
Carin

Volume a

 

     Professi

concerned

training in 

developme

researcher

expressed 

The Univer

     Professi

times a yea

Austin, TX 

informatio

     Copyrig

Research.  

     ISSN: 10

 URL: www

g for Your C

Jou

Article 

Auth

and Issue Num

Manuscri

Page Num

ional Developm

 with publishin

the field of so

ent and contin

rs, and to prom

in this journal 

rsity of Texas a

ional Developm

ar (Spring and 

78712.  Journa

on regarding su

ht © by The U

All rights rese

097‐4911 

w.profdevjourn

Clients While

urnal: 
Profe
The I

Title: 
Carin
Plann

hor(s):  Eilee

mber:  Vol. 1

pt ID:  1620

mber:  56 

Year:  2013

ment: The Inte

ng scholarly an

cial welfare.  T

uing social wo

mote discussion

are solely thos

at Austin’s Scho

ment: The Inte

Winter) by the

al subscription

ubmission of pu

niversity of Te

rved.  Printed 

nal.org      

e Caring for Y

Par

essional Deve
nternational 

ng for Your Cl
ning for Paren

n A. Dombo a

16  No. 2 

056 

3 

rnational Journ

nd relevant arti

The aims of the

rk education, t

n that represen

se of the contr

ool of Social W

rnational Journ

e Center for So

s are $110. Ou

ublications and

xas at Austin’s

in the U.S.A. 

Your Baby: 

ental Leave

elopment:  
Journal of Co

ients While C
ntal Leave 

and Ami Bass

nal of Continui

icles on contin

e journal are to

to foster under

nts a broad spe

ributors and do

Work or its Cent

nal of Continui

ocial and Behav

ur website at w

d subscriptions

s School of Soc

 

Responsible

ontinuing Soc

Caring for You

 

ing Social Wor

uing education

o advance the s

rstanding amo

ectrum of inte

o not necessar

ter for Social a

ing Social Wor

vioral Research

www.profdevjo

s.   

ial Work’s Cen

Email: ww

e and Ethica

cial Work Edu

ur Baby: Respo

k Education is 

n, professional

science of prof

ong educators, 

rests in the fie

rily reflect the p

nd Behavioral 

k Education is 

h at 1 Universit

ournal.org cont

nter for Social a

ww.profdevjou

l Planning fo

cation 

onsible and E

a refereed jou

l development

fessional 

practitioners, 

eld.  The opinio

policy position

Research. 

published two

ty Station, D35

tains additiona

and Behavioral

urnal.org/cont

or 

Ethical 

urnal 

t, and 

and 

ons 

ns of 

o 

500 

al 

l 

act 



 

 
56 

Caring for Your Clients While Caring for Your Baby: Responsible and 
Ethical Planning for Parental Leave 
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Eileen A. Dombo, PhD, LICSW, MSW is an Assistant Professor at The Catholic University of America’s 
National Catholic School of Social Service. 
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Introduction 
     Workforce research on licensed social workers 
across the United States reveals that 85 to 91% of 
those between the ages of 26 and 44 are women 
(National Association for Social Workers  Center 
for Workforce Studies, 2006). Providers of mental 
health services are overwhelmingly female, yet 
there is little guidance for them as to how take time 
away from work to care for family obligations, 
such as having a child. The general guiding princi-
ple in clinical practice is to limit self-disclosure to 
clients, and only reveal personal information when 
there is a therapeutic benefit (Goldstein, 1997). 
Clinicians in direct practice settings providing 
mental health treatment (commonly referred to as 
therapists) may undergo many life changes, and 
they have a responsibility to prevent personal situ-
ations from impeding their work. Pregnancy is one 
life change, however, that female therapists cannot 
keep private for long. While the literature address-
es the myriad of ways in which the therapist’s 
pregnancy can influence the transference and 
countertransference in the therapeutic alliance, 
there is little published to guide therapists on how 
to ethically prepare for parental leave, or any type 
of break from practice (Sarnat, 1991).  
     The literature on maternity leave is quite dated, 
reflecting a traditional view of childbearing and 
rearing that is not relevant to therapists adopting an 
infant, those who are about to become fathers, or 
those who are single parents. This article offers a 
review of the literature on planning for the arrival 
of a child, and explores some ethical considera-
tions. The term parental leave will be used moving 
forward to be more inclusive to the need to attend 
to expectant or adoptive fathers, and those fathers 
who are the primary caregivers for children. The 
experiences of four therapists are presented as case 
vignettes to assist in the formulation of a set of 
practice guidelines. Finally, implications for prac-
tice will be outlined. 

Literature Review 
     An extensive review of the literature on the 
subject of the therapist’s parental leave reveals a 
history of minimal attention to this subject. There 
is ample literature on the impact a therapist’s 
pregnancy can have on clients as well as the ther-
apist. The effects are described largely in psycho-
dynamic terms, emphasizing the transference and 
countertransference around the pregnancy 
(Adelson, 1995; Barbanel, 1980; Brouwers, 1989; 
Clarkson, 1980; Fallon & Brabender, 2003; 
Gottlieb, 1989; Hjalmarsson, 2005; Pielack, 1989; 
Rosenthal, 1990; Ulman 2001). Most of the arti-
cles on the subject are personal accounts and/or 
observations of colleagues navigating the person-
al and professional changes that arose during 
pregnancy (Barbanel, 1980; Chiaramonte, 1986; 
Dyson & King, 2008; Haber, 1992; Hjalmarsson, 
2005; Korol, 1996; McCarty, Schneider-Braus, & 
Goodwin, 1986; Stockman & Green-Emrich, 
1994). Only two published studies on the topic 
were found which included qualitative interviews 
of therapists who had taken maternity leave 
(Bassen, 1988; Grossman, 1990). Fallon and Bra-
bender (2003) provided the only identified source 
to address issues unique to adoptive parents and 
male therapists about to become fathers. Much of 
this literature is quite dated, displaying a clear 
lack of attention to the subject in contemporary 
writing. Core themes from the literature regarding 
how to handle these scenarios with clients are still 
relevant however, and are discussed here. 
Notifying clients 
     Most of the subjective accounts by pregnant 
therapists detail waiting for the clients to notice 
the pregnancy on some level before providing 
confirmation (Barbanel, 1980; Haber, 1992; 
Hjalmarsson, 2005). If the client acknowledges 
the pregnancy, either directly or through dreams 
or associations that signal their awareness, then 
the therapist can explore any defenses or fantasies 
associated with it (Uyehara Austrian, Upton, 



 

 

Warner, & Williamson, 1995). If clients did not 
bring it up by the time the therapist’s pregnancy 
was visibly apparent, then she offered the infor-
mation up and provided an opportunity to process 
the news in session. While this is the dominant 
approach in the literature, this model is counterin-
tuitive to social norms, which discourage asking a 
woman if she is pregnant, and could also be anxie-
ty-inducing for clients who notice the therapist’s 
physical changes but do not receive an explana-
tion. Additionally, clients with a history of having 
important information withheld from them by their 
caregivers may feel that their trust has been dam-
aged if the therapist does not offer the news in a 
timely manner (Fallon & Brabender, 2003; Uyeha-
ra et al., 1995). A few sources suggested that some 
pregnant therapists, especially those with a history 
of miscarriages, could wait until the pregnancy 
was secure and announce it to clients during the 
second trimester or after the amniocentesis (Fallon 
& Brabender, 2003; Korol, 1996; Uyehara et al., 
1995). Uyehara, Austrian, Upton, Warner, and 
Williamson  (1995) provided case vignettes where 
both announcing the pregnancy and waiting for the 
client to notice had negative consequences on the 
therapeutic alliance. They therefore conclude that 
the client’s history, stage of therapy, and present-
ing problem should all factor into how the therapist 
ultimately discloses the pregnancy, but that at least 
two to three months are necessary to process the 
client’s reaction to the pregnancy and explore any 
transference issues that arise, as well as prepare for 
the therapist’s absence.  
     The literature exploring the manner of notifica-
tion and how it compliments client characteristics 
needs to be updated, but the sources that exist sug-
gest that female clients are more likely than male 
clients to have intense transference reactions, and 
clients with greater vulnerability to narcissistic 
wounds, such as those with Borderline Personality 
Disorder, will have more difficulty with the news 
than others (Lax, 1969; McCarty, Schneider-Braus, 
& Goodwin, 1986; Uyehara et al., 1995). These 
clients therefore may require more tact in deliver-
ing the news and managing the response as well as 
time to explore the pregnancy’s meaning for them. 
Bassen (1988) added that the pregnancy announce-
ment should include time for the therapist and cli-

ent to explore its meaning and, as such, any dis-
cussion of maternity leave should be left for an-
other session. The guidance on notifying child 
clients is the same as it is for adults, though there 
is a greater emphasis on the allocation of time to 
process the meaning of the pregnancy for the cli-
ent (Fallon & Brabender, 2003). Child therapists 
must also notify their clients’ parents, ideally af-
ter the client has learned of the pregnancy, and 
may have to process their reaction to the news as 
well.  
     It is also important to consider whether or not 
to take on new clients while a therapist is preg-
nant. Haber (1992) chose not to take new clients 
once she was in her second trimester in order to 
prevent an early interruption in treatment but also 
to allow her to return to a manageable caseload. 
Women who are not in private practice may not 
have less control over the size of their caseload 
and when they are assigned new clients in an 
agency setting (Grossman, 1990).  
Impact on the client 
     The pregnancy will factor into the therapy 
sessions at some point, whether through the initia-
tive of the client noticing and mentioning the 
pregnancy or the therapist acknowledging it. 
Many articles address the transference and coun-
tertransference issues that arise around the thera-
pist’s pregnancy, which can be both disruptive as 
well as helpful for the client’s progress (Barbanel, 
1980). Themes that may arise for clients include 
sibling rivalry, envy, sexuality, anger, loss of con-
trol, fear of abandonment, and separation anxiety, 
all of which may provide impetus for acting out 
(Barbanel, 1980; Haber, 1992; Hjalmarsson, 
2005; Uyehara et al., 1995). Multiple authors cit-
ed instances where clients went off their birth 
control or became pregnant when the therapist’s 
pregnancy had been registered, either in dreams 
and associations or consciously (Dyson & King, 
2008; Hjalmarsson, 2005; Uyehara et al., 1995). 
Many therapists that wrote about their personal 
experiences of announcing their pregnancy and 
managing clients’ reactions wound up losing a 
small number of clients due to the news 
(Barbanel, 1980; Fallon & Brabender, 2003; 
Grossman, 1990; Haber, 1992; Hjalmarsson, 
2005; Uyehara et al., 1995).   
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Impact on the therapist 
     Pregnant therapists will not only undergo 
physical changes; they will likely experience 
emotional and psychological changes that could 
impact their professional lives. Countertransfer-
ence issues to be aware of include ignoring the 
pregnancy’s impact on the client or therapeutic 
alliance, experiencing increased vulnerability and 
anxiety, ambivalence about priorities to clients 
and self, and changes in dynamics with col-
leagues and clients (Dyson & King, 2008; Gross-
man, 1990; Uyehara et al., 1995). Dyson and 
King (2008) warned about the risk of denying the 
pregnancy’s influence in therapy and how it can 
desensitize the therapist to client transference 
related to her and pregnancy in general, thereby 
missing important opportunities to work through 
fantasies and unresolved issues. Grossman (1990) 
interviewed sixteen pregnant therapists and found 
a common concern of ensuring that clients were 
taken care of before directing attention to caring 
for themselves and their pregnancy. This act of 
prioritizing care and attention became more chal-
lenging after the therapists delivered their babies, 
and many expressed guilt at not feeling available 
enough for clients or for their child.  Vul-
nerability showed up as a consistent theme 
throughout the literature; therapists may feel 
overly exposed as well as unprepared for and re-
sentful of personal questions they prefer not to 
share such as the therapist’s partner’s reaction, 
the baby’s name, sex, birth order, health status, 
and childrearing techniques (Chiaramonte, 1986; 
Dyson & King, 2008; Grossman, 1990; Uyehara 
et al., 1995).  Therapists may also feel over-
whelmed by clients’ transference material, espe-
cially anger, malevolent fantasies about the preg-
nancy, and envy, as well as feel an increase con-
cern about physical violence from clients (Fallon 
& Brabender, 2003; Grossman, 1990). Some au-
thors expressed shame at having such an intimate 
part of their personal life exposed, and guilt that 
they would be seen by colleagues as less commit-
ted to their profession (Korol, 1996; Uyehara et 
al., 1995). In Grossman’s study (1990) several 
pregnant therapists expressed concern of loss of 
bodily control during a session, either due to nau-
sea, fatigue, dizziness, or the water breaking. De-

spite these concerns, most therapists found that 
their fears did not manifest.  
     Just as the client’s transference to the thera-
pist’s pregnancy is not entirely negative, the same 
is true for the therapist’s countertransference. All 
of the participants in Grossman’s study found that 
they became more “‘real’” with their clients, 
which was a benefit to the therapeutic alliance, an 
experience that was echoed in the literature 
(1990, p. 73; Hjalmarsson, 2005; Korol, 1996). 
Therapists will also be challenged to become 
mindful of the counter-transference that will sur-
face around the pregnancy, which can increase 
self-awareness while also deepening the therapeu-
tic alliance with the client (Fallon & Brabender, 
2003; Korol, 1996). If this is the therapist’s first 
child, she may also become more attuned to is-
sues around parenting and children.  
     Finally, there are clear professional boundaries 
that discourage the acceptance of gifts from cli-
ents. However, clients may offer baby gifts to 
expectant therapists and the therapist must deter-
mine the therapeutic value of accepting or declin-
ing the gift. For example, accepting handmade 
gifts, but not expensive store bought ones, could 
be an appropriate boundary. As with all clinical 
issues, the meaning behind the gift must be pro-
cessed in session.  Gifts that can be received on 
behalf of the agency may also be appropriate to 
accept. Receiving baby gifts may require an ad-
justment to the therapist’s protocol on gift ac-
ceptance. Offering a baby gift is socially accepta-
ble and therefore is less likely to carry a motive or 
deeper meaning as a personal gift for the therapist 
might. Offering a baby gift may also be therapeu-
tic if it reflects growth in clients’ pro-social be-
havior or offers comfort to clients anticipating the 
temporary loss of their therapist (Fallon & Bra-
bender, 2003).   
Expectant Fathers and Adoptive Parents 
     Therapists who are expectant fathers, adoptive 
parents, and/or gay and lesbian parents may have 
experiences that overlap with pregnant female 
therapists, but they will undoubtedly have unique 
issues to address based on their situation. A father
-to-be may experience his partner’s symptoms of 
decreased appetite, nausea, weight gain, and anxi-
ety. However, Fallon and Brabender (2003) found 



 

 

that none of the male therapists they interviewed 
notified their clients that they were expecting a 
child. Over the course of their partner’s pregnancy, 
expectant male therapists were more likely to be 
attuned to themes of babies and parenting among 
their clients. Some also expressed feeling more 
vulnerable due to their need to be available to their 
families. Fathers-to-be are likely to work up until 
the delivery and may have to cancel appointments 
at the last minute if anything unexpected occurs.  
     The most prominent concern among expectant 
male therapists regarded how and when to explain 
their leave, especially if it is sudden or extended 
unexpectedly, and several reported that they would 
have benefited from supervision from therapists 
who had personal experience with this issue. In 
addressing absence from work with clients, some 
male therapists withheld the details of their leave, 
whereas some shared the news depending on the 
pathology of the client and the comfort level of the 
therapist. The client responses varied similarly to 
those for pregnant female therapists: some clients 
hardly noticed the therapist’s absence, which was 
due to “personal reasons;” another client left thera-
py due to her hurt at not being informed earlier, 
and another client felt her therapist became “more 
human” to her, which greatly improved the thera-
peutic alliance and, subsequently, the client’s pro-
gress (Fallon & Brabender, 2003, pp. 297, 299). 
Clients who are at risk of harming themselves or 
seriously digressing during the hiatus from therapy 
would likely benefit from advanced notice to de-
velop coping strategies for the therapist’s leave. 
Much like pregnant therapists must choose be-
tween waiting for the client to notice and announc-
ing the pregnancy, male therapists “must weigh the 
risks of betrayal against the complications that 
personal disclosures create in the treat-
ment” (Fallon & Brabender, 2003, p. 301). Beyond 
notifying the client of the leave, paternity leave 
usually falls between one day and one month, and, 
as such, male therapists who are not primary child 
caregivers may have fewer concerns for ensuring 
continuity of care for their clients.  
     Adopting a child includes unique variables that 
can influence the experience of becoming a parent: 
the stress of proving oneself as a desirable parent 
to adoption agencies, whether the adoption is do-

mestic or international, whether it is done through 
public or private means, the characteristics of the 
child, and whether it is an open or closed adop-
tion (Fallon & Brabender, 2003). The wait is of-
ten extensive between the assignment of a child 
and the child’s actual arrival, and the parents are 
likely to be notified that their child is ready at the 
last minute. This requires therapists who are 
adopting to prepare their practice for their paren-
tal leave at a moment’s notice. Fallon and Bra-
bender (2003) recommend making preparations 
for a substitute therapist far in advance and mak-
ing clients aware of the tenuousness of the com-
mencement and length of their parental leave. 
Both fathers and adoptive parents may notice less 
of a response from clients and colleagues in terms 
of enthusiasm for the new child. While their preg-
nant counterparts may receive baby showers, 
cards, gifts, and attention, fathers and adoptive 
parents may receive little more than a congratula-
tory statement (Fallon & Brabender, 2003).  

The Ethics of Parental Leave 
     There is no one best way to prepare clients for 
the therapist’s parental leave (Barbanel, 1980; 
Fallon & Brabender, 2003). Each therapist must 
choose the manner in which she will communi-
cate her pregnancy to clients as well as how long 
she will work until she takes parental leave 
(Barbanel, 1980). Mediating factors related to the 
client include their reaction to the news, emotion-
al stability, and personal and familial history with 
pregnancy. For therapists working in an agency 
setting, the policy on parental leave also plays a 
role in how one should prepare (Barbanel, 1980; 
Grossman, 1990; Uyehara et al., 1995). Despite 
the distinctiveness of each therapist’s situation, 
this can be considered an ethical issue that in-
vokes social work’s core ethical principles of 
service, dignity and worth of the person, integrity, 
and competence as well as the standards of prac-
tice (National Association for Social Workers 
[NASW], 2008). The social work value of service 
ensures that social workers rise above self-interest 
to cater to those in need. This value is fulfilled by 
having a specific plan in place that guarantees 
clients will receive the appropriate care during the 
clinician’s parental leave as well as in the event 
that the therapist must take leave early or delay 
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her return. Notifying clients of the pregnancy and 
parental leave with ample time for the clients to 
prepare for and contribute to the development of a 
plan during the clinician’s leave honors the digni-
ty and worth of the person. The integrity of the 
profession is dependent upon social workers mak-
ing responsible professional decisions. Having a 
plan for notifying clients of the parental leave and 
referring them to the appropriate resources during 
the leave is key for consumers of social work 
services to be able to exercise informed consent 
and trust the profession. Finally, competence calls 
for all social workers to continually work to en-
hance their own practice as well as the knowledge 
base of the profession. Having a plan for parental 
leave based on the needs of the client and the best 
practices of the profession is one way in which 
social workers can practice with competence. 
     The Standards of Practice (NASW, 2008) offer 
detailed guidelines for ethical social work prac-
tice. When an interruption of services to clients 
is anticipated, Ethical Standard 1.16 encourages 
social workers to notify clients in a timely manner 
and plan for the continuation of services with the 
consideration of the clients’ needs and prefer-
ences. Ethical Standard 1.07 protects the privacy 
and confidentiality of clients, which is an im-
portant consideration when providing referrals to 
alternate clinicians while on parental leave. The 
client should give consent through a release of 
information form before the referral is made. Ad-
ditionally, the client should be made aware of the 
type of information about the client that will be 
shared between his or her primary and alternate 
clinician. Even if a referral is not included in the 
parental leave plan, it is prudent to obtain consent 
for release of information to an alternate clinician 
in the event that the clinician’s parental leave is 
unexpectedly extended.  
     Social workers also have an ethical responsi-
bility to their colleagues, practice setting, and to 
the profession as a whole. Ethical Standard 2.06 
emphasizes the importance of facilitating an or-
derly referral and transfer of services. With the 
consent of the client, referrals should include cli-
ent information relevant to his or her continued 
care. Additionally, the social worker receiving the 
referral has a responsibility to consider whether 

agreeing to cover for the primary clinician during 
her parental leave is in the best interest of the 
client in order to determine whether to accept the 
client transfer (Ethical Standard 3.06).  When a 
treatment question arises, social workers also 
have an ethical responsibility to seek consultation 
with colleagues who have expertise in the area of 
concern (Ethical Standard 2.05). Social workers 
who are unsure of how to manage the impact of 
their pregnancy in session, as well as how to pre-
pare their practice for parental leave in a manner 
that serves the best interests of the clients, should 
consult with colleagues who have knowledge, 
expertise, and competence on these topics. Social 
workers who provide supervision and consulta-
tion relating to the supervisee’s pregnancy and 
parental leave must have the necessary 
knowledge and skills on the topics before provid-
ing guidance (Ethical Standard 3.01). Finally, 
social workers have an ethical duty to the profes-
sion to not allow their private conduct to interfere 
with their professional responsibilities (Ethical 
Standard 4.03) thereby reinforcing the need for a 
parental leave plan that accommodates the needs 
of clients as well as any unexpected needs of the 
clinician.     
Planning Parental Leave 
     Despite the ample literature addressing the 
psychodynamic concerns of pregnant therapists 
and the considerations for notifying clients, there 
is scant literature addressing how to prepare one’s 
practice for the parental leave. Having considered 
the ethical implications of preparing for parental 
leave, a detailed plan is highly important. Ideally 
such a plan includes the continuity of services for 
client and accommodates for any complications, 
such as a premature or late delivery and extended 
postpartum rest. The following are some issues to 
consider when planning leave. 
     While it is up to the individual clinician to 
choose when is best for her to begin parental 
leave, Haber (1992) advised against working up 
until the baby’s due date. The final month of 
pregnancy can be physically uncomfortable, mak-
ing it challenging to sit upright for long periods 
and pay full attention to clients. As delivery could 
take place weeks before or after the due date, bas-
ing termination on such a tentative event can be 
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hard on clients and clinician. One clinician who 
continued to work within a couple of days of deliv-
ering admitted to saying goodbye to clients on 
multiple occasions as her pregnancy continued 
long after her due date (Korol, 1996). The Family 
Medical Leave Act of 1993 (FMLA) has set the 
standard parental leave time for 12 weeks. The 
clinician might consider allowing herself time for 
complications on either end of the delivery; 
enough time to rest and prepare for the delivery as 
well as enough time to recover and enjoy the baby, 
even if the delivery is long after the due date.  
     In order to ensure continuity of client care, ther-
apists and their clients typically have three options: 
a trial termination, a temporary therapeutic hiatus, 
or a temporary transfer to another clinician 
(Chiaramonte, 1986). The therapist and client can 
choose the option that best serves the needs of the 
client. For clients who are simultaneously in treat-
ment with another mental health professional such 
as couples work, group therapy, or a working with 
medicating psychiatrist, suggest that these profes-
sionals might be natural covering providers who 
could be asked to expand their services slightly to 
provide extra care during the therapist’s parental 
leave (Fallon and Brabender, 2003). Grossman 
(1990) found that several pregnant therapists, 
while on parental leave, referred their clients for 
treatments that the clients might not have other-
wise pursued, such as biofeedback, relaxation, and 
anxiety management training. Clients then had the 
opportunity to learn new techniques to care for 
themselves while the therapist was away. Haber 
(1992) referred clients to another therapist during 
the six weeks she took for parental leave. Towards 
the end of her leave, she wrote letters to each client 
to announce the baby’s birth, her status, and to 
confirm the next appointment date. This last step 
satisfied the need to follow up with clients while 
preventing the burden of making or receiving tele-
phone calls. McCarty, Schneider-Braus, and Good-
win (1986) used vignettes from their personal ex-
periences to show the effective use of an alterna-
tive therapist while the primary therapist is on pa-
rental leave. They attributed the success to the fact 
that the alternate provider was familiar with both 
the primary therapist and the clients due to their 
involvement in group treatment.  

Case Vignettes 
     The experiences of four clinical social workers 
are presented here to gain insight into the issues 
that present themselves when planning to take a 
break to welcome a child into one’s life. The sto-
ries of Marion, Shoshana, Josefina, and Martin are 
shared to give readers examples of what works, 
what does not, and important considerations when 
planning leave. 
Marion 
     Marion is a white clinical social worker in her 
mid-30s, with a full-time private practice. She and 
her husband had been planning a family for quite 
some time; due to her experiences with miscarriag-
es, she was hesitant to tell clients about the preg-
nancy until absolutely sure, but had to weigh this 
against clients noticing before she told them. As 
the pregnancy neared the end of the fourth month, 
Marion began informing clients of her pregnancy 
and the upcoming plans for a 12-week parental 
leave. She was nervous at first, as she was uncom-
fortable focusing on her personal situation, and 
was unsure how certain clients would react. One 
client shared that she had recently had a dream in 
which Marion was pregnant; another stated she 
was angry with Marion for making a personal 
choice that would affect her.  
     Marion sought supervision and consultation 
with a colleague who had been through this her-
self. When contacted by new clients looking to 
begin therapy, she told them about her pregnancy 
and leave plan prior to the start of treatment. She 
worked up until a week before her due date, and 
had linked each client up with a colleague who was 
covering in her absence. As her leave date neared, 
Marion received a few gifts from clients, including 
baby books and blankets. She accepted these gifts 
and processed the meaning with each client.  
     Each client received a handwritten letter from 
Marion about the parental leave plan, and then 
another letter when the baby was born, communi-
cating that she had her baby, everyone was 
healthy, and that she would resume seeing clients 
as planned. When Marion resumed work, she 
found that a small handful of clients had decided 
not to continue therapy, but that for the most part, 
her full practice continued as before.  
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Shoshana 
     Shoshana is a Jewish woman in her early 30s 
who was working at a private school as a counse-
lor when she became pregnant. Her pregnancy 
soon became the topic among the 10-13 year old 
students she worked with, and Shoshana felt able 
to freely talk about their feelings about her preg-
nancy, the expected baby, and how her temporary 
absence from their lives would impact them. Alt-
hough Shoshana planned her leave well, and ar-
ranged for colleagues to work with her clients, 
there were complications in her pregnancy during 
her last month, which resulted in an early deliv-
ery. Since she had not planned for this outcome, 
Shoshana and her husband had to deal with the 
added stressor of contacting colleagues and cli-
ents from the hospital to inform them. This result-
ed in extended stressors during the early part of 
her leave, as she had to coordinate with col-
leagues and reassure her clients that she and the 
baby were doing fine. Upon returning to school 
after her four month parental leave, Shoshana 
found many of her clients had formed strong 
bonds with the covering colleagues, and were 
hesitant to switch back to working with her so 
close to the end of the school year. This impacted 
Shoshanna’s caseload and ability to meet her 
productivity goals at works, as well as her self-
confidence. 
Josefina 
     Josefina is a biracial woman in her early 30s 
who had just begun her private psychotherapy 
practice when she discovered she was pregnant. 
She informed her clients during her third month 
of pregnancy, and clearly specified the bounda-
ries of her leave, as well as the process for finding 
and coordinating with a covering clinician. Jose-
fina was concerned about the unpredictability of 
pregnancy, so she clearly laid out a contingency 
plan in the event that her leave started earlier than 
anticipated. Josefina also had all her clients sign a 
confidentiality release so a colleague could con-
tact them to inform them of any change in plan. 
She worked with clients to tailor a plan for man-
aging their clinical needs in her absence. Some 
clients did group psychotherapy, some did couple 
work with their partners, a few worked with a 
different individual therapist, while others used 
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the hiatus from therapy to do some self-guided 
work. Josefina set clear boundaries regarding 
contact during her parental leave, and limited 
contact with covering clinicians to emergency 
situations. She had set up appointments with each 
client prior to her parental leave, and contacted 
each one by phone to confirm resumption of ser-
vices two weeks prior to that date. Many clients 
were naturally curious about the baby, and want-
ed to know the baby’s name, gender, and some 
asked to see photographs of the child. Josefina 
was unsure as to how to respond to these ques-
tions, and felt she should have thought about 
these questions ahead of time so she could re-
spond consistently to each client and be clear 
about information she was not comfortable shar-
ing. 
Martin 
     Martin is an African-American gay man in his 
late 20s who works at a non-profit organization 
serving GLBTQ teens and young adults. He and 
his partner Tom decided to adopt a child and had 
gone through the process to be approved as adop-
tive parents. After the approval process was com-
plete, Martin informed his clients that he would 
need to go on leave at a moment’s notice, but due 
to the nature of adoption, he didn’t know when 
that would occur. Given this uncertainty, he felt 
he did the best he did to prepare his clients, but 
was surprised to find that his supervisor and some 
colleagues had difficulty with this lack of predict-
ability. As time passed, Martin found he had to 
keep reminding clients of his situation, since there 
were no obvious physical signs of expecting a 
child. He found he was able to be open with his 
clients about his process and their feelings. Mar-
tin felt that working in an organization that was 
supportive of gay rights was a safe forum to talk 
about becoming a parent as a gay man. He also 
found most of his clients to be supportive of his 
decision to become a parent, and Martin was glad 
to be able to model this prosocial behavior. As 
Martin was the primary caregiver for the child, he 
knew he would be out for some time as arrange-
ments were made for childcare. However, he felt 
he should not take the full 12 weeks leave al-
lowed by FMLA. He returned to work a month 
after his child arrived. This early return was con-
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nected to Martin’s fear of losing his job and his 
clients, as he was the only staff member with a 
child at the organization. He found the staff to be 
supportive in concept, but not in practice. Martin 
was hurt that no one held a baby shower or gave 
baby gifts, or asked questions about the baby when 
he returned to work. 

Discussion  
     The issue of the therapist’s parental leave has 
been left wanting for more research and has been 
held up for quite some time as an area requiring 
further research (Stockman & Green-Emrich, 
1994). As with other personal life situations, preg-
nancy and bringing a child into one’s family create 
situations in which therapists must step away from 
their work in the short term. It is an ethical impera-
tive for professionals to ensure that their clients are 
cared for when they step away to care for a new 
baby. There has been a lack of direction and guid-
ance on how to do this in an ethical manner. Based 
on the limited literature and the case examples 
presented above, some implications for practice 
and guidelines are presented here for considera-
tion. 
Implications for Practice 
     Based on our ethical duties to our clients, our 
colleagues, and the practice setting (NASW, 2008), 
preparing for parental leave is an essential part of 
ensuring continuity of care for clients. Not only 
should the therapist think carefully about how to 
share this personal news with clients, he or she 
should be thinking far in advance about logistical 
matters in addition to transference and counter-
transference dynamics. Using Josefina and Mar-
tin’s examples, the therapist should begin inform-
ing clients and colleagues about leave plans around 
the three-month point of pregnancy, or once one is 
approved as an adoptive parent. The start date and 
expected return date should be decided well in 
advance; however, contingency plans for early 
leave or delayed return should be given careful 
consideration, so as not to be in the position Sho-
shana and her clients experienced. Information on 
covering colleagues and resources for support dur-
ing the leave period should be put in writing, and 
clearly communicated with clients. Colleagues 
should be given as much information as possible, 
and clients should sign confidentiality releases and 

other documents well in advance. 
     Following Marion’s example, therapists are 
encouraged to seek consultation and supervision 
with a colleague who has gone through a similar 
experience. In addition to helping process and 
address transference and countertransference, this 
can help the therapist think through issues of 
communication about the process and during the 
leave, handling gifts, and setting boundaries 
around information about the child. Each client 
should have a plan in place that is unique to their 
situation, whether they would benefit most from 
termination, taking a break, working with another 
therapist, or doing some other kind of work in 
group, family treatment, or couples counseling.  
     Finally, colleagues can learn from Martin’s 
experience. Is the work setting is treating preg-
nant colleagues differently than those adopting 
children or male therapists who are primary child 
caregivers? The way families handle childcare is 
changing, and the workplace must respond to the 
needs of single parents, gay and lesbian parents, 
and mothers and fathers who share childcare in a 
variety of ways. Supports for therapists expecting 
and raising children should reflect a respect for 
the diversity of family compositions. Many thera-
pists have fears about their absence having a neg-
ative impact on colleagues, losing clients to other 
therapists, and a diminished standing in the pro-
fessional community. These should be directly 
addressed by supervisors and within the commu-
nity of therapists to support expectant parents in 
our field. 

Conclusion 
     From the review of the literature and the So-
cial Work Code of Ethics, core issues related to 
responsibilities to clients, colleagues, practice 
setting, and the profession are surfaced when a 
therapist plans to leave clients to welcome a child 
into their family. The scholarly literature has not 
given therapists clear guidance on how to handle 
dynamics around notifying clients of impending 
leave, addressing care of clients during the leave, 
and utilizing consultation and supervision to 
make decisions about how to handle issues that 
arise. This article has given concrete suggestions 
for creating a responsible and ethically reflexive 
leave plan. Therapists who are pregnant, adopting 
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children, and/or those who may not be following 
traditional paths of child rearing and caregiving 
can utilize these guidelines for developing their 
own plans. 
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