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in order to accomplish effective use of self when 
counseling the dying and the bereaved (Gamino 
& Ritter, 2012).

For those practitioners wondering whether 
they have “the right stuff ” for counseling the dying, 
Gamino and Ritter (2009) identified four common 
impediments to death competence: unfinished 
business regarding the death of a loved one, inordi-
nate levels of death anxiety, overgeneralizing from 
one’s own loss experience to compensate for an 
insufficient knowledge base, and lacking a personal 
history of loss (sometimes a factor for entry-level 
professionals still in young adulthood). Gamino 
and Ritter also provided a self-assessment check-
list for practitioners to gauge their levels of death 
competence, including honestly facing one’s own 
mortality as evidenced by having a professional 
will that stipulates how to care for one’s patients 
and one’s practice in the event of untimely death or 
disability. Unfortunately, lack of death competence 
on the part of the counselor can lead to problems 
like empathic failure where the patient does not 
experience the counselor as understanding and 
compassionate, resulting not only in the treatment 
not helping but even making the patient worse  
(cf. Gamino & Ritter, 2012).

impending death; tolerate graphic stories of death, 
particularly when tragic/traumatic/horrific/grue-
some/violent; manage one’s own death-related 
feelings while maintaining therapeutic objectivity/
perspective; and integrate one’s own experiences 
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Case Examples

Having established a basis of death competence for proceeding into care of the dying, two case examples are 
described that, taken together, illustrate three major venues in which end-of-life counseling may occur.

Case 1

“Ruby” was an African American female in her 40s who had suffered with lifelong muscular dystrophy resulting in 
an inability to walk independently and a neurogenic bladder (i.e., inability to control voiding, so regular catheteriza-
tions are required), together with other physical conditions such as diabetes, high blood pressure, high cholesterol, 
and sleep apnea. She was hospitalized frequently throughout her life for complications of her conditions, particu-
larly sepsis (widespread infection), and was hospitalized this time because of anemia (low red blood cell count). 
Tests run during her current hospital stay indicated a new and ominous diagnosis—acute lymphoblastic leukemia 
(ALL)—an incurable and terminal blood disease wherein immature white blood cells overproduce and crowd out 
normal cells in the bone marrow. Aggressive, experimental chemotherapies were available but with little, if any, 
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