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PREFACE 

Volunteering is the whole of activities done without payment by a 

volunteer for another person or group who don't have any blood ties, 

or the society as a whole within an organization and without any 

obligation. 

To prevent misuse, some criteria for the term “volunteer” are 

developed: 

 the work has a common social aim; 

 it is done without any profit; 

 it is not replacing paid jobs; 

 and it has a complementary character. 

Why is this so important to recognize? In our meetings during this 

project we experienced the great differences between the participating 

countries. Having the same definition of volunteering and recognizing 

the same core values makes it possible to focus on the importance of 

volunteers in palliative care. 

The International Association for Volunteer Effort (IAVE) 

proclaims1 that volunteering brings to life the noblest aspirations of 

humankind – the pursuit of freedom, opportunity, safety and justice 

for all people. It is a means by which human values of community 

caring, service and participation are sustained and strengthened; 

individuals exercise their rights and responsibilities as members of 

communities; and connections are made across differences which 

otherwise can push us apart. 

The IAVE emphasizes that volunteering... 

                                           
1 IAVE strategic plan 2007-2010. Source: http://www.iave.org/resourceview.asp?resourceID=87  

http://www.iave.org/resourceview.asp?resourceID=87


 

2 

 invites the involvement of the entire community in identifying 

and addressing the challenges, opportunities and problems 

which it faces ; 

 encourages and enables people of all ages and from all sectors 

of society to take leadership through participation in service and 

social action; 

 provides a voice for those who cannot speak for themselves;  

 gives anyone the opportunity to participate;  

 complements but does not substitute for responsible action by 

other sectors and the efforts of paid workers; 

 enables people to acquire new knowledge and skill to fully 

develop their personal potential, self-reliance and creativity; 

 promotes family, community, national and international 

solidarity. 

 

 

 

Volunteering has two sides. One is about the benefits for the society, 

an organisation or an individual: devoting time, knowledge and energy 

with no or only symbolic consideration. The second side is about the 
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benefits for the volunteers themselves: opportunity for everyone to use 

their abilities and experience, to gain new skills, make new friends, 

get into work and change their social life, in return of self satisfaction, 

regardless of sex, race, nationality, religion, political beliefs, age or 

health. 

Volunteering in palliative care isn‟t totally different from this. On the 

other hand special skills, especially about self-reflection and 

communication are asked. This is because of the complex and 

vulnerable situation of the person in care, because of the emotions that 

have to be dealt with for the caregiver, the family who asks for the 

care and also for the volunteers involved, and because of the special 

needs in coaching the volunteers in this particular area. 

Palliative care is an approach that improves the quality of life of 

patients2 and their families facing the problems associated with life-

threatening illness, through the prevention and relief of suffering by 

means of early identification and impeccable assessment and 

treatment of pain and other problems, physical, psychosocial and 

spiritual. 

This definition of the World Health Organization3 on palliative care 

highlights: 

 The active total care of patients whose disease is not responsive 

to curative treatment. 

 Control of pain or other symptoms and of psychological, social 

and spiritual problems is paramount. 

 The goal of palliative care is achievement of the best quality of 

life for patients and their families. 

 Many aspects of palliative care are also applicable earlier in the 

course of the illness in conjunction with for instance anticancer 

treatment. 

                                           
2
 “client/patient/terminally ill person/ill person” in this document are all synonyms for the person 

in his last phase of life. Often the word “patient” is used in palliative care but for the volunteer it‟s 

important to see this terminally ill as a person and not as a patient. This range of terms is used 

because of what is common in literature, but also to be aware of the different position of a 

volunteer. Concerning gender, for convenience everywhere the male form ‟he‟ is used, it‟s also 

possible to read ‟she‟. 
3
 Source: http://www.who.int/cancer/palliative/definition/en/  

http://www.who.int/cancer/palliative/definition/en/
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The word “palliative” derives from the Latin pallium meaning 'mask' 

or 'cloak.' This etymology indicates what palliative care essentially is 

about: masking the effects of incurable disease, or providing a cloak 

for those who are left in the cold, because they cannot be helped by 

curative medicine. 

Therefore palliative care... 

 affirms life and regards dying as a normal process; 

 neither hastens nor postpones death; 

 provides relief from pain and other distressing symptoms; 

 integrates the psychological and spiritual aspects of care; 

 offers a support system to help patients live as actively as 

possible until death; 

 offers a support system to help patients' families cope during the 

patients' illness and their own bereavement. 

It is a unique way of dealing with persons in their last phase of life 

and a way of giving support within a limited period of time. It is 

unique since the persons themselves, their families and friends are 

involved in the care, the services are delivered by the principle of an 

interdisciplinary team, and family receives support even after the 

death of the patient. The cooperation strategy of the specialists from 

all the fields is to help the dying person to relieve suffering, to 

understand the realistic situation, and to search for ways how to 

manage problems. 

Illness and death are now, and always will be an inevitable and 

integral part of the human experience. Since the beginning of time, 

societies have attempted to offer support and comfort to their ill and 

dying. Volunteers can play an important role in expressing this caring 

society. For this reason it is important to emphasize the cooperation 

between volunteers, informal caregivers and the professional carers. In 

the best way their efforts are recognized as equal and complementary 

but of different importance to the patient and the relatives. The input 

the volunteers offer day-to-day is based on the psycho-social, spiritual 

and practical needs, adjusted to what the informal caregivers (family, 

friends, etc.) offer. 
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But palliative care in this sense is only one part of the “end of life 

care”. For the volunteer part its also important to stress that the 

volunteer carer should also retract to the background if the person at 

his end of life needs privacy and solitude, and needs to “express” his 

state of mind in a proper way and on a proper place. Palliative care 

means a continuous readiness and presence, staying in the highlight or 

in the background, depending on the needs of the patient. 

Primary mission of volunteer work in palliative care is to enhance 

human well-being. 

 

 

 

Volunteers' work in palliative care is a complex activity, where the 

acquired skills should be applied in an integrated manner. These skills 

include some basic knowledge about physical, psychological, spiritual 

and religious aspects in palliative care. With the intention to make 

them well educated volunteers with respect to their uniqueness as a 

volunteer and to use all this to act as a compassionate human being in 

a vulnerable situation.  

This also means that palliative volunteers' work is an ongoing 

learning process, where experience is piling up during the activity 

itself. Acting as a volunteer carer can be considered lifelong learning: 

the volunteer obtains knowledge and skills that help him to improve 

his contribution. 
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Borrowing the wide-spread concept of “the Flow” from Mihály 

Csíkszentmihályi4, some issues and criteria in successful and efficient 

activities can be mentioned: 

 Clear goals, where expectations and rules are discernible and 

goals are attainable and align appropriately with one's skill set 

and abilities. 

 Concentrating and focusing, a high degree of concentration on 

a limited field of attention (“being there”, not somewhere else, 

both in body and mind). 

 Direct and immediate feedback: successes and failures in the 

course of the activity are apparent, so that behaviour can be 

adjusted as needed. 

 Balance between ability level and challenge: the activity is 

neither too easy nor too difficult. 

 The activity is intrinsically rewarding, so there is an 

effortlessness of action, but rather self-motivation. 

 People become absorbed in their activity, and focus of 

awareness is narrowed down to the activity itself, action 

awareness merging. 

The activity can be successful and give satisfaction to the volunteer 

during work if some of these circumstances prevail. In this paper, we 

emphasize these issues in the different chapters. 

In order to help palliative volunteers, we have prepared this learning 

material to serve as an aid providing a systematic approach in the 

training of palliative volunteers. 

This project also focuses on the notion of “seniors to elderly”. 

Nowadays the ratio of elderly people in the community is increasing 

all over Europe. This gives attention to the fact that elderly people 

can‟t be set apart as a dependant, non-participating group in society. 

The process of ageing is very individual and influences life of each 

person differently. The „active‟ and „healthy‟ elderly can participate in 

social life and activities according to their own interest and taste. With 

this “Seniors to Elderly” project we would like to pay particular 

                                           
4
 Csíkszentmihályi, Mihály (1990). Flow: The Psychology of Optimal Experience. New York: 

Harper and Row. ISBN 0-06-092043-2 
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attention to the capacity of elderly citizens to provide voluntary 

palliative assistance to their peers. It also gives an opportunity to 

motivate elderly people to engage in volunteer work and life-long 

learning.  

Because of the special position of volunteers in this vulnerable care 

situation, in Chapter I. we start with the introduction of an ethical code 

of palliative care. Referring to the WHO definition of palliative care 

we give attention to the spiritual and religious aspects (Chapter II.), 

the psychological aspects (Chapter III.), and the physical aspects of 

palliative care (Chapter IV.), and the personal skills of the volunteers 

that are needed, especially the communicative skills (Chapter V.). At 

the end we give attention to the (volunteer) organizational aspects that 

we found important in this field (Chapter VI.). 
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I.  ETHICAL CODE  

INTRODUCTION 

In this project we would like to give a recommendation for the shared 

core values of voluntary work in palliative terminal care. An ethical 

code can be made for every profession and can be found for instance 

in the Hippocratic Oath of Physicians. We find it important to explicit 

an ethical code for volunteers as well, because their work is different 

from a profession but it is not without commitment and has its own 

values. 

In comparison, study has been made of the EAPC White Paper5 

(European Association for Palliative Care, 2008). In the chapter on the 

philosophy of palliative care of this document, a series of common 

values and principles are acknowledged and respected in favour of the 

client. Clients‟ autonomy and dignity, the need for individual planning 

and decision making and the holistic and hermeneutic approach lead 

to the central goal of palliative care: to achieve, to support, to preserve 

and to enhance the best possible quality of life. The shared values of 

volunteers need to be coherent with these values and principles. 

The values of volunteers are based on our shared primary mission of 

voluntary work, which is defined in the first part of the “Seniors to 

Elderly” project6. Volunteering in palliative care is described having 

two sides. One side is about the benefits for the society, an 

organization or an individual: devoting time, knowledge and energy 

with no or only symbolic consideration. The second side is about the 

benefits for the volunteers themselves: opportunity for everyone to use 

their abilities and experience, to gain new skills, make new friends, 

get into work and change their social life, in return of self satisfaction, 

regardless of sex, race, nationality, religion, political beliefs, age or 

health.  

Volunteering in palliative care is special in the sense that it asks more 

reflection on the personal motivation and intentions of the volunteer 

because of the complex and vulnerable situation of the person in care, 

because of the emotions that have to be dealt with for the caregiver, 

                                           
5
 EAPC White Paper on Standards and Norms in Palliative Care; 2008.  

6
 "Voluntary Palliative assistance of Senior to Elderly people" - Grundtvig 2 Learning Partnerships 

Project, 2006-2007. 
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the family who asks for the care and also for the volunteers involved7. 

Palliative volunteers share these personal motivations and intentions, 

although they are shown in different ways and expressed with 

different words. 

We also want to look at core values of volunteer work in palliative 

care from an ethical approach. Ethics form a reflection of the 

perspective of 'good' and 'bad' in behaviour, values, norms and 

morality. It is about dealing with the world around us and the 

interaction of people with each other and their surroundings. It is 

important for volunteers to be aware of and recognize the ethical 

background of working as a volunteer. Beauchamp and Childress8 

recognize four basic ethical principles:  

 Respect autonomy 

 Doing well 

 To avoid causing harm or pain to someone else 

 Justice (in distribution of limited means). 

We will refer to these principles. 

Volunteers act with respect to the rights and obligations which the 

volunteer organization has lined out. The volunteer agrees to respect 

these rules and work according to them. These rights and obligations 

are based upon the shared core values. The volunteers can be asked 

about their opinion towards these values at the time of selection.  

In this chapter we will reflect on these three aspects (core values, 

ethical approach and rights and obligations) and they will be discussed 

in the working and training material. This topic partly refers to the last 

chapter about the organizational aspects of the volunteer work in 

palliative care. 

 

                                           
7
 "We are on this earth to be at home somewhere" - Voluntary Palliative Assistance of Senior to 

Elderly People, Grundvig II Project, Report 2006-2007. 
8
 Beauchamps/Childress, Principles of biomedical ethics, Oxford University Press, New 

York/Oxford, 1994 
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TRAINING MATERIAL 

The shared core values, the declaration for volunteers and the 

principle of „good death‟, outlined below can be used in a training 

situation to discuss the various values, ethics, rights and obligations. It 

is important that the personal motivation of the volunteer is asked. It 

illustrates for the volunteer and the volunteer coordinator what the 

volunteers have in common, where the differences are and where the 

shared flow for this group of people lies. It can be useful to ask this in 

an indirect way, for instance by using parables.  

 

 

 

I.  SHARED CORE VALUES 

Volunteers aim for quality of their contribution by reflecting on the 

work they do. Looking back on the given care, and asking themselves 

and their colleagues, the values can form a guideline for the volunteers 

to keep focus on the purpose and perspective of the care they give. 

In the following summary you first read about the core values we 

recommend for volunteers, followed by the ethical principle that is 

related to that specific core value. Then values and principles are 

formulated in a declaration for volunteers. This basic focus on 

volunteer work in palliative and terminal care will be later followed 

by a set of rules (including rights and obligations) of the organization 

itself to organize volunteer work. 
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Value: self respect as a volunteer 

Ethical principle: doing good. 

Volunteers believe in their own role in palliative terminal care. 

They are aware of their importance in the whole framework of 

care around the person in his last phase of life and his relatives. 

They wish to do good.  

 

Value: respect 

Ethical principle: volunteers respect the autonomy and dignity 

of every person. 

Volunteers treat each person in a caring and respectful way, 

despite of personal and cultural differences. Their whole 

behaviour towards the circle of family and professional workers 

around the client is focused on good cooperation. The care for 

the client will be done empathically, attentively and in an 

unbiased way. Volunteers aim at the best quality of life. 

 

Value: support the person in making his own decisions in the way he 

wants to live his life till the end 

Ethical principle: volunteer workers do not take over the 

responsibility.  

Every person has the right to make his own decisions and to be 

informed about his situation. Even so when he is dealing with 

incurable disease and related problems. This value stands for the 

support of the autonomy of every client. The care is client 

oriented and not focused on the interest for instance of sharing 

the belief system of the volunteer. 

The volunteer supports the individual (dying) process of the 

client and has no expectations for him/herself. 

 

Value: responsibility 

Ethical principle: avoid causing harm or pain to someone else. 

Volunteers must know their limitations: professionally, legally 

and personally. Volunteers are responsible for their own 
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contribution to the care of a client. It means they have to know 

their limitations compared to professional caregivers (knowing 

the limitations of their work); also because of the legal 

responsibilities. They are responsible for their own mental and 

physical health, and they should be aware of signals of too 

much pressure. Volunteers contribute to keeping health and 

safety regulations at work. Volunteers also maintain privacy 

about all personal information and have an obligation to 

secrecy, like professionals. Volunteers don‟t exploit the situation 

of the client. 

 

II.  STATEMENTS FOR DISCUSSION 

The core values and ethical code can be put in a declaration that every 

volunteer should accept and sign in the organisation. Here we give an 

example of such a declaration. 

 

Declaration for volunteers 

 I show that I believe in my work: my internal motivation is 

visible  

 I do my work with all my capacities, in the best quality in the 

context of my organization and reflect on it 

 I respect the dignity, values, rights, aims and ambitions of all 

persons involved in the volunteer situation, without any 

discrimination 

 I ensure the protection of personal data and sensitive 

information, I keep the (personal) secrets that I know and I treat 

information with responsibility  

 I turn towards the one who asks for support in an equivalent 

way, with empathy and attention. 

 I don‟t exploit the situation of the client during my work. 

 I respect the views and personalities of my colleagues and I am 

open for non-biased criticism as I also expect vice versa. 
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III.  EXAMPLE OF PARABLE: „THE GOOD SAMARITAN‟ 

Examples of Volunteerism in different religions:  

 

Christianity  

New Testament9Luke 10: 30–37.: 

“A man was going down from Jerusalem to Jericho, when he fell into 

the hands of robbers. They stripped him of his clothes, beat him and 

went away, leaving him half dead with no clothes. A priest happened 

to be going down the same road, and when he saw the man, and he 

passed by on the other side. So too, a Levite, when he came to the 

place and saw him, he too passed by on the other side. But a 

Samaritan, as he travelled, came where the man was; and when he saw 

him, he took pity on him. He went to him and bandaged his wounds, 

pouring on oil and wine. Then he put the man on his own donkey, took 

him to an inn and looked after him. The next day he took out two 

silver coins and gave them to the innkeeper. 'Look after him,' he said, 

'and when I return, I will reimburse you for any extra expense you 

may have.' “Which of these three do you think was a neighbour to the 

                                           
9
 Bible translation: New International Version®, see: http://www.ibsstl.org/niv/index.php 
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man who fell into the hands of robbers?” The expert in the law 

replied, “The one who had mercy on him.” Jesus told him, “Go and do 

likewise.”  

 

Islam  

Ahmad Hussein Sakr, Volunteerism in Islam (detail)10 

“Volunteering is the lifeblood of any community. We are encouraged 

to take on a broader role by working to improve the communities we 

live in; we should be visiting the sick, feeding the hungry, teaching 

people to read, helping people who have no one to turn to. It is by 

translating our love of Allah into good actions that we strengthen our 

imaan. As Muslims, we see our role as world citizens. The idea of 

working for a better society or community shouldn't be limited to the 

Muslim community but should extend to the broader non-Muslim 

community as well. Because we live in that community too, whatever 

weaknesses are present affect us also.” 

 

Buddhism  

Hsing Yun, Buddhism and Volunteerism (detail)11 

“Buddhist volunteers, like bodhisattvas with a thousand eyes and 

hands, carry out the good intentions of Buddhas and bodhisattvas, 

with many deeds that are touching and moving. To volunteer is to 

offer one‟s heart and life, and to give one‟s time and energy. 

Therefore, volunteers are bodhisattvas who practice what they are 

preaching. 

For instance, the Buddha himself bathed and clothed sick bhiksus, 

cleaned their rooms, attended their daily routines, comforted their 

bodies and minds, and threaded the needle for aged bhiksus to relieve 

the pain of their poor eyesight. For hundreds and thousands of years, 

numerous volunteers have served at temples and monasteries, 

performing tasks such as sweeping the grounds, cleaning the yard, 

gardening, and fertilizing. Some of them have helped in building 

                                           
10

 Source: http://www.geocities.com/mutmainaa/tafakkur/volunteer_muslim.html 
11

 Source: http://www.blpusa.com/download/bies28.pdf 
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temples and monasteries. If everyone volunteers, a peaceful society 

will automatically emerge.” 

 

Question: 

In your own life, what was an example of compassion you showed or 

experienced? 

 

IV.  PRINCIPLES OF „GOOD DEATH‟ 

In the literature of palliative care you can find different lists with 

wishes or principles of „good death‟. Sometimes they are phrased in 

rights, not in a juridical way, but more in the sense of a deep wish 

from the client‟s perspective. We give three examples of this kind of 

declarations. 

 

A.  The Rights of a Dying Person  

1. I have the right to be treated as a living human being until I die. 

2. I have the right to maintain a sense of hopefulness however 

changing its focus may be. 

3. I have the right to express my feelings and emotions about my 

approaching death in my own way. 

4. I have the right to participate in decisions concerning my care. 

5. I have the right to expect continuing medical and nursing 

attention even though cure goals must be changed to comfort 

goals. 

6. I have the right not to die alone. 

7. I have the right to be free from pain. 

8. I have the right to have my questions answered honestly. 

9. I have the right not to be deceived. 

10. I have the right to have help from and for my family in 

accepting my death. 

11. I have the right to die in peace and with dignity. 
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12. I have the right to retain my individuality and not be judged for 

my decisions which may be contrary to the beliefs of others. 

13. I have the right to be cared for by caring, sensitive, 

knowledgeable people who will attempt to understand my needs 

and will be able to gain some satisfaction in helping me face my 

death. 

14. I have the right to be cared for by those who can maintain a 

sense of hopefulness, however changing this might be. 

15. I have the right to expect that the sanctity of the human body 

will be respected after death. 

16. I have the right to discuss and enlarge my religious and/or 

spiritual experiences, whatever these may mean to others. 

Reference: The American Journal of Nursing, January 1975, vol. 75, no. 1, 

p. 99  

 

B.  Principles of a good death as identified by “Age Concern”12  

1. To know when death is coming and to understand what can be 

expected  

2. To be able to retain control of what happens  

3. To be afforded dignity and privacy  

4. To have control over pain relief and other symptoms  

5. To have choice and control over where death occurs (i.e. a 

home or elsewhere)  

6. To have access to any spiritual and emotional support required  

7. To have access to hospice care13 in any location, not only in 

hospital  

8. To have control over who is present and who shares the end  

9. To be able to issue advance directives which ensure wishes are 

respected  

                                           
12

 Debate of the Age Health and Care Study Group. The future of health and care of older people: 

the best is yet to come. London, Age Concern; 1999. 
13

 Hospice care is used in a broader perspective than care provided at hospice institutions only. It‟s 

a synonym for palliative terminal care. 
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10. To have time to say goodbye and control over other aspects of 

timing  

11. To be able to leave when it is time to go and not have life 

prolonged pointlessly  

Reference: British Geriatrics Society: Palliative and End of Life Care of 

Older People (revised 2006 ) BGS Best Practice Guide 4.8. 

N.B. in an older version (1999) there was a twelfth principle, namely: To 

have access to the necessary information and skills in any form you can 

think of.  

 

C.  Aging with dignity 

Five wishes your family and doctors should know: 

1. Which person you want to make healthcare decisions for you 

when you can‟t make them 

2. The kind of medical treatment you want or don‟t want 

3. How comfortable you want to be 

4. How you want people to treat you 

5. What you want your loved ones to know 

Reference: The “Five Wishes” document was used in 40 states of the USA 

in 2007 and made financially possible by the Robert Wood Johnson 

Foundation. 
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II.  SPIRITUAL AND RELIGIOUS ASPECTS 14 

INTRODUCTION 

Spirituality 

„Spiritual‟ may be described as what moves you profoundly or the 

vital life essence of an individual. Spirituality is about the view of life 

of a human being, including questions like „Who am I?‟, „Does my 

life have any meaning and purpose?‟, and „Has this illness the power 

to destroy me?‟ and using different sources of inspiration. Spirituality 

has influence on the whole human being. The outward expression of 

this existential dimension is influenced by life experience, culture, and 

other personal factors. Spirituality will, therefore, be unique for each 

individual. It has more to do with an attitude to life. 

It can assume considerable importance when our physical existence is 

threatened by disease and death. In essence we are talking about ways 

in which people in times of crisis or other formative moments in their 

life may become aware of a desire to understand or (existentially) 

make sense of what they are experiencing. 

Spirituality is not always expressed through a religious framework. 

It‟s broader and the terms we use has the ability to enable us to 

transcend the „here and now‟. It‟s about different layers of meaning, 

about questions which can‟t be answered. It‟s about how the person 

connects himself to life, to his surroundings and, if this is his belief, to 

a higher power. It‟s a dynamic concept, not statically, and it‟s more 

about an individual process. 

Religiosity 

A religion may be understood as a system of faith and worship which 

expresses an underlying spirituality. There is a clear acknowledgement 

of a power other than self, described as „God‟ or „enlightenment‟.  

In some religious understandings this power is seen as an external 

controlling influence. In others the control is more from within the 

believer guiding and shaping behaviour. The attitude to disease and 

                                           
14

 Based on Peter Speck, "Spiritual/religious issues in care of the dying" in Care For The Dying - 

A pathway to excellence. Edited by John Ellershaw and Susie Wilkinson, 2003., Oxford 

University Press. ISBN 9780198509332 

and “Guide-line spiritual care”, Agora, The Netherlands, 2008; available only in Dutch from 

http://www.palliatief.nl 
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death differs between these various concepts of religion and the 

personal beliefs. Some people will ask for a religious ministry for their 

religious questions and doubts, others value appropriate 

companionship while exploring their spiritual questioning and needs. 

For some people the search for existential meaning will take a 

philosophical pathway and exclude any reference to a power other 

than themselves (e.g. existentialism/ humanism/atheism). That doesn‟t 

mean that they don‟t have existential questions and doubts nor that 

they don‟t need attention for their process. People who do not profess 

any form of religious faith may still wish to have opportunity to be 

quiet, to reflect, to commune with whatever forces or powers they feel 

are beneficial to them. 

 

 

 

Spiritual care 

Clearly there has to be a proper assessment of religious need but there 

also should be a way of reaching an understanding of what would be 

helpful for those who are not religious. This should be a conversation 

about themes and questions that you normally don‟t mention when 

you not belong to the inner circle of the person in question.  
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But the volunteer is faced with a person who has to relate himself to a 

live-threatening experience. What does this person need to get 

acquainted with himself as a dying person? 

Suggested themes (using one‟s own phraseology) in according to 

Speck, might be: 

1. In the course of your life, with all its ups and downs, have you 

developed ways of making sense of the things that have 

happened to you? 

2. When life has been difficult what has helped you cope? 

The answer to these questions may highlight the importance of the 

patient‟s family, philosophy of life (“I live one day at a time”), or his 

belief system (religious or spiritual or philosophical), as well as 

something of his current mental state. Hence it is not pushing people 

down a narrow religious pathway. 

3. Would you like to talk to someone about the effect your illness is 

having on you or your family? 

Each faith tradition has its own rituals and religious practices that can 

support individuals and enable them to retain and/or strengthen their 

sense of connectedness with a „higher power‟ or God. These religious 

needs may range from prayer and reading passages from the scripture 

or sacred writings of their faith, to the performance of specific 

religious rituals, such as initiating rites, common acts of worship, 

anointing with oil etc. 

The different cultures or persons have different understanding of 

spiritual care. Some of them relate the spiritual care with religious 

aspects very closely; others give spiritual care without talking out of 

any religious belief.  

There is a sliding scale in what is asked from carers. It‟s about 

situations in which attention to questions of life in care suffice; 

situations in which the terminally ill person needs guidance and 

support in his normal struggle with life and death; and situations 

where this struggle leads to an existential crisis which needs a 

professional spiritual carer or psychologist. 
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Spiritual pain 

In the various ways in which palliative care is made available to 

people there needs to be opportunity to explore the impact of the 

illness and its consequences for both the quality of life and the 

ultimate quality of the death event. Spiritual well-being may be a 

valuable resource to support people as they come to terms with 

terminal illness and try to retain this sense of identity in the face of 

illness and treatments which may threaten to fragment it. 

Failure to identify and sustain this resource may contribute to the 

experience of spiritual pain or distress. Spiritual pain is often 

identified in people whose physical/emotional pain fails to respond 

adequately to recognized approaches to symptom relief. It is often 

linked to issues relating to a sense of hopelessness or 

meaninglessness. It may be expressed as suffering (rather than „pain‟) 

indicating that there seems no meaning or purpose to the pain. 

Feelings of guilt or shame may be expressed and an inability to trust - 

other people, oneself, or „God‟. This can lead to disconnectedness 

from a previous religious or belief position, or from other people, 

which can result in greater disease or lack of inner peace. While some 

of these things can be tackled from a psychosocial perspective, when 

they assume an ultimate or existential significance the intervention 

needs to be of a spiritual nature. 

Spiritual pain can be recognized as: 

 A sense of hopelessness. 

 Focus on suffering rather than pain. 

 Feelings of guilt and/or shame. 

 Unresolved anger. 

 Inability to trust. 

 Lack of inner peace. 

 Sense of disconnectedness or fragmentation. 

It is significant that many of the complimentary forms of therapy have 

a clear focus on the individual person and on trying to assist that 

individual to explore and express aspects of themselves and their 

experience of illness and treatment. Reminiscence (written and 

spoken) and personal life-stories can be important instruments to ease 
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spiritual pain. It must not be forgotten that there are also many 

terminally ill persons who may not wish to be active but who still 

value having the experience of  “being with” rather than always 

wanting to be active and “do to”. Being with people can help to 

sustain their wish to be part of the world till they die.  

 

 

 

 

TRAINING MATERIAL 

It is possible that client (and family) and volunteer are having a 

discussion about spiritual aspects of life and dying. The volunteer 

therefore has to be aware of his own beliefs and values about life and 

death to protect him of projecting his own values and beliefs on the 

client. In this field it is important to let people stay in their own 

concept of beliefs. Also the time of dying is no time to challenge 

someone‟s faith. There are no rules about how discussions should be 

done or when they should take place, or who takes the initiative to talk 

about spiritual pain or asking questions. Volunteers have to be 

sensitive or develop sensitiveness to be prepared when a discussion 

comes up and to respond well.  
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With the statements and working method below it‟s possible to deepen 

personal insights about religious aspects of life and death. 

 

I.  STATEMENTS FOR DISCUSSION 

To the volunteer: “Spirituality: be aware of your own concept of other 

people and know when you project your own concept on other 

people.”  

“You live until you die” -Cicily Saunders.  

“Being there as volunteer is a spiritual experience.” 

 

Question:  

What do these statements mean to you? 

 

II.  ASSOCIATION 

Use a package of pictures of art or nature. The volunteers pull a card 

and tell their own association by looking at this card to the group. The 

others are open and listen actively. 

Experience how way of looking, concepts, intrinsic beliefs and 

experiences can differ between the members of the group. Experience 

also how much variety there is in listening and welcoming the 

perspectives of the others. 
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III.  PSYCHOLOGICAL ASPECTS  

INTRODUCTION 

This chapter mentions the stages of mourning, how to handle losses in 

life, what effect the dying of the client has on the volunteer. 

Volunteers' work can also cause pressure but is never meant to give 

too much pressure or stress. It is important to react on early signals. 

With the material of this chapter volunteers learn to reflect on 

themselves and their own signals and talk about it with their 

coordinators. We emphasize in this chapter that palliative care is about 

living, has to do with multidisciplinary cooperation and is a very 

specific kind of care. 

Palliative care is intensive personal care, focused on all the needs and 

wishes of the patient and his surroundings. It‟s about hopeful 

compassion till the last day. The aim is an optimal quality of life for 

the last days of life. 

This means that palliative care is all about living: 

 it is about supporting the dying to experience quality of life: to 

bring life to the days instead of extra days to live; 

 the needs of someone who is dying are not so different of 

someone who is healthy; 

 the most frightening thought is to die alone, without support: 

dying is a social activity, just like being born; 

 palliative care tries to support the patient and his family with 

every physical, emotional, spiritual and social inconvenience, so 

that they can concentrate on the things that matter. The 

availability of adequate care also influences the psychological 

state of the person in question and his family; 

 special attention is asked for an adequate control of the 

symptoms to avoid as much as possible pain and other 

inconveniences. Relief of symptoms also affects psychological, 

spiritual and social aspects. 

The EAPC White Paper mentioned before describes a Volunteer 

Hospice Team as part of a comprehensive support network which 
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offers support and befriending to palliative care patients and their 

families in the time of illness, pain, grief and bereavement15.  

Good palliative care is thereby an integrated system of caring. This 

means that the terminally ill person is surrounded by family and 

friends (the first circle), by professional workers who bring in their 

skills and knowledge (the second circle) and by the community who 

are for instance represented by volunteers.  

 

 

 

 

 

 

 

 

 

Figure 1. An integrated system of palliative care (2008, Hans Bart) 

It‟s important that volunteers and professionals know their specific 

qualities and their position in this network. By knowing this they can 

support each other in their role and give space for the family and close 

friends in their process with the terminally ill. 

Taking care of someone who‟s going to die is very different from 

taking care of someone who is ill. 

 It is important to realize that dying is something else than 

illness 

 When someone is ill, cure is the central and most important 

issue; at a dying process everything should be focused on care, 

the well-being, the welfare of the patient. 

 With illness all the attention goes to the patient; with dying the 

focus is on the relationship of the patient to his surroundings. 

                                           
15

  EAPC White Paper on Standards and Norms in Palliative Care , 2008, p. 27 
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 Communication is about the disease and the symptoms, their 

psychological impact, the consequences in the relationship 

between the dying person and the people around. 

Daniël Ofman16 speaks about swinging up and down from deep 

depression to enthusiasm, from being passive to be at ease, from anger 

to setting free, from “oyster” to a “howling monkey”. This is in line 

with William Worden who describes the four working tasks of loss 

that are interchangeable. It differs from Kübler-Ross, who speaks of a 

fixed sequence of accepting death. Based on these different sources, 

the following psychological issues might come up. These issues are 

linked with religious and spiritual issues, but differ in the way that 

they have more to do with the possible states of mind someone is 

going through.  

 

1.  How to deal with truth? 

The way in which the „carers‟,  the patient and the relatives can deal 

with the truth at the moment of a terminal situation has everything to 

do with the way they can cope with or accept the end of life and 

boundaries of life. Do we speak of unavoidable destiny or fulfilling 

the lifecycle?  „Dealing with the truth‟ is more than „ telling the truth'.  

It is helping the other to cope with his own truth; help to deal with it, 

every day. 

 

2.  Rebellion and protest 

Anger, resentment and fury of the patient are feelings which can be 

difficult for the carers.   

The behaviour is mostly a protest against the life-threatening disease, 

which means that someone is going to lose a lot.  

 

3.  Feelings of guilt 

Several consequences of the illness can bring on feelings of guilt: 

being dependent of others, notion of the pain that others have because 

of you, feeling weaker than before, the idea that the disease is caused 

                                           
16

 D. Ofman, Bezieling en kwaliteit in organisaties, 2002, Servire (only available in Dutch) 
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by the way of living before, being recalcitrant to others, feeling 

jealous of healthy people, the normal feelings of grief, for instance 

feelings of guilt because of the loss of control and weeping. 

 

4. Negotiation 

Sometimes people try to postpone or to control future loss. They 

consult a lot of doctors or alternative healers, or become very 

religious, or believe that positive thinking can turn away the feared 

end. 

 

5.  Depression 

All the above mentioned feelings can turn into a state of depression; 

they feel desperate, tired and/or lonely. It‟s hard to identify these 

feelings as normal for the process of the dying or as a state that can be 

treated by medication or other forms of therapy. If people have the 

personal strength to cope with the feelings of depression, they can 

grow into acceptation as a state of being, or integrate the coming end 

in their new existence, without resigning in their loss. 

 

6.  Cope with fear 

Anxiety is not the same as fear. Fear means that the threat is 

recognizable. In anxiety it is hard to specify what causes that feeling. 

A certain level of existential anxiety is normal for everybody who is 

confronted with the possibility of dying.   

Possible anxieties are.... 

 for the unknown   

 for solitude 

 for loss of family and friends   

 for loss of control   

 for pain and suffering. 

Studies show that relief of pain is not only related to the dose of 

painkillers, but also to the attitude of the patient towards pain. Relief 

of pain asks for not only a medical approach, but pain is a problem 
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that should be solved at both the level of psychosocial and mental 

functioning and on the physical level. Spiritual or mental pain is 

seldom recognized. 

“Don‟t let us give morphine to the patient because of our own pain” 

(Simpson, 1979), but listen seriously to his concerns. Active and 

emphatic listening let us know what causes the pain. When we stated 

that palliative care is about the relationship and an integrated system, 

communication is an important vehicle to support the strength of the 

client and his relatives and empower them. We will deal with this 

topic in Chapter V. 
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TRAINING MATERIAL 

With the statement, the game and the simulation below it‟s possible to 

deepen personal insights about psychological aspects of life and death. 

 

I.  STATEMENTS FOR DISCUSSION 

“It‟s important that the dying person experiences all phases of loss.” 

“The dying person has to talk about his feelings.” 

“Only professionals can meet the psychological needs of the dying 

person or his relatives.” 

 

Question: 

What do these statements mean to you? 

 

II.  VALUE GAME
17

  

Measures for the game:  

10 or more (depends on the number of participants) ribbons of 2-3 

meter long, scissors, paper of A4 format, 10 felt-tip pens. 

Process of the game:  

 The trainer asks each participant of the game to inscribe one 

“value” (the main value of life for himself) on small papers in 

big letters, e.g. love, freedom, health, money, etc.  

 After everyone has put a number of values on paper, the trainer 

collects all papers and sorts papers with different values. The 

trainer can also add 1-2 values more to the list of values that he 

gathered.  

 The trainer asks all participants to form a circle. One participant 

is invited to stand in the middle of the circle.   

 Participants standing in the circle receive one “value” paper 

each and also the end of a ribbon. The other end of the ribbon is 

given to the participant standing in the middle of the circle. (If 

                                           
17 The game is appointed for persons working with socially excluded and socially vulnerable people in 

Lithuania. 
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there are more participants as “value” papers, other participants 

stay behind the circle and watch the game). At the end of this 

task, all the persons in the circle are connected to the person in 

the middle of the circle. 

 The participant standing in the middle of the circle is the holder 

of all the “values” and he can tell how he feels. All other 

participants of the game do not speak in the process of the game 

and do not make any remarks.  

 

 

 

 The trainer cuts the ribbons, one by one: it means he takes away 

or loses a “value” from the participant in the middle of the 

circle. During this process the trainer asks this person how he 

feels? When just a few or only one “value” is left, the trainer 

binds the cutaway ends of the ribbons and returns the “values” 

to the participant standing in the middle of the circle. Each time 

the trainer asks him how he feels or what it means for the 

person in question?  

 Now the game is ended and all participants of the game return 

back to their places. The trainer asks all the participants to 

comment and to share the experience.  
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III.  SIMULATE EXPERIENCE 

Imagine: you received the message that you have a life threatening 

disease with an expectation of 3 months to live. 

 

Questions: 

Which problems do you face? 

Which questions do you have? 

Which needs would you feel? 

Which desires do you have? 
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IV.  PHYSICAL ASPECTS 

INTRODUCTION 

The attitude of the carer should serve the comfort of the patient: be 

respectful, listening, gentle in touching, moving and placing etc. Also 

the carer should reflect: being aware of responsibilities and legal 

limitations. Speaking about comfort, we have to observe some 

environmental aspects like illumination, fresh air, temperature etc. Ask 

the patient about what is best for him before taking action to enhance 

or modify the environment. 

Special techniques should be applied during the physical caring 

procedures, such as: 

 lifting and replacing the patient; 

 helping in the bathroom and toilet; 

 using helping materials; 

 how to deal with medication; 

 personal hygiene; 

 cases of emergency. 

The scope of activity is limited for the carer, who should rely on the 

professional staff concerning MUST, MAY, AVOID, NEVER. The 

volunteer must know his limits! There are things he must do, or may 

do, or he should try to avoid or should never do. It's important to get 

information on the patient, the family, and their circumstances, and to 

know the limitations beforehand: where is the interface between the 

volunteer and the professional: e.g. NO injection may be given by the 

volunteer carer. 

Pay attention to the privacy of the patient (e.g. don't leave him 

uncovered while sleeping). 

In case of emergency, the volunteers notify the responsible person 

without haste. The volunteer doesn't put himself at risk (i.e. don't 

SAVE the patient.) 
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The attitude of the carer should reflect: 

 being aware of responsibilities; 

 being aware of legal limitations. 

 

 

 

TRAINING MATERIAL 

With the statement, the game and the DVD presented below, it‟s 

possible to train different aspects of physical care for persons in their 

last phase of life.  

 

I.  STATEMENTS FOR DISCUSSION 

The volunteer carer in palliative care assists the work of the 

professional. 

The professional has the duty to ensure that the client feels 

comfortable. 

The volunteer is the only one who is responsible for his own 

limitations.  

A volunteer should never be confronted with cases of emergency. 
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Question:  

What do these statements mean to you? 

 

II.  DVD “ELDERLY CARE VOCATION” LEARNING MATERIAL 

Special techniques during the care procedures 

For the didactics of the techniques applied in physical care 

procedures, it is recommended to observe the 'Elderly Care Vocation'18 

Learning Material DVD, especially: 

 Chapter 3, part 3.1, 3.2 

 Chapter 4, part 4.1 to 4.7 and 4.9, 4.10 

 Chapter 5, part 5.1 to 5.11 

 Chapter 6, part 6.5 

 Chapter 7, part 7.1 to 7.4 

If the DVD is not available, please read the text summary in 

Appendix 1. 

 

 

                                           
18

 See homepage of the project for further info, and order the DVD from: www.ecvleonardo.org 
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V.  PERSONAL SKILLS  -  COMMUNICATION 

INTRODUCTION 

Communication is the most important vehicle in palliative care. 

Communication is “an interchange of thoughts, feelings and opinions 

among individuals. Verbal communication is effective when it satisfies 

basic desires for recognition, participation, and self-realisation by 

direct personal contact between persons”19. 

Effective communication is central in good patient care. Psychosocial 

skills have been shown to determine patients' satisfaction, compliance 

and health outcomes.  

There is a general assumption that effective communication is 

achieved when open two-way communication takes place, and 

patients are informed about the nature of their illness and treatment 

and are encouraged to express their anxieties and emotions. 

 

 

 

This view assumes that open communication, full information by 

health professionals about a disease and its prognosis, has benefits for 

all patients. Volunteers in palliative care use communication skills to 

recognize the need of the client, to listen, to ask and to come to a 

                                           
19

 Paul Watzlawick, Janet Beavin Bavelas, and Donald D. Jackson: Pragmatics of Human 

Communication - A Study of Interactional Patterns, Pathologies, and Paradoxes. Published by W. 

W. Norton and Co/NY in 1967.  
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mutual conclusion of what the needs of the client are and how the 

volunteer can help to make the situation for the client as good as 

possible. 

Patients are more likely to disclose their concerns to those carers who 

demonstrate that they are prepared to listen and are open to discussion. 

This involves the use of verbal and non-verbal communication skills 

which facilitate the patient and their relatives to discuss their worries 

or concerns. 

Non-verbal communication plays a large part in portraying how 

patients feel. The non-verbal behaviours of health professionals or 

volunteers often demonstrate to patients a commitment to listening to 

their concerns. The importance of adopting good non-verbal 

behaviours cannot be over-emphasized and are briefly described in 

Table 1. 

 
Non-verbal 

behaviour 
Description 

Personal 

space 

 

Area around the body, which, if intruded by some people, leaves one feeling 

uncomfortable. Carers need to sit down squarely in relation to the client to 

allow all aspects of communication to be seen; paralinguistic, such as sighs, 

grunts, and non-verbal bodily communication. Professionals need to lean 

towards the client to encourage them and make them feel more understood. 

Facial 

expressions 

 

Display emotions, which may conflict or support the spoken word, for 

instance nodding, agreeing or disagreeing, frown lines, position of the eye 

brows and eye lids, size of pupils. 

Eye contact 

 

Important in building satisfying relationships; should be reasonably 

sustained. Avoidance can signal discomfort or disinterest. Be aware of 

cultural differences.  

Posture 

 

Demonstrates attitudes, emotions, and mood; supports or conflicts the 

spoken word. Open position to be adopted in relation to the client. A 'closed' 

position, such as crossing both arms and legs, conveys defensive feeling.  

Gestures 

 

Illustrates speech, expresses emotions for instance raising a finger; gestures 

are personal expressions (some people speak with their hands and body) but 

the change in this pattern can give you some information about the feelings 

of the other.  

Touching 

 

Helps develop a caring relationship; expresses emotion. 

Dying patients sometimes feel the need for physical contact with carers; 

holding hands can provide physical expression to the personal relationship. 

Be aware of personal differences and needs in this aspect. 

Table 1.  Adoptive behaviours of professionals, patients, and relatives
20

 

                                           
20

 Based on ‟Care For The Dying - A pathway to excellence‟ Edited by John Ellershaw and Susie 

Wilkinson. 2003, Oxford University Press. 
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In caring for people in their last phase of life, there are vital verbal 

skills to be adopted. Verbal communication can be divided into two 

parts of the language 

 the actual words used and  

 paralanguage, i.e. how it is said, for example, the tone of voice, 

volume, pitch, clarity, and rate.  

Table 2. describes the main verbal skills with examples that facilitate 

good communication. 

 

Five important axioms of communication
21

 

1.  All behaviour is communication 

Realize that you always influence other people. Every behaviour is a 

kind of communication. Because behaviour does not have a 

counterpart (there is no anti-behaviour), it is not possible not to 

communicate. 

 

2.  Communication is active on several levels 

Every communication has a content and relationship aspect such that 

the latter classifies the former and is therefore a meta-communication. 

This means that all communication includes, apart from the plain 

meaning of words, more information - information on how the talker 

wants to be understood and how he himself sees his relation to the 

receiver of information. Communication is thus both content and 

relationship. If I say something, I also say something about the way I 

want the other to behave towards me. 

 

3.  The truth doesn‟t exist 

What I mean is my idea, feeling or interpretation and not necessary 

true for someone else. Different persons have different realities. 

 

Verbal Skill Description Example 

                                           
21

 Paul Watzlawick, Janet Beavin Bavelas, and Donald D. Jackson: Pragmatics of Human 

Communication - A Study of Interactional Patterns, Pathologies, and Paradoxes. Published by W. 

W. Norton and Co/NY in 1967 
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Listening An active skill that requires great 

concentration to address the clients‟ 

signals. 

 

Silences 

 

Allows both parties to think and 

assimilate what has been said. 

 

Acknowledgement 

 

Utterances that indicate the client is 

being heard and taken note of. 

Mmmh, uuh, yes. 

 

Encouragement 

 

More active than acknowledgement. 

Importance in the maintenance of 

interaction. Actively showing 

interest and understanding, 

encourages the client to continue. 

Really, that is interesting, 

please do go on. 

 

Picking up cues 

 

Clients drop hints or cues of 

problems. The skill lies in being able 

to pick up on these. 

Q: How are you today? 

A: I'm fine really; it's the 

family that have been 

upsetting me. 

Reflection 

 

Encourages discussion around a 

problem raised and in depth further 

analysis. 

The family have been upsetting 

you; in what way have they 

been upsetting you? 

Open questioning 

 

Provide room for clients to express 

themselves. Elicit feelings. 

How do you feel today? 

How have you been sleeping? 

Clarification 

 

Questions to ensure the clients‟ 

meaning are understood. Enables 

more detailed information on 

problems to emerge. 

Q: I‟m feeling non-plussed  

A: What do you mean by that? 

Or 

Q: That will be it. 

A: What exactly do you mean 

by that will be it? 

Empathy 

 

Statements which demonstrate 

understanding from the clients' point 

of view. 

Encourage the patient to go into 

more depth. 

It sounds as if things have 

been very hard for you lately.  

Or  

From what you have said, I get 

the feeling that you have been 

feeling very low. 

Confrontation/  

challenge 

 

Questions or statements that 

challenge discrepancies in what 

clients say. 

 

You've said you are feeling 

fine and have no worries, but 

you have just said that you are 

feeling anxious. Can you tell 

me a bit more about this? 

Information giving 

 

Clients should only be given required information. 

Assessment of these informational needs should be done prior to 

release of information. 

Clients are only able to retain small amounts of data at a time; this 

needs to be given slowly, without jargon or technical terms.  

Table 2.  Verbal skills
22

 

 

4.  You communicate verbally and non-verbally 

                                           
22

 Based on ‟Care For The Dying - A pathway to excellence‟ Edited by John Ellershaw and Susie 

Wilkinson. 2003, Oxford UIniversity Press.  

 



 

39 

Communication does not merely involve spoken words (digital 

communication), but non-verbal communication (analogue 

communication) as well. And your influence by your behaviour is 

much stronger than your words, giving 35-65% of the overall 

communication (via the expression of the face and the voice, eye 

contact or avoiding it and the way people behave).  

 

5.  Communication is based on equality or on difference 

Inter-human communication procedures are either symmetric or 

complementary, depending on whether the relationship of the partners 

is based on differences or parity. Which one determines what‟s 

happening? Which one let the other determine? We all look through 

different glasses.  

 

For instance a reaction on the anger of the client can be a rejection of 

his behaviour and not a rejection of the person. A way to do this, is to 

emphasize the relationship: “It must be very difficult for you to live 

with this situation. I would like to support, but that is very difficult if 

you reject everything.  Maybe we can find out together what supports 

you…...”   

The purpose is to help him to cope with the situation. It is more 

adequate to find out together how to speak with the client and to bear 

it together. It‟s about being sensitive to what is needed in this 

situation.  

For instance, if the family suggest to tell nothing to the client, it is 

important to be aware that most clients already know what is going 

on. But if you say: „You should tell the truth‟ you are  probably more 

focused on the position of the professional carers than on the client 

and family. 

It is necessary in this situation to find out why the family chooses not 

to open up towards the dying person: 

 Is it because of the illness: how does the person undergo his 

situation, his health, his perspectives at that moment? What are 

his questions and how far do they reach? 
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 Is it because the way in which the client copes with losses 

during his life till now? What did he lose and how did he 

manage these losses? 

 Is it because the culture of the social network: with which 

people is he in contact, how do they speak about the situation; 

what is his belief or orientation on questions of life and death; 

etc. 

Communication has to do with more than just words, it‟s about 

communication of care (“We will be there for you”), of concern, 

respect and support, continuous availability and engagement, for the 

dying person and his family. 
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TRAINING MATERIAL 

I.  STATEMENTS FOR DISCUSSION 

“You cannot understand me because you don‟t know what I‟m going 

through.” 

“I know the way how to clear my heart and head to be open to the 

client.”  

As a volunteer you‟re not a family friend. Look at communication as a 

professional. 

“What happens in my relationship with the client offers me 

opportunities to learn about my own behaviour.” 

Communication in palliative care is done with sincerity and 

commitment. 

Communication is an art and not only a skill. 

“I don‟t know the way how to say „no‟ in a proper manner and with 

dignity for the terminally ill, if he steps across my personal 

boundaries.” 

 

Question: 

What do these statements mean to you? 

 

II.  GAME “QUALIS” 

Introduction 

In Dutch this game is called “QUALIS”. It is a publication of the 

National Centre For Volunteers In Palliative Care (VPTZ), Bunnik, 

The Netherlands
23

. 

The goal of the game is to discuss together dilemmas that volunteers 

face in their work. An atmosphere of trust is needed. This game is all 

about relationship. The dilemmas are written on cards. Every player 

tells and learns from the other while discussing the cards.  

The game can be played by two to ten players, facilitated by a trainer. 

This game contains board, pawns and dice, and card sets of different 

                                           
23

 For further information visit: http://www.vptz.nl/ 
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quality-criteria. These criteria are: autonomy, respect and treatment, 

privacy, safety and hygiene, and working together in palliative 

care. There is also a card set with general questions about being a 

volunteer in palliative care. These criteria and the corresponding cards 

have different colours.  On the board a figure is drawn (for instance a 

tree with leaves) with also spots in the colour of the cards.  The idea is 

that everyone throws the dice and moves his pawn. In that way the 

pawn will encounter different coloured spots. The player then reads a 

card in a corresponding colour and tries to answer the question at the 

card. 

Rules of the Game “QUALIS” 

 First of all define the goal of the game, for instance: 

o Exchange of experiences 

o Discussion of certain themes, dilemmas of quality aspects 

o Discussion and comparison of certain visions towards norms 

and values of a certain theme. 

 Depending of the goal of the game, you can choose which cards 

you want to use (for some examples of the cards, look at Appendix 

2.). 

 Which appointments would you like to make about the learning 

climate in the group?  

 You don‟t always need the board. Opponents can also stand 

opposite to each other, instead of sitting at the table.  

 You can also prepare some cards together about a theme and start a 

discussion about this theme together. 

Trainer‟s instructions 

 The trainer doesn‟t play with the group but is responsible for the 

process and the defined goals. 

 Explain the rules before starting the game. Average playing time is 

one to two hours. 

 Give a player time to really think the question over. 

 Set a maximum time by which the player should give an answer.  

 If an answer stays vague, then ask additional questions. 
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 The trainer listens carefully and also reacts to non-verbal reactions. 

 It is possible to make appointments and rules about agreements that 

the group has made, focused on quality in the given care. 

 An agreement or rule should be made SMART. The agreements 

should be concrete and verifiable. 

 The game “QUALIS” is a lot about the fun of the game, and the 

fun of the work. Please keep the fun alive! 

Every trainer or organization can compose their own dilemmas. To 

give an example, we show three dilemmas of different themes, which 

are put on cards. 

1. You put Mrs. Jenson on her toilet-chair. How can you pay 

attention to rules of hygiene? 

If the group agrees with you, you may go one step forward. 

2. For the first time you are working as a volunteer in palliative 

care. You focus on the right attitude towards client and 

family of the client. Name one thing where you should be 

sensitive of alert to. 

Your good intention is rewarded. Go one step forward 

3. You watch over Mr. De Jong. He asks a million things: a 

glass of water, lights on, lights out, music on, no music, 

sitting next to him, sitting at the hallway. Whatever you do, 

it is never good enough. 

Tell the person left of you what you think about this and 

what you will do about it. If he or she agrees, you may go 

one step further. Otherwise go back two steps. 

For more examples see Appendix 2. 

 

III. THE BLINDFOLD GAME 

This is a game in two rounds. 

Round 1. 

Divide the group in pairs. One of the pair closes his eyes, the other 

keeps his eyes open. 

 Instruction: „Walk together in the room‟. The volunteers walk 

along in the room in pairs. 
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 Exchange experiences together. 

 Instruction: „Change roles: the one who kept his eyes open, will 

now close them‟. 

 Instruction: „Walk together along the room‟.  

 Exchange experiences together 

 Exchange experiences in the group: „How was it while closing 

your eyes? What did you feel?‟. „How was it with your eyes 

open?‟. 

Reactions will come like: „I experienced more, I felt safe, it was 

exciting, I felt responsible‟. Probably the volunteer with the eyes open 

has pushed the other one around the room, while taking all 

responsibility of not bumping into others. 

The trainer evaluates: „Who asked his  blindfold partner about the way 

to follow?‟ (probably no one), „Who decided how to hold each other?‟, 

„Who set the direction?‟, „Who decided upon the direction?‟. 

Conclusion might be that almost always the one who can see decides 

about what is good for the person who is handicapped, or ill, or blind. 

It is the assumption that the one who can see is OK, and the other one 

is not. The one who sees wants to help and rescue the other one. To 

the blindfold it is comfortable to be helped because it is exciting to be 

blind. You are dependent and having a helper feels safe. 

BUT: we want to fine-tune the needs of the blindfold person. We want 

to be there for the person who needs help. Instead, we boss the blind 

one around. We take away the possibility for the other to make own 

decisions. Helping in this way leads to dependency. 

Round 2. Continuation 

Divide the group in pairs. One closes his eyes, the other keeps his eyes 

open.  

 Instruction: „Walk together in the room. It is possible to consult 

with each other. Take action when there is danger‟.  

 Exchange experiences together. 

 Instruction: „Change roles: the one who kept his eyes open, will 

now close them‟. 
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 Instruction: „Walk together along the room and consult with 

each other‟.  

 Exchange experiences together, exchange experiences in the 

group. 

 The trainer evaluates: in the first round the power lies with the 

carer. In the second round is the carer only supporting if 

needed? The blind one is more autonomous. The blind one stays 

in charge, and possesses his personal power. 

The carer has a more difficult position because the other one sets the 

direction. The carer only gives support if needed, but pays attention all 

the time. In this way the patient is central. This is the way to empower 

the other one instead of making the other one dependent. 
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VI.  ORGANIZATIONAL ASPECTS  

INTRODUCTION 

In the previous chapters this report focuses on volunteer work and 

volunteers. The place of the volunteer work is based on the needs of 

the society as a whole as is stated in the Preface. Based on the IAVE 

Strategic Plan, we stated that the effort of the volunteer is done within 

an organization. Therefore it‟s very important that in this paper there is 

also a part dedicated to the quality of the volunteer organization and 

the organizational aspects of volunteer work.  

First of all, the volunteer organization must be aware of its mission: 

what is the aim of this specific organization in palliative care. It‟s 

important to emphasize that the volunteer organization and the 

volunteers are there for the dying person and his relatives, when, 

where and in what way it‟s needed.  

Secondly it‟s important that the volunteers formulate their vision on 

the position of this organization in palliative care: how volunteers can 

contribute to palliative care. Volunteers have their own place in the 

network around the terminally ill person and are in no sense 

replacements for professional care workers. They are not focused on 

the illness but on the person in his last phase of life and his relatives, 

which means being there in a compassionate and supportive way with 

respect and dignity for the dying person and his relatives. 

And third, it‟s important that they have their own strategy to reach 

their goals. That includes  

 a policy to establish and maintain the trust and confidence of 

the client, his relatives and the professionals in the palliative 

network;  

 to promote the autonomy of clients while protecting them from 

danger and harm;  

 to uphold public trust and confidence in volunteer services;  

 to be accountable for the quality of work and improving 

knowledge and skills;  

 and also to act in a responsible way to the volunteers (make sure 

people are suitable; can deal with difficult and emotional 
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situations;  follow training and have development opportunities; 

provide activities to prevent volunteers for burn-out).  

This is needed for positioning the volunteer organization in the field of 

palliative care, but also to support the volunteers in their work. All 

these aspects need to be organised and trained. 

This report focuses on training materials for volunteer organisations to 

train their volunteers for their work in palliative care. But there are 

many more activities to be done in a volunteer organisation that 

exceed the scope of this report, e.g. to act as a trustworthy 

organisation, to be accountable for the quality of the volunteer work in 

palliative care.  

In some EU countries there is legislation on volunteer work with 

vulnerable people, while in other countries the volunteer organisations 

themselves prescribe rules for being member of a national association. 

These regulations include for instance the use of: 

 an agreement on voluntary work; 

 an insurance agreement; 

 a declaration on personal integrity and impeccability; 

 a discretion obligation; 

 manuals on voluntary activities 

 a training programme  of volunteers, supervision and 

evaluation. 

Some of these aspects are worked out in Appendices 3 and 4, which 

give samples of the first interview with a potential volunteer and 

Agreements for Volunteers. 

The EAPC White Paper mentioned in Chapter I. states that the 

Hospice movement as a civil rights movement is based on volunteer 

work. In order to fulfil the role being a partner in the palliative care 

network, several prerequisites have to be met: 

1) Voluntary workers have to be trained, supervised and 

recognised by an association 

2) Voluntary workers act within a team under the responsibility 

of a coordinator, who is the link between the voluntary 
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workers and the caregivers, between the hospital and the 

association 

3) In the interdisciplinary team, voluntary workers do not 

substitute for any staff member, but supplement the work of 

the team. 

From the perspective of the volunteer organizations who are the 

partners in this Grundtvig project, the third point should be rephrased 

in the sense that volunteers are not only part of the palliative care 

network but also have their own position as representatives of the 

society. That‟s also pointed out in the mission of the volunteer 

organization. In Chapter III. the figure of the integrated system is 

presented to clarify each position towards each other (see Figure 1).  
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TRAINING MATERIAL 

I.  STATEMENTS FOR DISCUSSION 

Some people think that if a volunteer works for an organization, you 

should only be nice to him and pamper him. It is not appropriate to set 

demands for the actions of the volunteer. Other people think it is 

important to carefully manage the actions of the volunteer and also 

have the ability to dismiss a volunteer if necessary. 

For the client there are no advantages in regulating the volunteer 

work in legislation. 

Managing a volunteer organization is a professional job and requires 

special skills and enough time. 

 

Question:  

What is your opinion on these topics? 

 

II.  WORK METHOD 

People may have an optimal experience when they are challenged, but 

not challenged too much.  

Csíkszentmihályi describes how human activities often comprise two 

opposing components, which are characterized as Challenges and 

Skills. So long as the level of challenge facing the person performing 

the activity is in rough accord with the level of the person's skill, then 

the he will experience a “sense of discovery”, or even a “special state 

of consciousness” - that is called “Flow”. But as the person's skill 

increases, he will grow bored. Or when the challenge of the activity 

increases too far beyond the person's skill, frustration will set in. Both 

boredom and frustration inhibit the flow experience. In simple words: 

if something is too easy, it becomes boring. If it's too hard, it becomes 

frustrating and causes anxiety. 

The ideal experience of engaging in activities, then, is to challenge the 

person - in this case the volunteer - at whatever ability level he has 

reached, that is, keep increasing the challenges as the volunteer 

becomes experienced. This keeps them “in the Flow”. 
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Show Figure 2. on this topic, study this diagram. Talk about it in the 

group.  

 

 

Figure 2. The Flow. After Mihály Csíkszentmihályi, The Flow (1990.), p.74 

 

Ask volunteers if they recognize this „flow‟ and ask questions: 

 In what situations have you experienced flow? 

 What do you perform when you experience flow? 

 How should your actions be to stay in flow? 

 Is it possible to stay in flow always in palliative volunteer 

work? 

Ask these questions also for the situation of stress or boredom. 

What is the main conclusion of this diagram for you? 
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VII.  PROJECT TEAM 

 

The partner organisations in the project were: 

 

SVTC- Socialization And Vocational Training Centre (Lithuania) 

www.sidmc.org 

 

Palliative Medicine Association Of Lithuania (Lithuania) 

 

 

Catholic Caritas Foundation of Pécs Diocese (Hungary) 

www.pecsi-caritas.hu 

 

Association Volunteers Palliative Terminal Care (The Netherlands) 

www.vptz.nl 

 

Czech Catholic Women Union (Czech Republic) 

ukz.katolik.cz 

 

IKME – Sociopolitical Studies Institute (Cyprus) 

www.ikme.org 

 

Centre of Vocational Training CVT SBIE Ltd (Greece) 

www.keksbie.edu.gr 
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LIST OF PHOTOS 

 

The photos in this book have been taken by the project team during 

the project meetings and visits. 

 

Page 2.: Pervolia, Cyprus 

Page 5.: Palūšė, Lithuania 

Page 10.: Amstelveen, the Netherlands 

Page 13.: Pécs, Hungary 

Page 19.: Athens, Greece 

Page 22.: Nicosia, Cyprus 

Page 28.: Prague, Czech 

Page 30.: Pervolia, Cyprus 

Page 31.: Kaunas, Lithuania 

Page 33.: Amstelveen, the Netherlands 

Page 35.: Prague, Czech 

Page 40.: Bunnik, the Netherlands 

Page 45.: Pécs, Hungary 

Page 48.: Palūšė, Lithuania 
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APPENDIX 1. 

To Chapter IV. 

ECV Learning Material – Summary 

 

Physical Aspects of Palliative Care 

Risks 

There are several risks involved in some procedures, that can either 

effect the patient or the carer, such as: falls, fractures, luxations, 

strains, injuries of all sorts, choke, infections, burns etc. Learn about 

these before applying the technique and be prepared to avoid or solve 

them. 

Tools and materials 

There are many tools and materials that should be used during the 

procedures, just to name a few: rubber gloves, waterproof pinafore, 

bowls, warm water, towels, sponge, gauze pads, lifting board, lifting 

elevator, slide board etc. Before each procedure prepare and set in 

place the tools and materials that will be needed during the specific 

process. 

General rules 

There are some general rules and issues that should be kept in mind in 

all caring procedures. These are the following: 

 

Before each procedure 

 Wash and dry up your hands 

 Put on onetime apron and gloves, if required 

 Inform the patient about the procedure 

 Close windows as necessary to avoid draught 

 Set the tools and materials nearby 

 Close the door or draw the curtain to ensure privacy, if you are 

in an institution 
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During each procedure 

 Watch regularly the patient's face during the procedure and 

evaluate any pain signals to guide your movements accordingly 

 In case of emergency notify the responsible (e.g. doctor) 

without haste 

After each procedure 

 Ensure that the patient is comfortable 

 Throw away the used materials 

 Set the place in order 

 Carry off the tools and materials 

 Draw off and discard the onetime apron and gloves, if you wore 

them 

 Wash and dry up your hands 

 Take note in the care history book 

 Report as necessary any irregularities observed 

 

An overview of some important caring processes is given. 

 

BED MAKING – DVD: Chapter 3, part 3.1 - 3.2 

A properly set bed is necessary for promoting overall health and 

psychological well being. 

The patient's bedding must always be clean, neat and tidy. The bed 

clothes must be dry and comfortable, free of sockets or wrinkles. The 

pillows must be soft and adequate. 

Bed making for the mobile patient is done in the usual way (i.e. when 

the patient is away), whereas the incapable persons spend most of 

their time in bed, so the bed has to be done in the presence of the 

patient. 
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SUPPORT DRESSING UP – DVD: Chapter 4, part 4.1 - 4.2 

Dressing up should be performed according to the hygiene and 

ergonomical standards and in line with the patient's needs, preferences 

and aesthetics. Encourage the mobile patient to perform self-dressing. 

Provide the appropriate clothes that would facilitate their effort e.g. 

clothes with zipper instead of buttons if the patient has hand shaking. 

Ask the patient to start dressing and watch him evaluating and 

providing what support they actually need. 

 

POSITIONING IN BED AND ON A CHAIR – DVD: Chapter 4, 

part 4.3 - 4.4 

Efficient positioning in bed and chair aims to ensure the patient's 

safety and comfort and to prevent bedsores. Bed positioning 

movements can be from back to the side, facing inwards or outwards, 

or from side to the back facing upwards. The carer should always 

perform the procedure by holding a straight back and acting rapidly in 

order to prevent traumas and to take advantage of the movement 

momentum. 

 

LIFTING AND TRANSFERRING TECHNIQUES – DVD: 

Chapter 4, part 4.5 

Transferring the incapable patient from bed to chair and back is the 

start point for many procedures e.g. bed making, bathing, 

entertainment, placing on wheelchair etc. In order to be effective and 

avoid traumas the carer should perform the procedure having in mind 

the following: hold the patient as close as possible to your body; 

position feet apart at shoulders width to achieve a good and stable 

balance; use the leg muscles instead of the muscles of the back; hold 

the back straight and do not lean forward; turn the body as a unit 

shifting the feet accordingly; perform the transferring in one 

continuous swift and smooth movement; always seek for assistance if 

the patient is overweight. 
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SUPPORT IN RECEIVING FOOD – DVD: Chapter 4, part 4.6 

Eating is one of the basic physiological processes necessary to sustain 

human life. The ability to eat self-sufficiently is very important for the 

patient's self-confidence and self esteem. When support is needed it 

should be provided only as it is necessary enhancing the person's 

autonomy and dignity. Spoon feeding could be very depressing for the 

patient so the carer should be discreet and tolerant to negative 

reactions; the carer should encourage the incapable patient to find new 

solutions in self-feeding. The patient's choice for meals should be 

respected as much as possible without compromising the necessity for 

healthy food. 

 

PROVIDING FLUIDS – DVD: Chapter 4, part 4.7 

Dehydration can develop faster in patients needing palliative care so a 

good daily balance of fluids is necessary. Normally a healthy person 

should drink about 1.5–2 litres of fluids per day. The carer should 

ensure that the patients receive frequently enough liquids 

corresponding to their thirst feeling. 

 

TEETH BRUSHING – DVD: Chapter 4, part 4.9 – 4.10 

Teeth's brushing is a hygiene procedure aiming to remove any food 

remaining and to maintain teeth and gums in good health condition. 

The capable patient should be encouraged to self-perform teeth 

brushing after each meal.  

 

PATIENT'S HANDS CLEANING – DVD: Chapter 5, part 5.1 

Frequent cleaning of the patient's hands, especially before meals or 

after visiting the toilet, can prevent infections and promotes aesthetic 

and hygiene standards. 

 

FACE CLEANING – DVD: Chapter 5, part 5.2 

Cleaning the patient's face is a regular hygiene procedure. If the 

patient‟s face skin is quite sensitive, the appropriate materials should 

be used along with gentle handling. 
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COMBING AND HAIR MAKING – DVD: Chapter 5, part 5.3 

Combing and hair making should be performed as necessary. It keeps 

the hair in good hygienic and esthetical condition and helps the 

improvement of local blood circulation and the regeneration of scalp 

skin. It is also important for the patient's self esteem and confidence. 

 

EAR CLEANING – DVD: Chapter 5, part 5.4 

Clean ear canal is necessary for good hearing and good health of the 

ear. The carer should encourage the capable patient to cleaning ears 

frequently. Sanitary ear cleaning for the incapable patient should be 

performed regularly. It is not allowed to clean the ears if there is a skin 

inflammation of the pinna or external meatus or in case of perforation 

of the tympanic membrane. 

 

NOSE CLEANING – DVD: Chapter 5, part 5.5 

Nose cleaning is performed to keep open the upper airways and to 

avoid infectious diseases. Ask and help the capable patient to self-

cleaning the nose regularly.  

 

SHAVING AND DEPILATION – DVD: Chapter 5, part 5.6 – 5.7 

Shaving is required for the male patient for esthetical and hygiene 

reasons. It is recommended to perform the procedure after the bath. 

Depilation is required for the female patient‟s esthetical needs and it 

should be performed with great care to avoid skin irritation. Before 

using any cream, read the enclosed instructions. Use always the 

material according to the manufacturers' instructions. 

 

NAIL CUTTING AND INTERDIGITAL CARE – DVD: Chapter 

5, part 5.8 – 5.9 

Hand and foot nail regular cutting is required to maintain proper 

esthetical and hygiene condition of the fingers and toes, avoid skin 

irritation and keep high the patient's self esteem and dignity. 
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Interdigital care is intended to keep clean and healthy the space 

between toes and fingers aiming to prevent mycosis and other 

infections. 

 

SPONGING IN BED – DVD: Chapter 5, part 5.10 

Sponging in bed is performed for the bed-ridden patients in order to 

maintain their good hygiene and aesthetical status. Sponging is also 

applied instead of bathing in difficult health situations e.g. fever with 

shivering, skin diseases that can flare up after bathing or other health 

conditions that could worsen during or after shower. 

 

SHOWER IN BATHROOM – DVD: Chapter 5, part 5.11 

Shower in the bathroom maintains the patients‟ good hygiene status as 

well as their good psychological condition. Supervising and 

supporting the patient whilst showering in the bathroom is imperative 

in order to avoid any risks for their health and personal safety. The 

capable patient should be encouraged to take shower in the bathroom 

by themselves whereas showering on chair is applied for the patient 

with limited mobility. Showering should be avoided in difficult health 

situations e.g. fever with shivering, skin diseases that can flare up after 

bathing or other health conditions that could worsen during or after 

shower. 

 

ORAL PROVISION OF MEDICATION – DVD: Chapter 6, part 

6.5 

The oral provision of medication is a non-invasive, non-painful way 

of taking medication. Medications are always taken according to the 

doctor's prescription. Do not use drugs without signs or with indefinite 

signs. Do not use drugs if they look different from normal state or are 

out of validity date. Do not put drugs into the packs of other drugs. Do 

not leave any drugs on the table near the patient's bed. 

 

HANDLING INCONTINENCE – DVD: Chapter 7 

Incontinence is an unpleasant situation for both the patient and the 

carer. Prolonged exposure to the effects of incontinence could 



 

59 

deteriorate severely the health of the patient so the situation should be 

handled as a matter of vital and urgent care. The carer needs to be 

prepared in all respects to face all cases with courage and 

professionalism and provide the service with respect to the 

personality, health and dignity of the patient. 

 

STIMULATE AND ESCORT VISITING TOILET – DVD: 

Chapter 7, part 7.1 

It is very important to uphold the patient's autonomy by stimulating 

self-dependant urination and defecation. Stimulation and escorting to 

toilet can help to keep this function longer and avoid the impairment 

of constipation or incontinence. 

 

HANDLING OF BEDPAN AND URINAL – DVD: Chapter 7, part 

7.2 – 7.3 

The bedpan is a special utensil for urination or/and defecation used 

when the patient cannot visit the lavatory due to immobility 

conditions. The urinal is a special utensil for male's urination. 

The carer should encourage the patient to ask for the bedpan and the 

urinal and should take every measure to respect the patient's privacy 

and autonomy while using it. 

 

HANDLING INCONTINENCE PADS – DVD: Chapter 7, part 7.4 

Incontinence pads are used for the patient with urine or faeces 

incontinence. Choose the appropriate size of the pads for the particular 

patient to ensure comfort and to avoid skin irritation. The pad must be 

changed as soon as it gets wet or dirty to prevent skin lesions and 

infection. The carer should observe if any skin irritations, allergic 

reactions or bedsores have appeared and take action accordingly. 
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APPENDIX 2. 

 

You put Mrs. Jenson on the 

toilet-chair. How can you pay 

attention to rules of hygiene? 

 

 

 

 

 

 

Qualis- VPTZ 

 

If the group agrees with you, 

you may go one step forward. 

Mr. Waters persist that he 

doesn‟t want the disorder rack 

of his bed to be put upward, 

because he gets completely 

distressed when the rack is up. 

Tell the player in front of you 

what you can do in such a case 

and why. 

 

Qualis- VPTZ 

 

If he/she agrees with you, you 

may go one step forward. If 

the other doesn‟t agree, you 

lose your turn and the other 

player goes on. 

Name at least three dangers 

which you can encounter in 

the practical physical care of 

your clients. 

 

 

 

 

 

 

Qualis- VPTZ 

 

Every good answer is 

honoured by one step forward. 

Before taking care of your 

client, it is necessary to wash 

your hands. How do you do 

that? Explain this step by step 

to the person, sitting on your 

left side. 

 

 

 

 

Qualis- VPTZ 

 

 

If he/she agrees, you may go 

three steps forward. 

 

For the first time you are 

working as a volunteer in 

palliative care. You  are 

focusing on the right attitude 

towards the client and family 

of the client. Name one thing 

where you should be sensitive 

or attentive. 

 

Qualis- VPTZ 

 

 

Your good intention is 

rewarded. Go one step 

forward. 

As a volunteer you are 

„simply‟ being there. 

Sometimes clients can 

disappoint you. Name one 

example and ask the group to 

name three more examples. 

 

 

 

Qualis- VPTZ 

 

 

The group will tell how many 

steps you may go forward or 

backward. 

You have seen the invitation of 

an interesting seminar on 

palliative care. Really 

something for you. But how to 

deal with the expenses? Do 

you discuss this with your 

coordinator? 

 

 

 

 

Qualis- VPTZ 

 

You may go two steps forward 

if you tell about the way you 

handle this. 

 

As a volunteer in palliative 

care your position is different 

from the one of the 

professional carer. Name three 

things that specify volunteer 

work. 

 

 

 

 

 

Qualis- VPTZ 

 

Ask the group for three more 

specific aspects of volunteer 

work. 

You are a retired nurse and are 

now working as a volunteer. 

At night, during watching, the 

introvein drip is blocked. You 

should warn a professional 

carer but it is a very easy for 

you to make the drip run 

again. What would you do? 

 

 

Qualis- VPTZ 

 

Think about this carefully and 

tell at your next turn what you 

decided. 
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You watch over Mr. De Jong. 

He asks a million things: a 

glass of water, lights on, lights 

out, music on, no music, sitting 

next to him, sitting at the 

hallway. Whatever you do, it is 

never good enough. Tell the 

person left of you what you 

think about this and what you 

will do about it. 

 

Qualis- VPTZ 

 

 

If he or she agrees, you may go 

one step further. Otherwise go 

back two steps. 

Mrs. Winkel is very feeble, 

but she wants to visit the 

bathroom only by herself. Ask 

the other players who would 

Mrs. Winkel let go by herself, 

and who would go with her 

and help. Tell what you would 

do and explain why. 

 

 

 

Qualis- VPTZ 

 

 

The one on your right tells 

how many steps you may go 

forward. 

Two daughters of Mrs. Van 

Dijk have opposite characters. 

Often they have arguments, 

also in the presence of their 

dying mother. The two 

daughters draw you in their 

arguments and ask your 

opinion. 

 

 

 

 

Qualis- VPTZ 

 

 

Tell the player in front of you 

which pitfalls you see in this 

situation and let him or her 

finish the turn. 

As a doctor you have to keep 

your professional secrecy. 

Explain to your fellow-players 

what this means for the 

conversations you‟ll have with 

your partner about your work. 

 

 

Qualis- VPTZ 

 

 

Move two steps forward 

Mrs. Gerry, a family member 

and also carer for the client, 

gossips to you about a college-

volunteer. Tell the person on 

your left how you would react 

to this. 

 

 

Qualis- VPTZ 

 

 

If your fellow-player agrees 

with you, then he will 

continue your turn. 

Looking into the medical file 

of Mr. Lopez, you see that a 

college-volunteer has written 

down some very private 

information about Mr. Lopez. 

What do you think about this 

and how will you react? 

 

Qualis- VPTZ 

 

 

Think about this and give your 

answer at your next turn. 

Mrs. Booker asks you if you 

would take her glasses out of 

her purse. Would you do what 

she asks or would you give 

Mrs. Booker her purse, so she 

can get her glasses herself? 

 

Qualis- VPTZ 

 

 

The first one who agrees with 

your decision, takes over your 

turn. 

  

 

Themes correspond to the colours on the cards: 

 

Safety and hygiene,  Autonomy, respect and treatment,   

 

Working together in palliative care,  Privacy 
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APPENDIX 3. 

The translation of the first interview with a potential volunteer is from 

The Organization handbook of VPTZ, The Netherlands
24

. 

 

Items to be discussed during the first meeting/introductory talk 

 

1. About the organization 

 - Give information about the foundation; 

 - goals; 

 - the coordinator‟s role; 

 - the size of the foundation; 

 - the number of aid questions; 

 - the working area; 

 - cooperation with professional care; 

 - the volunteers, number, tasks; 

 - insurance and expense allowance arrangement; 

 - training and additional training. 

 

2. About the potential volunteer  

 - Why did you apply? From whom did you hear about this opportunity? 

 - Have you ever experienced mourning/loss? 

 - How did you cope with it? 

 - Have you ever experienced a crisis or problematical case? 

 - Are you a good listener? 

 - Can you adjust to your client? 

 - How do you normally deal with conflicts? 

 - Are you religious? 

 - Are you interested in other religions? 

 - How do you feel about spirituality? 

 - How do you cope/ do you think you will cope with situations where other ideas, 

values 

                                           
24

   The Organization handbook of VPTZ, started in 2002 and revised every year, The Netherlands 



 

63 

  and norms are ruling? 

 

3. About the people around you  

 - What‟s your social situation? 

 - How do the people around you react to this plan? 

 - Do they know more or less what it‟s all about? 

 - Do you expect any problems 

  - with regard to yourself 

  - with regard to others ? 
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APPENDIX 4. 

The translation of the agreements for volunteers is from The 

Organization handbook of VPTZ, The Netherlands. 

 

Supplement 1.  Specimen agreement for volunteers 

in a home situation 

 

The Volunteers Palliative Terminal Care Foundation ….. in……………., hereby 

represented by 

…………………………………………..(name and position) and  

…………………………………………..(hereafter called „the volunteer‟, have 

agreed on the following: 

 

Article 1  

The volunteer agrees on the Foundation‟s purpose. 

Article 2 

The volunteer will care for people who have reached the end-stage of a terminal 

disease.  

The help offered takes place in a home situation and he/she supports family and 

loved ones. 

The help is strictly additional and apart from help received by a General 

Practitioner (GP) and Homecare. 

Article 3 

The volunteer responds to questions and needs which are discussed among 

client/volunteer aid and coordinator, provided that the volunteer adapts to the 

atmosphere and lifestyle of the client. The help consists of: 

 offering help to client and his/her surroundings. 

 light care nursing and, to a lesser degree, light housekeeping. 

The volunteer will consult the coordinator when certain changes in care giving are 

needed. 

Article 4 

After consulting the volunteer, the coordinator will decide on contents, kind and 

frequency of the vacancy. The volunteer is responsible for the tasks he or she 

accepted. 

Article 5 
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The coordinator has close contact with the volunteer, if possible and if necessary. 

The coordinator can be reached by the volunteer on certain days and hours agreed 

upon.  

It is also possible to conduct a final discussion with the coordinator.   

Article 6 

Discussions of progress are being held periodically, in order to exchange 

experiences and information. Apart from this, thematic meetings are organized. 

The volunteer is supposed 

to appear at such meetings and discussions of progress. 

Article 7 

The volunteer ties oneself to the foundation for a longer period, basically for one 

year and is available for at least two daily periods per week. 

Article 8 

If  the volunteer cannot be brought into action, due to illness, holiday or other 

circumstances, he or she must inform the coordinator immediately. 

Article 9 

Contract cancellation is subject to a month notice. A reference can be written on 

request. 

If a volunteer does not function well, according to the management and 

coordinator, the Volunteer Organization will end the contract with this volunteer 

immediately. 

Article 10 

A dispute must be settled by mutual agreement. Disputes among volunteers are 

judged by the coordinator. This decision is final. Disputes among volunteers and 

the coordinator are judged by the management. The management‟s decision is 

final. 

Article 11 

The volunteer declares to observe strict secrecy concerning personal, medical and 

nursing information during his/her work for the Foundation. This also goes for 

information that is told confidentially and can be understood as such. This secrecy 

remains valid, even if the contract is terminated. 

Article 12 

The volunteer is not allowed to receive a financial contribution or presents with a 

value of more than € X (this amount is according to Dutch tax law) for 

himself/herself. The help offered is free of charge. 

If donations, legacies or institutions of an heir are granted, it is considered to be 

granted to the Volunteer Organization, who will pay inheritance tax and take over 

the resulting duties from the volunteer. 
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Article 13 

The volunteer will receive an amount to cover expenses. Expenses like telephone-

, travel- and other costs will be checked and covered by the coordinator, by the 

maximum of € X (this amount is according to Dutch tax law) is exempted from 

taxation. If you stay below this amount you don‟t need to specify the costs, as 

apposed to an amount higher than € X per year. In this case you will have to 

justify the amount and retain all receipts. 

Article 14 

A liability -  and accident insurance is taken out for volunteers. 

 

This agreement, made, concluded and signed in duplicate, on 

     ………..   20.. , .................................... between the Volunteer Foundation 

Palliative Final Care         &          Volunteer 
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Supplement 2   Specimen agreement volunteers 

in a hospice facility 

 

The  ………………..Foundation (name) in ……………….represented by 

……………………..(name and position) and……………………………. 

(hereafter called „the volunteer‟), have agreed on the following: 

 

Article 1  

The volunteer agrees on the Foundation‟s purpose. 

Article 2 

The volunteer will accomplish activities on behalf of both guests and their family 

and friends. During the service, he or she is responsible for the smooth running of 

things in a hospice facility. 

Article 3 

The coordinator decides together with the volunteer on the contents, nature and 

frequency of the activities. 

Article 4 

The volunteer is willing to be available for at least ……(number of) hours to 

accomplish the agreed activities. He/she is willing to work at least once per 

...........week(s) during the weekend and …….(number of) public holidays. 

Article 5 

The volunteer is coached by one of the coordinators. As part of this coaching 

discussions of progress will take place. The volunteer and coordinator may both 

initiate a discussion. In any case, a discussion of progress will take place once a 

year.  

Article 6 

Discussions of progress are held periodically, with the purpose of exchanging 

experience and information. Apart from this, thematic meetings will be organized. 

The volunteer is expected to attend such meetings and schooling activities. 

Article 7   

The volunteer keeps his/her promises when it comes to time and dates of 

attendance in hospice facilities. In case of absence, the volunteer must contact the 

coordinators in attendance and arranges a replacement if possible. 

 

Article 8 
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Contract cancellation is subject to a two months notice, in order to pass on tasks to 

others in close consideration with the coordinator.  A reference can be written on 

request.  

Article 9 

This agreement may be ended by the management of the Foundation, in case of 

urgent reasons. Both sides of the argument will be heard. 

Article 10 

Disagreements will be settled after thorough consideration. Disagreements 

between volunteers are settled by the coordinator. This decision is binding. With 

disagreements between a volunteer and the coordinator, the management decides. 

The management decision is binding. 

Article 11 

The volunteer declares to observe absolute secrecy concerning personal, medical 

and nursing information during his/her work for the Foundation. This also goes 

for information that is told confidentially and can be understood as such. This 

secrecy remains valid, even if the contract is terminated. 

Article 12 

The volunteer is not allowed to receive a financial contribution or presents with a 

value of more than € X (according to Dutch tax law) for himself/herself. The help 

offered is free of charge. 

If donations, legacies or institutions of an heir are granted, it is considered to be 

granted to the Volunteer Organization, who will pay inheritance tax and take over 

the resulting duties from the volunteer. 

Article 13 

The volunteer will receive an amount to cover expenses. Expenses like telephone 

-, travel - and other costs will be checked and covered by the coordinator. € X 

(this amount is according to Dutch tax law) is exempted from taxation. If you stay 

below this amount you don‟t need to specify the costs, as opposed to an amount 

higher than € X per year. In this case you will have to justify the amount and 

retain all receipts. 

Article 14 

A liability -  and accident insurance is taken out for volunteers. 

This agreement, made, signed and concluded, in duplicate, on      ………..   20.. , 

Between the Volunteer Foundation Palliative Terminal Care          &          

Volunteer 

 


