Anticipatory Grief and the Role of the Bereavement Counselor in IDT
· Not all programs still have bereavement counselors attending team meetings, but there are many ways they work to support staff. Intentional support sessions for personal losses, distributing newsletters or writing a column in the agency newsletter that addresses staff needs from a grief perspective, offering a morning meditation or an afternoon time to “wind down” and talk, providing a holiday gathering just for staff who have had personal loss, a staff evening of reflection, quarterly meeting that include a ritual, a candle lighting and time of silence during the team meeting are some of the ways this is done.
· In terms of supporting patients and families, some programs limit the number of anticipatory mourning sessions, more often with non-hospice families than with hospice families. 
· One program found family meetings to be an effective way to address anticipatory mourning needs, and also makes anticipatory support a strong focus of the kids program from the time of hospice admission.
Some ideas re: bereavement counselor in IDT

· Clinical observation prior to death — By participating in the IDT/IDG, the bereavement professional has the ability to make their own observations related to risk factors and to ask for points of clarification when needed. Thus when the patient dies, the bereavement professional has at least been “introduced” to the family however minimally that might be.
· Education of staff by identifying grief responses when appropriate — Many times I will hear a staff member make remarks about the behavior of a patient or family member. The emotional content of the remark may range from frustration to confusion. Sometimes I will simple ask, “How might that behavior be a grief response?” By reframing the behavior within the context in which it occurs (loss and grief) the staff comes to more fully appreciate the nuances of how much the grief response textures their day-to-day work and how to be more of a supportive presence in the field.
· Facilitating discussions related to the death/memorials — Some bereavement professionals may help facilitate patient memorials when they occur in IDT/IDG. This might include staff story-telling or observations and some ritual. While this might only be minimal in nature (particularly due to time constraints) this simple process can help facilitate movement toward releasing the energy that has been invested in that patient by the staff.
· Updating staff related to survivors when contact has been made — Depending upon the size of your hospice, sometimes a brief comment as to contact that has occurred can help staff remember that the family is being held “under the wing” of the bereavement program for the next year. Of course you would want to respect all aspects of HIPAA (particularly “need to know”), but a simple comment that you have been in touch with “Mr or Mrs X” and that you are moving forward with a plan of care can do wonders for keeping good strong boundaries for all staff.
· For some, bereavement discussions were limited to a certain portion of the meeting and for others bereavement issues were discussed throughout the meeting. Among the suggestions offered for integrating bereavement staff more strongly into the IDT were: offering educational presentations on grief to staff, passing along family members’ complimentary comments about IDT members that are expressed in bereavement calls, offering sessions for staff to help them deal with their own feelings of loss resulting from the work they do. 
· There was some discussion about the presence of the bereavement staff through the entire IDT meeting. Some advocated having the bereavement discussion first and then being able to leave the meeting to accomplish other work that must be done. Others cited the value of bereavement staff being present throughout the entire meeting to learn about the families they’d be working with in the future, enhance the counseling presence on the IDT by sharing the grief perspective in case discussions, and give updates on families after death. 
· Other issues that were raised, but for which no conclusions were reached, included how to distinguish between social worker and bereavement staff responsibilities in working with families, maintaining boundaries, and how to “hold our own” as bereavement staff in meetings that seem to be primarily nursing-driven. 
· Some participants shared interesting ways that they have tried to promote team-building among their staff. Everything from having lunch together, learning together through case studies, to day-long retreats with opportunities for learning and recreating together were suggested. Toward the end of the discussion a question was raised about a HIPAA related question that will need further discussion—possibly a future topic for a monthly chat room topic.

