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In the spirit of reconciliation Premium Health acknowledges the 
Traditional Custodians of country throughout Australia and their 
connections to land, sea and community. We pay our respects to 
their elders past, present and emerging and extend that respect to 
all Aboriginal and Torres Strait Islander peoples today.
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WELCOME

The aim of this resource is to provide the essential 
knowledge and skills required in your training.

We select our Premium Health trainers and assessors 
carefully. All are either nurses or paramedics with 

appropriate training qualifications, technical 
expertise and experience.

Welcome to your course  
and Premium Health. 
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6 WHAT YOU NEED TO KNOW  
ABOUT YOUR COURSE

Welcome
Welcome to your workshop and Premium Health. 

This resource provides support workers the essential 
knowledge and skills required to provide support to 
clients with a life-limiting illness.

While palliative care includes end-of-life care, the key 
difference is that it can be used at any point along the 
treatment process. The time spent in palliative care 
differs from person to person depending upon the illness 
and the type of support a client may need. 

There are many end-of-life and palliative care options for 
people living with a disability and support workers have 
a key role to play in supporting a client with a life-limiting 
illness who wishes to die at home. 

Evaluation of the program
Your feedback is important to us as we use this as part 
of our continuous improvement cycle. Please undertake 
our evaluation which will be discussed with your trainer 
during the course. 

Premium Health’s customer service
We offer you an on-going service in relation to your 
course and invite you to call our office on 1300 721 292 
or email us on customerservice@premiumhealth.com.au.

For more information about Premium Health and our 
health care, mental health and first aid courses, please 
access our website www.premiumhealth.com.au
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A GOOD DEATH
70 per cent of Australians want to die at 

home yet only 14 per cent do so. 

The concept of dying well or experiencing a good death 
is central to end-of-life and palliative care. 

A “good” death is identified as one that gives people 
dignity, choice and support to achieve their physical, 
personal, social and spiritual needs. Indeed “good” end-
of-life care is essential to die well. Support workers have 
a key role to play in supporting a client with a life-limiting 
illness who wishes to die at home.

WHAT IS END-OF-LIFE CARE AND PALLIATIVE 
CARE?
End-of-life care and palliative care are terms that are 
sometimes used interchangeably but there are some key 
differences. 

End-of-life care generally refers to support given to a 
person with an irreversible illness in the 12 months prior 
to their death. 

Palliative care generally refers to the care tailored 
to assist with the effects of life-limiting illnesses. 
Palliative care services are a component of end-of-life 
care services. 

Palliative care may include:

• relief of pain and other symptoms e.g. vomiting, 
shortness of breath

• medication management

• food and nutrition advice and support

• resources such as equipment needed to care for a 
person in their home

• assistance for families to come together to talk about 
sensitive issues

• information about other services such as home help or 
financial support services

• assistance for people to achieve their cultural 
obligations

• support for the person and their family around 
emotional, social and spiritual issues

• counselling and grief support for the person with the 
illness and their family and carers

• referrals to respite care services

• bereavement support to the family and carers once the 
person has died
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DEFINITIONS OF END-OF-LIFE CARE 
AND PALLIATIVE CARE
End-of-life care includes physical, spiritual and 
psychosocial assessment, care and treatment 
delivered by health professionals and ancillary 
staff. It also includes the support of families 
and carers, and care of the patient’s body after 
their death. People are ‘approaching the end-of-
life’ when they are likely to die within the next 12 
months. This includes people whose death is 
imminent (expected within a few hours or days) 
and those with: 
• advanced, progressive, incurable conditions

• general frailty and co-existing conditions that 
mean that they are expected to die within 12 
months

• existing conditions, if they are at risk of dying 
from a sudden acute crisis in their condition 

• life-threatening acute conditions caused by 
sudden catastrophic events

Palliative care is an approach to treatment that 
improves the quality of life of patients and their 
families facing life-limiting illness, through the 
prevention and relief of suffering. It involves early 
identification and impeccable assessment and 
treatment of pain and other problems (physical, 
psychological, and spiritual). 
Source: ACSQHC 2015. 

WHO IS END-OF-LIFE AND PALLIATIVE CARE 
FOR?
Anyone with a life-limiting or life-threatening illness is 
eligible for end-of-life and palliative care from a health 
service in Australia.

Chronic life-limiting illnesses for which you can  
receive end-of-life and palliative care include, but  
are not limited to:

• cancer

• heart and lung diseases

• motor neurone disease and multiple sclerosis

• Alzheimer’s disease and dementia

• renal disease

• stroke and other neurological conditions

• other life-limiting illnesses

Palliative care services can be contacted directly or by 
referral from the client’s doctor or a family member.

WHO DELIVERS END-OF-LIFE AND 
PALLIATIVE CARE?
A wide range of health professionals, support workers, 
carers and volunteers provide end-of-life care services in 
Australia.

Those involved in these services may include nurses, 
medical practitioners, psychologists, physiotherapists, 
occupational therapists, pharmacists, social workers, 
spiritual and pastoral carers, individual support workers, 
chaplains, massage therapists, music therapists, informal 
carers (such as relatives, friends and neighbours who 
provide care on an unpaid basis) and volunteers.

Palliative care is generally delivered by specialist 
palliative care staff who are trained with specific skills 
and knowledge. Palliative care staff have specialist 
expertise in symptom management, emotional, spiritual, 
practical, and cultural care. Palliative care staff include 
specialist doctors, nurses, allied health professionals 
and spiritual care workers who perform services at the 
client’s home as visiting specialists.

END-OF-LIFE CARE AND PALLIATIVE CARE
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Care is also provided by these specialists in out of home 
settings such as:

• inpatient palliative care units (hospices)

• hospitals

• outpatient clinics

• day hospices

Palliative care staff also provide advice and support to 
the people that are providing end-of-life care.

Person-centred view of their choice of end-of-life care

I want to be cared for 
and die in a place of 

my choice

I want the people who
are important to me
to be supported and
involved in my care

I want the right people
to know my wishes at

the right time

I want support for my
physical, emotional, social

and spiritual needs

I want access to the
right services when

I need them

I want involvement in,
and control over,

decisions about my care

I want access to high
quality care given by

well-trained staff

Source: The Choice in End-of-Life Care Programme Board 2015.

What choices are important to me at
the end of life and after my death?

PERSON-CENTRED END-OF-LIFE CARE
End-of-life care that is person-centred means that:

• clients are at the centre of planning and decision-
making around their end-of-life and palliative care 
needs

• client’s individual, cultural and religious needs are 
considered when care is planned

• client’s preferences and values are recognised and 
respected

• clients are treated with respect and dignity whatever 
their age, cultural background, religion or sexual 
orientation
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PLANNING FOR END-OF-LIFE AND 
PALLIATIVE CARE
Although talking about death can be difficult, it is 
important to have these conversations with clients and 
their families to ensure their values, beliefs and health 
care preferences are appropriately documented. Follow 
your organisation’s policy and procedures regarding 
communicating with customers and their families about 
end-of-life care.

Advance care planning should occur as a part of a 
client’s ongoing healthcare planning. However, the need 
for these discussions or revisiting the plan becomes a 
priority when a client has received a terminal diagnosis. 
A person-centred approach to a client’s end-of-life care 
needs should identify their personal preferences. 

An end-of-life care plan is usually created in collaboration 
with the client and health professionals and should 
detail and define the responsibilities and expectations of 
support staff. 

The plan should also provide details about the client’s 
needs and preferences in relation to:

• any physical, emotional/psychological, social, family, 
spiritual/religious needs

• letting other residents know about their illness

• any special equipment needs

• their ongoing care, treatments, pain management

• how and when hospital admission might occur

• where the client would like to die

• the use of life sustaining medical interventions e.g. 
resuscitation

• arrangements following their death

The plan should be signed off by the client’s GP or 
treating medical practitioner. Support staff should 
understand how the client’s end-of-life care plan 
integrates with their other health care management 
plans, e.g. health care, epilepsy or asthma.

RESUSCITATION PLANNING
Advanced Care Plans may include a plan around 
resuscitation. Planning will provide details about whether 
CPR and other life-sustaining medical treatment should 
be attempted or not. In many plans support workers will 
be made aware of ‘do not resuscitate’ (DNR) or ‘not for 
resuscitation’ orders (NFR). 

Resuscitation plans should be documented by the 
client’s GP or treating medical practitioner. The format of 
resuscitation plans will likely vary due to legislative and 
jurisdictional differences; however, it should be signed by 
the treating medical practitioner. 

Support staff involved in end-of-life care should be familiar 
with the client’s resuscitation plan. Generally, support 
staff should follow agreed Advanced Care Plans and ‘not 
for resuscitation’ plans. However, if there is not a plan in 
place, CPR should be started and triple zero (000) called.

END-OF-LIFE AND PALLIATIVE CARE 
OPTIONS FOR PEOPLE LIVING WITH A 
DISABILITY
There are various options for end-of-life and palliative 
care for people living with a disability. Clients can receive 
palliative care in their home, at a specialist inpatient 
palliative care unit, or in a local hospital. 

Whether the client will stay at home or move into an 
inpatient palliative care unit or hospital may depend on 
their condition and the ability of support staff, family, and 
friends to care for them. 

END-OF-LIFE AND PALLIATIVE CARE AT 
HOME
In home palliative care may include visits from a range 
of service providers on an occasional or regular basis 
depending on the client's needs.

Where a client is living in a group home or specialist 
disability accommodation, the support staff may be able 
to provide some or all of their end-of-life care needs. In 
addition, clients can also have a range of end-of-life and 
palliative care services provided in the group home by 
external service providers. Choosing to remain at home 
provides the client with the ability to stay in a familiar 
setting among residents and staff who know them.

END-OF-LIFE CARE AND PALLIATIVE CARE
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End-of-life care and palliative care services available at 
home may include:

• support from local healthcare and community service 
providers such as district nurses

• support from specialist community palliative care for 
complex needs

• allied health services such as physiotherapy, 
occupational therapy, podiatry and music or art therapy

• nursing support and review

• medical support from their GP

• practical support and assistance from volunteers 
formally trained in end-of-life care

• emotional and spiritual support

• complementary therapies such as massage or 
aromatherapy

• support for family and carers

• bereavement support

If a client’s condition worsens or symptoms are 
uncontrolled, they may need to be transferred to a 
hospital or inpatient palliative care unit.

THE ROLE OF A SUPPORT WORKER IN 
SUPPORTING A CLIENT WITH A LIFE-
LIMITING ILLNESS

Support workers should understand their role and scope 
of practice when caring for a client with a life-limiting 
illness. Organisational policy and procedure should 
guide workers in this situation along with documented 
information relating to the client’s care goals and specific 
management plans.

Maintaining boundaries
It is important that clients and their families also 
understand the role of support workers and their scope 
of practice. Having clear boundaries helps to avoid 
situations where workers are asked to perform tasks 
outside the scope of their role. 

The trusted nature of the relationship between support 
workers and clients and their families is often a close 
one, and support staff will know a lot of personal 
information about their client, family and other 
relationships. Workers should maintain professional 
boundaries and avoid getting involved in personal 
matters of clients and their families. 

Customs, beliefs and cultural practices
Many differing customs, beliefs and cultural practices 
exist around death and dying. Clients may have several 
customary practices at the time before death, during 
the dying process and following death. It is important 
to capture the client’s wishes in consultation with them, 
their family and/or guardians. 

Support staff cannot make assumptions or generalise 
about people’s beliefs or cultural practices. Support staff 
should be aware of the influence of their own cultural 
beliefs on their practice. 

Care in the later stages of the dying process
Family, friends and workers can provide general care 
and comfort to clients in the later stages of the dying 
process. Caring activities for someone nearing the end-
of-life may include providing: 

• assistance with oral care

• assistance with nutrition and hydration
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• pressure injury prevention and care

• a comfortable and relaxing environment

• company, sitting with the person

• stimulation such as reading, talking with the client

• massage of hands and feet

Create a comforting atmosphere by:

 sUsing soft lighting.

 sHaving their favourite music playing in the 
background. 

 sReading to the client.

 s Sit with the person and talk gently to them.

Plus-Square READ MORE

www.cancervic.org.au/get-support/
facing-end-of-life/caring-for-someone-
nearing-the-end-of-life

THE DYING PROCESS
If you have not been present during someone’s death 
before, you may feel worried about what is going to 
happen. Physical changes are likely to occur when a 
person is dying and can last for hours of days leading up 
to their death. Each person’s death may be different, but 
in general there are some common things you can expect 
in the hours or days leading up to a person’s death. 

The person’s body systems start to slow down and their 
circulation declines. As this happens a person’s skin 
colour may change in the days before death, they can 
become paler or greyer or their skin can become mottled.

Appetite and thirst
As a person nears the end of their life, their desire to 
eat or drink may reduce as their stomach and digestive 
system function slows down. This is a natural process, 
and you should not be too concerned. Do not try to force 
your client to eat or drink. Provide sips of water to keep 
the person comfortable and their mouth moist. 

Sleep and drowsiness
A person near the end of their life may sleep a lot, be 
drowsy and less alert. Allow the person to sleep when 
they want to, speak softly and calmy to them. Hearing is 
said to be the last of the senses to be lost, so assume 
that the person can hear you, even if they appear asleep.

Temperature regulation
A person’s ability to regulate their temperature may 
change. Sometimes a person’s hands and feet may 
feel cool to touch or they may be hot and clammy. 
This is due to the person’s circulation changing and is 
a normal part of the dying process. Use appropriate 
bedding where the person indicates that they feel cold. 
Provide good ventilation and consider using a fan and 
the use cool damp cloths to sponge their face and 
hands if the person feels hot.

Incontinence
As the person reduces their fluid intake, the amount of 
urine they will produce decreases. Their urine may be 
more concentrated and darker in colour. Some people 
may experience incontinence of urine and/or faeces.

Consider the use of incontinence pads and absorbent 
linen, changing regularly to keep the client comfortable 
and avoid damage to their skin.

END-OF-LIFE CARE AND PALLIATIVE CARE
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Oral secretions
As the person’s swallowing and cough reflexes slow 
down, oral secretions such as saliva and mucus may 
collect in the back of the person’s throat, creating a 
gurgling noise. You can position the person’s head by 
raising it on pillows and turning them to one side to 
assist drainage.

Breathing
A person at the end of their life may experience 
changes to their breathing patterns. Sometimes the 
breathing may be fast, and at other times there may be 
long gaps between breaths. 

Breathing may pause, then start again and could be 
noisy. The “wet” or “gurgling” sounds are caused by 
air passing over pooled oral and respiratory secretions 
which the patient is no longer able to swallow or 
cough up. 

Restlessness, hallucinations 
At the end of a person’s life, you may expect them to 
experience restlessness, agitation or hallucinations. 
Some people may want to move about, shout or lash 
out. This can be caused by medicines, changes in 
the chemical balance in the brain due to reduced 
circulation and other changes happening in the body. 
People may appear confused, seeing or hearing things 
that aren’t there. They may not recognise where they 
are or the people around them. 

Medications may be prescribed to reduce the 
problem. Support staff should speak to them in a 
quiet, calm manner. There may be other soothing 
actions to assist such as playing familiar music, 
providing soft lighting, giving gentle massage, 
aromatherapy or holding their hand. 

Physical signs that death is near
A person who is close to death may spend most of 
the time asleep, or may lose consciousness. Other 
physical signs that may indicate death is near include:

• a sudden burst of energy

• mottled and blotchy skin 
(especially on the hands, 
feet and knees)

• cold hands

• glassy, teary eyes

• a decrease in blood 

pressure

• less urine

• restlessness

• hallucinations

• irregular breathing

• noisy breathing

How will you know that death has occurred?
• the person’s breathing stops completely 

• the person has no heartbeat/pulse

• the person cannot be woken up

• their eyes/pupils are fixed

Immediate actions upon the death of a client
There are established procedures to follow regarding 
a client’s death and should cover who to contact, when 
and how to notify the death. Upon the death of your 
client, please follow your organisation’s policy and 
procedure. There will be a number of people who need 
to be notified depending on your State or Territory e.g. 
local police or coroner. 
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SPECIFIC PALLIATIVE HEALTH CARE 
PROCEDURES
Care activities are highly personal so remember that to 
be undressed and cleaned by another person can feel 
frightening, humiliating and embarrassing. Respecting 
a client’s privacy and dignity are also key principles of 
providing person-centred care. 

Oral care
Clients requiring end-of-life care may need assistance 
to keep their mouth clean because they are unable to 
do this for themselves. 

It is important to keep a client's mouth healthy to 
avoid infection and drying of the soft mouth lining as 
infection can cause pain and make it difficult to eat, 
drink and communicate.

Mouth care can be an important part of making a 
client comfortable. General mouth care should occur 
every 2 hours or more often if needed.

Oral care for someone who can no longer eat, or drink 
may include:

 sCleaning the mouth with maxi swabs (like giant cotton 
buds) dipped in water or mouthwash (diluted with 
water if too strong). 

 s For a dry mouth – swabbing the mouth 2 hourly with a 
maxi swab, dipped in salt and bicarbonate soda mixed 
in water (mix ½ teaspoon of salt and ½ teaspoon 
bicarbonate soda with 1 cup of water, make up daily 
and store in the fridge).

 sGently cleaning teeth with a child’s soft toothbrush 
using non-foaming toothpaste.

 sApplying Bonjela using a swab for a client with mouth 
ulcers.

 sKeeping the lips moistened by applying gel/balm 
regularly.

Denture care for clients

 sRemove dentures and soak overnight in cleaning 
solution.

 s Thoroughly rinse dentures before putting them back in 
the client’s mouth.

 sBrush dentures at least once daily using a toothbrush 
and running water.

 sRinse dentures thoroughly after meals.

 sCheck whether dentures still fit properly – if the 
patient has lost weight, this can affect how dentures 
fit and they may become uncomfortable.

Mouth care/oral swabbing procedure

 sGather your equipment (2 to 3 mouth swabs 
(oversized cotton buds), water and/or mouthwash).

 sPerform infection control procedures – wash hands etc.

 sApply PPE.

 s Explain to the client what you are going to do.

 sPosition the person on their side (this protects their 
airway).

 sDip the swab in liquid.

 s Squeeze excess liquid from the swab.

 sWipe one area of the mouth with the swab and 
discard, be careful not to poke too far back on the 
person’s tongue as this may trigger a gag reflex.

 sRepeat in the other areas of the mouth – using a new 
swab each time.

 sDispose of used equipment and PPE, wash hands.

Key areas of the mouth to focus on include: the top and 
bottom gums, roof of mouth, under the tongue, surface 
of tongue and the inside of the cheeks. While you are 
swabbing the mouth, observe for signs of redness, 
swelling, white patches, sores, bleeding or dryness. 
Report and document any changes or concerns.

END-OF-LIFE CARE AND PALLIATIVE CARE
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The areas of skin most at risk of 
getting sore depends on lying 
down of sitting.

BACK OF HEAD

EAR

SHOULDER

ON THE BACK

ON THE SIDE
SHOULDER

ELBOW

ELBOW

TAILBONE

HIP

HEEL

KNEE

KNEE ANKLE

PRESSURE INJURY PREVENTION
A person who is at the end of their life with reduced 
mobility and is confined to a bed or chair is at particular 
risk of pressure injury. 

A pressure injury, also referred to as a pressure sore, bed 
sore, pressure ulcer and decubitus ('lying down') ulcer, is 
a chronic wound caused by unrelieved, constant pressure 
resulting in damage to the underlying soft tissue. 

The tissue is compressed between a bony prominence 
and the surface skin. Therefore, areas such as the heels, 
elbows, the back of the head and the tailbone (coccyx) are 
particularly at risk. Due to this constant pressure, friction 
or shear, the blood vessels supplying this area have 
restricted blood flow. With this limited blood supply, skin 
cells begin to die, and a pressure injury begins to develop. 

Regular repositioning
Clients who are unable to recognise pain from pressure or 
who are unable to reposition themselves require assistance 
with regular repositioning. Repositioning should:

• be determined by the client’s risk of developing a 
pressure injury and other factors such as comfort, 
functional status and the support surface used

• occur when the client is confined to bed or a 
wheelchair as this means all bony prominences are 
exposed to high pressures

• be used to relieve pressure by positioning clients 
slightly on either side at a 30-degree tilt (important not 
to lay client directly on hip or shoulder)

• occur by alternating a client’s position from one side to 
their back, and then to the other side

• prone positioning your client (laying them on their 
front) can be used as an alternative if medical reasons 
prevent the previous options

If a client is required to sit at an angle greater than 
30 degrees in bed or a chair, they are at a high risk of 
experiencing a friction or shear injury on the sacrum and 
coccyx. These clients should be supported to stop them 
from slipping down the bed or chair to reduce exposure 
to the friction or shear from the sheeting. 

Always check the positioning of heels and bony 
prominences when repositioning and restrict time spent 
in seated positions without pressure relief.



16

SHEAR SHEET

FRICTION
MATTRESS

As the body slides down the sloped bed, the skin sticks 
while the muscles slide, causing a shearing injury.

SHEAR

FRICTION

PRESSURE

Support surfaces
In conjunction with repositioning, the use of support 
surfaces is recommended to redistribute pressure on 
skin surfaces. The selection of support surfaces should 
be based on individualised client assessment and 
requirements. Some of the recommendations include:

 sReactive therapy (constant low pressure) support 
foam mattresses on beds.

 sActive therapy (alternating pressure) support 
mattresses on beds. 

 sMedical grade sheepskins should only be used when 
the mattress recommendations are not tolerated by 
clients or for comfort and palliative measures. 

Sheepskins do not provide adequate pressure 
redistribution and should not be used on top of existing 
pressure-relieving devices.

Reactive therapy (Pressure reducing)

Active therapy (Pressure relieving)

Many people (but not all) with a terminal illness may 
experience pain. Pain can be due to a variety of reasons 
such as pressure on an internal organ, damage to nerves 
or lack of blood supply. 

Medication is the primary method of pain relief and control. 
There are several different medications available which can 
be prescribed, depending on the nature of the pain. 

Pain may also be relieved with simple techniques such 
as repositioning the person, their pillows and bed clothes 
and providing gentle massage (if tolerated).

As a support person, you can help the client you 
are caring for by assisting them in recognising and 
managing their symptoms. Pain management is a key 
part of end-of-life and palliative care and if pain is well 
managed, the quality of the end-of-life process will be 
easier and calmer.

In a person with an intellectual disability or inability 
to communicate verbally, symptoms of pain could 
be missed. Troubleshoot by looking for non-verbal 
ways that the client may communicate that they are 
experiencing pain. 

Observe, listen and record: 

• vocal responses (crying, moaning)

• altered behaviour (e.g. rubbing of the affected area, 
avoiding certain movements, keeping area still)

• self-soothing/distracting actions (e.g. rocking, pacing, 
biting hand, gesturing)

• facial expressions (e.g. grimacing)

• withdrawal, low mood

• sleep disturbance

• self-injurious behaviour

• hyperactivity

• physical changes to pulse rate or blood pressure

If the person has a pain management plan, it is important 
to follow the plan and document observations of pain 
and actions taken.

END-OF-LIFE CARE AND PALLIATIVE CARE
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INFECTION CONTROL
Infection control refers to procedures and activities 
aimed at preventing or minimising the risk of 
transmission of infectious diseases. 

How are infections spread?
Microorganisms may be passed to other people and 
enter their body via many different pathways and cause 
damage.

These include:

• blood and body fluids (nasal secretions, sputum, urine, 
vomit) through direct contact with blood or body fluids 
either through broken skin or splashes to the mucous 
membranes of the eyes, mouth, nose or genitals

• respiratory droplets inhaled when another person 
coughs or sneezes

• airborne transmission of respiratory secretions
• faeces of an infected person; faecal bacteria may be 

spread by hands to mouth or inanimate objects and 
spread to another person (faecal/oral route)

• contaminated surfaces may also spread 
microorganisms from hands to mouth

Personal protective equipment (PPE)
Appropriate PPE should be available to all support 
workers, especially when there is the potential for 
exposure to blood and body fluids. The PPE available 
should include:

Gloves 
Single use disposable latex or nitrile gloves are used as 
an effective barrier from infection for our hands. These 
are also used as part of standard precautions when 
exposed to bodily fluids. (Note: Vinyl gloves are not 
appropriate as they don’t provide adequate protection).

Face masks
Medical grade surgical masks can protect you from 
large-particle droplets, splashes, sprays, or splatter that 
may contain microorganisms transmitted via droplet 
transmission (eg. influenza, Covid-19) and keep them 
from reaching your mouth and nose.

Protective eye wear 
Goggles should be provided in every workplace as part 
of standard precautions when providing first aid or where 
there is a risk of splashes, sprays, or splatter of bodily 
fluids. They are also an important part of PPE when 
caring for clients with droplet or airborne transmission 
infection diseases.

Face shields can be used when goggles are not deemed 
sufficient (e.g. high risk Covid-19 areas).

Long-sleeved gowns
Disposable fluid resistant long-sleeved gowns protect 
our clothing from moisture and soiling during patient/
client contact and provide a barrier from picking up 
harmful microorganisms and transferring them to the 
outside environment and other patients/clients.
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HANDLING OF CLINICAL WASTE
In the care environment clinical wastes such as gauze 
swabs, used bandages and wound dressings which 
are visibly soiled with blood or body fluids from first 
aid treatments or client care should be placed in yellow 
plastic bags designed to meet clinical waste disposal 
specifications and incinerated according to workplace 
arrangements by a licensed contractor.

THE NEEDS OF AN UNCONSCIOUS CLIENT 
WHO IS DYING 
If a person becomes unconscious a few days before 
they die, they will require regular repositioning. A special 
pressure relieving mattress may be used to increase 
comfort and decrease pressure areas. 

A focus on mouth care is important and eye care may 
also be prescribed e.g. moistening the eyes with eye 
drops/artificial tears several times per day. An indwelling 
catheter may be introduced to manage urination.

Secretions may build up at the back of the throat causing 
a rattling or gurgling noise as the client breathes. As 
such, they may be repositioned from side to side to 
assist with drainage. 

As an unconscious person may still feel pain, pain 
medication will continue to be administered. Observe 
your client for signs of pain and report if you feel they are 
experiencing discomfort.

GRIEF AND LOSS
Grief is how we respond when we experience loss. Grief 
is a normal, natural, and inevitable response to loss, and 
it can affect every part of our lives. Support staff may 
experience feelings of grief following the death of a client. 

Some feelings may include shock, sadness, anger, 
anxiety, disbelief, panic, relief, or even numbness. 
Sometimes people may feel distracted and find it 
difficult to concentrate or have trouble sleeping. Grief is 
experienced individually and there is no right or wrong 
way to grieve. Some people express their grief outwardly 
in public or conversely inwardly in private. 

Some people want to express their grief through crying 
and talking. Others may be reluctant to talk and prefer to 
keep busy. It is important to respect everyone’s own way 
of grieving.

END-OF-LIFE CARE AND PALLIATIVE CARE
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SUPPORTING OTHER RESIDENTS
You cannot take away other people’s pain and sadness 
around the death of a loved one, but you can help. Here 
are some suggestions for things that might help support 
the client’s family and friends:

 sKeep in touch and be prepared to just listen.

 sBe open in showing your concern and care.

 s Express your sorrow about their loss.

 s Talk about the person who has died – use their name 
if culturally appropriate.

 sRespecting and being sensitive to cultural and 
religious beliefs and practices of the person and 
family.

 s Ensuring the deceased client’s bedroom is left intact 
so that the family, friends and support workers have 
the opportunity to visit. 

 s Share memories and stories.

 sRemember and acknowledge birthdays, death days, 
anniversaries and other special days.

When assisting a person with a disability to deal with 
grief and loss, support workers should:

 sBe honest, include and involve the grieving person. 

 s Listen, and be present in the moment. 

 sRespect photos and other mementos they may have.

 s Try to minimise changes in routine and staff.

SELF-CARE

While providing support to clients with life-limiting illness 
is rewarding, it is challenging. 

To deal with the challenges, and to prevent stress 
and burnout, you must take care of yourself. Self-care 
strategies may include ensuring that you are eating 
and sleeping well. Make time for some relaxation and 
exercise. Looking after yourself helps to ensure you can 
support others. 

Planning and practising effective self-care strategies can 
sustain your capacity to flourish and support others, both 
personally and professionally, especially when faced 
with suffering or providing compassionate care for those 
struggling with the realities of living with dying.

Take your breaks and make sure you eat and keep 
hydrated when working. When you experience stress or 
loss, debrief with your supervisor or colleagues. 
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1300 721 292 

premiumhealth.com.au

info@premiumhealth.com.au ABN 24 692 649 946

And many others...

Premium Health has a range 
of health care, first aid 
and mental health training 
programs conducted by 
our nurses, paramedics or 
mental health practitioners.

Call us to discuss our onsite 
face-to-face and live virtual 
classroom options, delivered 
anywhere in Australia.

HEALTH CARE
• Assisting clients with medication
• Assisting clients with medication (part 2)
• Advanced medication - eye and ear drops, 

topical creams, oral liquids and patches
• Autism spectrum disorder
• Blood pressure – using a digital blood pressure 

machine
• Bowel management – elimination
• Coronavirus and infection control
• Dementia training for support workers
• Diabetes training for support workers
• Dysphagia for support workers
• End of life care
• Epilepsy training for support workers
• Epilepsy training and midazolam administration 

via intranasal and buccal routes
• Food safety awareness for support workers
• Infection control
• Managing behaviours with positive support
• Manual handling
• Nebuliser training for asthma
• Ostomy and stoma care for support workers
• Pressure injury – prevention and care for 

support workers
• Providing personal care with dignity and respect
• Shallow suctioning
• Tube feeding management
• Urinary catheter care
• Wound care awareness for support workers

FIRST AID TRAINING
• Cardiopulmonary resuscitation (CPR)
• Provide first aid
• Asthma and anaphylaxis
• Advanced first aid

MENTAL HEALTH
• Mental health first aid
• Leadership and resilience training
• Mental health awareness
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