Bereavement Plan of Care and Documentation

· Plan of care is based on assessment which occurs with each contact. The assessment addresses:
· Perception of loss, non-verbals, physical, emotional, spiritual grief symptoms, loss history, strengths and positive coping skills, regrets or fears, support system
o Client’s expectations of bereavement support
o Counselor’s impression
o Identification of goals
o Interventions
o Level of risk
o o Frequency of contact
· Some organizations use care plans that are “preset” through electronic documentation while others have developed documents through their particular agency.
· Importance of assessment in developing a plan of care specific to the individual being served. 
· How best to serve those families who experienced a short length of stay and how best to develop a care plan accordingly. 
· Cited an inability to make personal contact with surviving family members as a primary challenge in developing a plan of care. 
· Survivors were more likely to know what would be helpful to them if initial personal contact was made closer to a 4 to 6 week timeframe. 
· Bereavement plan of care is individualized. Examples of low, moderate and high risk plans were shared, stressing the importance of specifying the frequency of contacts and identification of problems/concerns, goals and interventions. 
· Agreement that reflection of contacts by both paid staff and volunteers, group attendance, referrals to other community agencies and all other types of interventions should be reflected in the plan of care. 
· The survivor risk and bereavement assessment, together with the survivors input, should be an integral component in the development of the plan of care.
· Some open separate bereavement charts post death. Some integrate back into medical record, others keep separate forever

· Treat the bereavement charts just like any clinical chart.
· Most document every attempt to contact as well as all mailings and attendance at groups. Those on computers and used forms concurred it far surpasses the handwritten narrative notes. Most have a similar format for community bereaved documentation. Volunteer documentation is also incorporated into the client’s record. 
