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ABSTRACT

Background: Roles are relevant during the last stage of the life cycle, as at any other stage.
Awareness and an understanding of the dying role have the capacity to guide the process.
Lack thereof can impede good deaths and may have been in part responsible for the intense
and often futile interventions provided to many dying patients in the past.

Objective and design: We describe relevant aspects of role theory and recent scholarship
and then examine the dying role, describing three key elements: the practical element, which
involves concrete tasks of preparation; the relational element, which involves engaging with
others; and the personal element, which involves tasks that foster personal growth and fin-
ishing one’s life story. We also identify some barriers to and misuses of the dying role that
appear to limit productive engagement with it, and offer suggestions for how clinicians can
assist patients with the dying role.

Results and conclusion: The described elements of the dying role, and appreciation of how
to avoid barriers and facilitate its implementation, can help patients access the unique qual-
ity of life that can occur near the end of life.
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INTRODUCTION

A few days before she dies, a hospice pa-
tient says, “I don’t know what to do; I’ve
never died before.” Her daughter says, “Me
neither; I’ve never been with anyone dying
before.”

PEOPLE WHO HAVE TERMINAL ILLNESSES and their
families and community often lack experience

with death, which today occurs largely in insti-
tutions, and so they engage in the dying process
with a sense of uncertainty that goes beyond an-
ticipation of death or loss. Literary, performing,
and visual arts assume and portray how people
engage in the process of dying, and thereby por-
tray the roles of dying people and those around
them. Similarly, social scientists have conceptu-

alized death and dying in many works.4–11 Yet,
in recent decades, society at large has been re-
luctant to acknowledge matters of death and dy-
ing. Dying is inherently difficult and having lit-
tle experience related to any role that helps a
person to navigate the dying process presents a
needless additional handicap.12 Furthermore, if
for lack of a dying role, terminally ill people re-
main in a sick role, this may be responsible for
futile use of curative interventions and perhaps
for some needless expenditures.13–15 We are mo-
tivated to describe roles related to dying by the
expectation that awareness of and research on the
topic will foster better therapeutic interventions
that promote a good dying process. We focus here
on the role of the dying person, organizing the
paper into three parts. First, we review previous
writings on the dying role, sociological perspec-
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tives on death and dying, and role theories. Of
note, we acknowledge that there is debate about
whether there is one role or many, a rigid or fluid
role, or a spectrum of roles for dying. We do not
take a definitive position on this, because it is
awareness of rather than consensus on the mat-
ter that will foster the progress we seek. For sim-
plicity, we use the singular form, “dying role,”
and we use “subrole” rather than “component of
the role” to designate this complex set of options.
Second, we describe a model of the dying role by
articulating some of the key practical, relational,
and personal components that may comprise it.
Third, we identify barriers to and potential mis-
uses of the dying role. Finally, we comment on
how enhanced attention to the dying role may as-
sist clinicians in providing appropriate, quality
care for the dying.

BACKGROUND

Roles generally facilitate how people negotiate
life’s tasks.16 They offer “maps” that guide peo-
ple through their interactions and evaluations of
themselves.17 The dying role is a final role. Al-
though they are constructed within a social con-
text, roles appear to have an inherent nature. Peo-
ple do not need to study or articulate much to
have an instinctive understanding of and strong
feelings about roles, although some roles are bet-
ter supported by the culture than others. Key
roles should have a describable structure or set
of inherent features that allows a description of
an underlying model or template. In everyday
life, such templates apply fluidly, in combina-
tions with other roles and in varied circum-
stances. This combination of inherent nature, so-
cial construction, and individual and collective
application is as true for the dying role as for oth-
ers.8,18,19

Defining “role” is complex. Biddle20 defines
roles as “behaviors characteristic of persons in a
context.” Ferraro16 maintains that “[roles] pro-
vide normative guidance to a person [and] help
shape expectations of the life course as roles are
added and relinquished.” Roles also guide others
in how to respond. Similarly, when people fail to
accomplish role behaviors, they may experience
social disapproval and feelings of insecurity.
Shaw and Constanzo21 as well as Heiss22 also de-
scribe roles in terms of functions and expecta-
tions, noting that although expectations originate

from multiple sources (including society), it is the
individual’s own expectations that most directly
influence his or her behavior. Heiss refers to a role
“repertoire” as the constellation of all the role and
sub-roles of a particular person. Subroles denote
different expected functions and behavior for dif-
ferent settings. Others emphasize the interpreta-
tion and negotiation of roles.23,24 In keeping with
this thinking, Lopata25 argues that role expecta-
tions are negotiated between an individual and
his or her social circle.

Ferraro16 describes how role theorists have
shifted from a problem-focused emphasis to a
more dynamic view of roles that incorporates a
life course perspective. This view takes into ac-
count the timing, social supports, previous cop-
ing styles, culture, history, and antecedents and
consequences involved with role transitions. To-
day role theorists place greater emphasis on peo-
ple’s resilience and capacity to compensate for
losses, including later in life, than they did in their
earlier writings. For example, Baltes and Baltes26

argue that contrary to previous stereotypes and
assumptions, older adults are resourceful, adapt
well to change and, most importantly, evidence
tremendous variability in their adjustment to
roles and role transitions. Similarly, in her study
of caregivers, Moen27 found that the timing, du-
ration and contextual features of a role were im-
portant.

Psychologists also emphasize life stages. Erik-
son’s well-known stages of psychosocial devel-
opment, for instance, include the stage of matu-
rity late in life, in which people strive to achieve
ego-integrity as they review their lives, make
sense of their experiences and pass on their learn-
ing.28 Recently Knight and Emanuel,29,30 in keep-
ing with Byock, have described how dying peo-
ple can also achieve life cycle-specific adaptation
and creative growth. These stages can be under-
stood as contributors to life cycle-related roles.

Parsons4 postulated a sick role, which he
viewed as a deviant but necessary role, that pre-
served the stability of social organizations. Par-
sons also suggested that the sick role offered peo-
ple certain rights, such as time off from their daily
responsibilities and from other forms of account-
ability especially with regard to their medical
conditions. Parsons perceived the sick role as a
temporary role from which people would exit
once they recovered from their illnesses. Several
scholars now argue for a dying role that is dis-
tinct from a sick role that takes into account peo-
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ple suffering from illnesses from which they will
never recover.31–33 Parker-Oliver,33 who cogently
critiqued the sick role, proposed a dying role that
she asserts emerges when physicians, the “gate-
keepers” to entry into a dying role, diagnose a
person with a chronic or terminal illness. Ac-
cording to Parker-Oliver,33 when physicians re-
fer people to hospices, patients officially enter the
dying role because in hospices the focus is on
comfort rather than cure. Seale8 argues that pro-
tracted deaths from cancer and other chronic ill-
nesses, along with inevitable awareness of dying
during these situations, have contributed to the
recreation of a modern dying role. Field19 simi-
larly argues that a “modern role of dying” is
emerging and will become increasingly impor-
tant as people die from chronic illnesses such as
cancer. Seale34 also notes that compared to pre-
vious decades, people now can participate more
actively with death through hospice care, a return
to enactment of death rituals, and relevant tele-
vision and news coverage. Glaser and Strauss5,35

documented the benefits of death awareness and
described how people often reach closure before
death by writing letters, planning legacies, and
reconciling with others.

Awareness of the dying role can contribute to
the way practitioners care for the dying. We il-
lustrate this point with the case of Mr. S. This is
a true case contributed by the first author, dei-
dentified for purposes of patient confidentiality.

Mr. S. had given up fighting his disease, had
become deeply despondent and felt that it
was time to “be a portrait on the wall.”
When it was suggested to him that he had
important work to do by showing his grand-
son “how a real man dies,” his mood lifted
and he set about passing on family stories
and wisdom to his grandson and tried to
make sure all concerned had what he could
offer them before he died. When this elderly
man had no sense of what role was left for
him, he was downhearted and inclined to

give up; after he had expectations to aspire
to, he became purposeful about engaging
the role of dying well. Entry into the role,
however, was prompted by and negotiated
with those around him; it required adapta-
tion and integration into his life course roles
of parent and grandparent.

A MODEL OF THE DYING ROLE

In her seminal work on care for the dying, pi-
oneer of the modern hospice movement, Saun-
ders36 identified the four major domains of a per-
son’s experience near the end of life as: physical,
mental, social, and spiritual. This concept has
since been validated in the broad sense that oth-
ers have also found that a person’s dying experi-
ence comprises all major aspects of a person’s
life.14,37–41 The domains appear to influence one
another.42,43 We therefore describe the dying role
as comprising similarly comprehensive and in-
teractive yet distinguishable domains: practical
(physical and logistical), relational (social), and
personal (psychological and existential) domains.
These domains are depicted in Table 1, and are
further illustrated below.

In keeping with role theory and recent schol-
arship on the dying role, and in that the dying
role is taken on from within the context of his-
torical, social and individual influences, we see
the functions and expectations in each domain as
having the capacity to vary; we also see that ex-
perience in each domain might have significance
for and influence on each other domain, so in this
sense they are fluid.42,43 The present model de-
scribes features of the dying role in contemporary
America.

Practical features of the dying role

By “practical” we mean to denote both physi-
cal–medical and logistical features. Medical care
was defined during the course of the mid-twen-
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TABLE 1. KEY FEATURES OF THE DYING ROLE

Practical tasks Relational tasks Personal tasks

Financial legacy Coexistence with other roles Adjustment to loss
End-of-life planning Teaching the dying role Reaching closure
Caring for dependents Passing the mantle Existential tasks
Last good-byes Giving permission Final growth phase

Placing a legacy capstone Last rites of passage
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tieth century by the assumption that the goal was
to cure or at least prolong life. For much of mod-
ern medicine, that is still the case. However, for
the person who has entered the dying role, the
assumption is that the goal of care is quality of
life within the constraints of inevitable disease
progression and death. Since the rise of the hos-
pice and palliative care movement in recent
decades, physical care for the dying focuses on
symptom control so that physical limitations and
suffering are minimized and other aspects of the
dying role can proceed. Interventions that are
aimed at cure are no longer relevant. Both the pa-
tient and the patient’s close circle of family and
friends as well as the professional care team are
encouraged by the expectations of the dying role
to select appropriate goals of physical care. This
usually has considerable practical manifestations,
such as moving the site of care to home, and/or
selecting medical interventions that have mini-
mal invasiveness or associated discomfort.

Logistical features of the dying role are char-
acterized by the person’s desire to make
arrangements for his or her expected demise. The
person who enters the dying role usually wants
to make sure that his or her estate or will is in or-
der, including any material gifts and financial
legacy. The person in the dying role will likely
also make practical arrangements for care of any
dependents. Roughly half of people with termi-
nal illnesses have participated in this kind of es-
tate planning.44

A related task involves creation of plans for
medical care in case of decisional incapacity. A
person who expects to die soon often under-
stands that the predeath phases may entail an in-
ability to make or communicate decisions. He or
she therefore may try to assist those who will pro-
vide care by giving advance directives for such
circumstances by discussing the matter, writing
a letter or completing an advance directive for
healthcare (living will). Some also prepare for
their postdeath memorial service and make deci-
sions about cremation, burial options, and funer-
als and memorial services.

Relational features of the dying role

Dying roles coexist with other characteristic
roles that relate to the dying role. The person in
the dying role relates, sometimes intensely, to
those in related roles. Other roles include the
caregiver role, the marital role, the parental role,

and the child role, as well as, eventually, the be-
reavement role.

One component of a subrole for the dying role
is related to that of the wise elder who provides
guidance and teaching. The teaching is, however,
specific to the journey of dying and is often di-
rected to those in related roles. One dying person
who took this subrole seriously left her teaching
on a website to maximize its reach.45 After dis-
covering that she had serious, aggressive cancer,
Kit went to her meditation group where, in ad-
dition to meditating, she taught other members
of the group about her understandings on dying.
One member commented:

This group and the things we’re talking
about are really helpful to me and I’ve
learned a lot from the work we’re doing here
and from your attitude. I mean, just the idea
of what you said—that you see yourself now
on the journey of dying—that’s a very pos-
itive way to look at it. I think all this has
helped me to be a little more comfortable
with my own mortality.

Another subrole has to do with “passing the
mantle.” Often in a communication that involves
symbolic acts, the person in the dying role passes
other key roles that he or she has held to another
person. For instance, a mother for whom cooking
has symbolized nurturance and the parenting
role may give her recipe collection to her children
or other family members. In some cultures, peo-
ple who expect to die soon create an ethical will
or statement of values for their successors.46 In
many cultures, it is traditional for a dying parent
or leader to bless his or her children or commu-
nity members. Perhaps this blessing will entail
identification of an heir apparent, or perhaps it
will set out a projected direction to pursue or de-
scribe a person’s situation in the grander scheme
of life. Blessings can be a routine part of many
cultures; the unique features of a blessing by a
person in the dying role is that he or she expects
it to be the last and most permanent blessing that
endures beyond his or her life, and the recipient
usually expects the same.

A related subrole has to do with permission-
or instruction-giving. People who are dying often
realize that those who are left behind should and
must continue living. Parents, in particular, char-
acteristically want their children to know that it
is okay and important to continue living fully af-
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ter they are gone. They want their children to be
happy and fulfilled. Pat’s assumption of this sub-
role illustrates this:

Pat’s husband was diagnosed with leukemia
while they were in the prime of their lives,
and still had four young children at home.
In his final days as he lay in his hospital bed,
he told his wife that it was okay to move on.
He gave her permission to marry again, told
her that she was an excellent mother, and
would need to be there for the children.47

Reciprocal subroles of permission giver exist
for the caregiver, who may tell a dying person
that it is okay to die and assure them that they
will be all right after the dying person is gone.

Yet another subrole is closely related to per-
sonal aspects of the dying role and it has to do
with finalizing a life story or legacy. People often
devote much of their life’s efforts to making an
impact that will last beyond their death, whether
through the existence of their children, people
that they have influenced, the social institutions
where they have worked, or items they have pro-
duced (such as books, art work or craft items,
things or innovations, policies or laws). People of-
ten have a compelling need to “write the last
chapter” of their life work; they may need to fin-
ish a project, or receive a public acknowledge-
ment or participate in a meaningful life cycle
event in a friend’s or family member’s life. In the
last instance, this is sometimes a birth or gradu-
ation or wedding. This finalization of a life story
or legacy often has great impact on the person in
the dying role, who may seem to be “ready to
die” when that job is done, and who may equally
seem to hang on to life beyond all expectations
and with inspiring tenacity if the event has oc-
curred.

The relational components of the dying role in-
clude characteristic patterns of negotiated transi-
tions, especially in relationship to the coexisting
roles. For instance, when the sick person transi-
tions from the sick to the dying role, the patient
or family members who are not emotionally
ready for the transition may be resistant and con-
flict may occur with those who are ready to start
enacting the role or coexisting roles that imply ac-
ceptance of death. Even for those who are ready,
negotiations tend to occur over who takes which
aspects of the caregiver roles now. For instance,
the wife of a sick man may “move over” to allow

more presence from the son who is a pastor and
has had spiritual leadership within the family or
for another sibling who needs to settle issues be-
fore it is too late. However, such a transition may
not be easy for yet another sibling who, say, also
needs a meaningful role and cannot find one. Ne-
gotiations also often pick up around this time
over who is in line to take which of the social roles
that may be open when the dying person is gone.

The relational features of the dying role often
entail demanding tasks. The person who is able
to enter the dying role before illness interrupts
their capacity to relate is able to accomplish these
relationship tasks with the advantage of time and
awareness.

Personal features of the dying role

Finally, the personal components of the dying
role contribute to a person’s self-definition (i.e.,
his or her identity). That is, the dying role carries
with it a kind of awareness of its modification to
self. It facilitates an understanding of important
experiences about who the person is and how dy-
ing affects or informs that identity; it does so
within a framework that provides prescriptive
guidance, informing expectations, social norms,
and a sense of social acceptance if the role is ful-
filled. Entry into the dying role is often accom-
panied by profoundly meaningful personal
events that are transforming. People with life-
shortening illnesses typically face a series of deep
losses that begins with the loss of their future and
progresses to include physical, social, and some-
times cognitive losses. The dying role carries ex-
pectations that the dying person will have aware-
ness of dying-related losses and will engage in
adjustments to those losses. With each loss and
each adaptation to that loss, the meaning of what
has been lost and its place in the person’s iden-
tity can be integrated.29

Most widely recognized, perhaps, is the task or
job of reaching some kind of closure or settling
with people with whom the dying person has
meaningful relationships or with people with
whom they have unfinished business. One in-
stance of this is provided by a woman named
Suzanne.48

After being told that she only had 6 weeks
to live, Suzanne began to reach out to fam-
ily members with whom she had difficult re-
lationships. She called all of her children and
grandchildren to make any necessary apolo-

THE DYING ROLE 163

D
ow

nl
oa

de
d 

by
 U

ni
ve

rs
ity

 o
f 

C
hi

ca
go

 p
ac

ka
ge

 f
ro

m
 w

w
w

.li
eb

er
tp

ub
.c

om
 a

t 0
2/

25
/2

0.
 F

or
 p

er
so

na
l u

se
 o

nl
y.

 



gies, offer forgiveness, and say her good-
byes. In the last weeks of her life, she
reached out to siblings. Their abusive up-
bringing had left everyone embittered, and
they had lost all contact. She gathered them
all around her to talk and reconcile. Suzanne
was surrounded with family on her final
day. Her illness had brought them all to-
gether.

Possibly the tendency to engage in a review of
one’s life when one expects it to end shortly
prompts participants to settle outstanding issues
that come up in the review. Ioline’s story illus-
trates such a process.49 A 36-year-old musician
and former prostitute with acquired immune de-
ficiency syndrome (AIDS), Ioline shares how she
reviewed her life.

It’s funny—when you are dying you think
about incidents in your life in a different
way. [ . . . ] Since I learned I have AIDS [ . . .]
I’ve thought about my life [ . . . ] Just facing
your mortality triggers something, and it
causes you to start thinking in a different
way.

Dying is, by definition, an existential matter.
On a personal level, entering the dying role ne-
cessitates engagement with the existential ques-
tions of mortality. For many people, even for
those who hold steadfast beliefs and use well-es-
tablished frameworks of understanding, this
means revisiting assumptions. For many this
means bolstering or creating a framework that
feels adequate to the challenge of dying. For Kit
(also quoted above), a woman dying of cancer,
searching for a way to conceptualize what it
would mean to no longer exist in her present state
was important.

The Eastern beliefs I’m studying say I will find
my place in the universe and that I will con-
tinue to be part of life in some way. Judaism
tells me I will rest in proximity to God. I don’t
know exactly what these ideas mean but I do
want to believe them with all my heart. And
some days I do. Some days, when I’m to-
gether, I can almost feel a kind of excitement
to think these things might be true.

Perhaps as a result of these two spheres of en-
gagement, namely, reaching closure and existen-

tial awareness, people in the dying role often
seem to enter a characteristic final growth
phase.30 Even when people are close to death,
personal growth may continue. The story of Dou-
glas illustrates such growth:

Douglas was an ex-army sergeant [who]
would yell at his doctor [ . . . ], belittle his
wife [ . . . ], and call his son lazy [ . . . ] Then
Douglas began to change[ . . . ] He apolo-
gized to his doctor for all the angry words 
[ . . . ] Douglas was able to return home,
where [h]e and his wife began to share their
favorite memories of their life together. He
got along with his son and repaired his re-
lationship with his estranged father, saying
it was because he had “grown up” while he
was in the hospital.30

Depending on a person’s tradition, there may
be a last job to accomplish—often by the dying
person—namely, to make a last statement of com-
mitment. For some, this involves taking the last
rites or saying the last prayers assigned by their
tradition for the dying. These last acts can serve
to connect the survivors to the person who is dy-
ing in that they may feel affirmed in a commit-
ment to their common values.

COMMON BARRIERS 
TO THE DYING ROLE

Social acceptance of a role usually entails the
creation of norms and institutionalized expecta-
tions that facilitate the functions of that role. Since
roles are socially constructed and individually
negotiated as well as inherently intuited, the
norms associated with it are also negotiated. In
the same way that social acceptance of a role en-
tails facilitation of its enactment, social disincli-
nation fosters barriers to the role. Here we pro-
vide examples of barriers that are still prevalent
and can interfere with people’s successful partic-
ipation in a dying role (Table 2).

Lack of death awareness

Death awareness is an essential condition for
entry into the dying role, according to Seale.8

Some diseases, such as cancer, are more amenable
to the experience of a dying role than others.
When people die suddenly and unexpectedly,

EMANUEL ET AL.164

D
ow

nl
oa

de
d 

by
 U

ni
ve

rs
ity

 o
f 

C
hi

ca
go

 p
ac

ka
ge

 f
ro

m
 w

w
w

.li
eb

er
tp

ub
.c

om
 a

t 0
2/

25
/2

0.
 F

or
 p

er
so

na
l u

se
 o

nl
y.

 



death awareness is typically impossible. Demen-
tia may also hinder death awareness and entry
into the dying role. Health professionals, family
members, and dying persons who do not ac-
knowledge death may hinder death awareness
and futile interventions may be tried. Cultural
factors also can affect the dying role. For exam-
ple, in some countries (such as Japan) health pro-
fessionals and family members are more inclined
to avoid open discussions about dying.8,50

Lack of access to hospice or palliative care

People dying in a setting that makes little ac-
commodation for those who are doing the work of
dying, perhaps an intensive care unit or busy hos-
pital ward or perhaps in the case of a disenfran-
chised person with sparse support relationships,
may have a difficult time entering and benefiting
from that role.51 Care that facilitates the role is char-
acteristically provided by hospice or palliative care
team. The absence of those services can present a
barrier to accessing the dying role.52 To ensure ac-
cess, hospice and palliative care services need to
accommodate the full socio-demographic and ill-
ness diversity of the terminally ill population so
that none feel disenfranchised.53,54

Poor symptom control, lack of whole-person care

A related common barrier is poor symptom
control. Physical suffering consumes the focus of
both the patient and the family so that the work
of the dying role may be difficult to accomplish.
Poor symptom control can lead a person to seek
an accelerated dying process, and thus lose the
chance for all the benefits of the dying role. Con-
sider Ms. Wein, a 53-year-old woman who was
dying of ovarian cancer.55

Ms. Wein commented, “My symptoms had
taken over my life. I wanted to die. Death
had to be better than feeling sick.” After Ms.
Wein was moved to the care of hospice, she

found that she was finally able to sleep and
rest. Medications were able to control her
nausea, vomiting, and depression. Finally
she was able to have discussions with her
family and friends, and was able to share
what she wanted to do with her remaining
days.

Symptom control involves more than the phys-
ical dimension. Lack of attention to the manifes-
tations of illness in the psychological, social and
spiritual domains diminishes the person and tac-
itly supports non-acknowledgment of the dying
role and all that it entails.56

Inadequate knowledge, skills

Ignorance on the part of the professional care-
giver or family members of what is needed for a
successful dying role is yet another barrier.
Knowledge of the relevant culture may be inad-
equate.51 Most cultures have rituals, explanatory
models, sayings, writings, and community ex-
pectations that can be a great help to those who
subscribe to them. Given the existential nature of
death, cultural competence in this situation is in-
extricably linked with something that might be
called spiritual competence. Each person,
whether from a humanist, monotheistic, eastern,
or any other tradition, comes with a set of as-
sumptions and will likely seek or need spiritual
resources during this time. Cultural and spiritual
competence, as it pertains to dying, within the
care team is important in facilitating these fea-
tures in the dying role.

Part of this competence requires the profes-
sional’s own existential maturity. Prigerson57

found that providers who “accept death” are
much more likely to disclose a patient’s terminal
diagnosis. This disclosure is vital to a patient who
is attempting to acknowledge his or her own
death and it also increases the likelihood that the
patient will receive palliative care. Clinical skills
in helping the patient and family move from the
sick to the dying role by helping them to select
goals for care that are appropriate to their prog-
nosis are also essential.

MISUSES OF THE DYING ROLE

Most roles have the potential for misuse. For
instance, a person in the role of parent can mis-
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TABLE 2. BARRIERS TO ENTERING THE DYING ROLE

Lack of death awareness
Cultural barriers
Lack of access to hospice or palliative care
Poor symptom control
Inadequate knowledge
Situational barriers
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use that socially sanctioned position to engage in
unacceptable behaviors, as can a teacher, and so
on. The dying role also has hazards.

One hazard is the imposition of a normative
“good death” on all dying patients. Just as for any
role in life there is not one rigid mold that is sat-
isfactory for all, there is not one for dying, and
stereotypes should be resisted.57 For instance,
most need to reach resolution in relationships,
but some differences remain of ultimate impor-
tance to people and they may need to die with
those differences intact. In general, although a
template or model of the dying role seems to be
relevant to all, the engagement of that role is
widely divergent.

Additional hazards of the dying role may en-
tail timing, manipulation, or devaluation. A per-
son can enter the dying role prematurely, or be
persuaded to enter it prematurely. A person in
the dying role can exploit the privileges of the
role, leaving those around him or her with a
legacy of guilt or overburdening them with un-
necessary work. A dying person can be need-
lessly stripped of other roles and may be deval-
ued personally or by society. Another potential
misuse involves the inappropriate imposition of
obligations of the dying role; people should not
be made to feel overly obliged to engage in the
above mentioned tasks of dying in a fashion that
feels in-authentic to them.

An important problem might be perceived fail-
ure in the dying role. The dying person, the care-
giver, or others in role-relation to the dying per-
son may not perform the tasks or conform to the
behaviors associated with the role. Among role-
related failures, this one is marked by the fact that
it is impossible to reverse and, for this reason, it
is especially important to be flexible about what
constitutes acceptability. Perceived failure in the
role may occur if there is a disparity in expecta-
tions among the parties or if there is such dis-
comfort with a role that it causes its own type of
suffering. Ideally, a better understanding of the
nature of the dying role will allow better delin-
eation and, therefore, redress of its misuses.

IMPLICATIONS FOR CLINICIANS 
AND THEIR PATIENTS AND FAMILIES

Clinicians are in a unique position to help pa-
tients and caregivers find their most suitable and

helpful role. Patients and families who are en-
couraged to hope for cure will likely retain the
expectations of the sick role rather than the dy-
ing role and may seek futile interventions, many
of which cause suffering and are costly.58,59

Clinicians should present relevant information
about the patient’s condition and should work
with patients and families to negotiate realistic
goals for care. Various other members of a clini-
cal interdisciplinary team, such as a social
worker, counselor, nurse’s aide, or pastor, may
help a person with other tasks associated with the
dying role—tasks of adjusting to lost dreams and
lost physical capacities and lost social roles, or
tasks of engaging in the final growth phase or last
rites of passage. All these facilitations with role
related tasks are easier if the clinician has a clear
sense for what the tasks tend to be and when they
tend to be relevant. To assist this clarity among
clinicians, medical education texts and programs
can include descriptions of the dying role in their
materials. Clinicians who have a full sense of the
importance of the role can provide informational
materials (brochures, worksheets, websites, etc.),
offer public talks, and make referrals to related
services such as support groups that include a fo-
cus on the tasks, and so forth.

Also important, clinicians are in a unique po-
sition to minimize barriers to entering the role
and to minimize misuses of the role. For instance,
clinicians can help optimize access to hospice and
palliative care by making timely referrals or call-
ing for timely consults. It should be a priority for
clinicians to be competent to and to actually de-
liver excellent symptom control and the psy-
chosocial aspects of comprehensive care. Clini-
cians should also address any relevant gap in
knowledge, or any situational barrier such as a
local medical culture where aggressive interven-
tion has taken over in the patient’s care plan as
an automatic expectation. Similarly, clinicians can
preempt and redress misuses of the role when
they detect it. Competent management of prog-
nostic information should prevent a person en-
tering the role prematurely. Alternatively, for the
patient with a clearly limited prognosis, the clin-
ician can encourage the person to realize the ben-
efit of engaging in the tasks of dying. Similarly,
clinicians can foster the social endorsement of the
dying role, for instance, by making it clear to col-
leagues that reducing attention to a dying person
is not an option for the clinical team.
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CONCLUSION

In conclusion, we are persuaded that roles are
as relevant during the last stage of the life cycle
as at any other stage. Because an understanding
of the dying role, like other roles, has the capac-
ity to guide and foster a good engagement in the
process, we believe that it needs to be part of the
conscious understanding that clinicians have so
that they can impart the benefits of this role to
patients and families. Lack of awareness of a dy-
ing role impedes good deaths and needlessly fails
to ameliorate the psychosocial suffering of dying
and bereaved people.

Toward the end of helping to redress its ab-
sence, we have reexamined the dying role and
have identified three of its key elements. The
practical element involves the management of
physical aspects of illness and the concrete tasks
of preparation for death. The relational element
involves engaging with others as sub-roles are en-
acted and transitions are accomplished. The per-
sonal element involves tasks that foster personal
growth, coming to terms and leaving those who
will be bereaved with as much resilience as pos-
sible. Also toward the end of increasing the
healthy integration of the dying role among other
roles in society, we have identified some of the
barriers that appear to stand between the present
state of affairs and that goal.

While the position we have taken and the
model we have proposed is grounded in role the-
ory and in the practice of and scholarship from
hospice and palliative care, further research is
necessary to either validate or adjust the model
and to develop tested methods to assist people
with an optimal engagement with the role.
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