusive healthcare chaplaincy
practices.

The survey is completely anonymous, and no identifiable data was recorded. Taking part in this
survey shall therefore remain confidential, and no one will know you have participated.
Nevertheless, all electronic data will be stored on a password protected computer and will be
kept for at least 3 years before being securely destroyed. All information will be treated in
accordance with the UK Data Protection Act. As the survey is completely anonymous, after
completing the survey it will not be possible to withdraw your data from the survey as there will
be no way to identify the information recorded.

275



There are no known risks in participating in this research but answering questions about your
experiences -which could be positive or perhaps challenging- may provoke unintentionally
uncomfortable and challenging memories. Itis therefore advised that if you feel you need
support, you are involved in personal supervision and/or reflective practice from for instance
you own belief group, from a professional and registered counsellor (for instance through the
BACP https://www.bacp.co.uk/search/Therapists ), or perhaps through your own chaplaincy
team, or you could contact Samaritans (https://www.samaritans.org/how-we-can-
help/contact-samaritan/) or MIND (https://www.mind.org.uk/information-support/guides-to-
support-and-services/).

The Principal Investigator leading this research is Lindsay van Dijk, Email:
In case you have concerns about this project you can contact the programme leader of the
Middlesex Psychology MPhil/ PhD programme:

Dr Nicola Payne
The Burroughs, Hendon, London NW4 4BT

Phone Ex

If you require further information or have any questions then please contact Lindsay van Dijk on

Kind regards,
Lindsay van Dijk

276



Appendix 2: Semi-Structured Interview Questions

Interview questions

Demographic questions (4)

o O O O

How old are you?

How do you identify as gender?

How would you describe your faith/belief?

How long have you worked in healthcare chaplaincy and in what capacity
(e.g., volunteer, bank, part-time employed, full-time employed)

Experience of their healthcare chaplaincy journey (5)

o

o

O O O O

Can you share your experience of how you came into healthcare chaplaincy?
How was your experience when starting out in healthcare chaplaincy and has
or hasn't this changed looking back?

Can you tell me a bit about your role and the work you do?

What is your experience of working in a multi-belief team?

How has your work been received?

Has or hasn’t working in a multi-belief team changed looking back?

Working with service-users (5)

o

o

o

Can you share from your experience whom you work with as a chaplain?
How do you refer to yourself when introducing yourself to service-users (e.g.,
patients, staff, visitors, family, stakeholders)?

Can you share an experience or talk through how you have/ would respond to
a request that is not aligned with your worldview, but you were/are the only
one available to respond?

In your experience, how do you respond to the needs of patients, staff, and
family/friends?

Is there anything else you provide as chaplain that you haven’t mentioned?

Chaplaincy & other support services (4)

o

Can you share your experience on how you establish a relationship as a
chaplain with someone seeking support?

How do you think chaplaincy is similar to other support services such as
counselling- type services?

How do you think chaplaincy is different to other support services such as
counselling- type services?

In your experience, what is your view on where a conversation becomes
chaplaincy related, or when it becomes time to refer to other support services
such as psychology?

Working with colleagues of different faiths/beliefs (7)

O
@)

What is your experience working with a faith-based/ non-religious colleague?
Can you share a time where you provided allyship to a faith/based- non-
religious based member in your team who holds a different worldview to you?
Can you share a time where you received allyship from a faith/based- non-
religious based member in your team who holds a different worldview to you?
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o Have you had experience with a faith/based- non-religious based chaplain in
your team who was not accepting towards your worldview? Or have you ever
observed this happening to another chaplain?

o What is your view on the similarities on how faith-based/ non-religious
chaplains work with service-users?

o What is your view on the differences on how faith-based/ non-religious
chaplains work with service-users?

o What opportunities do you think there might be/ have you experienced
working with a faith-based/ non-religious colleague?

o What challenges do you think there might be/ have you experienced working
with a faith-based/ non-religious colleague?

Closing/ other (1)
o Is there anything else you haven’t mentioned yet you would like to share?
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Appendix 3: Ethics approval for Surveys

Middlesex
University

London
Psychology REC
The Burroughs
Hendon
London NW4 4BT
Main Switchboard: 0208 411 5000

14/06/2021

APPLICATION NUMBER: 17393
Dear Lindsay Jane Van Dilk and all collaborators/co-investigators

Re your application title: Qual mixed - H i i in health

Supervisor: Nicola Payne, Sofie Bager-Chareson, Alistair McBeath

o "

Thark you for submitting your application. | can confirm that your application has been given APPROVAL from the date of this letter by the Psychology REC.

The fi q have been reviewed and approved as part of this research ethics application:
Document Type File Name Date Version
Disclosure of Potential Conflict of Interest - Conflict of Interest Form 13.04.2021
form
Permission/Agreement Letter Humanists UK Approval letter 27/0472021 1
Participant Recruitment Information Email mvitation all he chaplains 24,0521 24/052021 2
Permission/Agreement Letter Gmail - PhD approval letter 24/05/2021 2
Debriefing Sheet Debriefing Stalement 24.05.21 24/0522021 2
Materials Survey questions all HC chaplains 250521 2500572021 3
Further details Participants Information Sheet Surveysall HC chaplains 11062021 2

11.06.21
Resubmission Response to Feedback Resubmission Feedhack Summary 11.06.21 11062021 1
Summary

Although your application has been approved, the reviewers of your application may have made some useful comments on your application. Please look at
your online application again to check whether the reviewers have added any comments for you to look at.

Also, please note the following:

1. Please ensure that you contact your supe ittee (REC) if any changes are made to the research project which coukd affect
your ethics approval, There is an Amendment sub-form on MORE that can be completed and submitted to your REC for further review.

2. You must notify your supervisor/fREC if there is a breach in data protection management or any issues that arise that may lead to a health and safety
concem or conflict of interests,

3. If you require more time to complete your research, i ., beyond the date ified in your application, please the jion sub-form on MORE
and submitit your REC for review,

4. Please quote the application number in any correspondence.

Page 10of2

279



5. It is important that you retain this document as evidence of research ethics approval, as it may bereg for ission o bodies (e.g., NHS,
grant awarding bodies) or as part of your research report, dissemination (e.g., journal arficles) and data management plan,

6. Also, please forward any other infarmation that woukd be helpful in enhancing our application form and procedures - please contact
MOREsupport@mdzx.ac.uk to provide feedback,

Good luck with your research.
Yours sincerely
Chair

Psychdogy REC

Middlesex
University

Page 2 of 2
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Appendix 4: Survey Conflict of Interest Form

Middlesex University: Code of Practice for Research

Disclosure of Potential Conflict of Interest

(This form is to be used for section 8.5 of the MORE Form to report a conflict of interest and
commitment, in accordance with the University’s Conflict of Interest and Commitment Policy;
HRPS35)

School / Department: Phil/PhD in Psychology at Middlesex University

Ethics sub-committee:

In accordance with section 3.5 of the Code of Practice for Research: Principles and
Procedures

I make the following disclosure:

Publication / research project entitled:

The experience of humanist healthcare chaplains entering faith-based NHS Chaplaincy teams, by
Lindsay van Dijk

Details of potential conflict of interest, including organisation(s) involved. Please state how
the conflict will be resolved or risk of conflict minimised:

The researcher is also the chair of the non-religious pastoral support network (NRPSN) which is the
accrediting board of any humanist chaplain in the U.K. Furthermore she hold a head of chaplaincy
position within a NHS Trust. The researcher shall ensure to make clear that participation shall have
no effect on their accredited status as healthcare chaplain.

The aim is to distribute the qualitative surveys for humanist chaplains in the late spring 2021 through
the contact details held by the non-religious pastoral support network (NRPSN), the accrediting
body for all humanist chaplains in the U.K. | will not be using network member's individual contact
details, nor do | have access to the an email list myself, but an email shall be sent out by the
NRPSN as gatekeeper through the use of their humanist chaplain 'mailing list' (not disclosing
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individual contact details) to ensure that participants to not feel pressured to participate. Additionally
the surveys are completely anonymous which shall be communicated to prospective participants.

Name of Student: Lindsay van Dijk
Signature: [REDACTED] Date: 13.04.2021

Name of Supervisor: Nicola Payne

Signature: [REDACTED] Date: 13/04/2021
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Appendix 5: Humanists UK Survey Distribution Approval Letter and Email

. Humanists UK
HumamStS UK 39 Moreland Street.
London EC1V BBB
020 7324 3060
info@humanists.uk
humanists.uk

To whom it may concern,

This is to certify that we are happy to have the recruitment letter and survey link supplied
by Lindsay van Dijk, to be distributed to the accredited members of our Non Religious
Pastoral Support Network. We understand this will be in furtherance of her PhD studies in
humanist chaplaincy in healthcare.

Please do not hesitate to contact me if you require any further information.

Yours faithfully,

Director o! !ommunity Services

Presidant: Professor Alice Roberts, Vice Prasidents: Professar Jim Al-Khalil OBE. Professar A C Grayling CBE. Shappi Kharsandi, Polly Toynbee,
Registered charity no. 285987 (British Humanist Association). A company limited by guarantee, registered in England and Wales no. 226781
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20/05/2021 Gmail - PhD approval letier

M Gmail Linasayven o (D

23 april 2021 om 12:30

.ed what | have, though signing it is tricky from home and I'm not in the office until Tuesday.
I'd be happy for them to email me to confirm?

Director of Community Sendces, Humanists UK

39 Moreland Street, London EC1V 8BB | 020 7324 3060
humanists.uk | facebook.com/HumanistsUK | twitter.com/Humanists_UK

Humanists UK is a registered charity in England and Wales (no. 265987). You can support our work for a tolerant
world where reason and kindness prevail by becoming a member or donating today. Thank you.

[Tekst vit oorsprankelijke bericht is verborgen)

4 Humanists UK Approval letter.pdf
= 48K

htps J/meil.g oog e, comimeil i) 7 k=424d 1125458 iews ptésearch=ali&permmsg kl=msg-1%3A1697 630650 1120409358 simpl =msg-F6 3A 1697830650112040. .. 11

284



Appendix 6: Survey Invitation Email Template

Dear colleague,

I would like to invite you to take part in an online survey. We are interested in hearing the
experiences of anyone working as a volunteer or employed healthcare chaplain in England and
it does not matter for how long you have been doing so or whetheryou work full-time or part-
time.

In the last several years healthcare chaplaincy has changed from a solely Christian role, to
including other chaplains of different faiths. This led to diversifying healthcare chaplaincy to a
multi-faith service. Humanist chaplains who hold non-religious beliefs have also joined
healthcare chaplaincy teams resulting into multi-faith and belief chaplaincy teams. This survey
shall ask you about your motivations, thoughts, feelings, and reflections on working as a
healthcare chaplain, as well as on humanists or non-religious colleagues joining chaplaincy
teams within a multi-faith and belief chaplaincy team. This research may help contribute to
inclusive healthcare chaplaincy practices.

The online survey shall hopefully last between 15-30 minutes (depending on how much you
would like to share) and is completely confidential and anonymous, so no one will know
who has participated. You can find more information about the survey, and if you wish,
complete the survey, here through this link: [insert link]

If you have any questions, please do feel free contact me or_

Your sincerely,

Lindsay van Dijk
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Appendix 7: Participant Information Sheet Interviews

MIDDLESEX UNIVERSITY

Participant Information Sheet (PIS)

More Than Minimal Risk or High Risk Projects
(Must be used with a Consent Form that is signed by participant and retained by the
researcher)

SECTION 1

1. Project/Study title
The experience of healthcare chaplains working in multi-belief teams in England

2. Invitation paragraph

You are being invited to take part in a research study. Before you decide it is important
for you to understand why the research is being done and what it will involve. Please
take time to read the following information carefully and discuss it with others if you
wish. Ask us if there is anything that is not clear or if you would like more information.

Take time to decide whether or not you wish to take part.
Thank you for reading this.

3. What is the purpose of the study?

In the last several years healthcare chaplaincy has changed from a solely Christian
role, to including other chaplains of different faiths. This led to diversifying healthcare
chaplaincy to a multi-faith service. Humanist chaplains who hold non-religious beliefs

have also joined healthcare chaplaincy teams leading to multi-faith and belief
chaplaincy teams. This interview shall ask you about your motivations, thoughts,
feelings, and reflections on working as a non-religious or faith-based healthcare
chaplain with questions aimed at exploring your thoughts and experiences on

humanists or non-religious colleagues joining chaplaincy teams and/or working as or

working with humanist or non-religious colleagues.

4. Why have | been chosen?

You have indicated that you are interested in taking part in this study. You have been
selected due to working as a healthcare chaplain in the NHS in a multi-faith and belief
team (employed, bank or voluntary). This research focuses on your thoughts, feelings
and experiences as a healthcare chaplain including your views on working as or
working with humanist or non-religious chaplains. We are interested in hearing the
experiences of anyone working as a volunteer or employed healthcare chaplain and it
does not matter for how long you have been doing so or whether you work full-time or
part-time. You would however need to work in England as a healthcare chaplain and

be able to articulate your thoughts, feelings, and experiences in English.

5. Do | have to take part?

Participant Information Sheet - (PIS) Ver 1.0 More than Minimal Risk. Midd lesex University Ethics (Feb 2020)
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It is up to you to decide whether to take part. If you do decide to take part you will be
given this information sheet to keep and be asked to sign a consent form. If you decide
to take part you are still free to withdraw at any time and without giving a reason. If
you do decide to withdraw from the study then please inform the researcher as soon
as possible, and they will facilitate your withdrawal. If, for any reason, you wish to
withdraw your data please contact the researcher within a month of your participation.
After this date it may not be possible to withdraw your individual data as the results
may have already been published. However, as all data are anonymised, your
individual data will not be identifiable in any way. You may also withdraw during the
interview by saying that you want to stop the interview.

As the researcher is also the chair of the non-religious pastoral support network
(NRPSN) which is the accrediting board of any humanist chaplain in the U.K. and
she holds a head of chaplaincy position within a NHS Trust, it is important to note
that participation shall have no effect on your status as a healthcare chaplain.
Furthermore, taking part in the interview is completely confidential and when used
within the research, what you say in the interview shall be anonymous, so no one will
know whether or not you have participated.

6. What will | have to do?

If you agree to participate, you shall complete an interview where you will be asked
questions about your thoughts, feelings, and experiences of working as a healthcare
chaplain within a multi-faith and belief healthcare chaplaincy team. The interview
shall be between 45-60 minutes long (depending on how much you would like to
share) and shall be conducted online using, for example, Zoom.

Please note that in order to ensure quality assurance and equity this project may be
selected for audit by a designated member of the committee. This means that the
designated member can request to see signed consent forms. However, if this is the
case your signed consent form will only be accessed by the designated auditor or
member of the audit team.

7. Will | have to provide any bodily samples (i.e. blood/saliva/urine)?
No

8. What are the possible disadvantages and risks of taking part?
There are no known risks in participating in this research but answering
questions about your experiences -which could be positive or perhaps
challenging- may provoke unintentionally uncomfortable and challenging
memories. It is therefore advised that if you feel you need support, you are
involved in personal supervision and/or reflective practice from for instance
you own belief group, from a professional and registered counsellor (for
instance through the BACP https://www.bacp.co.uk/search/Therapists ), or
perhaps through your own chaplaincy team, or you could contact Samaritans
(https://www.samaritans.org/how-we-can-help/contact-samaritan/) or MIND
(https://www.mind.org.uk/information-s upport/guides-to-su pport-and-services/).
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Appropriate risk assessments for all procedures have been conducted, and will be
followed throughout the duration of the study.

9. What are the possible benefits of taking part?

We hope that participating in the study will help you. However, this cannot be
guaranteed. The information we get from this study may help us to understand your
views and experiences. We hope this research can help contribute to the practices of
and support for healthcare chaplains as well as to overall multi-faith and belief
healthcare chaplaincy practices.

9. Will my taking part in this study be kept confidential ?

The research team has put a number of procedures in place to protect the
confidentiality of participants. You will be allocated a participant code that will
always be used to identify any data you provide. Your name or other personal details
will not be associated with your data, for example, the consent form that you sign will
be kept separate from your data. All paper records will be stored in a locked filing
cabinet, accessible only to the research team, and all electronic data will be stored
on OneDrive which is a secure file storage system used by Middlesex University.
Data will be kept for at least 5 years before being securely destroyed. Your interview
will be recorded in order to transcribe it and then the recording will be destroyed. All
information will be treated in accordance with the UK Data Protection Act.

10. What will happen to the results of the research study?

The results will be used as part of my PhD research. It may also be presented at
conferences or in journal articles. In accordance with the Middlesex University policy
on research data management, the data from this study may also be made available
to other researchers. However, only fully anonymised data will be shared and at no
point will your personal information be revealed.

10.  What will happen to the results of the research study?

The results of the research study will be used as part of a Postgraduate dissertation.
The results may also be presented at conferences or in journal articles. However, the
data will only be used by members of the research team and at no point will your
personal information or data be revealed.

11.  Who has reviewed the study?
The study has received full ethical clearance from the Middlesex University
Psychology Department Research Ethics Committee who have reviewed the study.

12.  Contact for further information
If you require further information or have any questions or would like to withdraw
your data then please contact Lindsay van Dijk o

The Principal Investigator leading this research is Lindsay van Dijk
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In case you have concerns about this project you can contact the programme
leader of the Middlesex Psychology MPhil/ PhD programme:

Dr Nicola Payne
The Burrou n, London NW4 4BT

X

Thank you for agreeing to take part in this study. You (the participant) should keep this
“Participant Information with Consent” sheet since it contains important information and the
research teams contact details.
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SECTION 2

Middlesex University Privacy Notice for Research Participants

The General Data Protection Regulation (GDPR) protects the rights of individuals by setting
out certain rules as to what organisation can and cannot do with information about people. A
key element to this is the principle to process individuals’ data lawfully and fairly. This means
we need to provide information on how we process personal data.

The University takes its obligation under the GDPR very seriously and will always ensure
personal data is collected, handled, stored and shared in a secure manner. The University's
Data Protection Policy can be accessed here:

https://www.mdx.ac.uk/__data/assets/pdf _file/0023/47 1326/Data-Protection-Policy-GPS4-

v2.4.pdf.

The following statements will outline what personal data we collect, how we use it and who
we share it with. It will also provide guidance on your individual rights and how to make a
complaint to the Information Commissioner’s Officer (ICO), the regulator for data protection
in the UK.

Why are we collecting your personal data?

As a university we undertake research as part of our function and in our capacity as a
teaching and research institution to advance education and learning. The specific purpose
for data collection on this occasion is to ask you questions through an interview about
your thoughts, feelings, and experiences of working as a healthcare chaplain within a
multi-faith and belief healthcare chaplaincy team. The interview shall be audio-
recorded for the purpose of transcribing. The interview shall be between 45-60
minutes long (depending on how much you would like to share) and shall be
conducted online using, for example, Zoom.

The legal basis for processing your personal data under GDPR on this occasion is Article
6(1a) consent of the data subject.

Transferring data outside Europe

In the majority of instances your data will be processed by Middlesex University researchers
only or in collaboration with researchers at other UK or European institutions so will stay
inside the EU and be protected by the requirements of the GDPR.

In any instances in which your data might be used as part of a collaboration with researchers
based outside the EU all the necessary safeguards that are required under the GDPR for
transfermring data outside of the EU will be put in place. You will be informed if this is relevant
for the specific study you are a participant of.

Your rights under data protection
Under the GDPR and the DPA you have the following rights:

« to obtain access to, and copies of, the personal data that we hold about you;

« torequire that we cease processing your personal data if the processing is causing
you damage or distress;

« torequire us to correct the personal data we hold about you if it is incorrect;

« torequire us to erase your personal data;

« torequire us to restrict our data processing activities;
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+ toreceive from us the personal data we hold about you which you have provided to
us, in a reasonable format specified by you, including for the purpose of you
transmitting that personal data to another data controller;

« to object, on grounds relating to your particular situation, to any of our particular
processing activities where you feel this has a disproportionate impact on your rights.

Where Personal Information is processed as part of a research project, the extent to which
these rights apply varies under the GDPR and the DPA. In particular, your rights to access,
change, or move your information may be limited, as we need to manage your information in
specific ways in order for the research to be reliable and accurate. If you withdraw from the
study, we may not be able to remove the information that we have already obtained. To
safeguard your rights, we will use the minimum personally-identifiable information possible.
The Participant Information Sheet will detail up to what point in the study data can be
withdrawn.

If you submit a data protection rights request to the University, you will be informed of the
decision within one month. If it is considered necessary to refuse to comply with any of your
data protection rights, you also have the right to complain about our decision to the UK
supervisory authority for data protection, the Information Commissioner’'s Office.

None of the above precludes your right to withdraw consent from participating in the
research study at any time.

Collecting and using personal data

To ensure anonymity, as participant you shall receive a participant identifier rather than be
referred to by your own name or initials. Data shall be stored on OneDrive which is a
secure file storage system used by Middlesex University and only accessed by the
research team. Collecting, storing and using personal data is in accordance to Middlesex
data policies which describe a max 10 years to keep the data. For this research purpose,
and described in your Participant Information Sheet, data will be held for the period of 5
years. You have also been asked to read and agree to the standard consent statements by
ticking each statement listed on your consent form in order to proceed. Participating in the
study is voluntary and in no way mandatory. Participation is kept confidential during all
stages of the research. As described in the Participant Information Statement, if you wish,
you can withdraw from the project until data analysis begins within one month of your
participation.

Data sharing

Your information will usually be shared within the research team conducting the project you
are participating in, mainly so that they can identify you as a participant and contact you
about the research project.

Responsible members of the University may also be given access to personal data used in a
research project for monitoring purposes and/or to carry out an audit of the study to ensure
that the research is complying with applicable regulations. Individuals from regulatory
authorities (people who check that we are carmying out the study correctly) may require
access to your records. All of these people have a duty to keep your information, as a
research participant, strictly confidential.

If we are working with other organisations and information is shared about you, we will
inform you in the Participant Information Sheet. Information shared will be on a ‘need to
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know’ basis relative to achieving the research project’s objectives, and with all appropriate
safeguards in place to ensure the security of your information.

Storage and security

The University takes a robust approach to protecting the information it holds with dedicated
storage areas for research data with controlled access.

Alongside these technical measures there are comprehensive and effective policies and
processes in place to ensure that users and administrators of University information are
aware of their obligations and responsibilities for the data they have access to. By defaullt,
people are only granted access to the information they require to perform their duties.
Training is provided to new staff joining the University and existing staff have training and
expert advice available if needed.

Retention

Under the GDPR and DPA personal data collected for research purposes can be kept
indefinitely, providing there is no impact to you outside the parameters of the study you have
consented to take part in.

Having stated the above, the length of time for which we keep your data will depend on a
number of factors including the importance of the data, the funding requirements, the nature
of the study, and the requirements of the publisher. Details will be given in the information
sheet for each project.

Contact us

The Principal Investigator leading this research is Lindsay van Dijk
Middlesex University

The Burroughs

London

Nw4 4BT

The University’s official contact details are:
Data Protection Officer

Middlesex University

The Burroughs

London

Nw4 4BT

Tel: +44 (0)20 8411 5555

Email: dpaofficer@mdx.ac.uk

Thank you for agreeing to take part in this study. You (the participant) should keep this
“Participant Information with Consent” sheet since it contains important information and the
research teams contact details.
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Appendix 8: Informed Consent Form Interviews

Middlesex
University
London

Version Number...

Participant Identification Number:

CONSENT FORM

Title of Project: The experience of healthcare chaplains working in multi-belief teams in
England

Name of Researcher: Lindsay van Dijk

Supervisor’s name and email: Dr Nicola Payne —

Please initial box

1. | confirm that | have read and understand the information sheet dated
. for the above study. | have had the opportunity to

ask questlons and have been given contact details for the researcher(s)

2. | understand that my participation is voluntary, the data collected during the research

will not be identifiable, and | am free to withdraw my consent without giving a reason
within one month of participating in the interview.

3. | agree that this form that bears my name and signature may be seen by a
designated auditor (i.e. a Chair of the Psychology Ethics Committee or representative

of the University Ethics Committee) to monitor correctness of procedure

4. | agree that my non-identifiable research data may be stored in National Archives
and used anonymously by others for future research. | am assured that the

confidentiality of my data will be upheld through the removal of any personal
identifiers

5. | understand that the data | provide may be used for analysis and subsequent
publication, and provide my consent that this might occur

6. |understand that | can ask for my data to be withdrawn from the project until data
analysis begins within one month of your participation
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7. | understand that my interview may be taped and subsequently transcribed

8. | agree to take part in the above study

Name of participant Date Signature

Researcher Date Signature

1 copy for participant; 1 copy for researcher;
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Appendix 9: Debrief Sheet Interviews

Debriefing Statement
Study title: The experience of healthcare chaplains working in multi-belief teams in England
Thank you for taking part in my study.

In the last several years healthcare chaplaincy has changed from a solely Christian role, to including
other chaplains of different faiths. This led to diversifying healthcare chaplaincy to a multi-faith
service. Humanist chaplains who hold non-religious beliefs have also joined healthcare chaplaincy
teams resulting in multi-faith and belief chaplaincy teams. This interview asked you about your
motivations, thoughts, feelings, and reflections on working as a healthcare chaplain working in a multi-
faith and belief healthcare chaplaincy team. We are particularly interested in your views on humanists/
non-religious colleagues joining healthcare chaplaincy teams. This research may help contribute to
inclusive healthcare chaplaincy practices.

The interview is completely anonymous and confidential, and any identifying features will be removed
from what you have said. Nevertheless, all electronic data will be stored on a password protected
computer and will be kept for at least 5 years before being securely destroyed. All information will be
treated in accordance with the UK Data Protection Act. If you wish to withdraw your data, you can do
so within one month of participation by contacting me and quoting the 1D number on your participant
information sheet

There are no known risks in participating in this research but answering questions about your
experiences -which could be positive or perhaps challenging- may provoke unintentionally
uncomfortable and challenging memories. It is therefore advised that if you feel you need support, you
are involved in personal supervision and/or reflective practice from for instance you own belief group,
from a professional and registered counsellor (for instance through the BACP
https://www.bacp.co.uk/search/Therapists ), or perhaps through your own chaplaincy team, or you
could contact Samaritans (https://www.samaritans.org/how-we-can-help/contact-samaritan/) or MIND
(https://www.mind.org.uk/information-support/guides-to-support-and-services/).

The Principal Investigator leading this research is Lindsay van Dijk, Email:_

In case you have concerns about this project you can contact the programme leader of the Middlesex
Psychology MPhil/ PhD programme:

Dr Nicola Payne

The B ughs, Hendon, London NW4 4BT
Phone Ext:

If iﬁﬂ i further information or have any questions, then please contact Lindsay van Dijk on

Kind regards,

Lindsay van Dijk
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Appendix 10: Conflict of Interest Form for Interviews

Middlesex University: Code of Practice for Research

Disclosure of Potential Conflict of Interest

(This form is to be used for section 8.5 of the MORE Form to report a conflict of interest and
commitment, in accordance with the University’s Conflict of Interest and Commitment Policy;
HRPS35)

School / Department: Phil/PhD in Psychology at Middlesex University

Ethics sub-committee:

In accordance with section 3.5 of the Code of Practice for Research: Principles and
Procedures

I make the following disclosure:

Publication / research project entitled:

The experience of humanist healthcare chaplains entering faith-based NHS Chaplaincy teams, by
Lindsay van Dijk

Details of potential conflict of interest, including organisation(s) involved. Please state how
the conflict will be resolved or risk of conflict minimised:

The researcher is also the chair of the non-religious pastoral support network (NRPSN) which is the
accrediting board of any humanist chaplain in the U.K. Furthermore she hold a head of chaplaincy
position within a NHS Trust. The researcher shall ensure to make clear that participation shall have
no effect on their accredited status as healthcare chaplain.

The aim is to send out an invitation to participate in semi-structured interviews for humanist
chaplains around October 2022 through the contact details held by the non-religious pastoral
support network (NRPSN), the accrediting body for all humanist chaplains in the U.K. | will not be
using network member's individual contact details, nor do | have access to the an email list myself,
but an email shall be sent out by the NRPSN as gatekeeper through the use of their humanist
chaplain 'mailing list' (not disclosing individual contact details) to ensure that participants to not feel
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pressured to participate. Additionally, | shall not recruit any participants whom | personally work with
and manage in my employment as Head of Chaplaincy at Sheffield teaching hospitals.

Simultaneously, requests to participate in semi-structured interviews of faith-based chaplains shall
be sent out through an open email register called JSIC email. This again, shall be sent out around
October 2022. It shall be made clear that although | work in healthcare chaplaincy, that participation
in the research shall have no effect on their status as healthcare chaplain.

Name of Student: Lindsay van Dijk

Signature: [REDACTED] Date: 23.06.2022

Name of Supervisor: Nicola Payne

Signature: [REDACTED] Date: 23/06/2022
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Appendix 11. Humanists UK Approval Letter for Interviews

London EC1V BEB

% Humanists UK o Mg Street.

020 7324 3060
info@humanists.uk
humanists.uk

To whom it may concern,

This is to certifythat we are happy to distribute Lindsay van Djik's request for participation
in semi-structured interviews to the accredited members of our Non-Religious Pastoral
Support Network. We understand this will be in furtherance of her PhD studies in humanist
chaplaincy in healthcare.

Please do not hesitate to contact me if you require any further information.

Yours faithfully,

G
Ny

Head of Humanist Care

President: Professor Alce Robe
Registered charity no. 285987 (B

rofessor Jim Al- Khalill OBE Profes
ation). & company mited by g

ng CEE. Shappi Khorsandi, Polly Toyribee
registered in England and Wales no. 228781
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Appendix 12: Email Invitation for Interviews

Dear colleague,

I would like to invite you to take part in an interview which would take place online. We are
interested in hearing the experiences of anyone working as a volunteer or employed healthcare
chaplain in England and it does not matter for how long you have been doing so or whetheryou
work full-time or part-time.

In the last several years healthcare chaplaincy has changed from a solely Christian role, to
including other chaplains of different faiths. This led to diversifying healthcare chaplaincy to a
multi-faith service. Humanist chaplains who hold non-religious beliefs have also joined
healthcare chaplaincy teams resulting into multi-faith and belief chaplaincy teams. This
interview shall ask you about your motivations, thoughts, feelings, and reflections on working
as a healthcare chaplain, as well as working as/ or with humanists or non-religious colleagues
to research humanists or non-religious colleagues joining chaplaincy teams within multi-faith
and belief chaplaincy teams. This research may help contribute to inclusive healthcare
chaplaincy practices.

The online interview shall hopefully last between 45-60 minutes (depending on how much
you would like to share) and is completely confidential and anonymous, so no one will
know who has participated. If you might be interested in partaking in the interviews,
please email me through the email address listed below for more information.

If you have any questions, please do feel free contact me on_

Your sincerely,

Lindsay van Dijk
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Appendix 13: Ethics Approval Interviews

Middlesex
University

London
Psychalogy REC
The Burroughs
Hendon
London MW4 4BT
Main Switchboard: 0208 411 5000

16/08/2022

APPLICATION NUMBER: 21140
Dear Lindsay Jane Van Dijk and all collaborators/co-investigators

Re your application title: Lived experiences of humanists entering faith-based healthcare chaplaincy teams
Supervisor: Sofie Bager-Charleson, Alistair McBeath, Nicola Payne

Co-i . tenllal +

Thank you for submitting your application. | can confirm that your application has been given APPROVAL from the date of this letter by the Psychology REC.

The following documents have been reviewed and approved as part of this research ethics application:

Document Type File Name Date Version

Data Protection Declaration LVD REVISED JUNE- Data Protection Checklist and Declaration 27/06/2022 3
Form {2} (1)

Informed Consent Form LvD REVISED JUNE -PSY Consent Form template filled out 27/06/2022 3

Debriefing Sheet LVD REVISED JUNE - Debriefing Statement 27.06.2022 27/06/2022 3

Disclosure of Potential Conflict  LVD REVISED JUNE- Conflict of Interest Form 27.06.2022 27106/2022 3

of Interest form

Permission/Agreement Letter 202207 04 CEW LvD PhD Humanists UK Approval letter 04/07/2022 1

Materials Draft interview questions 5 August 05/08/2022 1

Participant Recruitment Email invitation all he chaplains 07.04.2022 05/08/2022 2

Information

Informed Consent Form LVD REVISED JUNE -Participant Information Sheet - more than  05/08/2022 2
minimum risk template fille dout

Resubmission Response to Resubmission Feedback Summary 15.08.2022 LvD 15/08/2022 1

Feedback Summary

Although your application has been approved, the reviewers of your application may have made some useful comments on your application. Please look at
your online application again to check whether the reviewers have added any comments for you to look at.

Also, please note the following:

1. Please ensure that you contact your supervisor/research ethics committee (REC) if any changes are made to the research project which could affect
your ethics approval. There is an Amendment sub-form on MORE that can be completed and submitted to your REC for further review.

2. You must notify your supervisor/REC if there is a breach in data protection management or any issues that arise that may lead to a health and safety

Page 1of 2
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concern or conflict of interests.

3. If you require more time to complete your research, i.e., beyond the date specified in your application, please complete the Extension sub-form on MORE
and submit it your REC for review.

4. Please quote the application number in any correspondence.

5. It is important that you retain this document as evidence of research ethics approval, as it may be required for submission to external bodies (e.g., NHS,
grant awarding bodies) or as part of your research report, dissemnination (e.g., journal articles) and data management plan.

6. Also, please forward any other information that would be helpful in enhancing our application form and procedures - please contact
MOREsupport@mdx.ac.uk to provide feedback.

Good luck with your research.

Yours sincerely

Middlesex
University

Chair

Psychology REC

Page 2 of 2
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Appendix 14: Data Protection Declaration

Middlesex
University
London

Middlesex University Data Protection Checklist and Declaration for Researchers

REC no: _

Project title: The experience of healthcare chaplains working in multi-belief teams in England

Pl/Supervisor: Nicola Payne Date:23/06/2022

There are now 7 Data Protection Principles, which states that information must be:
1. Fairly and lawfully processed;

Processed for specified and lawful purposes;

Adequate, relevant and not excessive;

Accurate and kept up date where necessary;

Not kept for longer than is necessary;

Kept secure;

Necessary to actively demonstrate compliance with all of the above principles

N ;RGN

processing in accordance with individuals' rights and not transferring to countries without adequate protection
are no long principles but have specific

Article 89 of the GDPR and Schedule 2 Part 6 of the Data Protection Act 2018 (DPA) provides exemption to
some of the data protection principles and individual rights for processing personal data for ‘research
purposes' including statistical or historical purposes. These are noted in the checklist below.

For guidance on the Data Protection Act for Social Research please see the MRSGuidelines for Social
Research, April 2013 which can be accessed using the following link:

hitps://www.mrs.org.uk/standards/legislation/tab/data_protection

Guidance on large data sets can be found at the Information Commissioner's Office website — BBig data,
artificial intelligence, machine learning and data protection September 2017.J_https:/fico.org.uk/media/for-
organisations/documents/2013559/big-data-ai-ml-and-data-protection. pdf

You may also find JISC Legal Information on Data Protection and Research Data Questions and Answers,
(last updated July 2018)helpful. _http://www jisclegal.ac. uk/guides/data-protection

Note: Personal data which is anonymised', permanently, is exempt from compliance with the DPA and
registration process. See endnotes for further details.

Conditions which must be met for a research exemption to apply under Schedule 2 Please indicate
Part 6 of the DPA 2018
1. The information is being used exclusively for research purposes Agree
2. The information is not being used to support measures or decisions relating to any Agree
identifiable living individuals
3. The data" is not being used in a way that will cause or is likely to cause, substantial Agree
damage or substantial distress to any individuals or very small groups
If you ‘Disagree’ please provide details why an adverse effect is justified:
4. The results of the research, or any resulting statistics, will not be made available ina Agree

form that identify individuals

If you ‘Disagree’ please provide details why identification is intended:

If you ‘Agree’ to all of the above conditions then the use of personal data is exempt
from the Second Principle and the Fifth Principle, but you must comply with First,
Third, Fourth, and Principles of the DPA alongside protecting certain individual rights
and not transferring to countries without adequate protection. If a research exemption
does not apply then you must ALSO comply with the Second and Fifth Principles of the
DPA
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Middlesex
University

London

Middlesex University Data Protection Checklist and Declaration for Researchers

REC no:

First Principle: Fairly and lawfully processed

5.

Will you have appropriate informed consent'’ secured from participants for the personal
data that you will be analysing? i.e., inform participants of
a) What you will do with the data?
b) Who will hold the data? (Usually MU, unless a third party is involved)
c) Who will have access to the data or receive copies of it?

(e.g., for secondary data sets, are you sure that appropriate consent was secured from
participants when the data was collected?) If ‘no’ please provide details and any further
actions to be taken:

Yes

If you plan to analyse sensitive (known as special categories of personal data under
the new legislation) personal data¥, have you obtained data subjects’™ explicit
informed consent" (as opposed to implied consent¥)? If ‘no’ please provide details:

Yes

If you do not have the data subjects’ explicit consent to process their data, are you
satisfied that it is in the best interests of the data subject to collect and retain the
sensitive data? Please provide details:

Yes

If you are processing™ personal data about younger individuals or those with reduced
capacity, have you put a process in place to obtain consent from parents, guardians or
legal representatives, if appropriate? Please provide details:

N/A

Will you have a process for managing withdrawal of consent?
If ‘no’ please provide details:

Yes

. Will it be necessary or desirable to work with external organisations e.g., charities,

research organisations etc. acting as a third party i.e., directly providing a service for us
or on our behalf that involves them accessing, collecting or otherwise processing
personal data the third party will become a data processor under the DPA?

If 'yes' then you will be using a third party as a data processor you must take advice from
the Middlesex University Data Protection Officer about the planned contractual
arrangements and security measures.

N/A

. Have you written an appropriate privacy notice to provide to individuals at the point you

collect their personal data?

(Please see 'Guide to Research Privacy Notices’)

Yes

Second Principle: Processed for limited purposes

Will personal data be obtained only for one or more specified and lawful purposes,
and not further processed in any manner incompaible with the purpose(s)? (Research
data subjects should be informed of any new data processing purposes, the identity of
the Data Controller* and any disclosures that may be made.)

Research Exemption Note (GDPR Article 89): Personal data can be processed for
research purposes other than for which they were originaly obtained if that processing
does not take fmeasures or decisions with respect to the particular data subjects (unless
necessary for approved medical research); and no likelihood of substantial damage or
substantial distress to any data subjects That data may also be held indefinitely.

N/A

Third Principle: Adequate, relevant and not excessive
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Middlesex
University

London

Middlesex University Data Protection Checklist and Declaration for Researchers

REC no:

12. Will you only collect data that is necessary for the research? If ‘no’ please provide
details and any further actions to be taken:

Yes

Fourth Principle: Accurate and where necessary, kept up to date

13. Will you take reasonable measures to ensure that the information is accurate, kept up-
to-date and corrected if required? If 'no’ please provide details:

Yes

Fifth Principle: Not kept for longer than is necessary

14. Will you check how long data legally must be kept and routinely destroy data that is
past its retention date and archive data that needs to be kept?

Research Exemption Note (section 33(3)): Personal data processed for research
purposes can be kept indefinitely.

Yes

Chapter 3 GDPR: Processed in accordance with individuals’ rights under the DPA*

15. If you are intending to publish information, which could identify individuals, have you
made them aware of this when gaining their informed consent? If 'no’ please provide
details:

NJA

16. Will you allow access to all personal data held about a data subject if an individual
makes this request?

Research Exemption Note (Schedule 2 Part 6 DPA): Where the results of processing
personal data for research purposes do not identify a data subject, that data subject
does not have a right of access to that data.

17. Will you ensure that all researchers who have access to personal data understand that
it must not be provided to any unauthorised person or third party (e.g. family
members etc.) unless consent has been given?

Yes

Sixth Principle: Kept secure

18. Will you ensure that personal data will be stored in locked cabinets, cupboards,
drawers etc. (regardless of whether data is on paper, audio visual recordings, CDs,
USBs, etc.)?

Yes

19. Will you ensure that if personal data is to be stored electronically it will only be kept on
encrypted devices?

Yes

20. Will you ensure that individuals who have access to the personal data are aware that
email is not a secure method of communication and should not be used for
transferring the data?

Yes

21. Will you ensure that disposal of personal data will be via confidential waste services
or in the case of electronic media and hardware should be destroyed in line with
Middlesex University guidelines and procedures?

Yes

Chapter 5 GDPR: Not transferred to other countries without adequate protection

22. Will you ensure that personal data is not transferred outside the EEA unless one of
the following applies?
i The country you are transferring the data to has been approved as providing
adequate protection
ii. You have obtained explicit informed consent from the individual(s)
iii.. You have a contract in place with the recipient of the data, which states the
appropriate data protection requirements.
iv. You have completely anonymised the data.
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Declaration

| confirm that | have noted the main points related to Data Protection GDPR for researchers and | understand my
responsibilities for data protection as a researcher.

The following video summaries the main points: https://www.youtube.com/watch?v=hBzgqELMe2nY

Please refer to the following documents that can be located with within the MORE Help/Templates for
further information:

Specific Issues to Consider regarding GDPR

GDPR Guidance for Researchers: Summary of main points of the GDPR related to research
Personal and Sensitive Personal Data — |CO definitions relating to GDPR on personal and sensitive
data

Criminal Offence Data Protection Requirements

Data Protection Policy

MU Data Management Plan Policy

Data Management Plan example

Personal data flowchar — check is you are collecting personal data

Anonymous and Pseudonymous Data — definitions, guide and further references on how to anonymise
data

10.1CO website address for full details of GDPR: https://ico.org.uk

Ll

CoNoOO R~

Print Name: Lindsay van Dijk

Signature:

Date: 23/06/2022

Any concerns in relation to compliance with the DPA should be discussed with the Middlesex
University Data Protection Officer.

| Anonymous data is prepared from personal information but from which, an individual cannot be identified by
the person holding the data. Anonymisation is a permanent process. Personal data must be treated so that it
cannot be processed in such a way as to link the data to a specific individual (e.g., using an identifier). Coded
data is not anonymised and therefore not exempt from compliance or registration.

ii pata covers information that is held on computer, or to be held on computer to be processed. Data is also
information recorded on paper if you intend to put it on computer.

“Informed consent means providing participants with a clear explanation of the research project in order for
them to give informed consent regarding the use of their data. Individuals should be informed that their
involvement is voluntary and that they have the right to refuse or withdraw at any time without any negative
consequences.

Informed refers to the following information being provided to the data subject/participant

i) Who you are, the organisation you work for and who else is involved in the research project
or using the data.

ii) What data will be collected and how.

iii) Who will hold the data, control access to the data and how it will be stored and kept safe and

whether it will be transferred to a third party.
iv) How the data will be used.
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v) How long it will be kept and what will happen to it at the end of the project.
i) Risks related to any aspects of the research project and data, benefits of the research

project and any alternatives.

v personal data (sometimes referred to as personal information) means data which relate to a living individual
who can be identified from those data whether in personal or family life, business or profession, or from those
data and other information which is in the possession of, or is likely to come into the possession of, the data
controller. The data is of biographical significance to the individual and impacts an individual in a personal,
family, business or professional capacity. It includes any expression of opinion about the individual and/or
statements of fact.

¥ Sensitive/special categories of personal data means personal data consisting of information about the data
subjects’,
. Racial or ethnic origin,
Political opinions,
Religious beliefs or other beliefs of a similar nature,
Trade union membership
Physical or mental health or condition,
Sexual life,
Genetic or biometric information
Criminal matters are technically now not part of the list of special categories of data and have their own section in
the legislation but for practical purposes itshould be treated the same as theabove.
Also personal financial details are vulnerable to identity fraud and should be handled confidentially and
securely although not defined as sensitive under the Act.

Nooswn =

V' Data subject is a living individual to whom the personal data relates. If an individual has died or their details
have been anonymised then their data does not fall within the Act. Personal data relating to deceased
individuals may still be owed a duty of confidentiality.

vi Explicit informed consent is where an individual actively opts to participate.

Vil Implied consent is where an individual must inform the researcher that they wish to opt out.
* Processing of personal information includes collecting, using, storing, destroying and disclosing information.

* Data controller is the person who either alone or jointly on in common with other persons determines the
purposes for which, and the manner in which, any personal data are or are to be, processed. The fact that an
individual or institution holds or processes personal data does not make them a Data Controller if they do not
determine the purpose and manner of that holding or processing. (This is probably one of the most widely
misunderstood definitions of the Act.) In most cases the Data Controller will be Middlesex University, however
further guidance and clarification can be sought from the Middlesex University Data Protection Officer.

* Data subject rights include:
The GDPR provides the following rights for individuals:

The right to be informed

The right of access

The right to rectification

The right to erasure

The right to restrict processing

The right to data portability

The right to object

Rights in relation to automated decision making and profiling.

. Access means an individual can make a subject access request for all copies of all personal data held about
them and ask to whom it has been disclosed. An individual potentially has access to personal comments
written about them. It is an offence to deliberately edit or destroy data once a subject access request has been
received. Third parties do not generally have access to subject data unless an exemption applies or there is
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