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ABSTRACT  

 

The importance of emotional support for dying persons and their families has been well 

established, yet we know less about how care workers understand emotional processes 

related to death and dying, or how these understandings are connected to care practices 

and emotional labour at the end of life. The aim of this study was to explore how health 

care workers interpret and respond to emotional needs of dying persons and their 

families. Qualitative data were collected between 2013 and 2014 through in-depth, in-

person interviews with fourteen nurses and twelve health care aides in one Western 

Canadian city. Transcripts were analysed using an inductive, interpretive thematic coding 

approach, and the analytic lens of emotional labour. Dominant interpretive frames of a 

‘good death’ informed participants’ emotionally supportive practice. This included 

guiding patients and families to ‘open up’ about their emotions to activate the grief 

process. There was concern that incomplete grieving would result in anger being directed 

towards care staff. The goal of promoting emotional sharing informed the work of ‘caring 

about.’ Although palliative philosophies opened up moral and professional space for 

‘caring about’ in the context of organisational norms which often discouraged these 

practices, the tension between the two, and the lack of time for this work, may encourage 

surface expressions rather than authentic emotional care. 

KEYWORDS: Death and dying; emotional support; paid care work; palliative care; 

emotion work; interpretive research. 
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WHAT IS KNOWN ABOUT THIS TOPIC?  

• Palliative approaches recognise and respond to emotional needs in particular 

ways. 

• Feeling ‘cared about’ is a component of quality of care and patient and family 

satisfaction.  

• Care work often necessitates emotional labour, yet we know little about this in 

those working with dying patients and families. 

WHAT THIS PAPER ADDS 

• Although emotional care at EOL is characterised as having heightened salience, it 

is infused with added complexity. 

• An emphasis on awareness and emotional sharing in dying patients and families 

was accompanied by concern with preventing the displacement of grief into 

complaints directed at workers. 

• Organisational norms of professionalism may discourage emotional labour, yet 

palliative philosophies provide moral space for ‘caring about’ across residential 

units. 
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Introduction 

Persons facing the end of life (EOL) and their families experience powerful 

emotions, and in research they have reported the importance of feeling cared about by 

care providers, encompassing perceived kindness, sensitivity, and positive interactions 

(Rogers et al., 2000; Steinhauser et al., 2000; Saultz & Albedaiwi, 2004; Morss Dy et al., 

2008). It has also been well established that psychosocial and emotional needs are 

emphasized in palliative approaches (Costello, 2001; Ersek & Wilson, 2003). Relational 

and emotional aspects of caring tend to be personally valued by care workers, and can 

enhance work satisfaction and care quality (Moss et al., 2003; Ryan et al., 2004; Ball et 

al., 2009). As such, researchers have found that care workers tend to develop, maintain 

and transmit tacit, unrecognised emotional knowledge and skills (Bone, 2002; Gray & 

Smith, 2009). 

Despite the identified importance of interpersonal and relational work when 

caring for dying patients and their families, there is less attention to how care workers 

interpret emotional needs and processes in these groups, and how these determinations 

are integrated into their emotionally supportive caring practices (practices demonstrating 

positive affect, caring, love and empathetic understanding: Sherbourne & Stewart, 1991). 

Interpretive processes guide workers in shaping the emotional dynamics of interactions 

and smoothly conducting their daily tasks while helping patients and families feel cared 

about, safe, and comfortable (Mann, 2005).  

The concept of emotional labour is relevant to understanding these practices, as it 

explains how employees manage their personal emotional displays in ways that align 
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with organisational imperatives to promote positive client emotions (Hochshild, 1983; 

Sass, 2000).  For instance, Sass (2000) documented kindness performances that promoted 

cooperation in nursing home residents, and Lopez (2006) documented care home workers 

who “stoically accept[ed] abuse from patients” yet outwardly maintained a “detached 

politeness” (p.137). Organisational expectations, where dissonant from employees’ 

emotions, might generate negative employee outcomes - detachment, burnout, guilt, and 

reduced self-esteem (Mann, 2005). Paradoxically, workers have few mechanisms for 

protecting themselves from these outcomes (Sawbridge & Hewison, 2013). 

Some have suggested that organisational shifts toward managerialism and 

consumerism may be accompanied by rising expectations “with regard to the emotional 

way in which [care] is carried out” (Mann, 2005: p.307). In particular, some residential 

care organisations actively promote emotional labour among employees, encouraging 

them to become ‘like family’ with residents, and naturalise altruistic caring as part of 

workers’ identities (Johnson, 2015). 

The purpose of this study is to contribute to a better understanding of the 

complexities involved in the provision of emotional support and emotional labour when 

caring for dying patients and their families in organisational contexts. Specifically, we 

explored how care workers interpret and respond to emotional needs and processes in 

dying patients and their families, in one large, multi-unit health care organisation. 

Methods 
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An inductive, qualitative approach is apposite to the complexity of interpersonal 

and emotional phenomena. This analysis was part of a broader inquiry into the emotional 

labour of paid care workers in residential settings, guided by the lens of symbolic 

interactionism (Blumer, 1969; Charon, 2004). That inquiry focused on how workers draw 

on shared stocks of knowledge to convey symbolic meaning to patients and families, as 

well as respond to the interviewer and to generalized societal expectations during the 

interview.  

In-depth qualitative interviews were conducted with health care aides (HCAs) and 

registered nurses (RNs) at a non-profit health care facility in Western Canada. The 

organisation offers specialized units for various long-term health needs, including short-

term residential palliative care. The mission statement and website both emphasize 

personalised, patient-focused care and empowerment (e.g., involvement in decision-

making); the care is characterised as compassionate, yet professional (e.g., 

“competent”;“courteous”). At this level, emotional labour (e.g., ‘friend-like’ 

relationships) is not actively promoted (e.g., in contrast see Johnson, 2015).  

Participants were recruited from palliative care and other residential units (e.g., 

long-term, complex chronic care, respiratory, specialised dementia care). Following 

university and care facility ethics approval, managers distributed invitation letters to all 

employees by email; brief presentations were also made at unit meetings. Inclusion was 

limited to RNs and HCAs working at the facility; interested participants contacted the 

researchers and after providing written consent, were interviewed in-person, digitally 

recorded and transcribed verbatim. Interviews were guided by broad questions about 
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emotional management when interacting with patients and families. Participants were 

asked how they responded to emotional needs of patients and families, and probed for 

specific examples. They were also asked about personal emotions at work, and probed for 

particular situations and coping responses.  

Although the broader research project was not limited to care for dying persons, 

the present analysis targets this topic, since dying emerged inductively as especially 

relevant to emotions in this setting, warranting focused exploration. Due to this focus, the 

findings rely heavily (but not exclusively) on data from employees on palliative units 

(who spoke more about this issue), though relevant data from participants on other units 

where death occurs were also included. Analysis was focused on participants’ 

interpretations of emotions and emotional needs in dying patients and families, and their 

descriptions of responding to these needs, including managing personal emotion 

(Hochshild, 1983). Analytic steps included: multiple transcript readings; sorting data 

within interviews, identifying and grouping text segments into similar descriptive topics; 

collaborative development of thematic and conceptual codes based on initial transcripts; 

continued refinement and development of code categories applied to all interviews; and 

comparing and contrasting data within each code, to generate further insights. 

Research trustworthiness was enhanced by: ensuring fit between design elements 

and the broader research question (“how do HCAs and RNs interpret and manage their 

own and others’ emotions in interactions?”); assessing sample appropriateness; reviewing 

transcript quality; and ongoing monitoring of analysis and interpretation (Morse et al., 

2002; Patton, 1999). Source triangulation was facilitated through examining consistencies 
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between subsamples (palliative and non-palliative units; HCAs and RNs) and analyst 

triangulation was facilitated through collaboration between the first and second authors. 

Findings 

Sample Characteristics. Twelve HCA and fourteen RN participants represented 

palliative care (PC, n=11) and other, non-palliative (Other, n=15) units. Twenty 

participants were female and six were male. Participants’ ages ranged from 19 to 59 and 

their years of experience from three to 33; they worked between 24 and 40 hours weekly.  

Interpreting Emotions and Emotional Needs in Patients and Families. Talking about 

their work in general, participants spoke about assessing, observing, anticipating, 

understanding, and monitoring emotional needs, and responding to them through 

interactional work. However, across different units, participants spoke more extensively 

about the emotional needs of those with terminal illnesses than when describing patients 

with other long-term or chronic conditions. One nurse with experience on multiple units, 

for instance, directly characterised dying patients (and their families) as more fearful and 

anxious than other patients. Another participant (RN, PC) explained how family members 

may be frightened or distressed by patient symptoms towards the EOL. The prioritisation 

of emotional needs of dying patients and their families on various units may signal 

diffusion of palliative care philosophies into the culture of non-palliative units.  

Although participants did refer to assessing individual emotional needs in patients 

and families, there was also a reliance on shared practice knowledge about emotions, 

typically embedded in palliative philosophies. For instance, although participants referred 
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to the importance of learning about patients and families, to assess their emotional needs, 

in EOL situations this usually equated to assessing whether the patient and family were 

aware and had reached emotional acceptance. 

In particular, and aligning with dominant concepts of a good death in palliative 

care (Clark, 2002) there was a commonly expressed belief that patients and families 

should open up about (i.e., share, express) their emotions with care workers or 

professionals. For example, one HCA (PC) stated: “at one point [patients are] gonna 

break down with someone. Their walls are gonna come down.” One RN (PC) explains 

how she tries to help some newly diagnosed dying patients, drawing on her knowledge of 

when they might be ready to talk about it, and providing opportunity to do so: 

  

…when you give them a wash, just talk to them about their personal life… And 

that often leads into them talking about what’s happened to them now and they’re 

worried about their children and they’ve just been diagnosed.   

   

As noted above, participants also relied on a stage model of grief (Kübler-Ross, 

1969), viewing public sharing of fear, worry, grief or sadness as moving towards 

acceptance and an ideal death. For example, as one nurse explained:  

Being in palliative [care] - there are five stages of grief. Most of [patients] are in 

the final phase and they eventually accept, unless their diagnosis is pretty new. 

We do have a few of those… so you get to see them through the five stages (PC). 
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Although participants noted that some patients or families are not ready to share their 

feelings, many tried to move them through this process - to ‘open the door’ or ‘draw it 

out’; as described further in the next section, this requires time, patience and persistence. 

When dying patients and their families do not open up (or cannot do so, due to 

communication barriers), this tended to be viewed as problematic, especially by workers 

on palliative units. As one RN (PC) noted: “hopefully they’re willing to talk and I can’t 

make anybody talk. And maybe I’m not saying the right thing. I don’t always have the 

right conversation entry either. I don’t know how to always open a question for them.” 

Suppressing feelings was characterised as harmful for patient and family 

wellbeing (e.g., an impediment to a ‘good death’), and several participants also noted that 

suppressed emotions could “bubble up to the surface” or be displaced in ways detrimental 

to the care team. There was a commonly expressed belief that patients’ and families’ 

unexpressed and/or unresolved fear, sadness and distress about death manifest in 

complaints about care and anger displaced towards staff. Participants used this 

interpretive frame to characterise situations when patients or families were unreasonably 

angry with or blaming care staff.  For example, when a patient gets upset about their bed 

sheets, “what they’re really saying is I’m having a really difficult time coping. Can you 

help me? I don’t know how to reach out for help” (RN, PC). A care aide (PC) further 

described denial in some families thusly: “some people are angry. Some people are 

nasty…They blame you or someone else for what’s happening.” 

Similar characterisations of these behaviours were evident in phrases such as: 

“they’re not happy with the process of what’s happening to the wife/mother” (HCA, PC); 
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“it’s just their way of dealing with uncomfortable situations” (HCA, Other); and 

“sometimes they need a person [to blame] and sometimes it’s you” (RN, Other).  

Responding to these forms of anger necessitated emotional self-control for 

employees, who tried not to “take it personally.” The interpretive frame of emotional 

displacement (e.g., identifying grief as a mitigating circumstance) facilitated employees’ 

emotional management in this regard, in a context in which several stated that they felt 

unsupported by management when formal complaints were made, and that the message 

communicated through their manager was that “the patient is always right” in disputes 

(with variation depending on managers). 

Organisational Orientation to Emotional Labour. When patients were dying, helping 

them and their families feel ‘cared about’ assumed a heightened sense of importance for 

workers, in part because of how this work contributed to the moral imperative of a good 

death. Within the organisation, this work was rendered particularly complex by 

organisational norms of professional detachment that in some ways discouraged 

emotional labour (i.e., ‘caring about’). This was most strongly evident in relation to 

patient death and employee grief, since most participants indicated a need to avoid 

emotional attachments, and contain grief when patients die (Authors, 2017). Norms 

discouraging ‘caring about’ were also evident in the account of one care aide (PC), one of 

few participants to actively reject these norms. ‘Caring about’ infused her moral identity 

and her work with patients and families. She stated: 

I just find it very satisfying and rewarding but… I probably get more close to 

more patients than probably what maybe I should; because I hear a lot of people 

say you shouldn’t be getting too attached to them. They’re like, you’ve got to 
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leave your job at work and not take it home. It’s hard, because that’s just the way 

I am. I get really attached really fast and it drives some of them crazy but I do 

that. I don’t care. That’s me. I can’t change me… (Laughs) 

 

 

In contrast, an HCA on another (non-palliative) unit was a strong champion of 

professionalism, characterising emotional self-control as a required job skill and 

discouraging coworkers’ emotional attachments to patients. These ideas were actively 

promoted on his unit: “behavioural rounds are providing us with those set of skills, trying 

to change our paradigms and our point of view.”  

Emotionally Supportive Practice. Within this context, workers nonetheless identified a 

myriad ways they demonstrated or displayed ‘caring about’ to dying patients and their 

families. These are detailed below in connection to embedded assumptions about 

emotional needs within palliative philosophies which encouraged displays of ‘caring 

about’ believed necessary for a good death.  In particular, encouraging patients and 

families to share emotions with workers was one of several underlying objectives of 

practices designed to convey caring. Emotionally supportive work was positioned as 

therapeutic not only by immediately invoking positive emotions in patients and families, 

but by preparing patients and families to share potentially hidden or suppressed emotions 

with care workers.  

For instance, participants spoke of the importance of being friendly and cheerful 

in interacting with patients and families, including smiling, making light conversation, 

and using humour where appropriate. By reducing professional distance, countering 

bureaucratic formality, and promoting a sense of normalcy, this was a means of 

developing rapport that was believed to not only lighten moods and facilitate compliance, 
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but to promote emotional sharing in patients and families. However, participants 

described situations where being friendly and cheerful required more emotional work 

(when they disliked the patient/family, or did not feel authentically cheerful). Moreover, 

most workers (and particularly nurses) positioned themselves as friendly and friend-like, 

but not quite friends, aligning with norms of professional distance.  

Another strategy for encouraging emotional openness and acceptance (as well as 

providing reassurance and preventing conflict) involved being calm and present, 

manifested in energy, demeanour, providing a safe space and listening, and non-verbal 

communication (physical touch, eye contact, body language, not rushing, a calm 

‘presence’). For example, one HCA (PC) explained how she is available for patients to 

express their fears or cry (she noted that some do not want to cry in front of family). 

Another RN (PC) tied the concept of being there to drawing out emotions: “you can just 

walk into a room and sit and just be present and it’s surprising how much someone will 

open up to you just by being there.” Another RN (PC) stated: “I’m very comfortable - 

male or female - and I think that they feel that from me. Like they can show their 

emotions. They can cry in front of me.”  

Although the need for ‘self-control’ aligns with professional and organisational 

norms, participants’ talk about ‘being present’ was imbued with a greater sense of deep 

(almost spiritual) connection, in the moment, to the humanity of the other; this extends 

beyond the more impersonal self-control normally associated with being professional.  

Time and workload constraints were a concern, however, and more emotional self-

control is required to be truly present when employees were upset or time-pressed.  
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Being honest (about care procedures, expected symptoms and prognosis) was 

believed to be particularly important at the EOL to promote reassurance and security, 

convey respect and acknowledgement, and dispel worry, fear, guilt, and anger. 

Explanations may need to be frequently repeated, because they can be forgotten or 

misunderstood in emotionally charged EOL situations, and this requires considerable 

patience: “sometimes you don’t want to explain and you’ve had to explain it five times 

before that…So you just have to grin and bear it” (RN, PC). 

Especially in palliative care, workers tended to believe that patients and families 

need honest information about terminal prognosis to achieve awareness and move 

towards emotional peace. A nurse explained her response to a dying patient: 

I said your body is shutting down, we’re trying to keep you as comfortable as we 

can ... “How am I doing? How am I doing?” And I felt that she was really asking 

me ‘Am I dying?’ And so I said to her, ‘we believe you’re dying.’ I came out and 

said it and that created an awful lot of angst within me … it was true. That was 

the care we were giving her because that was where she was going. But even to 

just acknowledge that myself and then to give her that, I mean I believe she knew 

it. Sometimes you just need somebody to confirm and so I just felt like to do 

justice to her she needed to hear what was really true. (Other) 

 

Some participants described their personal distress when the patient or family remains in 

denial, or are not ready for open discussion about prognosis, or the family does not want 

the patient to know they are dying. One nurse positioned her ‘blunt’ approach as the 

appropriate caring response, albeit with uncertainty: 

 

A lot of [families] will get bitter and angry that I even mentioned [death/dying]. 

And I said I’m sorry to have brought that to your attention but it’s inevitable…it’s 

unfortunate though for your loved one it might be sooner than for the rest of us. 
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Because what’s happening to their body, we have no more control, we cannot do 

anything more... I like to be upfront and very honest and maybe blunt. Sometimes 

I’m too blunt but I don’t know how else to get them to really [accept] that they 

need this. (PC) 

 

Although providing information aligns within organisational norms of professionalism as 

well as caring about, letting personal beliefs about a good death affect prognosis 

disclosure could risk critiques of being unprofessional. In these cases, workers may rely 

more heavily on characterising their intervention as ensuring the greater good of a 

peaceful death, within the moral-professional framework of palliative care.    

  Lastly, participants elaborated the emotional significance of being trustworthy, 

primarily through checking in about and actively responding over time to the practical 

needs, concerns and questions of dying patients and their families. Enhancing their trust 

and sense of security promotes reassurance, mitigates dissatisfaction and conflict, and 

facilitates sharing by patients and families. One nurse explained how offering help and 

asking patients and families if they have questions or concerns encourages them to share:  

“they’ve got that trust kind of thing and confidence in you and they’ll start to open up 

with you” (PC).  

  Another RN (PC) explained how responding to concerns over time builds the 

rapport needed to encourage families to open up, and added: “if a call light goes off like I 

try to answer it with my residents, because if you have the same person caring for you 

then you get a rapport.” Participants from palliative units described making extra efforts 

when dying patients were first admitted to provide tangible reassurances (such as quicker 

response to call bells) or inquire more frequently about concerns or needs. Keeping 
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commitments was also emphasized as key for building trust. One nurse (Other) explained 

the challenge of keeping commitments to help given time constraints, adding: 

Trying to help that goal to be accomplished at their time as much as possible. 

That’s a huge factor, is it can’t often happen in their time [frame] 

 

Being trustworthy could also be jeopardized when other team members were 

unresponsive or unavailable. Moreover, employees believed that making extra efforts 

when a patient is newly admitted might inflate expectations to an unsustainable level: 

When you get a new person you want to make them feel especially comfortable 

and do all of these things. But with our patients it’s difficult because once you 

give a certain amount then it is expected. You can throw the line out but you can’t 

reel it back in and so that’s something that we need to be a little more careful 

about. (HCA, Other) 

 

In some cases, therefore, being trustworthy (which can be viewed as reflecting both 

professionalism as well as caring) may conflict with other organisational requirements 

(keeping expectations manageable).  

In sum, demonstrations of ‘caring about’ serve multiple purposes in working with 

dying patients and their families. Most are characterised as instrumental, for helping 

promote compliance; many are also protective for workers, who are afraid of formal 

complaint; and all are characterised as therapeutic/moral, in that they make patients and 

families feel better, and help facilitate a good death.  

Discussion  
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This analysis connects the concept of emotional labour to interpretive 

understandings of the social construction of emotions by employees, within the context of 

EOL health care work, and in relation to the organisations in which this occurs. Health 

care at the EOL has been characterised by Krawczyk (2015) as an often “ambivalent and 

fluctuating affective environment” (p.135). In the present study, participants drew on 

palliative care philosophies to legitimise their emotionally supportive practice within an 

organisational context that appeared to favour self-control and professional distance. A 

palliative approach provided employees in various units with moral space for “caring 

about” dying patients and their families, imbuing it with professional legitimacy while 

limiting its execution. The emotional expectations expressed by participants, and 

associated emotion work practices, served to order and orient patients’ and families’ 

feelings, behaviours and experiences of dying in limiting and contradictory ways. 

Moreover, they reproduced some common assumptions about emotional needs and 

typical reactions in dying patients and their families; such assumptions are identified by 

Seale (1998) and Walter (1994) as part of “revivalism” – dominant cultural expectations 

for dying (reflected within hospice and palliative care movements in particular) in post-

industrial Western nations.  

A particular contribution of the present study is in identifying how employees 

extended revivalist beliefs about awareness, emotional sharing and grieving processes to 

suggest that misdirected grief and guilt explain complaints about care. Through their 

work in promoting ‘a good death,’ workers indirectly protected themselves and the 

organisation from conflict and formal complaints. In this context, participants’ 
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interpretations of patient and family anger as misplaced or unresolved grief require 

critical examination, because this may not always be an accurate characterisation of what 

is going on. This interpretation may also obscure attention to broader structural features 

and modifiable micro-level practices affecting care provision. Others have documented 

how care workers interpreted excessively high care demands and criticism as reflecting 

guilt (Wilson & Daley, 1998) and fear of death (Li & Arber, 2006). Interpreting anger as 

misplaced grief may have been the only available option for employees who feared 

formal complaint if they responded in other ways, and who were actively encouraged by 

their coworkers and managers to “not take it personally.” Alternatively, attempts to 

interpret anger as misplaced grief may also reflect interpretive attempts to “tame” 

otherwise disordered emotional expressions surrounding death (Krawzyck, 2015). 

Our findings confirm the continued persistence of a moral belief among care 

workers in the importance of progression through grief stages (also identified by 

Hopkinson, Hallett & Luker, 2005; Sorensen & Iedema, 2009; Zimmerman, 2012). 

Perceived challenges in helping patients and families move through grief stages can 

generate feelings of personal failure and stress in workers (McNamara, Waddell & 

Colvin 1995). These and similar social scripts pertaining to a “good death,” however, 

have been critiqued (Zimmerman & Rodin, 2004). In particular, Gott and colleagues 

(2008) demonstrated that some participants (with advanced heart failure) did not want 

their prognosis openly discussed, and many wished to avoid actively contemplating it, 

preferring to cope and maintain hope by focusing on the present. Moreover, few patients 

supported the idea of preparing for dying as opportunity for personal development. 
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Preferred levels of informality or formality among patients and families likely 

vary (Bailey et al., 2015). Further, not all dying patients and their families may wish to 

share their emotions with care providers, preferring more everyday, humorous or 

optimistic conversations (Skilbeck & Payne, 2003). Participants themselves identified 

‘normal’ conversations and a light-hearted emotional tone, and even the use of humour, 

as supportive, despite the (generally unacknowledged) potential conflict with the goal of 

open displays of grief or suffering.  

Having staff available to respond to requests may be as much or more important 

than perceived friendliness or emotional closeness, for some patients and their families 

(e.g., Henderson et al., 2007; Bangerter et al., 2016). Participants acknowledged how 

“caring for” in this way often conveys “caring about” to patients and families, yet being 

responsive while keeping expectations manageable was complex work that will only 

increase as care resources tighten. 

Emotionally supportive practice, including being cheerful and present, often 

requires calm, unhurried time by workers who are not overly stressed or dissatisfied with 

their working conditions or workloads (Wharton, 2009). Resource constraints make 

emotionally supportive care more difficult, and may generate greater needs for surface 

acting. In organisations that do not actively promote emotional labour, this work tends 

not to be highly valued as a professional skill. Although this may change given shifts 

towards care marketisation, rationalisation and managerialism, there is concern that 

emotional work may be increasingly imposed, standardised, commodified, and co-opted 

to serve organisational efficiency goals (Gattuso & Bevan, 2000; Bone, 2002; Erickson & 
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Grove, 2008). Managerial orientations may potentially increase dissonance between 

workers’ inwardly and outwardly expressed emotions (Mann, 2005), although as Johnson 

(2015) identified, employees can actively co-opt company discourse about emotional 

attachments to defend residents’ interests, albeit at the cost of their own interests. 

In the present study, emotionally supportive practice was facilitated by palliative 

care philosophies, but this was not purely a moral-therapeutic concern; it aligned with 

employee and organisational interests in promoting compliance and reducing conflict and 

complaint. In this relatively clinical-professional residential setting, in which employee 

self-control of emotions was emphasized (to varying extent), there was less evidence of 

organisationally-driven emotional labour (e.g., in contrast to traditional customer service 

organisations). Rather, employees in various units sought to legitimise and make space 

for ‘caring about’ as both moral and professional, by drawing implicitly and explicitly on 

the discourse of a good death.  

When ‘caring about’ is not an organisational imperative (and when there is little 

time or space for this work), authentic emotional care may be more difficult to achieve. 

Moreover, for employees who strongly internalise norms of professional detachment, 

limited displays of ‘caring about’ may be employed more for instrumental than moral 

purposes. In the present study, HCAs appeared more inclined than RNs to naturalise their 

emotional work (see Johnson, 2015), but this was not a straightforward pattern. Future 

research should also explore how an employee’s length of employment within a 

particular organisation shape their internalisation of organisational norms as well as their 

orientation towards ‘caring about.’ 
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This study contributes to emerging knowledge of how care workers interpret and 

enact emotional support for dying persons and their families; a strength is its’ attention to 

how employees’ personal emotions and moral identities are bound up in their practice of 

emotional support for dying persons within particular organisational contexts. Collecting 

data from a greater number and variety of facilities and settings would help establish the 

transferability of the conceptual ideas raised through this analysis, and assist with 

identifying broader understanding of sources of variation. 

When employees are appropriately supported to accurately interpret, assess and 

meet individual emotional needs, Lopez (2006) suggests these organised forms of 

emotional care may produce the most meaningful social interactions in residential care. If 

we want to assess and respond to the emotional needs of dying patients and their families 

appropriately within health care settings, we must consider not only organisational 

orientations towards emotional labour, but also other discourses, like palliative care, that 

shape workers’ interpretations and practices in various ways. 
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