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Typical Office Behavior Topic
Common Practice in End-of-Life 
Counseling

No disclosures beyond consultation 
session without specific written/ oral 
permission.

← Confidentiality → Discussion of client information with 
family & loved ones, especially when 
client’s consciousness is compromised.

Handshakes at greeting or parting; 
perhaps occasional hug; rare contact 
during Gestalt/ psychodrama 
maneuver.

← Physical Contact → Sitting/standing close; holding hands; 
touching limb/shoulder; hugging 
(patient/family); assisting with 
physical care.

Selective/strategic self-disclosure 
that advances “process” discussion of 
“here-and-now.” Emotion described 
but generally not displayed.

← Self-Disclosure → Greater demand to be “in the 
moment” of liminal period of dying. 
More disclosure of personal thoughts, 
feelings, beliefs (e.g., religious 
convictions). More permissive 
approach to display of emotion.

More formal, more “vertical” 
relationship, with power differential 
favoring the provider. Friendly, but not 
friend.

← Relationship Dynamic → Less formal, more “horizontal” 
relationship, with more equalized 
power. More “friend-like” or 
“honorary family.”

Table 24.3  Reconsiderations of Provider-Client Boundaries in End-of-Life Counseling

SOURCE: Ethical Challenges with Counseling Clients Nearing the End of Life. In J. Werth (Ed.), “Counseling clients near the end of life: Practical 
perspectives on fundamental issues” (pp. 3-24). Reproduced with the permission of Springer Publishing Company, LLC, New York, NY 10036.

The honorary family status of the therapist was 
evident during the condolence visit in the home 
after Kent’s death and by the therapist’s presence at 
the funeral. However, despite a sincere invitation 
to return to the patient’s home for the customary 
bereavement meal after the funeral, the therapist 
chose to reestablish the boundary of “outside the 
family” and politely declined. When in doubt about 
decisions such as these, the conscientious clinician 
turns to trusted colleagues or a supervisor to ensure 
an objective “reading” of the circumstances and 
to avoid behaving inappropriately as a result of a 
“blind spot” (Gamino & Ritter, 2009).

CONCLUSION
It should be abundantly clear to the reader at this 
juncture that compassionate and clinically effective 

care of the dying and their loved ones can be both 
challenging and immensely rewarding for those 
counselors who possess death competence as well 
as the requisite therapeutic skills. The eight domains 
pertaining to end-of-life care—diagnosis and prog-
nosis, primary emotions, grieving styles, attachment 
patterns, leave-taking, faith and spirituality, final 
arrangements, and legacy—constitute important 
areas of inquiry, and their pertinence is supported 
by theoretical and empirical findings that give an 
evidence base for employing them.

The two case examples provided in this chap-
ter illustrate some of the existential uncertainties 
of counseling dying patients. No two persons are 
alike, and each therapeutic dyad of clinician and 
patient is unique. These truisms apply to counsel-
ing endeavors in general and certainly apply to 
end-of-life counseling with the dying and their 




