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How do nurses working in oncology and palliative care manage the 

complexities of negotiating futility and transitions to palliative care and the end of life?

Intro The Context
The transition to 

palliative care is a 
prominent clinical 

problem (G ott, Ingleton, Bennett, & 

G ardiner, 2011; Melvin & Oldham, 2009) 

Poorly negotiated 

transitions often result 
in acute patient and 

family suffering at an 

already challenging 

moment at the end of 

the life course(Anderson, Kools , & 

Lyndon, 2013; Back et al., 2009; Larkin, Dierckxde 
Casterle & Schotsmans , 2007)

Attempts to actualize the shift to 

palliative care can lead to significant 
resistance from patients and their 

families, who are often reluctant to 

give up hope of life prolongment (H ibbert 

et al., 2003; Zimmermann, 2007). 

These transitions conjure 

up difficult questions 
around patient tolerance 

for decreasingly worthwhile 

life-prolonging options (Niss im, 

G agliese, & Rodin, 2009) and the value and meanings  of 
life-enhancing palliative care (Daneault et al., 2004).  

Transitions to palliative care 
present a social problem 

given that their timing and 
character are often 

embedded in various 
personal and interpersonal 
discontents around futility, 

injustice, hope, and the limits 
of medical intervention

(Anderson et al., 2013; Broom, Kirby, Good, Wootton, & Adams, 2012; Zimmermann, 2007). 

Doctors can be resistant to 

initiating the transition to 
palliative care (e.g., Broom, Kirby, G ood, 

Wooton, & Adams, 2013; Melvin & Oldham, 2009) 

despite strong clinical 

evidence of the advantages 
(see, for example, Temel et al., 2010).

Fraught dynamics of the 

transition can in turn 
produce communication 

and professional–patient 

relationship difficulties 
(Arnold, 2011; H anratty et al., 2011). 

The ‘medical referral’ problem? A need for a focus on nursing

Nurses occupy precarious, yet 
centra l ,  interpersonal and 

interprofessional spaces that 
involve a negotiated order 
around sentimental work, 

providing them with both 
capi tal (privileged access) and 
burden (emotional suffering).

Li ttle research focused on 
how nurses interact with 

patients and families 
around issues of futility, 

hope, morta lity, and 

acceptance

(Ferrell and Coylem, 2002; Hibbert et al., 2003; McNamara, 2004; Lowey, 2008; Malloy et al., 2010; Tobin and Begley, 2008; Warnock et al., 2010; Costello, 2006; Kristjanson, 2005; Long-Sutehall et al., 2011; Zimmermann, 2007)  
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Diagnosis with a life-limiting condition

Referral to specialist palliative care 

(in-patient or community)

Death and post-bereavement care

(hospice or home)

Themes

Collusion

Disappointment and grief

Denial and disclosure

Trauma and refusal

Hope and uncertainty

Resilience and persistence

Hope and hopelessness

Loss of self

Burden of caring

Resentment and taboo

Grief and loss

Was the death ‘good 

enough’?

Did death go as we 

expected

Participants

Specialists (Onc and Pall)

Nurses (Onc and Pall)

Patents (in and out)

Carers (in and out)

Family Meetings (in)

Health professionals

Carers (3-9 months)

Health Professionals
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Nursing the ‘referral’ to palliative care

• In depth, semi-structured interviews with 20 nurses from 2 

Australian Hospitals in Brisbane (Australia).

• Participants came from a range of nursing specialties including: 

• medical oncology (2), 

• haematology (4), 

• general medicine (6), 

• radiation oncology (2), 

• supportive/palliative care (5), 

• neurosurgery (1); 

• ranks/seniority (junior = 3; mid = 14; senior = 3). 

• Interviews focused on nurses’ accounts of managing 

communication about futility, conversations about the 

transition to palliative care and the dying process more broadly.

Nursing views on their role in 

transitions to palliative care and 

representations therein

The ‘truth telling’ role
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The art of reassurance

Pride in the ‘best death’ we can have

The ‘patient advocate’ role
Seeing/feeling the opportunities

The art of ‘self protection’ Effective listening, and knowing what has (and has not) been heard
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Removing guilt, allowing death

@broomalex

• Important to know and document from nurses’ own 
perspectives the ‘work’ they do and skills they deploy

• To know what logics drive practices toward the end of 
life?

• How do they ‘sit’ with other stakeholders’ approaches?

• But also that provides us with a platform for examining 
what delimits or ‘structures’ nursing action? 

What does this data tell us?

Interprofessional

challenges around 

‘futility’ and transitions 

to palliative care

Conflicted messages and ‘active’ treatment

[A ‘teaser’ of the medical interviews]

• Alex: How do you see your col leagues dealing with these 

conversations [about end of life]?

• Specialist: I 've no idea, because we don’t often talk about i t. So 

because in fact in medical oncology we’re treaters, if you know 

what I  mean? We have treatment options, people come to us 

and say “what drug can you give me?” So we operate out of a  

di fferent framework. So do we s it down over a  few drinks and 

ta lk about that [end of life discussions]? No. What do we talk 

about? Cl inical trials, latest treatments, you know, how does i t 

apply to these patients? They’re the conversations that we 

have... [Medical Oncology]

[Refusing to ‘give up’]

• Specialist: I  don’t think I'm probably as , probably not referring 

people as early [to pa lliative care] as I  should, I ’m sure most 

people would probably wi llingly to accept that that's the case. 

• Alex: Why?

• Specialist: Again because of that issue; largely because they 

come for treatment, and a  lot of the time they’re not wi lling to 

accept that they, that they’re not going to have active 

treatment... [Medical Oncology]
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Lost in translation Back peddling and the ‘choice’ fallacy

Death denial, medical mastery and the costs for patients and nurses ‘Harassment’ and ‘persuasion’ as tactics

The ‘fine line’, and knowing (nursing) limits

@broomalex

• Their role as interlocutor as well as ‘reframer of futility’ positions them as critically important
agents within the negotiation of futility as well as reflecting the limitations of nursing power
within a persistent hospital division of labour

• The nurses were routinely presented with conflicts in philosophy - the need for palliative
care vs. the pursuit of decreasingly efficacious life-prolonging options.

• This negotiated order (cf. Svensson, 1996), on one level, worked.

• The nurses recounted intimate connections and reinserting the importance of patient
perspectives/desires into clinical pathways.

• However, they also at times were entrapped within a medical–nursing hierarchy whereby
they had awareness of the need for palliative clear, yet palliative status was not
forthcoming from a medical perspective.

Nursing capital, medical dominance 
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Managing emotions (including 

doctors and families)

@broomalex

• We asked: what types of work are being done at the point of transition to palliative 

care and what are the implications for various actors? 

• What emerged was nursing expertise as centered on accessing the backstage of the 

patient experience (i.e., “what i s really going on” and “how they are really coping”) 

to assess whether palliative care might be required and/or topicalised on the ward. 

• Nurses were expected (institutionally) to draw on nurse–patient intimacy to facilitate 

cl inical pathways, including establishing whether pa lliative care is required and 

informally explaining what palliative care i s.

The intimacy paradox

A focus on nurses and managing emotions

Managing ‘medical avoidance’
Informal conversations within nursing work

Managing meanings, and fears about ‘the lost cause’
Managing ‘the family’ (working the patient-family-doctor nexus)
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Collective emotions, conflicting demands Managing emotional impact of significant time spent…

@broomalex

• We asked: What are the implications of nurses orchestrating sentimental order within the ward?

• Reframing palliative care or “undoing” insensitive communication (Strauss et al., 1982, rectification work ).

• Supported vulnerable patients experiencing emotional breakdown (Strauss et al., 1982, composure work ).

• Reflects the role of nurses maintaining the sentimental order of the hospital - this comes with implication!

• Although sentimental work was core to their identities as nurses, the pressure to perform such tasks—as
well as the delegation of these tasks by doctors—was negatively connoted.

• Frequent accounts of personal struggles to resolve a professional and/or personal desire to care with both
the need for boundaries and the day-to-day stresses of managing time and clinical duties.

• As Strauss (1978) recognised, the order is thus reflective of a wider professional hierarchy (note: historical
gendered division of labor between nursing and medicine)

Nurses’ ‘responsibilities’ for (the) sentimental order

Reflections on the Realities of 

Nursing Labour

Life extending and life ending (all at once)

The ‘exceptional’ and the ‘ill-prepared’ nurse
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Caring as the ‘easy’ part Just ‘suck it up’: Challenges of support

@broomalex

• Highly complex achieving the necessary interpersonal intimacy while doing 
“technical nursing” and maintaining professional distance. 

• Somewhat paradoxically, interpersonal connectivity was seen as a resource 
and emotional distance as a professional skill. 

• In this way the special nursing–patient relationship and privileged access to 
patient experience concurrently represented organisation and professional 
capital and difficulty. 

• This also involved ensuring a sentimental order within the ward whereby 
emotions were kept at manageable levels for various stakeholders, including 
doctors, patients, and families.

• But what about nurses – was who is keeping it managea ble for them?

What does this data tell us?

@broomalex

• Their ‘work’ in this particular space had no formalised structure, organisational support or
presence in nursing education or training.

• It was intuitive, informal, tacit, undocumented work and in turn was often under-recognised
in terms of its importance (cf Wolf, 1989).

• Yet, this time-consuming and complex work was neither taught nor fostered in the context
of opportunities in everyday nursing work.

• While pathways to palliative care and the end of life depend heavily on this emotional work
and informal relations, the structures of contemporary nursing work and workplace
conditions work against these contributions.

Complex role, few support structures

@broomalex

• Nursing work in transitions to palliative care remain largely informal – need to recognise and formalise the 
contributions of nursing to these critical moments in care.

• It also positions them in a subordinate position while in some cases having superior insights into the
lifeworld of the patient and forms of suffering.

• Although a strength of nursing is clearly illustrated in these nurses’ accounts, the competing and sometimes
unrealistic demands being placed on nurses within this precarious, negotiated site of care offers
considerable potential for suffering.

• Yet again we see how the politics and practices of distinction, and role differentiations, offer cost and benefit
within a negotiated order in the nursing–medical relationship.

Summary


