
 

 

Communication at End-of-Life 
Reduced Program 
Facilitator’s Guide 2020-2021 

  

 

 

 

 

 



 

Page 2 
 

TABLE OF CONTENTS 
Ontario CLRI …………………………………………………………………………………………………………………………………........…….3 

Introduction To Facilitator Guide..................................................................................................................... 4 
The Three Modules ........................................................................................................................... 4 

Overview Of Modules ....................................................................................................................... 5 
Purpose Of Facilitator Guide............................................................................................................. 5 

Explanation Of Materials Provided For Each Module  ...................................................................... 5 
Resources Needed Prior To Faciliating Module  ............................................................................... 6 

Group Activi ties ................................................................................................................................ 6 
Cautionary Content Flag ................................................................................................................... 6 

Additional Background Resources .................................................................................................... 6 

Module One ..................................................................................................................................................... 7 

Activi ty 1: Self-Reflection Of Personal Values On Death .................................................................. 7 
Video 1: “The Words  We Use”.......................................................................................................... 8 
Activi ty 2: Personal Definitions (Death, Dying, Living, Dead) ……………...…..…..…………...….………….. 10 
Video 2: Better Early Than Late ………..…………………………………………………………………………........……. 10 
Activi ty 3: Pa l liative Care Myths - Episode One…………………………...................................................  11 
Activi ty 4: The Betty Domain Game …………..…………………………………………………………………........…… 12  
Activi ty 5: Activi ties To A Domain …...…………......………………………………...…..…...…………….......….....   14 
Activi ty 6: Working to Balance All  Domains of Care ....................................................................... 14 

Module Two................................................................................................................................................... 15 
Activi ty 1: Cherished List Activity ................................................................................................... 15 

Video 1: MiniI Webinar – Grief, Death & COVID-19 ....................................................................... 16 
Vocabulary  ..................................................................................................................................... 16 

Activi ty 2: The Manifestations Of Grief........................................................................................... 17 
Dr. William Worden’s Tear ............................................................................................................. 18 

To Listen – Chinese Character......................................................................................................... 18 
Video 2: The Grieving Process : Coping With Death ........................................................................ 18 

Activi ty 3: Love And Grati tude Exercise .......................................................................................... 19 
Death Ends A Life But Not A Relationship (The Invisible String)  .................................................... 19 

Module Three ................................................................................................................................................ 21 
Therapeutic Relationships: Three Capacities.................................................................................. 21 
Activi ty 1: Reflective Discussion...................................................................................................... 22 
Activi ty 2: Being Present ................................................................................................................. 23 
Activi ty 3: Mapping Out Who I Am. ................................................................................................ 23 
Activi ty 4: Practicing Paraphrasing (2 Scenarios) ............................................................................ 24 
Activi ty 5: Folded Handout – Paraphrasing .................................................................................... 26 
Video 1: Brene Brown On Empathy ................................................................................................ 26 
Activi ty 6: Practicing Emphatic Lis tening (2 Scenarios)................................................................... 28 
Activi ty 7: Folded Handout – Empathy/Reflection ......................................................................... 29 
Video 2: Empathy............................................................................................................................ 30 

Resources Summary ...................................................................................................................................... 31 

References ..................................................................................................................................................... 33 

 



 

Page 3 
 

COMMUNICATION AT END-OF-LIFE TRAINING 

ONTARIO CLRI 

The Ontario Centres for Learning, Research and Innovation in Long-Term Care (CLRI) is 
funded by the Government of Ontario and hosted at Baycrest Health Sciences, Bruyère, 
and the Schlegel-UW Research Institute for Aging. The collective expertise, resources 
and partnerships of the host organizations help advance the Program’s provincially 
mandated goals. 

The Ontario CLRI helps the province’s 600+ long-term care homes to enhance the 
quality of life and care for those who live and work in LTC. The Program partners with 
the LTC sector to train the workforce and share research, innovations, and resources to 
provide solutions for priority issues, including an aging population, increasing care 
complexity, and workforce excellence. 

The Ontario CLRI at Bruyère team, based out of Bruyère’s Saint-Louis Residence in 
Ottawa is proud to lead long-term care projects and training such as Communication at 
End-of Life. 
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COMMUNICATION AT END-OF-LIFE TRAINING 

INTRODUCTION TO FACILITATOR GUIDE 
We are absolutely delighted that you are helping to ensure that these materials 
continue to be spread across long-term care (LTC) homes and programs! Your role as a 
trainer/facilitator is absolutely vital in ensuring that the ideas, intent, and experiences 
that have informed this work continue to be taught, lived, and practiced across LTC 
homes. 

THE THREE MODULES 

This educational resource features three learning modules, each including a variety of 
teaching/learning materials to help those working in LTC to better communicate with 
dying residents, and their families. Drawing on adult education theory – which stresses 
that adults learn best in environments where their own learning and experience are 
integrated into the teaching – participants will be invited across these modules to think 
about new ideas and best practices in end-of-life care . 

Participants will be offered time within each module to participate in collaborative and 
hands-on activities, as a way of integrating and applying their learning. 

Vital to the success of these modules is that participants are engaged in thinking about 
their own life and work experiences, and that they are encouraged to find ways to 
think critically about what hospice palliative care is, and how they can further integrate 
hospice palliative care into their care practices in LTC. 

Hospice Palliative Care is strongly informed by a philosophy, value, and care practice 
that believes all people matter: 

"You matter because you are you, and you matter to the end of your life. We will do all 
we can [and] not only to help you die peacefully, but also to live until you die." - Cicely 
Saunders 

While we often focus on care provision and the comfort of others, we also need to 
remember that we, as care providers, MATTER. Part of practicing good hospice 
palliative care is to ensure that we also care for each other, and ourselves. 
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COMMUNICATION AT END-OF-LIFE TRAINING 

OVERVIEW OF MODULES 

The re-design of each Communication at End-of-Life module allows for a reduced 
runtime and the modules build on one another. 

Module 1 (Approximate duration 3 hours) begins with participants’ thoughts and 
attitudes – and how these inform individual and societal ideas – and introduces 
participants to hospice palliative care. 

Module 2 (Approximate duration 2 hours) encourages participants to think about their 
own thoughts, feelings, and beliefs about death, dying, aging, and loss; and introduces 
a wide range of ways that residents (and their families) may be experiencing these 
issues at this time in their lives. 

Module 3 (Approximate duration 2 hours)  introduces the importance of and focuses 
on participants actively building comfort, awareness, and skills in building and 
sustaining relationships with residents who are at end –of -life (and their families). 

PURPOSE OF FACILITATOR GUIDE 

The purpose of this facilitator guide is to offer you, as a facilitator, a number of learning 
activities that may support you in delivering these modules. 

We appreciate that each facilitator will bring a wide range of experiences in providing 
hospice palliative care, as well as varied skills and abilities. These modules have been 
designed to identify the materials required to facilitate the modules, provide additional 
resources, and offer suggestions on how to run the small group activities embedded 
within each module. 

Our hope is that you will use these materials as a reference point, and that you will feel 
comfortable facilitating these modules in a way that draws on your own skills, abilities, 
and experiences in providing hospice palliative care. You will get further details and 
suggestions throughout this guide. 

EXPLANATION OF MATERIALS PROVIDED FOR EACH MODULE 

Each module includes a PowerPoint deck that contains both slide content for your 
participants, as well as speaker notes for you to draw on as you present the module. 
Within the speaker notes, the first slide of each module provides an overview of the 
primary objectives of that module and a list of the resources that you will need to 
deliver the module content. 
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COMMUNICATION AT END-OF-LIFE TRAINING 

RESOURCES NEEDED PRIOR TO FACILIATING MODULE 

As each module includes a wide range of content (text, images, internet-based videos, 
activities, handouts, etc.) it is important that you review the required resources in 
advance of presenting the module. 

Prior to delivering each module, ensure that the room you will be using has a computer 
and data projector. You will also need to obtain any login or wireless passwords that 
may be required to access the internet. It is often much smoother if you can access the 
room 15-20 minutes in advance of the module, in order to set-up the PowerPoint 
presentation and the internet-based videos. This will ensure that the videos are 
accessible (and paused), so that you can move seamlessly between the slide content 
and internet-based content as you deliver the module.  Also, have speakers, as a data 
projector is not loud enough for a presentation. 

GROUP ACTIVITIES 

The list of resources needed prior to facilitating the modules includes instruction 
sheets and handouts for group activities. Within this facilitator guide, you will find 
detailed instructions for each of the activities outlined in the modules. 

CAUTIONARY CONTENT FLAG 

As with any conversation about end-of-life, it is important to be aware that every 
participant may have very different experiences, feelings, beliefs, and attitudes about 
death, dying, grief, and loss. This section of the speaker notes highlights some of the 
specific content areas that facilitators may want to be particularly sensitive to as 
participants engage in small group activities. How group conversations are managed 
during a module offers important learning/modeling opportunities for participants with 
regards to how discussions about end-of-life can be inclusive and compassionate rather 
than divisive and judgmental. 

ADDITIONAL BACKGROUND RESOURCES 

A list of additional background resources has been included within the speaker notes of 
each module. These resources, both web-based as well as books/articles are provided 
in case you would like to familiarize yourself with the broader context of the content 
you will be teaching. All the background resources have been compiled into a reference 
list that is located at the end of this facilitator’s guide. 
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COMMUNICATION AT END-OF-LIFE  

MODULE ONE  

The overall goal of Module 1 is to help participants have a better understanding of 
what hospice palliative care is; as well as to understand the nature of residents’ holistic 
care needs, and how they, as care providers, can help meet those needs. There are 6 
learning activities and 3 videos within Module 1. 

 

   ACTIVITY 1: SELF-REFLECTION OF PERSONAL VALUES ON DEATH 
 

Self-reflection exercise to think through one’s own personal values about death.  Our 
personal values about death can inform a number of different elements: such as the 
role death plays throughout our lives; the meaning of death, the beliefs that one holds; 
the preferences one has; one’s fears about death etc.  Some of your personal values 
about death may be one’s that you have thought a lot about, and you may have talked 
to others about these values as well.  Other values may be things that you haven’t 
thought much about, or talked to others about, and may be harder to discuss. 

[Needed: Handout (“Values encounter regarding DEATH”) for each participant and 
pens/pencils] 

Step One: Distribute handouts to each participant 
Step Two: Ask each participant to complete the handout on their own. Offer a 
‘warning’, that some questions may be more difficult to answer than others. 
Participants may choose to add their own thoughts/answers if their views are not 
represented on the list of multiple choice answers.  
Step Three: After everyone has completed the handout, they are to share some of their 
answers with a partner. 

Instruction to Participants: Try to be mindful that each person is sharing personal and 
intimate information, and as a result, it is important to give the person sharing your 
undivided attention.  After each person has shared, please thank the person for sharing 
their experiences with you.  It is important that differences that might arise between 
people are seen as differences that are neither better/worse nor right/wrong. 
Step Four: (if time allows and the group is not too large) Invite a larger group 
discussion of participants’ responses to these questions (next slide).  
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COMMUNICATION AT END-OF-LIFE  

Content Flags:  In any sharing activities (and particularly in larger group discussions) 
there is always a risk that someone may respond quite critically to what someone else 
values or believes. Discussions may shift towards topics such as physician-assisted 
suicide or residents who live in long-term care for many weeks and months requiring 
total care, with minimal intake and significant confusion. If this happens, it is important 
to ensure there is adequate time to talk about difference and how we can (and should) 
respond when someone else values something appears to be opposite or in conflict 
with our own beliefs. 

 

VIDEO 1: THE WORDS WE USE - A PALLIUM DOODLE 
HTTPS://WWW.YOUTUBE.COM/WATCH?V=ZFVSGEKJKTY&LIST=UUHKY9PMPQ0WE2R5S9JQJNLQ 

Why is there so much resistance to the use of the “P” word – palliative? The truth is, 
palliative care might not be what many people think it is. 

Language provides us with a tapestry of tools for 
communication and understanding. In palliative care, the 
use of poetic license is certainly no less than in any other 
fields of medicine. However, the words we use can be 
confusing. As an example of this, there are several 

reasons commonly cited for the often observed disconnect between patient wishes 
and the care they actually receive. These include fragmentation in the health care 
system and poor coordination between care providers. However, one of the biggest 
factors may be our cultural reluctance to talk about death, or to use the “P” word. 

The history of palliative care itself demonstrates the importance of words and 
meaning. In the 1800s, with comparatively little in the way of curative treatments to 
offer patients, physicians who could offer comfort or pain management with Morphine 
or aspirin at the deathbed of a patient were a welcomed sight. However, consider that 
it was not until Balfour Mount in the 1970s that the term palliative care was created. 
Prior to this time, there was no name for physicians who provided care to dying 
patients. Without a name for the field, there was less in the way of its advancement in 
terms of training, research and recognition. 

Nearly 40 years later, the field is deepening and maturing. However, a reluctance to 
talk about death and dying remains very real for many people. We live in a death 
denying and death defying society. We use euphemisms, such as “passed away,” 
“expired,” and “in a better place” to talk about someone’s death. Many people fear the 
process of dying, as well as the unknown of death itself. In fact, some people often 

https://www.youtube.com/watch?v=zFvSgEKJktY&list=UUhkY9pMpQ0We2R5S9jqjNLQ
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COMMUNICATION AT END-OF-LIFE  

perceive “palliative” as a euphemism for death and dying. The unfortunate result of 
this is that too few people get the type of care they require until it is much later in their 
illness trajectory. 

What is different about palliative care is that it is not just about treating patients in 
terms of their physical conditions and ailments, but addressing them in the context of 
who they are, their families, and what their goals of care are. For some, those goals 
may be the concurrent pursuit of curative treatment, and in others it may be the 
control and management of progressive symptoms. 

In all cases, palliative care is active care. It is about having the best quality of life 
possible given an individual’s circumstances. It gives an opportunity for patients to plan 
the type of care they would like to have throughout the course of their illness. That 
being said, it of course also encompasses dying and end-of-life care. It is important to 
talk about death and dying, to make our wishes known and to discuss what measures 
we would want implemented to make death as comfortable as possible. It is through 
having these conversations that we can begin to reduce the stigma around the “P” 
word. 

This is not just an issue for patients and families, though. Many health care providers 
also have a hard time with the word “palliative.” Many patients don’t actually know 
what palliative care entails. Often bringing up the term palliative can spark much 
needed conversations and feed into questions about prognosis, which many may not 
be comfortable discussing. Instead of using the term “palliative,” some HCPs prefer to 
describe it as an “extra layer of care or support for those facing a life threatening 
illness.” However, resistance to the term is rapidly and significantly abating, many 
patients and health care providers alike consider the field of palliative care to have a 
branding problem, which may well be true. Many patients, caregivers and health care 
providers do automatically associate palliative care with death. It is likely that changing 
the name to something else, for instance the “Supportive Care” or “Comfort Team,” 
those words would soon similarly become a euphemism for death and take on the 
same connotations. Perhaps what is most important is that patients get the kind of 
care they need when they need it. It is important for us to continue to educate and use 
the “P” word, but also find other ways of introducing it to those who are afraid of the 
word but would benefit from the care. 
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COMMUNICATION AT END-OF-LIFE  

    ACTIVITY 2: PERSONAL DEFINITIONS (DEATH, DYING, LIVING, DEAD)   

     To think about the words that we use, and what each of these words mean.   

[Needed:  Post-It notes, flip chart paper, and markers/pens] 

Purpose of Activity: 

To listen to others share their ideas about what these words mean (notice how you feel 
about others’ thoughts as they share ideas that might not be the same as yours).   

To notice your feelings and thoughts while being attentive to listening.  

To speak your thoughts and talk about the words death, dying, living, and dead.  

To notice how you feel about talking about such topics.  

 Instructions for small group activity: 

Step One: Have each person write down a definition for each word on a post-it note.   

Step Two: Have each small group come to a consensus on their definition for each 
word. 

NOTE TO FACILITATOR:  Start with the word DEAD and have one person from each 
group share their group definition and then facilitate a discussion on that word. Follow 
the same process with DEATH, then DYING, and LIVING.  Note that DYING and LIVING 
are subjective and relate to each other, and that the first two words have more clarity 
in their definition.  This activity often takes time, but many new understandings come 
from the effort. 

 

VIDEO 2: BETTER EARLY THAN LATE  

The video walks through the impact of 
providing palliative care earlier than later.  The 
video will cover some of the content that is 
covered in the next few slides, regarding the 
illness trajectory, and what the negative 
consequences are for the patient and family 
when hospice palliative care is provided late (at 
the terminal phase). 
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COMMUNICATION AT END-OF-LIFE  

 

             ACTIVITY 3:  Palliative Myths – Episode One 

Discussing and thinking about end-of-life isn't easy - 
especially when you don't have all the facts. This Pallium 
Canada Doodle explores and corrects the myths 
associated with palliative care.   

Episode One: https://www.youtube.com/watch?v=HvguLSL-AJU&t=3s 

There are two ways to present these Palliative Care Myths.  

You can watch the video and discuss the 5 myths. 

Put the 5 myth posters (found on the CLRI website) up around the room and have 
people chose one that they might like to speak to as it pertains to their caregiving in 
long term care.    

Additional Information  
Episode Two: https://www.youtube.com/watch?v=NUH3ukYPk5k 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.youtube.com/watch?v=HvguLSL-AJU&t=3s
https://www.youtube.com/watch?v=NUH3ukYPk5k
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ACTIVITY 4: THE BETTY DOMAIN GAME  

This is Betty’s situation before her placement into LTC. 

Betty is an 86 year old who was diagnosed with congestive heart failure (CHF) ten years 
ago. She was treated with medication and was regularly monitored by her cardiologist. 
Up until the past few months, she has been coping with mild edema in her ankles and 
is short of breath, especially when she does physical exertion like working in the 
garden. She has been trying to stop smoking and to lose some weight, but she has not 
been very successful at either. She still smokes about ten cigarettes a day. 

She has been living with her husband, Keith, for 66 years in their family home, in a 
small town near the city. She was a school teacher for 28 years and retired early to 
enjoy the farm and life with Keith. Betty played the church organ and was an active 
member in a community service club over the years. She enjoyed the social activities 
and also helped out with their local and overseas projects. Keith and Betty have one 
daughter who lives an hour away. Her daughter has a great job and is busy with her 
life, but does find time to visit her parents once a month. 

Recently, Betty has been using a walker to get around the house due to her fatigue and 
muscle weakness. She has been dizzy, has had fainting spells, and has fallen inside the 
house six times over the past month. She had a life line installed that alerts her 
husband when she is in distress. She is unable to cook a meal or to attend to her 
personal hygiene due to her shortness of breath (SOB) and fear of falling again. Keith 
has exhausted all the Home Care support available for her and the Case Manager has 
put her on the crisis list for LTC. 

Her husband Keith is 88 years old and has had two heart attacks in the past three years. 
He still drives, but hires people to attend to house and lawn maintenance. Keith is very 
afraid for Betty’s safety and health, and he knows that he is unable to continue to look 
after her, the house, and his own health. Luckily, Betty got a bed at a nursing home in 
the city, just 20 minutes from their home. 

BETTY DOMAIN GAME INSTRUCTIONS 
Each deck has: 
8 DOMAIN CARDS 
24 INFORMATION/ISSUES CARDS 

Cards are available on the Ontario CLRI website  
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PURPOSE OF THE ACTIVITY: People are not neat little boxes, and caring for them is not 
always clear-cut. As your relationship with Betty develops, you may discover that many 
issues can overlap into several domains. Learning about the domains will enable you to 
understand and care for Betty in a holistic way. 

OBJECT OF THE GAME: The overall object of the game is to practice sharing Betty’s 

information as a team and to recognize Betty as a whole person, using the square of 
care and the domain issues to demonstrate that concept. 

HOW TO PLAY THE GAME: There are four players per team. Give one deck of cards 
(containing the 8 domain cards and 24 issue cards) to each team. Distribute the Betty 
Case and the Domain Game Instructions to each player. Begin by dealing the eight 
domain cards to the players, so that each player has two domain cards that they do not 
show to others. Next, deal the 24 issue cards to the players, so that each player has six 
issues cards in their hand. 
The object of the game is to identify three issue cards that apply to each domain card 
in your hand. 

-------------------------------------------------------------------------------------------------------------------- 

Round One: 
Each player discards an unwanted issue card by passing it to the player on their left 
(and replacing it with the card that they receive from the player to their right). The 
passing of the issue cards continues until each player has accumulated a set of three 
cards that apply to each of their two domain cards. Pay attention that each player has 
discarded a card before everyone picks up their new card and the passing continues. 

Round Two: 
Starting with the dealer, each player reveals which two domain cards they had in their 
hand, by placing the domain cards face up on the table in front of them (so everyone 
can see). 

Round Three: 
Starting with the dealer, each player places their three issue cards in front of their 
associated domain cards; and shares why they feel these issue cards apply to their 
domain cards. 

Round Four: 
As a team, review/discuss the placement of all the issue cards and move issue cards to 
another domain if the group determines a more appropriate placement. 
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    ACTIVITY 5: ACTIVITIES TO A DOMAIN 

    Divide the participants into groups.  Provide sticky notes and have the group 
list activities that they do and label the activity to a domain of care.  Discuss which 
domain has more sticky notes and why.  Discuss what activities could be offered to 
address other domains. 

 
 
 

ACTIVITY 6: WORKING TO BALANCE ALL DOMAINS OF CARE   

 Step One:  Divide participants into three groups. Make your group as small as 2 
people.  The more in the group the more time this exercise takes and large groups do 
not allow everyone to participate. 
Step Two: Have each group identify the domains of care and challenges/issues that 
relate to their situations. 
Step Three: Identify other ways that you might have responded, which might have 
changed how the situation unfolded.  
Step Four: Have each group identify three different ways that they feel would best 
address the issue 

 
CAUTION THROUGHOUT THE EXERCISE: 
Sometimes when we hear about someone 
else’s experiences or challenges, we can 
quickly start thinking about how we might 
have responded in a similar situation.  It is 
important to remember that as individuals, we 
are each going to experience things very 
differently, and that each of us are going to 

have different challenges and strengths.  In reflecting on our experiences, it is 
important that we are each given the opportunity to think carefully about what 
happened, and that we are given the time to come up with our own strategies for what 
might have made the experience unfold in a different way.  This requires that we really 
listen to each other, and that we focus on listening, rather than giving our own 
feedback about what we might have done. 
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MODULE TWO  
The overall objectives of Module 2 are to provide participants with an opportunity to 
consider their own values and beliefs about death and dying, and to think about how 
that could affect the care they provide to residents and their families. Models of grief 
and bereavement will also be addressed in order to give participants tools and 
perspectives for the care of dying residents and their family members. There are 3 
learning activities and 2 videos within Module 2. 

 

ACTIVITY 1: LISTING OF CHERISHED OBJECTS, VALUES, AND 
PEOPLE 
 

To have participants think about the objects, values and people that they cherish and 
experiencing what it feels like to have these elements taken away.  This activity offers 
an entry into thinking about aging, loss, dying, grief and what it feels like to lose 
objects/values (such as independence), and people.  

Step One: Each participant is given approx. 10-12 sticky notes.  Each participant is 
asked to write down the objects, values, and/or people that they cherish; each item is 
written on a separate post-it note that is placed on the table in front of them.   

Step Two: After everyone has finished writing out their items, ask each participant to 
remove one of their items from the table. 

Step Three: Have the facilitator (or if the group is larger, have someone at the table) 
take away one of your items. 

Step Four: Have the facilitator (or if the group is larger, have someone at the table) 
take away all of your items one by one.  

Questions for the participants to discuss:  

 How does it feel to have your list of cherished objects, values, and people in front of you?  

 How does it feel to take away one of your cherished items? 

 How does it feel for someone else to come and take away one of your cherished items? 

 How does it feel for someone else to come and take away all of your cherished items? 
 How does this exercise relate to people that you care for in long term care? 
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VIDEO 1: MINI WEBINAR – GRIEF, DEATH & COVID-19  

This video provides a great overview of grief, particularly in the 
context of COVID-19. Ruth, Hospice Palliative Care Nurse 
Educator, Algonquin College explains complicated mourning and 
the concept of anticipatory grief. Ruth also presents a story on 
the journey of mourning.  

This video is part of a webinar series that started on April 24, 2020. In an effort to 
support people working in LTC, the Ontario CLRI at Bruyère collaborated with 
Algonquin College to offer Ripples of Thoughtful Words to support and facilitate 
communication at end-of-life.  These ripples are short, will give comfort, calmness, and 
strength to support team members as they communicate with each other, with 
residents and their family members. 

Our hope was that these short ripples spread within your team. We offer practical, 
inspirational and supportive thoughts so that you can continue to make a healing ripple 
in the energy of the LTC home where you work, during this unprecedented and 
incredibly challenging time.  

Link to video: https://vimeo.com/476338136 

 

VOCABULARY  

*To reference in case any discussion arises from watching the above mini webinar 

To introduce and differentiate between a few different terms that are used when 
people talk about grief and loss.  Distinguishing between these terms is important, as 
each of these words introduces a different aspect of grief and loss.  Grieving, a normal, 
natural and individual response to a loss, is the internal process and response that each 
person has when they lose a loved one.  Grieving is different from mourning, in that 
mourning speaks to the process of individual people sharing their grief with others.  
Bereavement is the event of loss-- when a loss has occurred and someone is shifted 
from a role of supporting someone else who is dying--to an experience of being 
bereaved. 

 

 

https://vimeo.com/476338136
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ACTIVITY 2: MANIFESTATIONS OF GRIEF 

                   [Needed: Flip chart paper]  

Address how grief can manifest (or present itself) in people in many different ways.  
Just as hospice palliative care focuses on ‘total pain’ and ‘holistic care’, it is important 
that we understand that grief can show itself in physical, behavioural, emotional, 
spiritual, and cognitive domains.  Some of these domains are a little easier for us to see 
in ourselves (and perhaps understand), while some domains are harder for us to see in 
ourselves, and others. 

Step Three: Have people share their experiences in groups of two  

Step Four: Separate participants into 5 small groups.  Each group will have a different 
domain, and will write down the manifestations that varying group members 
experienced after their loss. 

Group One: Physical 

Group Two: Behavioural 

Group Three: Emotional 

Group Four: Spiritual 

Group Five: Cognitive 
 
Step Five:  Each group present their manifestation and display the following five slides 
as each group presents. 
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DR. WILLIAM WORDEN’S TEAR   

*To reference in case any discussion arises from watching Video 1 or through Activity 2 

As a way of speaking to the process that is required as one grieves and mourns, Dr. 
William Worden came up with the acronym “TEAR” to address the ‘grief work’ that 
people need to do as they mourn.  The first task is truly the first, without 
acknowledging an event as a loss, there is no need to continue with the other tasks.  
What is one person’s loss might be another person’s gain.  Once the first task is started 
the others tasks can be done at the same time.   

T = To accept the reality of the loss   
E = Experience the pain of the loss  
A = Adjust to the new environment without the lost person 
R = Reinvest in the new reality 

 

TO LISTEN – CHINESE CHARACTER  

The Chinese characters that are used to make up the verb “to 
listen” relay the many different elements that are involved in 
really listening to another: Ears, Eyes, Undivided Attention, 
and Heart.  This offers a really important overview of how 
many different senses, and parts of ourselves, we need to use 
to really listen to someone. 

 

VIDEO 2: THE GRIEVING PROCESS: COPING WITH DEATH  

LISTEN!   There is no right or wrong way to deal with the loss 
of a loved one. The grieving process is rough—and it's 
different for everyone. It's not just a matter of coping with a 
loss, but coping with change—and that takes time.  
 

On this WellCast video, it deals with a very difficult subject. How do you deal with the 
death of a loved one? How do you live your life in the face of a life-changing event? The 
video states, “We don't have all the answers. Honestly, you'll need to work through 
your through the stages of grieving in a way that works for you. But we do have some 
advice to help you heal.”  

Link to video: https://www.youtube.com/watch?v=gsYL4PC0hyk  

https://www.youtube.com/watch?v=gsYL4PC0hyk
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ACTIVITY 3: LOVE AND GRATITUDE EXERCISE 

Share the poem “Love and Gratitude” on Slide 15 

To reflect on the words of someone who lost three significant loved ones at the same 
time due to a tragic accident.  After a year of support and therapy she wrote this poem 
to explain her feelings. Have people turn to the person next to them and answer the 
following questions. 

• Have participants read the poem and answer the following questions. 
• What in this poem can you easily connect with and why? 
• What in this poem is difficult to connect with and why? 
• How does the poem make your feel? 
• What are your thoughts about gratitude and loss? 
• What are your thoughts about love and loss? 
• What can you learn from this poem and apply that learning to your caregiving? 
 
Invite participants to write and find poems or lyrics of songs that give them support as 
they care for their grieving residents at a follow up session. 
 
 

DEATH ENDS A LIFE BUT NOT A RELATIONSHIP (THE INVISIBLE STRING)  

To talk about the connections that exist between people, and how death reflects the 
end of a life but not the end of a relationship.   You still love your grandmother who has 
been dead for years.  Oddly, you feel her love and support in times when you need it.   
Love transcends the grave.   

P. Karst’s book, “The Invisible String” is shares the story of a family consisting of a mom 
and her two twins, Jeremy and Liza.  The focus is on how there is a string that is 
invisible that connects us with the people we love.  

“THE INVISIBLE STRING is a very simple approach to overcoming the fear of loneliness 
or separation with an imaginative flair that children can easily identify with and 
remember. Here is a warm and delightful lesson teaching young and old that we aren't 
ever really alone and reminding children (and adults!) that we are loved beyond 
anything we can imagine. "People who love each other are always connected by a very 
special String, made of love. Even though you can't see it with your eyes, you can feel  it 
deep in your heart, and know that you are always connected to the ones you love.“  
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“Specifically written to address children's fear of being 
apart from the ones they love, The Invisible String delivers 
a particularly compelling message in today's uncertain 
times that although we may be separated from the ones 
we care for, whether through anger, or distance, or even 
death, love is the unending connection that binds us all, 
and, by extension, ultimately binds every person on the 
planet to everyone else.” 
 

http://www.amazon.com/The-Invisible-String-Patrice-Karst/dp/0875167349 

Additional Resources:   

Video recording of The Invisible String 
https://www.youtube.com/watch?v=_cO2LBBBtAI  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.youtube.com/watch?v=_cO2LBBBtAI
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MODULE THREE  
The primary objective of Module 3 is to have participants gain comfort, awareness, and 
skills in developing and sustaining therapeutic relationships with residents and their 
families. It specifically concentrates on developing and practicing communication skills. 
There are 7 learning activities and 2 videos within Module 3. 

THREE REQUISITE CAPACITIES FOR ESTABLISHING THERAPEUTIC 
RELATIONSHIPS  

Review relationships that participants have in their lives.  Friendship, familial 
relationships, marriage relationships, casual etc…  The list goes on.  Being a Personal 
Support Worker is a role that is a different relationship, one that is using the skills and 
passions of others relationships in ones life but the relationship is therapeutic.  To 
provide an overview of what the Registered Nurses Association of Ontario (RNAO) has 
developed as best practice guidelines in relation to establishing therapeutic 
relationships. [Best practice guidelines represent guidelines that are compiled by a 
governing body or association to reflect a particular set of practices that are seen as 
the most effective in addressing a particular concern or issue].  

rnao.ca/bpg/guidelines/establishing-therapeutic-relationships 
“Establishing Therapeutic Relationships”, is one of seven best practice guidelines 
developed by the RNAO.  

In order to establish a therapeutic relationship with the residents we care for, it is 
important that we reflect on who we are, and how we practice as care providers.  
Reflective practice requires the following capacities: self-awareness, self-knowledge, 
and empathy. 

1. Self-awareness. The ability to reflect on one’s own thoughts, feelings, and actions.  
2. Self-knowledge.  The care provider is able to recognize that their own experience is 
shaped by many different variables (i.e. nationality, race, culture, health, socio-
economic conditions, gender, education etc.), and that these elements may be similar 
(or different) from those we care for.   
3. Empathy.  Empathy is the ability of the care provider to enter the client’s relational 
world, to see and feel the world as the client sees and feels it, and to explore the 
meaning it has for the client.  

In the following slides we will address each of these capacities so that we understand 
what each of these areas mean, and how these elements can strengthen our practice. 

file://///ebhvw-fs02/EBHDATA/BRI%20Investigators/CLRI/Projects/Communication%20at%20EOL/FY%202020-2021/CEoL%20FY20-21/Wave%202%20Funding%20Call/Learning%20Materials/Drafts/rnao.ca/bpg/guidelines/establishing-therapeutic-relationships
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ACTIVITY 1: REFLECTIVE DISCUSSION 

Orienting Ourselves For Hospice Palliative Care Work: a video dramatization 
presenting a reflective scenario with a design to promote critical reflection and group 
discussion about centering ourselves in our work, in the midst of the busyness of 
delivering health care. (www.pallium.ca) 

Step One: Ensure there is internet access for video - 
http://www.youtube.com/watch?v=oK02hq0CNOM&feature=player_embedded 
Step Two: Ask participants to respond to the questions in the next slide as they are 
watching the video. 

1. What is happening?  This asks each participant to write out what they see is 
happening within the video.  The process of identifying what is happening allows 
each participant to actively reflect on the scenario 

2. What issues does it raise? Have each participant identify the issues that the 
video raises, and address why these issues are important?  Generally, by identifying 
issues a person will begin to make links between the issues raised in a video, and 
issues that they themselves might have experienced. 

3. What emotions come to your awareness?  Identifying and naming the emotions 
that arise, encourages participants to link their thoughts (cognitive ideas), with their 
feelings, so that there is a clearer connection between how we think about things, 
and how they make us feel. 

4. What implications does it have for how you practice? This question encourages 
participants to integrate the discussion into how they themselves practice, so in 
other words, what will they do differently in their practice because of this 
discussion.  This question is an important one, as it encourages participants to apply 
their learning back to their practice. 

 
Step Three: When the video segment pauses, move into pairs to review your 
reflections. 

http://www.youtube.com/watch?v=oK02hq0CNOM&feature=player_embedded
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ACTIVITY 2: BEING PRESENT – ACTIVE LISTENING 

Have participants think about the things that they need to do to really stop-and-
slow-down and be present with residents and their families.  Turn to the person next to 
them and share their thoughts for 3 to 4 minutes 

One of the most difficult things to do as a care provider is to remember to stop and 
slow down. While there can be many different things to ‘do’ in one’s work with 
residents, it is very important that we take the time to really slow-down and ‘be’ with 
the people that we are working with.  

It is important that we have ‘touchstones’ or reminders throughout our day, which 
bring us back to the present. Dr. Kearney talks about the importance of touching the 
doorframe of a patient/resident’s room before entering the room, as a physical 
reminder for him to take a breath and slow down to ensure that he really connects 
with the people inside each room.  

 

   

ACTIVITY 3: MAPPING OUT WHO I AM 

            Give each participant a handout “Mapping Out Who I Am Handout”  

Step One: On a piece of paper, map out the roles that you play. 
Step Two:  Beside each of the roles, write out the qualities that this role requires . 
Step Three: As you look at all of the roles and qualities, list out the talents and abilities 
that you have. 
Step Four: In looking at the varying roles and qualities, what are your areas for 
improvement? 

Save this paper for the next activity for paraphrasing and empathy. 
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 ACTIVITY 4: PRACTICING PARAPHRASING (SCENARIO ONE)  

Step One: Have someone in the group read the slide’s quote out loud. 
Step Two: Have each participant write down on a piece of paper what they might say 
(paraphrasing) to this family member. 
Step Three: As a group, talk about what elements are most important to reflect back to 
the family member. 
Step Four: Have participants review the paraphrasing that they had originally written 
down, and make changes if there were elements missing. 

"Sometimes we would all be real serious.”  - speaks to how the family would be (or 
could get) very serious without Dad involved 

“Then Dad would walk into the room”   - speaks to impact of Dad on the whole family, 
on the family environment/space, and Dad’s mobility/everydayness of walking in a 
room 

“Everyone would brighten up” - speaks to Dad’s effect on the family, how he brought 
light/meaning/connection, was integral to shifting the energy/focus/situation of the 
family 

“We would all laugh and carry on for hours at a time”  - speaks to impact/outcome on 
whole family, reflects role of Dad in bringing humour, play, laughter, and connection 
for great lengths of time and how integral Dad is in being a central focus for the whole 
family. [Indirect reference to laughing/fun/full of life for hours at a time, when Dad is 
unconscious and has less and less time to live]  

“Before he moved here and got so frail.”  - speaks to changes in who Dad was, in his 
leaving the house (and family), and how his moving is connected with getting frail  

Example of possible paraphrase: 

“It sounds like your Dad is a really central part of your family, and that he really 
brightened everyone up, with laughter and carrying at times when things were serious 
or difficult.  Can you tell me more about him….” 

“I also heard you say that since he moved here things have really changed for him, and 
he is really frail.  How are you doing with all of this?” 
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 ACTIVITY 4: PRACTICING PARAPHRASING (SCENARIO TWO)  

Repeat steps one to four (previous page) 

"I used to be a good person you know” - speaks to who she used to be, how she saw 
herself, and how others saw her, which may not be as evident as it once was 

“Now I am old and useless” - speaks to her sense of who she is today, being old age, 
reduced ability, and her sense of her value in the world 

“I am no use to anyone” - speaks to her sense that she doesn’t have any use/role/value 
for anyone anymore 

“I can't understand why I have to go through this” - speaks her sense of 
injustice/unfairness of why she has to be like this now, after having lived a good 
life/been a good person 

“What did I ever do? “  - speaks to her question of what she did to cause this to happen, 
as if her present day is some kind of punishment 

“I just want to die” - speaks to her sense of isolation, and desolation, and how she just 
wants all of it to end 

Example of possible paraphrase: 

It sounds like you are thinking a lot about who you were as a person, and who you are 
today. While I’d definitely like to talk about how you are feeling about the present, I 
would also really like to hear about your past. Would you feel comfortable sharing with 
me some stories from your past?  

I’m hearing you say that you feel useless and that you have no use to anyone anymore.  
Tell me more about this…. 

I’m also hearing you say that you don’t understand why you have to live like this and 
how you just want to die…… (Pause to see if the person responds) 

You are raising some really difficult and important things for us to talk about….Can we 
talk more about this? 
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        ACTIVITY 5: FOLDED HANDOUT – PARAPHRASING  

Give each participant a folded handout “Establishing a Therapeutic Relationship: 
Paraphrasing.”  Have them work in pairs to follow the instructions on the handout: 

  a) The paraphraser asks the speaker to “describe one role you have in your life. Share 
your thoughts and feelings on how this role impacts your life.”  

  b) The speaker should respond in a few sentences, drawing on their own thoughts and 
feelings regarding, life, death, and work that they do in long-term care. 

 c) The paraphraser will then express what they heard, and then ask the speaker if they 
captured everything 

 d) The speaker must be satisfied that they have been heard accurately before going on 

CONTENT FLAGS: 
It is important for both partners to be open to hearing both positive and constructive 
feedback.  As this is a learning activity, it is meaningful to demonstrate that even highly 
skilled communicators can miss things when they are interacting with someone.  If 
possible, it may be helpful for a facilitator to role-play with another colleague (or a 
volunteer), to demonstrate both paraphrasing well, as well as demonstrating how to 
respond when something hasn’t been heard or responded to accurately.  It is less  
important that a person paraphrases perfectly, and much more important that a 
person learns how to respond if they have missed something, and that they learn how 
to integrate miscommunication back into a productive dialogue.   

 

VIDEO 1: BRENÉ BROWN ON EMPATHY  

Show Brené Brown’s video on the difference between empathy versus sympathy. 
Brené Brown, Ph.D, is a research professor at the University of Houston, Graduate 

College of Social Work.  Her research focuses on 
vulnerability, courage, worthiness, and shame. 

For more information see 
http://brenebrown.com/about  
Video Link: youtube.com/watch?v=1Evwgu369Jw 

http://brenebrown.com/about
http://www.youtube.com/watch?v=1Evwgu369Jw
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    ACTIVITY 6:  
    PRACTICING EMPHATIC LISTENING (SCENARIO ONE)  

Step One: Have someone in the group read the slide’s quote out loud 
Step Two: Have each participant write down on a piece of paper what they might say 
to this family member to show that they hear the feelings that he is sharing  
Step Three: As a group, talk about what feelings are reflected in this quote, and what 
feelings may be most important to reflect back to the family member 
Step Four: Have participants review the feelings that they had originally written down, 
and make changes if there were elements missing 

"Sometimes we would all be real serious”  - speaks to thoughts/feelings of how the 
family is without dad, feelings of loss; “real serious” (meaning too serious/low/stuck) 
when Dad is not there.  [Indirectly offers a connection to the fact that the son is 
currently in a “really serious” context with Dad actively dying] 

“Then Dad would walk into the room”  - speaks to thoughts/feelings of instant impact 
of Dad’s presence on the whole family, conveys feelings of admiration/respect and the 
centrality of Dad in the family; also speaks to livelihood/energy of who dad is [Indirectly 
offers a stark contrast to Dad being bed-bound and unconscious] 

“Everyone would brighten up”  - speaks to thoughts/feelings of instant impact of Dad 
on family, role as positive light/influence/admiration [Indirectly questions who will fill 
this role for the family now that Dad is actively dying] 

“We would all laugh and carry on for hours at a time”  - speaks to thoughts/feelings of 
laughter/fun/life and the centrality of Dad in being the ‘life’ for the rest of the family 
[Indirect reference to laughing/fun/full of life for hours at a time, when Dad is 
unconscious and has less and less time to live] 

“Before he moved here and got so frail.”  - speaks to thoughts/feelings about how 
quickly life changes, loss, and the challenges of trying to grapple with the incongruity of 
who dad was as the active life of the party vs. who he is now.  [Indirect reference to the 
beginning of the end, and how his move to care is connected with his frailty, upcoming 
death, and the loss that this brings] 
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Possible empathy/reflective listening response: 

“I’m hearing that your Dad has been a central part of your family and that he has been 
really important in bringing laughter and connection to the rest of the family.” 

 “It can be very difficult to have these very vivid memories and experiences of your 
Dad, and then to see where your Dad is right now…..like it doesn’t make sense, or it 
just seems so wrong that this could all be happening. PAUSE” 

“I’m also hearing that things have really changed so much since he moved here, and 
how he is now so frail. “  

 

         ACTIVITY 6: PRACTICING EMPHATIC LISTENING (SCENARIO TWO)  

Repeat steps one to four (previous page) 

"I used to be a good person you know” - speaks to who she used to be, how she saw 
herself, and how others saw her, which may not be as evident as it once was 

“Now I am old and useless” - speaks to her sense of who she is today, being old age, 
reduced ability, and her sense of her value in the world 

“I am no use to anyone” - speaks to her sense that she doesn’t have any use/role/value 
for anyone anymore 

“I can't understand why I have to go through this” - speaks her sense of 
injustice/unfairness of why she has to be like this now, after having lived a good 
life/been a good person 

“What did I ever do? “  - speaks to her question of what she did to cause this to 
happen, as if her present day is some kind of punishment 

“I just want to die” - speaks to her sense of isolation, and desolation, and how she just 
wants all of it to end 
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Example of Empathy/Reflective Listening response: 

“I’m hearing you say that you used to be a good person, and now you think you are old 
and useless. It sounds like you may be feeling worthless or abandoned or perhaps 
something else…?”  

“I also hear you say that you can’t understand why you have to go through this – and 
you question what you ever did to deserve this.  This sounds difficult – and it sounds like 
you are really questioning why you are here, and why it is so awful – do you feel 
hopeless or resentful about why all of this is happening to you?  … Could you tell me 
more about this…?” 

“When you say you just want to die”, this flags for me that we really need to talk more 
about this, so that I understand what this means for you. Can you tell me a little more 
about what this means, and how you are feeling….PAUSE…” 

 

            ACTIVITY 7: FOLDED HANDOUT – EMPATHY/REFLECTION  

 
Give each participant a folded handout “Establishing a Therapeutic Relationship: 
Empathy/Reflection.”  Have them work in pairs to follow the instructions on the handout:  
 

Instructions:  
Continue to paraphrase as before, and then after the listener paraphrases, the listener can add 
the comment “Is there more about that?”  Then listen again for one more minute and offer a 
reflective statement to the speaker.  

[Speakers can also integrate silence into their responses, as sometimes these questions do 
need a few minutes of reflection before you may be able to respond].  While each of these 
questions could involve a lengthy response, try to keep your answers genuine but also limited 
so that each of you have time to  

practice being a speaker or listener.  

 
Questions to ask: 

 What are some of your own fears about your death? 

 Share what thoughts and feelings come to mind when you think about your own losses  

 Share your thoughts and feelings about attending funerals and wakes 

 When you think about growing old, what is the most difficult part of it for you & why? 
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Additional questions: 

 Talk about your first death on the job working in long-term care 

 If you have not cared for a resident at the time of death, speak about thoughts 
and feelings anticipating having a resident die while you are caring for them. 

 Speak about what it would be like for you if you were living your last days in long 
term care setting like the one where you work.  

 
 

Check-in about the activity: 

 Have a 2-3 minute discussion about this learning experience so far.  Focus on 
eye contact, and try and cover the following points in your discussion. 

 How well are you both listening? 
 How open and honest have you both been? 

 How do you feel about this interchange? 

 Do you feel that you are getting to know each other? 
 What body language are you giving and receiving? 

 Are you sharing the listener and speaker time equally? 

 

VIDEO 2: EMPATHY 

This video was presented by a participant in the “Train the Trainer” event at Baycrest in 
Toronto, Dec 2017.  The Responsive Inc Group, responsivegroup.ca was inspired by the 

work of the Cleveland Clinic in the states.  
This video production has the same music as 
the Cleveland Clinic video but this video 
addresses the life staff and residents of a 
long term care home in Ontario.    

Video link: 
youtube.com/watch?v=ovHcr1tOpBs     

 

 

https://youtu.be/ovHcr1tOpBs
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RESOURCES SUMMARY 
*You can access all of these handouts on the Ontario CLRI webpage - CEoL Learning 
Materials (the same place where you accessed this Facilitator’s Guide and the Slide 
Decks)  
 

MODULE ONE 
# ACTIVITY  SUPPLIES NOTES 

1 Self-Reflection of 
Personal Values 

Personal Values Handout 

Pens/Pencils  

Individual Activity  
 
Partnered Activity 

2 Personal Definitions 
 

Post-it Notes 

Flip chart paper 

Markers / Pens  

Individual and 

group activity  

3 Myth Posters Myth Posters 8.5” x 11” Up and moving  

4 Betty Domain Game Deck of cards: 

8 Domain Cards (Orange) 
24 Issue Cards (Green)  

Group activity  

5 Activities to a Domain Sticky Notes  

 
Pens/Pencils 

Group Activity 

6 Working to Balance All 
Domains of Care 

 Group Activity 
 

Cautionary Content 
Warning 

MODULE TWO 
1 Cherished List Activity  10-12 Sticky Notes per participant 

Pens/Pencils  

Marker to cross off items  

Individual Activity 

2 Manifestations of Grief  Flip chart paper Group Activity  

4 Love and Gratitude 
Exercise 
 

 

 Share thoughts 
with group 
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MODULE THREE 

1 Reflective Discussion   Share thoughts in 
pairs or with group 

2 Being Present  Share in partners 

3 Mapping Out Who I am Mapping Handout  

Pens/Pencils  

Individual Activity   

4 Practicing Paraphrasing Participants will have 
paper/notebooks 

Individual/Group 
Share 

5 Folded Handout – 
Paraphrasing 

Folded Handout Paraphrasing  Partnered Activity 

6 Practicing Empathetic 
Listening  

Participants will have 
paper/notebooks 

Individual/Group 
Share 

7 Folded Handout – 
Empathetic Listening  

Folded Handout Empathetic 
Listening   

Partnered Activity 

 

MODULE VIDEO Link 
1 The Words We Use https://www.youtube.com/watch?v=zFvSgEKJktY&l

ist=UUhkY9pMpQ0We2R5S9jqjNLQ 

1 Better Early Than Late http://www.youtube.com/watch?v=-SzA-kWB8-s  

1 Palliative Myths 1  https://www.youtube.com/watch?v=NUH3ukYPk5k 

1 Mini Webinar – Grief, 
Death & COVID-19 

https://vimeo.com/476338136 

2 The Grieving Process: 
Coping with Death  

https://www.youtube.com/watch?v=gsYL4PC0hyk  
 

3 Reflective Discussion http://www.youtube.com/watch?v=oK02hq0CNO

M&feature=player_embedded 
 

3 Brené Brown on 
Empathy  

youtube.com/watch?v=1Evwgu369Jw  

3 Empathy  youtube.com/watch?v=ovHcr1tOpBs     

 

 

 

https://www.youtube.com/watch?v=zFvSgEKJktY&list=UUhkY9pMpQ0We2R5S9jqjNLQ
https://www.youtube.com/watch?v=zFvSgEKJktY&list=UUhkY9pMpQ0We2R5S9jqjNLQ
http://www.youtube.com/watch?v=-SzA-kWB8-s
https://www.youtube.com/watch?v=NUH3ukYPk5k
https://www.youtube.com/watch?v=gsYL4PC0hyk
http://www.youtube.com/watch?v=oK02hq0CNOM&feature=player_embedded
http://www.youtube.com/watch?v=oK02hq0CNOM&feature=player_embedded
http://www.youtube.com/watch?v=1Evwgu369Jw
https://youtu.be/ovHcr1tOpBs
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