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“You close the door, wipe your sadness and put
on a smiling face”: a qualitative study of the
emotional labour of healthcare professionals
providing palliative care in nursing homes

in France
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Abstract

Background Palliative care provided to frail and dying older persons in nursing homes results in intense emaotions for
residents and their relatives as well as for healthcare professionals. In France, scant attention has been given to how
nursing home professionals manage their emotions when providing palliative care. This study analysed the emotional
demands of providing palliative care in the nursing home context, the emotional strategies used by healthcare
professionals to navigate such demands, and how these demands affect their emotional wellbeing.

Methods This qualitative study used a multiple case study approach. We purposively selected nine nursing homes
from three geographical provinces in France with diverse ownership statuses (public, private, associative). Individual
interviews and focus group discussions were held with 93 healthcare professionals from various occupational groups
employed in the participating nursing homes. Data was collected from April 2021 to September 2022 and was
analysed using thematic content analysis.

Results Data revealed that providing palliative care to dying residents within the nursing home context results

in intertwined rewarding and exhausting emotional experiences for healthcare professionals. Professionals have

to utilize multifaceted emotional strategies to navigate these experiences, including suppressing and modifying
emotions and distancing themselves emotionally from residents to protect themselves from emotional suffering.
Participants noted a lack of formal space to express emotions. Unrecognized emotional labour undermines the
wellbeing of healthcare professionals in nursing homes, whereas acknowledging emotions enhances satisfaction and
gives enhanced meaning to their crucial role in resident care.

Conclusion Acknowledging emotional labour as an inevitable component of providing palliative care in nursing
homes is critical to supporting healthcare professional wellbeing, resilience, and retention, which may ultimately
improve the quality of care for dying residents. Ensuring quality care and supporting the emotional wellbeing of

*Correspondence:
Emmanuel Bagaragaza
EBagaragaza@jeannegarnier-paris.org

Full list of author information is available at the end of the article

© The Author(s) 2024. Open Access This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the

licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the
material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation
or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://
creativecommons.org/licenses/by-nc-nd/4.0/.


http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-024-11550-7&domain=pdf&date_stamp=2024-9-16

Umubyeyi et al. BMC Health Services Research (2024) 24:1070

Page 2 of 14

Registration date: 2020-12-03.

strategies, Healthy environment, Healthcare professionals

nursing home professionals requires an organisational culture that considers emotional expression a collective
strength-building resource rather than an individual responsibility, in hopes of shaping a new culture that fully
acknowledges their humanity alongside their professional skills.

Trial registration ClinicalTrials.gov ID: NCT04708002; National registration: ID-RCB number: 2020-A01832-37,
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Background

The steady increase in the number of older persons
affected by multiple and complex health needs has led
to a growing number of nursing home (NH) residents
worldwide spending their final moments of life and dying
within these settings [1]. In turn, this trend has generated
heightened attention for the necessity of integrating pal-
liative care within the NH, an approach that has not tra-
ditionally been an area of focus [2—4].

The core philosophy and values of the NH are to pro-
vide a home-like environment for residents. When resi-
dents require palliative and end-of-life care, the focus
shifts from supporting quality living to facilitating quality
dying [5]. Such a shift is accompanied by intense emo-
tions for residents, their relatives, and NH professionals
who have had intimate interactions with residents and
built strong ties and long-lasting relationships with them
during the extended caregiving process. The process
becomes even more emotionally laden for professionals,
as they often see themselves as holding a professional
caring role while also taking on the emotional work of a
family member role [6]. When confronted with provid-
ing quality living while simultaneously supporting quality
dying [5], NH professionals have to perform significant
emotional labour to provide quality care and preserve
the professional-resident therapeutic relationship, all the
while maintaining their own health and emotional well-
being [7].

In France, as in many other countries, the provision of
palliative care in NHs relies heavily on a multidisciplinary
staff mainly composed of nursing assistants, personal
support workers, registered nurses, and other regulated
professionals, under the supervision of a medical coor-
dinator. A medical coordinator in the French nursing
home context is a physician, generally with geriatric
competences, who has an overall coordination and medi-
cal advisory role for nursing home and external provider
team for enhanced quality care. Moreover, as elsewhere,
NHs in France suffer significant staff shortages due to
professional fatigue, burnout, and professional turn-
over [8]. The recent COVID-19 pandemic has worsened
the situation in NHs, with increased COVID-19-related
deaths, augmented workloads, expanded isolation, and
added psychological burden among care workers [9,

10]. There is a pressing need for NH organisations to
acknowledge the emotional labour endured by healthcare
professionals during the caregiving process, particularly
when it involves providing palliative and end-of-life care
to residents.

Current evidence has demonstrated a strong link
between burnout, job satisfaction, performance, staff
retention, and attrition and the emotional labour of
caring [11, 12]. When healthcare professionals have to
suppress or modify their emotions, they experience dis-
sonance between feelings and performance, which in the
long term can result in emotional distress, burnout, and
intention to leave the profession [12, 13]. Other studies
have noted that when emotions are freely expressed and
supported, they may have a positive impact on profes-
sional-patient interpersonal relationships, staff member
wellbeing, and the quality of patient care [14]. However,
most studies that have explored the emotional labour
involved in providing palliative care have focused on hos-
pital, hospice, or palliative care unit settings. Rarely have
these studies been conducted in NH contexts. In fact, the
physical labor associated with caring in NHs and the eco-
nomic aspects of the work, such as wages and scheduling,
receive more attention than does emotional labour [15].
In addition, emotional intelligence is an expected com-
petency of healthcare professionals, particularly an indi-
vidual’s ability to manage their own emotions to the point
that failing to do so is viewed as an individual weakness
and professional failure [16]. Yet, it has been documented
that the effectiveness of emotional labour depends on
various factors, including the nature of the service and
the organisational culture [13]. This requires situated
knowledge to better understand the emotional work per-
formed by healthcare professionals in specific contexts,
such as NHs.

Emotional labour in palliative care and in nursing homes

Emotional labour has been defined as the process
through which healthcare professionals suppress or
change their feelings to align with organisational rules
and guidelines while still conveying to others a sense of
being cared for [17]. Emotional labour involves three
strategies: surface acting, deep acting, and displaying
genuine emotions [18]. Surface acting entails suppressing
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or hiding felt emotions or faking unfelt emotions to alter
outwards expression. Deep acting entails a conscious
attempt to modify inner feelings and felt emotions to
match expected emotions [18, 19]. Displaying genuine
emotions entails the expression of natural emotions that
are congruent with felt feelings without any adjustment
[18]. In this study, we conceptualize emotional labour as
the efforts deployed by healthcare professionals to man-
age their emotions when providing palliative care to NH
residents.

Nurse scholars have expanded the concept of emotional
labour to nursing, emphasizing the emotional compo-
nent and the demand associated with caring in nursing
[19]. Nurses perform emotional labour when they have to
induce or suppress their feelings to align them with what
is expected by their institutions to make patients feel
cared for and safe, irrespective of their own actual feel-
ings [20, 21]. For example, when nurses are confronted
with death but feel unable to facilitate a ‘good death; they
may have complex feelings of guilt and anger but may
have to suppress these feelings to continue attending to
patients and their relatives [22, 23].

Emotions are inherently linked to caring, as they are
essential to the development of effective and meaningful
relationships with patients, their relatives, and other pro-
fessionals [24]. Studies that have explored the emotional
labour associated with providing palliative care highlight
the complexities of the emotionally demanding experi-
ences healthcare professionals encounter in their practice
[6, 23]. The cumulative emotional effects of grief and sad-
ness experienced by NH professionals attending to dying
individuals require them to deploy significant effort to
balance the demands of the healthcare organization, the
emotional needs of others, and their own wellbeing [23].

The limited available literature on emotional labour
in NHs illuminates the critical influence that the physi-
cal and social environments of NHs have on shaping
care providers’ emotional experiences of caring for dying
residents [7]. Caring for ill, disoriented residents with
aggressive behaviours as well as dying residents in their
last stages of life requires NH professionals to regulate
their emotions, often masking their true feelings to pri-
oritize the emotional needs of residents and their families
above their own [6, 15]. Additionally, ethical and moral
concerns that professionals face during end-of-life-care
provision, such as preserving residents’ dignity, engag-
ing in end-of-life conversations, respecting end-of-life
preferences, life-prolonging treatment or treatment
withdrawal, likely play a role in emotional regulation and
strategies undertaken by professionals [23, 25]. All these
may affect healthcare professionals’ capacity to interact
effectively with residents and co-workers, nurture their
sense of self, and provide optimal care [7, 22]. However, it
is important to note that the regulation of emotions may
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also produce positive effects, such as facilitating caring
and forming the bonds necessary to foster a home-like
NH environment [5, 15].

Despite the crucial role that emotions play in provid-
ing care in NHs, the emotional labour undertaken by
NH care professionals remains an invisible aspect of job
requirements [15]. Notwithstanding the critical role that
healthcare professionals play in supporting quality living
and quality dying for residents in the French NH context,
little is known about how they manage their emotions
amidst the complex situations they encounter in their
practice or how they continue to provide care without
jeopardizing their own emotional wellbeing. This study
aimed to help fill this gap in the research by (1) analysing
the emotional dimensions of providing palliative care in
the NH context as well as the strategies used by health-
care professionals to manage the emotional aspects of
caring for dying residents and (2) exploring the effects of
emotional labour on NH professionals’ wellbeing. To this
end, this study sought to answer the following research
questions: (1) How do NH professionals manage the
emotional demands of caring for residents requiring pal-
liative care? (2) What effects do emotional demands have
on professional-resident interactions and the emotional
wellbeing of NH professionals? This study’s findings will
inform NH management on strategies and interventions
to not only reduce the emotional exhaustion and burnout
of healthcare professionals but also improve their resil-
ience and wellbeing at work, ensuring that they are best
equipped to provide optimal care to residents and their
relatives.

Methods

Study overview and design

The findings presented in this manuscript originate
from a broader implementation study that evaluated the
effectiveness of a timely and integrated palliative care
approach in 21 NH facilities in France. The initial study
used a mixed-method [26] approach and was segmented
into three phases: pre-implementation, implementa-
tion, and post-implementation. The current manuscript
reports materials from the pre-implementation phase. A
detailed methodological description of the broader study
has been reported elsewhere [27]. The qualitative compo-
nent of the study follows a multiple case study approach
[28]. Among the aims of the qualitative study were to
explore NH professionals’ experiences and quality of life
at work and to understand how they navigate the emo-
tional demands associated with providing palliative care
to residents.

Participants and settings
This manuscript presents qualitative findings from nine
out of the 21 NHs that participated in the broader study.
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The nine NHs were purposively selected to ensure a bal-
anced sample of three NHs per geographical region (Iles
de France, Nouvelle Aquitaine, Provence-Alpes-Cote
d’Azur) as well as diversity in terms of ownership status
(public, private, and private non-profit).

For this study, we purposively included healthcare pro-
fessionals from various occupational groups employed on
a fixed contract in the selected NHs. Participants had to
have a minimum of five months of experience and had
experience providing palliative care to residents in the
same NH. Casual and non-fixed contractual professionals
were excluded from the study.

Data collection

A combination of focus group discussions and individual
in-depth interviews was used to collect data. This was to
achieve an enhanced understanding of the phenomenon
of emotional labour within a NH context by exploring
views at individual and social contexts [29]. Nine focus
group discussions were conducted with various health-
care professionals who provide direct care to residents.
Each focus group was composed of seven to eleven pro-
fessionals. Given the purpose of the study which was to
explore how different professionals navigate the emo-
tional demands of providing palliative care within a NH
context, group composition brought together all profes-
sionals involved at varying degrees in providing such a
type of care. However, to allow participants to share their
experiences freely and to avoid any status distinction or
hierarchical influence [30], professionals in the manage-
rial roles were not included in the focus groups. They
were involved in individual interviews.

Prior to data collection, a meeting was organized at
each participating NH to introduce the broader inter-
ventional study to professionals and invite them to take
part in the study. The focus group sessions were held at
a predetermined location within the NH at a time conve-
nient to the participants and facility and lasted between
90 and 120 min. Individual in-depth interviews were
conducted with the supervisory teams, namely the nurse
coordinators and medical coordinators. Each individual
interview lasted approximately 45 min and was held at a
time and place convenient to participants. We used the
interview guide developed by the researchers for the pur-
pose of this study (supplementary material 1). The same
interview guide was used for individual and focus group
discussions, with slights changes on the phrasing of ques-
tions for interviews with the management team. Focus
group and individual interview questions inquired about
experiences of providing palliative and end-of-life care to
residents, the emotional dimensions associated with such
a type of care, how professionals navigate those experi-
ences and the perceived consequences on professional
wellbeing. Examples of questions included the following:
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How would you describe your experience of caring for
dying residents in NHs? What are the emotional aspects
of providing palliative care to residents, and how do you
navigate those experiences? The last author conducted
most of the individual interviews and some focus group
discussions, while a trained research assistant under the
supervision of the last author moderated the remaining
focus groups. Both hold PhD degrees and have expe-
rience in conducting qualitative interviews for health
research. All interviews and focus group discussions
were conducted from April 2021 to September 2022.
The interviews were audio-recorded after the partici-
pants granted permission. Regular field notes were writ-
ten immediately after interviews and focus groups. Data
collection continued until we have gained adequate and
in-depth understanding [31] of emotional experiences of
providing palliative care in NH.

Data analysis

Thematic content analysis following the analytical
approach of Paillé and Mucchielli [32] guided the analy-
sis. The level of analysis was a NH, with each NH con-
sidered a case. After verbatim transcription of all the
data from the nine cases, two authors (BU & DL) became
acquainted with the data by rereading the transcribed
interviews, examining participants’ narratives from each
case separately, and then developed a list of codes. From
the code list, they created a thematization journal using
code subdivision, integration, and hieararchization [32].
Next, the same two authors grouped related codes from
all the cases, with a third team member (BE) resolving
any discrepancies between the previous analysts. At the
end of this stage, a thematic tree of three themes and
eight subthemes was constructed. NVivo 14 software
assisted with data management and facilitated the coding
process.

Rigor

To ensure methodological rigor, the authors used the
recommended strategies for trustworthiness of qualita-
tive data [33]. To ensure the reliability of the findings,
two analysts completed the coding of transcripts, orga-
nized peer debriefing meetings throughout the analy-
sis, and kept a reflexive journal recording all the steps
taken and decisions made. A third analyst resolved any
disagreements through consensus. To ensure credibility
of findings, the authors triangulated methods (individ-
ual in-depth interviews and focus groups) and collected
participant perspectives from various healthcare profes-
sions (nurses, nurse assistants, personal support workers,
psychologists, occupational therapists, physiotherapists,
medical doctors). The writing of the manuscript fol-
lowed the “consolidated criteria for reporting qualitative
research (COREQ)” [34] (Supplementary material 2).
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Ethical considerations

The French Committee of Protection of Person (CPP)
granted ethical approval for this study (Approval num-
ber: 2020.09.06 bis_20.07.31.64318). All focus groups and
interviews respected the rights of participants to choose
to participate in the study through informed consent. To
ensure confidentiality and anonymity of the collected
data, the reporting used codes instead of names.

Total
14

MedCo

Interview Participants

NC
1
1
1
1
1
1
1
1
1
9

Findings

Demographic characteristics of participants

All NH professionals who met the inclusion criteria and
who were available on the day of the focus group were
included in the study. In total, 93 professionals partici-
pated, including 79 participants in nine focus groups and
14 participants in individual interviews. Tables 1 and 2
provide the detailed characteristics of the settings and
demographic characteristics of participants.

Quotes from individual interviews are followed by an
acronym designating the profession of the participant
(for example NC for Nurse Coordinator, MedCo for
Medical Coordinator) as well as the code number of the
NH. Quotes from focus groups are designated by the
acronym FQG, followed by an acronym for the location
of the NH (IDF for Ile de France, NA for Nouvelle Aqui-
taine, PACA for Provence-Alpes-Cote d’Azur), and the
code number of the NH.

Analysis of participants’ narratives revealed three over-
arching themes related to the emotional dimensions of
providing palliative care in NHs: (1) intertwined emo-
tionally rewarding and challenging experiences; (2) mul-
tifaceted emotional strategies; and (3) switching between
emotional engagement, detachment and exhaustion.
Supplementary material 3 illustrates the generation of
themes and subthemes with illustrative quotes.

Total
10
79

Other

NA PSW
20 11

32

16
RN Registered Nurse, NA Nursing Assistant, NC Nurse Coordinator, MedCo Medical Coordinator, PSWW Personal Support Worker, Other Psychologist, Occupational therapist, /DF lles de France, NA Nouvelle Aquitaine, PACA

Provence-Alpes-Cote d'Azur

FG Participants

RN
2
1
2
3
2
2
1
2
1

Private non-profit
Private non-profit

Public
Private non-profit

Public
Private non-profit

Ownership
Private

Private
Public

Theme 1. Intertwined emotionally rewarding and
challenging experiences

Participants’ narratives revealed two intertwined and
simultaneous emotional dimensions of providing pal-
liative care to dying residents in NHs: (1) emotionally
rewarding experiences and (2) emotionally challenging
experiences. The emotionally rewarding dimension of
the experiences was supported by the individual profes-
sionals’ intrinsic commitment, devotion, and engagement
with older persons under their care and a professional
duty to provide them with the “best possible care” they
deserve. On the other hand, the NH context as a place of
living and of care, with its organisational constraints, ren-
dered the experience of providing palliative care to resi-
dents emotionally challenging. Specifically, it hindered
the care providers’ ability to facilitate what they perceived
to be a “dignified death,” leaving them with feelings of dis-
tress, frustration, guilt, and uselessness.

Urban
Urban
Urban
Urban
Rural
Rural

Area
Rural
Rural
Rural

Bed capacity

125
106
108
101
204
98

104
90

80

Location
IDF

NA

PACA

Table 1 Characteristics of the nursing homes and participants

Nursing home characteristics

Code
1
751
753
755
933
935

931
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Table 2 Participant demographic characteristics
Interviews Categories
18-25
26-35
36-45
46-50
>50
Female
Male
Professional expe- <3
rience (In Years) 3-5
6-10
>10
18-25
26-35
36-45
46-50
>50
Female
Male
Professional expe- <3
rience (In Years) 3-5
6-10
>10

Variables Count

Individuals in-
depth interviews
(N=14)

Age (Years)

N

Gender

Focus group
(N=79)

Age (Years)

—‘V\);U‘\ AN N= DN DADNDN

N
~

Gender

N = N —= O N
OO NN (@)

Caring for dying residents: emotionally rewarding
experiences

Numerous participants described working in NH as a
deliberate professional choice and vocation, stemming
from their sense of commitment and engagement to offer
dependant older people the care they deserve. The rela-
tional dimension associated with caring for NH residents
gives meaning to their work and becomes a source of
pleasure, satisfaction, and self-worth, as illustrated by the
following registered nurse:

“Helping older persons is my passion. I find that
there is less invasive care in NHs, and there is a rela-
tionship that develops and that I enjoy” (NC, NA,
751).

For the majority of healthcare professionals, this delib-
erate choice to work in NHs implies that confronting
death on an ongoing basis is a professional responsibil-
ity. Despite the emotional challenges that come with mul-
tiple exposures to death, the participants affirmed their
commitment to confront death as part of caring for resi-
dents. They held the belief that dying is part of living and
that accompanying death is a normal process that comes
with caring for the living. The devotion to accompanying
residents until the end was perceived by NH profession-
als as a rewarding experience when they felt they had ful-
filled their responsibility of facilitating a dignified death:

“It feels so rewarding to see a resident dying the way
they should: with dignity, respect, free of pain and
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with the best possible comfort. That is what we are
here for” (FG, PACA, 935).

Although death is considered an expected life trajectory
in NHs, participants recognized that dying older per-
sons are often overlooked as a category of the population
requiring adequate palliative care. Their perceived duty
to accompany residents until the end demonstrates their
commitment to ensuring that dying residents experience
comfort and dignity equal to that experienced by individ-
uals dying in settings outside the NH.

Similarly, for some residents, NH professionals are the
sole individuals they can bond with at a human level and
who can meet their diverse emotional needs. Participants
believed their role goes beyond that of care providers.
Their drive to go above and beyond and make a differ-
ence in the end-of-life trajectory of residents becomes a
rewarding experience that provides a sense of pride and
self-worth. The NH professionals expressed feeling hon-
oured to be the ones to accompany residents in that ulti-
mate moment, even if it means forgetting themselves:

“Aging comes with many losses and emotional needs:
most of them do not want to be here [in the NHJ;
they feel abandoned by their families, they lose their
autonomy over things they used to do, they need to
feel cared for. Being there for them through the most
important moments of their stay here is very reward-
ing to us. Basically, in the first place, if they are put
here, it is so they do not die alone” (FG, PACA, 931).

“It’s truly a phase full of emotions where everything
comes out: their past traumas, their anxiety, their
worries. We try to hold it together, to forget ourselves
a little so we can give them what they deserve..” (FG,
NA, 755).

Participants’ accounts bring to the forefront that despite
the emotionally laden experience of providing palliative
care in an NH context, their commitment and determina-
tion to accompany residents in their last living moments
make this experience emotionally rewarding.

A living and dying space: emotionally challenging experience
Narratives from healthcare professionals emphasized the
context of the NH as being initially designed to serve as
a living space. Such a home-like living environment that
progressively becomes a place of care and ultimately a
place of dying leads to the development of close bonds
between NH professionals and residents for an extended
period. The emotional and physical closeness formed
with residents during their stay transcends the caregiver-
resident therapeutic relationship. Healthcare profession-
als have to navigate these different aspects of the NH and
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remain professional caregivers, all the while providing a
home-like environment. One participant explained:

“I'm here from 8am to 8 pm; we live with them [resi-
dents]. I do not call some of them by their names
anymore. I call them grandpa, grandma. By living
with and caring for them for an extended period,
they end up becoming like family. When they die, it
breaks our hearts” (FG, PACA, 931).

Boundary-setting issues such as these make the relational
dimension of care especially difficult, as NH professionals
can become too close to residents, which naturally com-
plicates the transition to end-of-life care. Accompanying
death for older persons who they have accompanied for
living represented a challenging transition for partici-
pants who considered residents like their own relatives,
as expressed by the following medical coordinator:

“They’re not just people we care for; we live with
them. These are the people for whom we'’ve fought for
every minute to make life worth living. Professionals
look after them almost as if they were their parents.
Accompanying someone who is going to die, while
you have accompanied them so they can live, is in
itself emotionally hard” (MedCo, IDE 116).

Their strong emotional bond with residents became a
challenge for NH professionals when discussing the resi-
dents’ end-of-life preferences and the palliative decisions
that needed to be made in preparation for the end-of-life
care plan. Many shared avoiding these discussions, even
when residents prompted them, as they did not feel ready
to engage in such emotionally charged conversations.

“Palliative care supposes that we should help them
think about their death, but we are unable to do
that. We are primarily a place of life, and at the end,
there is always death. That's the complexity of [pro-
viding] palliative care in NHs” (NC, NA, 753).

The experience of providing palliative care in NHs was
also challenged by structural and organisational con-
straints such as heavy workloads, a lack of time, and
unmanaged pain. As a result, some participants reported
that they were unable to provide dying residents with the
required relief, which caused NH professionals lingering
regret even after the death of the resident.

“That resident who died last week, I would have
wished to have been able to stay with them a little
longer, hold their hand, put on some music, so that
there is a presence, like putting life into the end of
life. Unfortunately, I was not able to free myself. And

Page 7 of 14

it is difficult to live with such a feeling” (FG, IDE
116).

Theme 2. Multifaceted emotional strategies

When asked how they cope with the emotional demands
of providing palliative care to residents, participants
highlighted a diversity of emotional strategies they
deployed to protect themselves and to continue ful-
filling their caring roles. These ranged from genuinely
expressing their emotions to modifying and suppressing
their emotions to fit the moment. Modification and sup-
pression of emotions were cited as the most commonly
used strategies as opposed to the authentic expression of
emotions.

“We shed tears’, “We've laughed with”: genuine display of
emotions

Participants used expressions such as “We cry with”,
“We've shed tears”, “We've laughed with” to convey the
authentic emotional strategies put in place. They genu-
inely expressed their emotions in situations when they
felt a deep connection with residents. Most of these
genuine emotional strategies occurred in the moments
approaching death or following death.

“All the residents on the floor are like my family.
Last time I went to see Mrs. B, when my colleague
told me she was dead, I was shocked, truly shocked.
It was quick. I cried all my tears. I was so sad. I was
unable to continue work because I was crying” (FG,
IDE 111).

In some situations, the NH professional’s personal his-
tory prompted the authentic expression of feelings. For
example, if a resident’s death mirrored the death of their
own loved ones, it made it difficult for them to conceal
their true feelings as they usually do. Some referred to it
as not being able to pretend to have no feelings.

“I accompanied my dying father in palliative care.
Every time there is a death of a resident, it echoes
my father’s. We had a resident death not long ago.
When I saw him, I completely broke down. I cannot
pretend anymore” (FG, IDE 117).

The authenticity of emotions also manifested through
allowing oneself time to grieve the death of a resident. A
participant discussed requesting a day off to grieve, but
some NHs also provided space for grieving the deceased
residents.

“I was truly attached to Mr G. When he died, I took
a day off. Everyone else [colleagues] continued liv-
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ing their life... laughing. For me, I could not come
to work because I was grieving his death” (FG, IDE
116).

Other participants also recognized a need for the authen-
tic expression of emotions and requested emotional man-
agement support for the team.

“For a resident wed known for a long time to whom
we were very attached, we felt helpless with her end-
of-life care, and so we genuinely asked for help. We
held a round table..., and we asked for help from an
external person” (FG, NA, 751).

While some participants expressed their genuine feelings,
many participants across focus groups were in favour of
emotions being unnoticed and noted a lack of formalized
organisational strategies to deal with emotions. Many
NH professionals admitted to frequently modifying their
feelings to display emotions that are “acceptable”

“You wipe your sadness and put a smile on your face”:
modification of displayed emotions

Some NH professionals described their emotional work
as involving frequent switching between sadness and joy
to respond to the needs of the moment. Many shared try-
ing to display emotions that were not what they truly felt
because the situation at hand required them to convey
different, often contradictory emotions; for the partici-
pants, this constituted difficult emotional labour.

“On one hand, you've got one person who is dying
and next to them residents who are living. It is very
difficult because you have to go into the room [and]
take care of someone who is dying. You are sad
because you know you will not see that person again.
Nevertheless, the moment you see this person for a
few minutes, you have to close the door, wipe your
sadness, and put a smile on your face to accompany
the next-door resident with a serene face. It is dif-
ficult to manage all these emotions at the same time.
In one day, you have to give contradictory feelings.
You are sad for one person, but at the same time, you
have to bring joy to the other resident. You have to
show them a different face, and that is not easy” (FG,
IDE 117).

The modification of emotions was compounded in the
NH environment for some participants who not only
adopted an expression in accordance with what was
expected but also tried to set limits and find the appro-
priate time and space for revealing their true feelings
when out of the NH. Participants described this ability to
emotionally detach as protective:
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“The moment I remove my uniform, I immediately
put a different face.... When I reach home, if I have
situations that have been painful, I allow myself to
be restless and sad; I vent my true feelings..” (FG,
PACA, 933).

“You become numb and move on”: suppression of feelings
Participants discussed the organisational expectation to
suppress emotions in order to continue providing effec-
tive care. In a quest to fit into institutional norms, many
NH professionals who describe themselves as normally
prone to showing their emotions had to learn to suppress
them.

“By nature, I am a very sensitive person, but now I
keep all my emotions inside of me, and at the end, it
becomes difficult to unload. Here, it is not common
to open up and show emotions or talk about them.
We are expected to keep it to ourselves and move on”
(FG, PACA, 933).

Multiple exposures to death and a lack of time and a safe
space to grieve deceased residents forced NH profession-
als to suppress their feelings in an attempt to cope with
the distress and to continue providing care to residents.

“How can you display feelings when you have four
successive deaths? You become numb and move on.
Tomorrow you will have another one. You pretend
as if everything is fine but there is a problem..” (FG,
IDE 117).

Theme 3. Switching between emotional engagement,
detachment and exhaustion

Participants reported that the emotional labour of pro-
viding palliative care in NHs results in both negative and
positive consequences. The majority of NH profession-
als noted that the negative consequences of emotional
labour resulted in an inability to provide effective care,
and the lack of supportive space to express their feelings
caused emotional distress, feelings of guilt, and a sense
of failure and powerlessness. Some participants accepted
emotions as essential to their caring role and mentioned
that they give meaning to their work.

“Everyone was satisfied”: enhanced satisfaction and
meaning of work

Only a few NHs involved in the study had formalized
procedures in place to support the emotional wellbe-
ing of their healthcare professionals. These procedures
included formal debriefs, a consultation with a psychol-
ogist, and massage therapy. In the majority of the NHs,
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informal peer-to-peer support was mentioned. In set-
tings where emotions are acknowledged and supported,
both professionals and managers reported increased sat-
isfaction when accompanying dying residents.

“We had a resident to whom the team was so emo-
tionally involved. When the end was approaching,
emotions were high for both professionals and the
resident. We [the supervisory team] requested the
intervention of the external palliative care team to
introduce a third party in the relationship and gen-
tly distance the team without completely disengag-
ing them. At the end, everyone was satisfied, and
the resident was properly accompanied. It ended up
being one of the memorable end-of-life care for the
staff” (NC, NA, 751).

When participants believed that they gave their best up
to the end and that the outcome was a peaceful death,
they gained a sense of pride and accomplishment. They
felt they had attained their mission, which, for many, was
one of the reasons they remained working in the NH
despite the stressful environment.

“On his passing, the resident was so peaceful, so were
relatives. It was a real sense of satisfaction. It is the
kind of end-of-life care where you feel you have done
the right care and that gives you motivation to stay”
(FG, NA, 753).

“It is heart-breaking”: a sense of guilt and powerlessness
Suppression or modification of emotions affected the
wellbeing of participants as well as the care they pro-
vided to residents. Different constraints such as time
pressure and competing tasks added to their frustration.
Their emotional distress manifested itself as constant
feelings of guilt, powerlessness, and a sense of failure
for not providing adequate care to residents. One of the
most common sources of guilty feelings was when the
NH professionals believed that they were unable to offer
a peaceful, quality presence during end-of-life moments
and that the resident died alone. Dying alone was con-
sidered inhumane by participants, as they believed that
residents were placed in NHs mainly to ensure they do
not die alone.

“Very often you tell yourself, ‘Well, I could have
been by her side, tell her a comforting word, play the
music she loved, rub her forehands, make sure she
had a presence..., but no, she is gone and all alone’ It
is not human at all, and you carry this with you for
long” (FG, PACA, 933).
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Participants also expressed feeling powerless when they
saw residents in pain and discomfort, and their inability
to provide the required comfort to the dying residents
left them with an immense sense of failure and useless-
ness, which negatively affected their wellbeing and their
satisfaction with the work done.

“It breaks your heart to see people suffering like this
and little is done about it. It’s heart-breaking to
think, “We are here to help them, but in fact we’re not
even doing that! We are useless” (FG, NA, 755).

“You finally give up”: distancing and exhaustion

To protect themselves from the distress associated with
multiple exposures to death and a lack of institutional
support, some participants admitted that they banalized
death to emotionally distance themselves from dying res-
idents, a strategy that the NH professionals recognized as
inadequate.

“We give, we give, one day we can’t take it anymore
and we banalize death. We don’t see death anymore.
It does not affect us any longer, it becomes a com-
monplace gesture, mundane. Someone dies today;
you attend to the next person who will be gone
tomorrow, and so forth and so on. You keep accumu-
lating and one day you explode” (FG, IDE 117).

Other NH professionals adopted a superficial attitude in
an attempt to distance themselves and detach themselves
from their true feelings. They chose to involve themselves
less in the therapeutic relationship by concentrating more
on carrying out instrumental and technical care and less
on offering a caring and relational presence.

“I go in [the room], I give the injection and I get out.
Not because I do not want to stay, but because I am
thinking of the others. I cannot stay with the one who
is dying while I have 70 others who are still alive. I
have to look after those who are not dying” (NC,
PACA, 935).

Some participants dealt with emotionally challenging
situations by refusing to accept the palliative care plan
of residents with whom they had strong ties. They would
ignore the team’s decisions when it involved withdrawing
feeding and restricting movement and instead provide
the usual care such as taking blood pressure, providing
hydration, and mobilizing residents, irrespective of the
futile outcome or the risk of causing more suffering. In
this way, they felt more useful towards the residents.
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“We had a staff meeting, and they said Mrs X was
in end-of-life care...that we should avoid mobiliz-
ing her and emphasize comfort care. When I arrived
in the room, I did not do anything they said. Rather,
I got her up from bed, I washed her, I dressed her, I
brought the wheelchair, and I was about to take her
out. When the nurse coordinator arrived, she could
not understand what I was doing. I was in denial. I
could not believe she was dying” (FG, IDE 116).

Several participants reported feeling emotionally
strained, exhausted, and lacking the energy to accom-
plish their mission. Some of them even resigned or ver-
balized their intentions to resign from their posts. Their
emotional exhaustion reportedly stemmed from an accu-
mulation of frustration, discouragement and a lack of
accomplishment, feeling incompetent, and a lack of sup-
port, which prompted them to resign rather than form a
negative view of the residents and fail to deliver effective
care.

“You fight, you try your best to keep going, you get
discouraged and finally you give up. That is why
I want to do something else. Eventually, I want to
take care of people and give them what they deserve.
Here, I do not give them what they deserve, which
frustrates me, and I accumulate. I resigned. I would
rather leave the job to someone who wants to do
it the way it is done. As for me, I am going to hold
onto something else. I do not want to become a bitter
caregiver...” (FG, PACA, 933).

Discussion

The findings from this study illustrate that providing
palliative care to dying residents within the NH context
exposes healthcare professionals to intertwined reward-
ing and exhausting emotional experiences. This emo-
tionally demanding work results in a constant switching
between feelings of pride and accomplishment on the
one hand and guilt, distress, and grief on the other, and
it prompts healthcare professionals to identify and dis-
tance themselves from the residents to protect them-
selves from emotional suffering. These findings lead to
greater insights into how NH professionals navigate these
emotionally laden situations to meet the needs of the
residents and the NH as well as their own needs. Draw-
ing from these important findings, our discussion focuses
on three key insights from the study: (1) Caring for dying
residents results in both emotionally rewarding and emo-
tionally exhausting experiences, (2) NH professionals
have to perform emotional labour to navigate the expe-
riences associated with providing palliative care, and (3)
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Unrecognized emotional labour undermines the wellbe-
ing of NH professionals.

Caring for dying residents results in both emotionally
rewarding and emotionally exhausting experiences
Genuine interest in caring for frail older persons is at the
heart of the engagement and commitment demonstrated
by the participants in our study. Participants described
becoming emotionally attached to residents they care
for as “unavoidable and the right thing to do,” especially
given the expected “home-like” environment of the NH.
In that sense, the affective dimension of working in NH
and the internal motivation of the healthcare profes-
sionals aligned and helped them navigate the emotional
labour of caring for dying residents and added mean-
ing to their work. In line with other studies, the unique
characteristics of NH, where care providers and resi-
dents engage repeatedly in deep personal and intimate
exchanges for an extended time, forged closer and more
trusting reciprocal relationships than are typically found
within acute care setting nurse-patient interactions [35,
36].

A majority of participants recalled the emotionally
rewarding experiences associated with caring for frail
and dying residents. The NH professionals described
accompanying residents as their professional duty and
took pride in making their last days as dignified, com-
fortable, home-like, and respectful as possible. More-
over, accompanying residents in their final moments was
considered a moral responsibility by participants. The
positive experiences and feelings stemming from close
and trusting relationships with residents have been rec-
ognized by previous studies as central to the emotional
wellbeing of NH professionals [15]. Direct caregivers for
dying residents characterize those particular moments
as the rare moments they feel appreciated, noticed, and
like they are making a difference in settings where they
generally feel unseen [36]. In particular, our participants
expressed positive emotions such as engagement, pride,
accomplishment, and self-worth in situations where they
felt they had achieved dignity in caring for the dying
residents. This is relevant because dignity represents an
essential part of caring in NHs and in palliative care [37,
38]. These personal characteristics and intrinsic motives
constitute the internal resources and resilience attributes
that allow healthcare professionals to cope with distress-
ing situations surrounding accompanying death in NHs
[10]. Future interventions and training should aim to
reinforce the internal resources of NH professionals with
a strong focus on building resilience.

Although participants perceived caring for dying resi-
dents as a rewarding experience, when the challeng-
ing working conditions within NH hindered them from
achieving their moral and professional responsibility, it
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turned the experience into difficult emotional labour. The
current NH working environment fails to provide neces-
sary organisational resources and subsequently creates
discrepancies between the ideals held by NH profession-
als on what constitutes the right comfort care to provide
and the current practices. Under severe labour shortages,
NHs prioritize technical and task-oriented activities over
relational moments [39]. However, for participants in this
study, not being present to hold the hands of the dying
resident left them feeling guilty of failing their moral
responsibility and their professional duty. Consistent
with previous studies, the NH culture was found to prior-
itize tasks and expect healthcare professionals to be con-
sistently “doing something” for residents versus “being”
with residents [13, 40]. This dissonance creates the most
difficult emotional challenges, moral concerns, and dis-
tress for NH professionals [25]. That perceived inability
to facilitate a “good death” due to organisational con-
straints results in moral distress for NH professionals and
complicates their grieving process [23, 41]. Echoing this,
participants in our study shared how emotionally bur-
densome it was to constantly feel guilty of devoting less
time to the “dying resident” because they were required
to attend to the “living residents” instead. NH managers
and policymakers should take measures to build a culture
that enables healthcare professionals to prioritize the
emotional needs of residents alongside their physical care
needs, as both are equally important to end-of-life care.

Professionals have to perform emotional labour to
navigate the experiences associated with providing
palliative care

Participants in the current study used different emo-
tional labour strategies to navigate the rewarding and
challenging aspects of caring for dying residents in the
NH context. Some adopted distancing strategies, such
as focusing on task-based care and mechanical actions
as well as avoiding feelings and emotional involvement,
while others trivialized death or denied the impending
death of residents. This process of strategy switching
between engagement and detachment is prevalent among
palliative care professionals as a way of coping with emo-
tional demands and preventing grief [13, 23].

Numerous participants reported that they tended to
modify their feelings by displaying emotions that were
different from those they felt. For example, some noted
“wiping [their] face and showing a smiley face,” while oth-
ers suppressed their feelings to “become numb and move
on” in an attempt to display composure in the moment
and comply with institutional rules. Attempting to mod-
ify one’s felt emotions to match displayed emotions is
known as deep acting, whereas displaying fake, unfelt
emotions and suppressing one’s felt emotions indicates
a surface acting strategy [18]. The emotional strategies
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used by the participants in our study are similar to those
commonly used by healthcare professionals in different
care contexts [12]. Particularly in the NH context, emo-
tional labour is intensified by the long-term therapeutic
relationship, as the longer the therapeutic relationship
the more complicated the emotional labour [7, 15]. Par-
ticipants in our study shared that the stronger and the
closer the bond with the resident, the harder it was to
navigate the emotional labour associated with witness-
ing their suffering and providing them with end-of-life
care. Debates persist on the appropriate emotional dis-
tance to take when accompanying a resident with whom
the healthcare professional has formed a close bond. It
is noteworthy, however, that healthcare professionals
who try to convey caring while remaining emotionally
detached may experience increased emotional disso-
nance and potentially negative effects [23]. This phenom-
enon resonates particularly within the NH care context,
where professional boundaries are blurred and difficult to
respect [6].

Some participants in this study identified the impor-
tance of safe spaces where they can freely express their
emotions without faking and without feeling judged,
such as spending time informally with colleagues during
breaks or with relatives at home. Researchers classify this
as the backstage area of emotional expression, owing to
the lack of formal recognition and poor appreciation of
emotional labour in practice [42, 43]. Given the complex-
ity of emotional labour associated with providing pal-
liative and end-of-life care in NHs, scholars recommend
more strengthened, explicit, and structured backstage
areas to recognize the emotional needs of healthcare
professionals and support their emotional growth and
resilience [43]. Unfortunately, findings from our study
reiterate the inadequate support available in the NH con-
text for their mental and emotional wellbeing.

In a few instances, some participants in our study
allowed themselves to express naturally felt emotions.
The close bond they had formed with residents prompted
those who adopted the genuine manifestation of feel-
ings to view the resident’s death as a parallel of their own
loved one’s death; hence, they allowed themselves to react
accordingly. Some took a leave of absence to process
the grief, while others requested formal support as they
struggled to come to terms with the death of the resident.
Studies have shown that adopting naturally felt emotions
as an emotional labour strategy can protect healthcare
professionals from burnout, as it allows for authenticity
and empathy expressions in care [12]. Genuine emotions
have also been found to support nurses in the provision
of compassionate care and to inspire cooperation from
less-cooperative residents [6]. In our study, however, the
absence of a formal supportive space within the NH to
vent emotions discouraged the genuine expression of
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feelings. Even in the few NHs where opportunities for
emotional sharing existed through support groups and
psychologist interventions, the participants were reluc-
tant to take advantage of these opportunities. One possi-
ble explanation could be that openly expressing emotions
might be seen as a sign of weakness, incompetency, and
inability to respect professional boundaries. Yet, organ-
isational studies have shown that when grief and emo-
tional suffering are acknowledged and collectively shared
as a team, emotional distress is no longer perceived as
an individual weakness but rather a collective suffering
that requires collective measures to address. However,
this cultural shift is only possible when it is supported by
the institution through the provision of time, space, and
opportunity to debrief and grieve [44].

Unrecognized emotional labour undermines the wellbeing
of nursing home professionals

This study revealed that the emotions experienced by
professionals receive relatively little attention within the
NH context. This finding supports other studies that have
highlighted the invisible nature of the emotional labour
endured by healthcare professionals in end-of-life and
palliative care within NHs [7, 15]. Current institutional
rules reinforced by professional norms such as the self-
imposed emotional strategies used by healthcare pro-
fessionals implicitly discourage the open expression of
emotions and position genuine displays of emotion as
incompetence [6]. Considering the expression of emo-
tions as weak and a sign of a problem to be addressed
leads to emotional labour being unrecognized, profes-
sionally undervalued, and even discriminated against
[24]. This is deeply problematic, as unrecognized emo-
tional labour can lead to personal, professional, and
organisational negative outcomes.

The effect of emotional labour on a healthcare pro-
fessional varies depending on the frequency, intensity,
diversity, and length of the needed emotional displays as
well as the degree of emotional dissonance between the
emotions experienced and those anticipated [14]. Evi-
dence demonstrates that a constant mismatch between
felt feelings and displayed emotions leads to emo-
tional dissonance, an internal state of conflict that can
cause healthcare professionals to experience difficulty
in patient interactions, high levels of stress and burn-
out [12], emotional “estrangement” (p.443) [13], and
increased intention to leave [45]. Consistent with these
studies, participants in our study felt drained and worn
out by the emotional efforts associated with caring for
the dying residents. They experienced guilt and feelings
of powerlessness and failure, and a significant number
expressed their intention to leave the NH.

At the organisational level, studies have demonstrated
that poor patient outcomes and poor quality of care,
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including missing care opportunities and mistreat-
ing residents, are potential negative outcomes of emo-
tional exhaustion and unrecognized emotional labour,
as well as lower levels of staff recruitment and retention
[46]. In contrast, emerging evidence suggests that when
institutional expectations allow and support authen-
tic emotional expression, positive effects can result for
healthcare professionals, care recipients, and the health-
care system [12, 14].

Implications for policy, practice, and research

The findings from this study expand our understand-
ing of the complex emotional demands associated with
caring for dying residents in NHs. Caring for frail older
persons requires extensive time, effort, and mental and
physical energy, and it involves the interplay of physical
and emotional tasks and skills [13]. These findings rep-
resent a valuable contribution to the NH care system, a
system that has been predominated by instrumental-
focused care. The data highlights the need for a para-
digm shift toward valuing the emotional labour involved
in accompanying life and death in contexts that are not
palliative-care specialised. Upholding quality care along-
side the wellbeing of healthcare professionals requires an
organisational culture that does not separate instrumen-
tal acts from the emotional labour at the very heart of
the caring profession. Instead, it requires organisational
changes that result in emotional support seen as a col-
lective routine practice that strengthens the team rather
than as an individual responsibility and weakness. This
will allow NH professionals to regularly share their feel-
ings and emotions, leading to emotional openness and
acceptance [40].

Regular in-service training initiatives should be put
in place in NHs to equip healthcare professionals with
effective emotional management skills. In particular,
the nursing assistants and personal support workers in
our study appeared to be most affected by the negative
impact of emotional labour. These categories of profes-
sional groups require tailored training to help bridge
their skill gap. Capacity building approaches such as criti-
cal companionship have been proven to equip healthcare
professionals with skills on the effective use of emotions
in therapeutic relationships and to allow them to reflect
on the use of self in caring [19]. As a lack of institutional
support and peer support discourages emotional expres-
sion, NH settings should reinforce work environments in
which leadership, supervisor, and co-worker support are
an integral part of routine practices.

Structural deficiencies such as inadequate staff-
ing, heavy workloads, and competing tasks leave NH
healthcare professionals with inadequate time to pro-
vide optimal care. This underpins most of the challenges
healthcare professionals experience in the NH context
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and is a primary factor in the emotional burden they
experience when they fail to provide quality palliative
care to dying residents. There is a need to adapt resource
allocation to the complexity of providing palliative care
within NHs. Further studies are needed to design inter-
ventions that support emotional regulation while increas-
ing the resilience and emotional intelligence of healthcare
professionals in NHs.

A strength of our study was the use of individual and
focus groups interviews, which enabled a comprehensive
exploration of individual and group views on emotional
labour of NH professionals. Including professionals
involved in direct care and leaders, i.e. nurse and medi-
cal coordinators, enabled to capture a diverse set of expe-
riences and perspectives across professional categories
and roles. This study did not intend to establish the lev-
els of influence of factors such as professional category,
years of work experience, level of interaction with resi-
dents or settings characteristics on emotional labour and
strategies used. This may constitute the focus of future
research.

Conclusion

This study brought to the forefront the complex emo-
tional labour performed by NH professionals while car-
ing for residents requiring palliative care. The results
demonstrated that emotions are an undeniable part of
caring for frail and dying older persons in the context of
a home-like environment; however, current NH culture
discourages genuine emotional sharing and emphasizes
emotional suppression. Unrecognized emotions under-
mine the wellbeing of healthcare professionals, leading to
negative individual and organisational outcomes. Under-
standing and acknowledging the emotional labour of NH
professionals is critical to supporting their wellbeing,
resilience, and retention, and it ultimately may improve
the quality of care for dying residents. The stigma sur-
rounding the emotional labour of caring can be broken
by decision makers who design healthy workplace envi-
ronments that celebrate emotional transparency as a
strength as well as by each and every healthcare worker
who bravely displays their genuine emotions in hopes to
shape a new culture that fully acknowledges their human-
ity alongside their professional skills.
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