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Patti opened the chat with an opening statement from p.245 in Gamino and Ritter’s book, Ethical Practice in Grief Counseling regarding the ethical obligation of the grief counselor.  “Grief counselors have an ethical obligation to screen clients appropriately, provide sound counseling internvetions, and evaluate the results of their professional work in an ongoing effort to tailor services to the specific individual, family, or group receiving them. In doing so, the chances of inadvertently harming a client through professional misjudgment or misapplication of technique are minimized.”
Chatters were then asked for examples of ethical dilemmas found in practice:
Community clients – is it grief/depression/mental health etc. and should we refer? The response by the agency depends on the mission of the organization. An example is the agency whose mission is to strictly provide grief education and support and stop short of further therapy. Others access their training and experience to provide treatment of underlying mental health problems that are brought on/aggravated by grief. 

An example of a client that we all have is the one who has underlying personality and behavior problems but who refuses to follow our referral recommendations. Clients with these issues may be a challenge as group members. This particular client began with appropriate behavior in a prebereavement group. Following the death, the client decompensated and blew up in a bereavement group. No longer appropriate for group support, the counselor offered individual counseling, and the client chose to exit the bereavement program and was not interested in the suggested referrals to the county mental health agency. It is important that we are not promoting our groups in mailings to individuals we  have already told whose needs go beyond what group support provides so we are not providing a mixed message.
Informed consent for bereavement clients is presumed that the survivors are covered from the hospice patient admission consents. The question was raised whether anything more than routine phone call check-ins should be protected with the counselor/agency consents for counseling services. Some, though not all hospices, obtain a signature and document that the NPP has been given to these hospice bereaved individuals and the consents go into the medical record where they are retained per state and federal guidelines. The question was discussed whether a new HiPAA notice needs to be signed by hospice bereavement clients. These questions are typical of ethical dilemmas. When locations change where counseling is taking place, documentation should show education/conversations about updating HiPAA information. 
Patti recommended Gamino’s 5Ps of ethical decision making and emphasized that it is helpful to have a model to refer to when deciding our interventions.
Social media presents ethical challenges if, for example, counselors or volunteers are “friends” with clients on face book. Email is a similar ethical challenge. One chatter reported their marketers request email addresses of bereavement clients. This solicitation of clients is difficult because clients may feel obligated to support the hospice that supported their loved one. We agreed, as NHPCO recommends, that the first year of bereavement should be off-limits for any solicitation. Agencies respond differently regarding the use of delivering information via email. This satisfies clients who want to stay “green” in minimizing printed material. 
Boundary issues may arise with volunteers who come to the work because they have survived loss and may be so eager to help that boundaries are violated. Friendly behavior is different from being a friend to clients, and ongoing education is necessary for volunteers. 

Adult children often want information from bereavement counselors about the progress of a parent through counseling. One example given was a long-distance adult daughter called to set up an appointment for her 90 year old father whose memory was failing. The father complained to the counselor about the daughter’s interference. The counselor set up a family meeting so that the daughter understood the memory problems of the father and all involved were on the same page.

Many counselors may feel pushed to “make visits happen” whereas, we must offer availability but wait for the client to seek us out. One of our counselors, through experience of her own, found that the random 6-month bereavement call to her was helpful and she talked to the counselor for 45 minutes. It is warranted to make check-in calls and respond openly for the client to take the lead as needed.
Dual relationships bring up the question about having personal photos in the counseling space and even one’s manner of dress. Discussions about being friendly professionals vs. being friends again may help us with boundaries on behavior and discussion with clients. Introductory sessions should lay the ground rules about future expectations and boundaries, e.g. meeting in public, sharing information about counseling. Rex has seen examples where a community is provided by professionals from the same community (e.g. island communities). This makes it very difficult for a former teacher on the island, who is now a hospice RN, is finding herself caring for former students.  

How do you take what you know about boundaries and put it into practice? Patti suggests that we provide education with common scenarios that can be challenging, such as what you say when asked a client/patient/family member asks if you are married? Email Patti for more information at panewalt@hospiceoflancaster.org. 

