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Abstract 

 

Gendered Emotion Work Around Illness and Injury 

 

 

Mieke Beth Thomeer, MA 

The University of Texas at Austin, 2010 

 

Supervisor:  Debra Umberson 

 

Abstract: This paper brings together theoretical work on gender, caregiving, and illness to 

investigate emotion work performed in response to a spouse’s physical illness. We 

analyzed qualitative in-depth interview data with 36 individuals in 18 long-term 

heterosexual marriages (N=36) wherein one or both spouses experienced illness. Findings 

indicated that men and women performed, received, and interpreted their emotion work 

in gendered ways. Women with an ill spouse performed emotion work more often than 

men. Women who were ill themselves often performed emotion work to relieve the 

burden on their spouse—a dynamic not found among men who were ill. When women 

performed emotion work, they constructed this work as a natural propensity. Men who 

did not perform emotion work constructed themselves as protective and problem-solving. 

These findings point to underlying intra- and inter-personal processes that may help to 

explain why women experience higher levels of caregiver burden and depression than do 

men. 
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INTRODUCTION 

The provision of emotion work—work done to foster one’s own or other 

individuals’ positive emotional states—is a central dynamic in marriage (Erickson 1993, 

2005; Hochschild 1983).  Emotion work was first studied in the context of the workplace; 

however, emotion work in the context of unpaid work done in the home (i.e., house work, 

child care) is now a popular topic of research (Erickson 1993). Recent research suggests 

that women are the primary providers of emotion work within marriage (Eichler and 

Albanese 2007; Erickson 2005; Pfeffer 2010), emotion work is a key factor in 

understanding the persistent gendered division of housework and child care in the family 

(Erickson 2005), and gender imbalance in emotion work negatively affects women’s 

mental health (Strazdins and Broom 2004). Emotion work may be particularly salient 

during times of stress, such as an illness or injury (Clarke 2005, 2006), though we were 

not able to locate any studies that have analyzed emotion work as a key element of 

gender differences in response to health problems within marriage.  

We integrate theoretical work on gender, caregiving, illness, and emotion work to 

guide an analysis of emotion work processes during periods of illness. Specifically, we 

examine how the physical illness of one or both spouses in a long-term marriage (7 years 

or longer) affects the performance, response, and interpretation of emotion work by 

husbands and wives. We pay particular attention to the gendered dynamics of emotion 

work around illness. We ask four interconnected questions: (a) Who does and does not 

perform emotion work? (b) Who acknowledges the performance of emotion work?  (c) 

How is emotion work performed? (d) Why is emotion work performed (or not) in 

response to a partner’s illness/injury? Erickson found that “including emotion work in 
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studies of household labor provides new insights into the gendered meaning and 

allocation of family work tasks” (2005, pp. 347-8). We argue that examining emotion 

work in the context of illness can provide insights into gender differences in the meaning 

and performance of illness and caregiving. Moreover, our study of both partners in 

married couples allows us to understand how emotion work is performed and received by 

the healthy and ill/injured spouse. In the present study, we use the term, “healthy spouse,” 

to indicate the partner who was not experiencing illness or injury and “ill spouse” to 

describe the spouse who experienced illness or injury. These terms do not imply that one 

partner was often ill or injured while the other did not experience any health problems 

throughout the relationship. In fact, in most marriages, each partner experiences periods 

of illness or injury that may elicit emotion work from the unimpaired spouse. Also, for 

ease of discussion, we refer to both illness and injury as “illness.”  

GENDERED EMOTION WORK 

Emotional support in the family was traditionally categorized as an aspect of 

family intimacy, though we, in congruence with recent research, conceptualize this 

emotional support as unpaid work in the family, specifically as emotion work (Erickson 

1993). In the context of heterosexual marriage, emotion work is a gendered phenomenon 

wherein women perform more emotion work than men (Duncombe and Marsden 1993; 

Eichler and Albanese 2007; Erickson 2005; James 1989; Pfeffer 2010). Some studies 

suggest that women may experience psychological distress due to this unequal division 

and the greater burden of emotion work (Strazdins and Broom 2004). Duncombe and 

Marsden (1993) showed that women are more likely than men to do emotion work in an 

effort to modify their husbands’ and their own emotions in order to maintain marital 

harmony. For example, several women in their study discussed accommodating to lower 
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levels of intimacy than they originally desired in order to avoid conflict and maintain 

peace. This is not to argue that men are emotionally “hollow,” simply that they do less 

emotion work than women and with different intentions (Duncombe and Marsden 1998). 

Other studies indicated that men do perform emotion work, though men often believe 

their own emotion work is largely unsuccessful as they find it difficult to control their 

own emotions or to recognize their wives’ emotions and they still expect women to do 

most of the emotion work at home (Cohen 1990; Weiss 1990).  

Scholars primarily rely on gender relations theory to explain why these gender 

differences in emotion work persist (Emslie et al. 2009; Erickson 2005; Minnotte et al. 

2007; Pfeffer 2010). According to gender relations theory, gender is not fixed but is an 

active project constructed through interactions and institutions, and this construction is 

internalized by individuals and affects the entire social order (Connell 2005; Ferree 1990; 

West and Zimmerman 1987). Connell (2005) described hegemonic masculinity, the 

culturally defined ideal of how men should behave, in opposition to emphasized 

femininity, the defined ideal of women accommodating to men’s interests and desires 

(Connell 2005). Masculinities and femininities are ongoing gender projects, and one key 

site of their construction is heterosexual marriage through the symbolic and structural 

divisions of labor (Ferree 1990). In marriage, men are often viewed as rational problem-

solvers with high agency, as opposed to women who are emotional nurturers who are 

adept at communion (Carroll and Campbell 2008; Cheng 1999; Spence 1984).  

Using a gender relations framework, emotion work is not performed differently 

by men and women because women are innately more adept at handling emotions than 

men. Rather, emotion work is done (or not done) as part of the overall gender 

construction project. For example, women are expected to be more responsible for the 
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emotional well-being of the family than men, and in turn they perform femininity in ways 

that include emotion work in order to be “good” wives (Duncombe and Marsden 1998). 

Discourses of masculinity are culturally constructed in opposition to femininity; thus, in 

the context of marriage, men are expected to behave differently than women. This 

typically means a lack of perceived capability for performing emotion work (Connell 

2005). Erickson (2005) used the gender relations framework to argue that a focus on 

emotion work allows scholars to more fully understand the gendered division of 

housework and child care. A gender relations approach provides a framework in the 

present study to understand how and why men and women perform emotion work in the 

context of illness.   

Gendered Emotion Work by the Healthy Spouse 

Illness can create stress for both the healthy and the ill spouse (Hagedoorn et al. 

2008), and emotion work by both partners—typified by controlling their own emotions 

and emotionally supporting their spouse—is associated with lower levels of 

psychological distress and higher marital quality for both partners (Kleiboer et al. 2006; 

Schulz and Schwarzer 2004; Wright and Aquilino 1998). Studies around illness in 

married couples often focus exclusively on care provided by healthy spouses and 

narrowly define care to include only instrumental acts of care, such as financial 

assistance, transportation, and help with activities of daily living. Under this definition, 

there is no gender difference in the number of care tasks men and women do for their 

spouse, as Pinquart and Sörenson (2006) showed in their meta-analysis of 229 studies on 

gender differences in caregiving. These studies neglected the emotional component of 

caregiving (e.g., providing comfort and nurturance) which may be equally important as a 

worksite for individuals (Clarke 2006; James 1992; Fisher and Tronto 1990). Yet few 
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studies have examined whether there are gender differences in the emotional component 

of caregiving (see Emslie et al. 2009 for exception).  

 Drawing on gender relations theory and examining studies that looked at gender 

differences in styles of caregiving offers reason to expect gender inequality in the 

performance of emotion work as part of caregiving. In the gender relations theory 

framework, a spouse’s illness may disrupt or reaffirm performances of masculinity and 

femininity in ways that either inhibit or encourage emotion work (Gray et al. 2002; Sulik 

2007; Ussher and Sandoval 2008). Previous studies have found that women’s caregiving 

and emotion work for ill husbands is often viewed as “natural,” thus it is commonly taken 

for granted as it reaffirms her femininity (Collins and Jones 1998; Emslie et al. 2009; 

Sulik 2007; Ussher and Sandoval 2008). The discourse of “intensive mothering,” 

dictating that women should not be selfish but should be selfless caregivers of their 

spouse as well as their children, is particularly strong (Hays 1997; Lafrance 2009; 

O’Reilly 2004; Ussher and Sandoval 2008). This discourse may lead women to conceal 

any distress that they feel around caring for an ill husband. Additionally, this discourse of 

natural intensive caring is highly compatible with emotion work, both through the woman 

being emotionally supportive of her ill husband and in obscuring her own emotional 

distress (Lafrance 2009; Ussher and Sandoval 2008). 

Men, on the other hand, are not culturally understood as naturally good at caring. 

Thus, the care they provide may be more valued than the care provided by women, and it 

may be conducted in a different manner. For example, men may care for an ill spouse in 

instrumental ways, but may not perform emotion work, reflecting norms of hegemonic 

masculinity.  A survey of recently widowed men found that those who were caregivers 

for ill spouses viewed themselves as more masculine than those who did not, suggesting 



6 
 

that men do not necessarily forfeit their masculine self-image in order to be caregivers 

(Bowers 1999). Rather, they may incorporate ideals of masculinity into caregiving 

through approaching caregiving in the same way they do their paid labor (Kramer and 

Lambert 1999; Russell 2007), conceiving of caregiving as a series of tasks or problems to 

master (Miller 1987; Skaff and Pearlin 1992; Ussher and Sandoval 2008), and 

conceptualizing the work they do as managerial, professional, or as part of their work as 

providers (Emslie et al. 2009; Kramer and Lambert 1999; Russell 2007). Kaye and 

Applegate (1990) found that men who described themselves in more instrumental-

masculine terms reported more satisfaction from caregiving than men who described 

themselves in affective-feminine terms. Men are often framed as unable to provide 

emotional support for their spouse (Emslie et al. 2009), and thus the instrumental work 

they do may be viewed as a substitute for emotion work.   

These studies lead us to expect that women will perform more emotion work than 

men during periods of illness and that women will be more psychologically distressed by 

their involvement in emotion work than are men. Meta-analyses of quantitative studies 

support this, showing that women with ill spouses report higher levels of caregiver 

burden and depression and lower levels of well-being than do men (Miller and Cafasso 

1992; Pinquart and Sörenson 2006; Vitaliano, Zhang, and Scanlan 2003; Yee and Schulz 

2000). 

Gendered Emotion Work by the Ill Spouse 

 Most previous research examines care around illness only through the experience 

of the healthy spouse (Gray et al. 2002; Russell 2007; Sulik 2007), thus the emotion work 

performed in the context of illness is conceptualized as uni-directional with the healthy 

spouse doing emotion work for the ill spouse (Bolton 2000). Recent research suggests 
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that what it means to be a healthy spouse cannot be understood without also 

understanding the perspective of the ill spouse, and thus we advocate a couple-centered, 

rather than a individual-centered, approach (Richardson, Ong, and Sim 2007; Umberson, 

Pudrovska, and Reczek 2010). We not only expect gender discourses to influence the 

performance, response, and interpretation of emotion work by the healthy spouse, but by 

the ill spouse as well. By examining both spouses, we can understand the ways that 

giving, receiving, and interpreting emotion work has physical and psychological 

ramifications for both partners (Chappell and Kuehne 1998; Litvin 1992; Long, Sudha, 

and Mutran 1998).  

Gendered discourses provide scripts for men and women with physical health 

problems for how to experience the illness and, potentially, how to provide and accept 

emotion work from a spouse (Sulik 2007). Illness may require men and women to 

renegotiate their masculinities and femininities (Gray et al. 2007). Within the family, 

women are often conceptualized as care providers, not as recipients of care (Lafrance 

2009). Under the discourse of “natural nurturers,” women may feel uncomfortable 

receiving care and thus find ways to resist this care, perhaps by providing care to others 

even while ill (Kemp 1994; Sulik 2007). In Sulik’s study of women with breast cancer, 

she found that patients negotiate their role of ill spouse, and thus care recipient, by 

adopting additional nurturing roles, such as doing emotion work for other cancer patients 

(2007). We may also expect some men to reject the position of ill spouse, as it implies 

weakness which is antithetical to hegemonic masculinity (Charmaz 1994, 1995; Gray et 

al. 2002; McVittie and Willock 2006). Narratives from men with prostate cancer have 

revealed that the progression of the disease often led to new expressions of masculinity 

(Gray et al. 2002). Constructions of masculinity and femininity may shift due to illness 
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(Aléx et al. 2006; Spector-Mersel 2006), and these discourses which ill men and women 

draw on may be more, or less, conducive to the performance and acceptance of emotion 

work than discourses available to healthy men and women.   

In summary, the literature on gender, caregiving, and illness suggests that emotion 

work may be particularly salient during periods of illness and that cultural discourses of 

masculinity and femininity will influence who performs emotion work and how emotion 

work is performed. In the present study, we examine how long-term married couples 

perform and experience emotion work during periods of illness, and how gender matters 

in emotion work dynamics.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



9 
 

METHOD 

DATA COLLECTION AND RECRUITMENT 

 As part of a larger research project aimed at gathering life course narratives to 

explore the link between marital quality and health over the life course, we recruited and 

interviewed 31 married couples who had been together for 7 years or longer.  18 couples 

discussed experiencing physical illness, and these comprise the sub-sample used for the 

present study. We interviewed each spouse separately, in order to preserve each 

individual’s perspective and provide an environment in which the respondent could 

comfortably discuss sensitive topics. The interviews lasted 1.5 to 2.5 hours and typically 

occurred in the respondent’s home. We recruited most respondents through a local 

newspaper article and through a newspaper advertisement. Respondents were also asked 

for referrals to couples they knew, and we recruited additional respondents through this 

snowball technique. We screened all respondents who contacted us by phone and asked 

questions regarding number of children, length of marriage, household income, 

race/ethnicity, and marital quality in order to contribute to sample diversity. Most of 

these potential respondents were White and middle-class.  

We conducted interviews throughout 2003. We tape-recorded interviews, and 

they were professionally transcribed with pseudonyms assigned to protect confidentiality. 

Interviews were semi-structured and consisted of questions on a number of topics related 

to marital dynamics and health. They were retrospective and traced the entire life course 

of the relationship, from when the couple began dating to the time of the interview. 

Respondents were first asked to record major life events that had occurred since they 

were married. If they did not mention physical health problems, they were specifically 

asked “Have you or your spouse ever had a significant period of physical health 
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problems?” In total 18 couples discussed acute and/or chronic physical illness and injury. 

These physical health issues included surgery, diabetes, arthritis, broken bones, 

Parkinson’s, cancers, shingles, heart and lung problems, Alzheimer’s, and migraines. 

Respondents were asked to give a complete narrative of this period of illness, particularly 

in terms of how it affected their spouse and their marriage and how they and their spouse 

reacted. 

SAMPLE 

 18 of the original 31 couples discussed a physical health problem, so the analytic 

sample was comprised of the 18 husbands and 18 wives in these couples. Of these 18 

couples, the husband’s illness was mentioned in 6, the wife’s in 4, and both in 8. Thus 

there were 12 healthy men and ill women and 14 healthy women and ill men. The 

majority of respondents were White (32), and 2 were African-American, 1 was Asian-

American, and 1 identified as multiracial. The average marital duration was 25.7 years, 

ranging from 8 years to 52 years, and the average age of the sample was 56.6 years, 

ranging from 30 to 86.  

ANALYSIS 

 Our goal in this study was to examine how couples experience and cope with 

physical illness. We analyzed and coded the data using the software Nvivo and 

Charmaz’s (2006) qualitative analysis approach, which builds upon Glaser and Strauss’ 

(1967) grounded theory. This approach emphasizes the construction of codes for the 

purpose of developing analytical, theoretical, and abstractive interpretations of the data. 

Coding categories emerge from the participants’ interviews; they are not predetermined. 

We began our analysis by carefully reading through the transcripts and field notes several 

times. We extracted passages that discussed physical health issues of either spouse, and 
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each of the authors read through these passages multiple times, identifying key themes 

around discussions of emotion work by either spouse. The authors then met to compare 

themes and subthemes, which are discussed in detail in the following section.  
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RESULTS 

In this study we examined how spouses performed emotion work within the 

context of illness. We specifically identified themes around emotion work and noted how 

ill individuals and their spouses performed, interpreted, and responded to emotion work. 

We paid particular attention to how these experiences differed for men and women.  We 

asked: (a) Who performed or did not perform emotion work? (b) Who acknowledged the 

performance of emotion work?  (c) How was emotion work performed? (d) Why was 

emotion work performed (or not) in these ways? In regard to our first research question, 

we found that, as expected, many respondents with an ill spouse performed emotion 

work, but so did many respondents who were ill themselves. We first discuss emotion 

work performed by healthy respondents, then emotion work performed by ill 

respondents. These performances of emotion work were highly gendered, as was the 

acknowledgement of emotion work as examined in the second question. In regard to our 

third research question, emotion work took a variety of forms detailed below.  In regard 

to the fourth research question, respondents gave four main explanations for why they did 

or did not perform emotion work—again linked to gendered discourses of difference. 

FORMS OF EMOTION WORK PERFORMED BY HEALTHY SPOUSES 

For respondents in this study, the incidence of a physical illness was not only 

physically challenging, but it also introduced new stressors and emotional needs. 

Frequently, ill respondents discussed ways in which they relied on their spouse for 

comfort, and the healthy spouse described the emotion work they did for their ill partner. 

Our analysis revealed four general themes of how emotion work was performed with the 

intention of enhancing the emotional state of an ill spouse. These included emotion work 

through provision of desired space, words of comfort, action, and control of personal 
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emotions.. Of those respondents who had a sick spouse, half of the men and two-thirds of 

the women performed at least one of these emotion work strategies for their ill spouse.  

Emotion Work through Provision of Desired Space  

Emotion work through provision of desired space involved the healthy spouse 

paying attention to the emotional struggles of the ill person and creating an environment 

which they believed was wanted. This theme was present for over half of the healthy men 

and one third of the healthy women. It was more likely to be recognized by the spouse 

who was helped than by the spouse who performed it, and three times more women than 

men described performing this form of emotion work. Healthy spouses attempted to 

provide this space for their partner’s stress in a variety of ways. Sometimes this involved 

leaving their partner alone to rest. During Hal’s (age 50, married 8 years) cancer, his wife 

Gwen (age 52) said that she “[let] him have space when he needed it.” Other spouses 

provided desired space through staying in close proximity in order to make their partner’s 

environment more comforting. Janna (age 54, married 9 years), who suffered from 

Parkinson’s disease, described how her husband helped her: 

I have cried on his pillow and in his arms many nights.  Because by nighttime I 

would be so frustrated, so tired… He doesn’t have magic words to say, but I don’t 

require magic words. 

In most cases of emotion work through provision of desired space, the description of the 

emotion work was vague, and the ill spouse had difficulty describing exactly what 

happened even though it was perceived as helpful and successful. 

Emotion Work through Words of Comfort 

This theme of emotion work occurred when a respondent tried to comfort an ill 

spouse through conversation. It was present for one fifth of men with an ill spouse, 
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though in each case, the ill wife described her husband doing the work. No men discussed 

this theme. This theme sometimes referred to a specific event, as when Gwen described a 

turning point in the psychological distress she experienced when she had cancer—a 

turning point that was triggered by her partner’s emotion work: 

One day I came home and I was depressed and then Hal had tears in his eyes and 

he was laying on the couch and he said, ‘Gwen, I just don’t want you to lose hope. 

I feel like you’ve lost hope.’ And that just turned me around. 

Emotion work through words of comfort may also be something that occurs 

repeatedly throughout the period of illness or injury, whenever the need arises. Sasha 

(age 30, married 11 years) had a congenital heart problem and described what her 

husband did whenever she became worried: “He just comforts me I guess, but he says, 

‘You are going to be fine.’ …He is very good for me…. he calms me greatly.” In these 

instances, emotion work through words of comfort was similar to emotion work through 

provision of desired space on in that the ill spouse had difficulty describing exactly what 

happened but feels it was successful. 

Emotion Work through Action 

The third theme of how emotion work was performed was emotion work through 

action. In these instances, respondents recognized their partner’s psychological distress 

and intervened by taking action with the explicit intention of calming their partner. This 

was one of only two forms of emotion work described exclusively by respondents with ill 

spouses (and not reported by the ill partner). One fifth of men and one fourth of women 

with an ill spouse performed this type of emotion work. For example, Mary (age 60, 

married 32 years) said that her husband loved pies and was distressed that he could no 

longer eat them when he was diagnosed with diabetes, so she found a recipe for sugar-
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free pie and made it to cheer him up. Other emotion work actions by care providers 

included bringing home flowers, doing the dishes, giving massages, and taking the 

children for the day—all with the express purpose of soothing their partner’s feelings of 

upset and distress.  

Emotion Work through Control of Personal Emotions 

Emotion work also occurred when respondents worked to control their own 

emotions.  This type of emotion work was performed equally by both men and women, as 

two healthy men and two health women described this theme. This was the second form 

of emotion work described exclusively by healthy respondents (and not by ill 

respondents). Hal explained how he repressed his true emotions when his wife had 

cancer: 

My employment last year took a turn in terms of being stressful… And I got a 

terrible evaluation last year, first time in my professional life…That’s a 

significant challenge partly because it was so overwhelming that I was having 

trouble not bringing it home, as it were. 

He continued by describing how he kept his employment troubles from his wife so as not 

to upset her, and he seemed to succeed as his wife did not mention this in her interview.    

LACK OF EMOTION WORK BY HEALTHY SPOUSES 

Failed Emotion Work 

 Not everyone who discussed doing emotion work for an ill spouse felt that their 

efforts were successful. One man and three women talked about instances in which they 

tried to improve their ill partner’s emotions but failed to accomplish this goal. These 

events occurred exclusively in cases of chronic illness, such as cancer and Alzheimer’s, 

and the providers described trying for long periods of time to keep their spouse’s 
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emotions positive but eventually felt that they could not continue. Gwen described this 

process: 

The chemo made him not want to be close; but he didn’t want me far away…For, 

you know, at least five months of it, or so many months, I was really in really 

good shape.  And then I started wearing down and sometimes we would argue 

real tiny arguments.  

The performance of emotion work for a chronically ill spouse was very stressful for the 

healthy spouse, and this type of emotion work was difficult to sustain for long periods of 

time. 

Absence of Emotion Work 

Almost one third of healthy men, but no women, explicitly discussed how they 

were unable or unwilling to perform emotion work to any degree. Two men said they 

were unable to manage their strong negative emotions in relation to their wife’s sickness, 

even though they recognized that this would be helpful to their partner. Bruce (age 41, 

married 12 years) described what happened after his wife had brain surgery: 

I was very, very worried. When I was down at the hospital, I griped everybody 

out…. Nothing they could do, nothing I could do either. She later said to me that I 

did a crummy job. (laughs) I was crying with frustration…So, I raised quite a 

storm. She didn’t like that…She told me I should have just stayed in there with 

her.  I was just so mad.  I was mad at the whole world. 

Bruce’s lack of control over his own emotions added to his wife’s psychological distress. 

His wife, Wei (age 39), discussed her frustrations with his expressions of strong 

emotions, describing it as not helpful and crying while discussing her experience with the 

interviewer.  
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Five of the fourteen men, and no women, felt that they did not and could not 

emotionally support their spouse through an illness. Two of these men explained that they 

were adept at providing for physical needs but were at a loss as to what to do 

emotionally. Rick (age 64, married 9 years), whose wife Janna suffered from Parkinson’s 

disease, explained what happened when he tried to help his wife: 

I guess I am too much on Mars, because I focus on taking care of…you know 

doing what I can, to get her well.  To get her to the doctor.  To take care of things 

that would make her feel better physically and so forth.  And a lot of times I 

probably overlook the way she is feeling.  

Rick did not recognize that he did any emotion work for his wife and, in fact, felt some 

psychological distress over his perceived failure to alter his wife’s emotions. Similarly, 

Joel (age 31, married 11 years), whose wife Sasha had a congenital heart problem, 

thought that he was too focused on problem-solving and thus unable to understand his 

wife’s emotional needs: 

I’m an engineer so I fix things.  So I just got to say, ‘Well, you need to do this.  

You need to do this and fix these things.’  And she doesn’t want anybody to fix it.  

She wants…I don’t know.  I don’t know what she wants. 

Interestingly, even though Joel and Risk did not recognize that they did any emotion 

work, and in fact believed they were unable to, their wives, Janna and Sasha, described 

their husbands’ as providing emotion work through provision of desired space. This 

indicated that something more complicated was occurring than simply these men being 

completely unable to provide emotion work.  

EXPLANATIONS FOR DOING OR NOT DOING EMOTION WORK FOR AN 

ILL SPOUSE 
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Respondents explained why they provided emotion work through two main 

themes: my spouse would do it for me and it is natural for me. Exploration of failed or 

absent emotion work suggested two general themes of explanation for not doing emotion 

work: I am the protector and I am a problem-solver. Themes of natural propensity for 

emotion work, self as protector of spouse, and self as problem solver invoked discourses 

of gender difference, centered around the idea that personal duties as wife or husband 

does or does not involve emotion work.  

My Spouse Would Do It for Me 

The first theme, my spouse would do it for me, occurred when a respondent 

explained that they performed emotion work for their sick spouse because the spouse had, 

or would if roles were reversed, do the same for them.  Three men and one woman 

described this as a reason they did emotion work for their ill spouse. This theme was 

often presented as a hypothetical situation, as when Malcolm (age 72, married 36 years), 

whose wife suffered from arthritis, explained why he did emotion work by provision of 

desired space: 

Her mobility is impaired. And that makes one short tempered. And I take some of 

the brunt of that and take it philosophically and say it is probably what I would do 

if our roles were reversed. 

Alternatively, this explanation was framed as my spouse did it for me, referencing 

a previous period of illness in the marital life course in which emotion work was 

performed and is now being paid back. When Gwen described emotion work through 

providing emotional space for her husband Hal, she noted that “he did the same for me 

actually” when she had cancer and, by reciprocating, she kept the relationship balanced.   
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This explanation also functioned in reverse for one man, Jake (age 39, married 13 

years). Jake justified not doing emotion work for his wife when she had her wisdom teeth 

removed by saying that, “If it had been me, I would have laid there and suffered and not 

cared if anybody cared.” Rather than saying he would do emotion work for her because 

she would do it for him, he asserted that he did not do it for her because he would not 

want her to do it for him. 

It Is Natural for Me 

The second explanation for performance of emotion work was that such work 

simply reflected a natural personal propensity for caring for others. This discourse was 

highly gendered, used by two thirds of women when explaining why they did emotion 

work for their ill husbands. This theme was not present in any of the interviews with 

healthy men. Moreover, the use of this theme highlighted the difference between women, 

who were understood as natural caregivers, and men, who were understood as naturally 

limited in their ability to provide care. Louise (age 35, married 13 years) described why 

she cared for her husband Jake after he experienced a collapsed lung: “I had to take care 

of him. He was in the hospital so we had medical people taking care of him, but I needed 

to be sort of a caregiving person.” This type of emotion work tended to be an extension of 

the wife’s usual caring behavior that was more fully activated during periods of illness. 

Kinsey (age 43, married 19 years) highlighted the routine nature of this type of emotion 

work: “you know, just typical of me.” Nina (age 50, married 8 years) described that 

emotion work was “what [my husband] expects of me.  He expects of me to be his 

leaning post.” She repeatedly noted in the interview that he expected this work, 

particularly when he had shingles, because she was “good at it.” 
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The view of emotion work as natural for women was often accompanied by a 

shorthand label for women who provided emotion work, such as “nurse” or “mother 

hen.” None of the women described as nurse-like worked in the medical field; however, 

they viewed themselves or their husband viewed them as acting like a nurse or having 

nurse-like characteristics or skills. Wendell (age 78, married 52 years) described the 

emotion work his wife did for him: “She turned out to be a nurse,” and Lou (age 81, 

married 51 years) described his wife as “like an old mother hen.” In contrast, these were 

labels that men avoided, as Malcolm said in his interview that though he looked after his 

wife when she suffered from her arthritis, he did not “mean to imply that [he] was her 

nursemaid.” 

I Am the Protector 

In contrast, the portrayal of self as protector when explaining one’s emotion work, 

was used by men but not women with an ill spouse. Three men who had ill wives 

described this theme in some detail. These men saw themselves as the protector of their 

wife and her health, though this protection did not extend to watching over her emotional 

well-being. In order to be the protector, these men framed their partner as someone who 

needed protection. Bruce described his wife Wei as “real strong all the time” but after her 

brain surgery “she was very, very fragile,” and he said of the shift in roles, “It was nice 

for me to be there and to able to baby her and have her needing me.” In the process of 

being her protector, he did not provide any emotion work for her, and in fact, he and Wei 

discussed how she had to comfort him when he became emotionally distressed because of 

her surgery.  

Malcolm and Doris illustrated this approach when they both described how 

protective Malcolm was over Doris’ arthritis. Malcolm said, “Since she is physically 
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failing, I have a very strongly protective role now…but definitely a growing sense of the 

protective.” This protective role, however, was not well-received by Doris, who said she 

found it “overbearing, because sometimes it is misplaced.” In couples where men viewed 

themselves as protectors, the men often emphasized gender difference by framing the 

wife as dependent on the husband, in a way that women often found upsetting despite the 

husband’s belief that he was helping. Five of the couples experienced new tension and 

increased conflict because of this dynamic. In these cases the ill women mentioned 

disliking their dependence on their spouse because it made them feel like a burden. 

Barbara (age 78, married 51 years), who had Parkinson’s and recently had to begin to 

rely on her husband for help, said, “The reason I am so depressed is because I have 

always been very independent and for the first time in my life, I am not.” 

I Am the Problem-Solver 

Two men, Joel and Rick, as described in an above section, emphasized their role 

as problem-solver and, in both cases, they tended to overlook their ill partner’s emotional 

distress in favor of focusing on overcoming physical obstacles, such as helping their wife 

choose a doctor. Problem-solving was constructed as mutually exclusive of emotionally-

helping, and the men who used this explanation did not believe they were capable of 

doing emotion work for their ill partner and did not describe themselves as doing emotion 

work. 

EMOTION WORK PERFORMED BY THE ILL SPOUSE 

In our interviews, several respondents who had an illness described themselves, or 

were described by their partner, as doing emotion work for their healthy spouse. This 

emotion work included working to control their own emotional displays or comforting 

their spouse from the understandably stressful work of care provision. Almost two thirds 
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of the ill women and one sixth of men described doing emotion work for their healthy 

spouse. Three basic themes of emotion work emerged from these descriptions: providing 

a desired space, managing pain and symptoms, and controlling personal emotions. 

Emotion Work through Providing a Desired Space 

Emotion work through providing a desired space involved being sensitive to the 

healthy spouse’s stress level and then actively working to relieve that stress through 

creating a comforting environment. One sixth of ill women, and no men, discussed doing 

this. When Gwen had brain cancer, she knew that her husband “got weary and he needed 

a break.” So she encouraged him to “take one and he went away for two weeks,” leaving 

for a vacation while her sister looked after her. Gwen was sensitive to her husband’s 

mood, and she worked to improve it. When Wei had brain surgery, she provided an 

environment for her husband to freely express his emotions, by allowing him to scream at 

her, because she said, “The way I see it is, if you can’t scream at me, then who can you 

scream at?  This is the wife, the role of the wife it’s just here, take it.”   

Emotion Work through Managing Pain and Symptoms 

Emotion work through managing pain and symptoms occurred when the ill 

partner provided self-care for health problems in order to avoid the imposition of stress 

and distress on their spouse. This type of emotion work was described by two women and 

one man who received care. Kinsey described a series of health problems, including a 

mastectomy and two instances of heart trouble which eventually necessitated a pace 

maker, but through it all she deliberately hid her discomfort, since she said she knew that 

when she “was sick, [her husband] would kind of come unglued.” Because of this, she 

continually strived to at least give the appearance of being healthy because she knew that 

“if something happened to me he would just…I don’t know if he would make it, you 
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know.” Some ill spouses said they found it impossible to completely hide their pain. 

Valerie (age 42, married 12 years), while pregnant, fell and broke her ankle. She 

described what happened: 

And he said, ‘Are you okay?’ because he heard me fall…And he came around the 

corner…and he goes, ‘Oh my God.’ And he started freaking out. And I thought, 

okay, is he playing with me? And I realized that he wasn’t… And I should have 

known…not to call him around the corner. 

Though she relied on her husband for help, she regretted doing so in that example, and, 

after the broken ankle event, she always tried to handle her health problems and 

discomfort on her own so as not to upset her husband.  

Emotion Work through Controlling Personal Emotions 

 Those who were ill also performed emotion work by controlling their own 

emotions in order to ease their spouses’ care burden. One fourth of the women and only 

one man who were ill managed their own psychological distress. Unlike the other forms 

of emotion work by those who were ill, the healthy spouse, rather than the ill spouse, 

described the emotion work performed by their partner. Joel, whose wife Sasha suffered 

from a congenital heart problem, discussed how she deals with the stress over her health 

problems.  She always “kinds of settles down and…bails herself out” without input from 

him. This form of emotion work also occurred when the healthy spouse would ask the ill 

spouse to control her own emotions. Hal described the system he worked out with Gwen 

after he found her anxiety over her cancer to be overwhelming: 

 So a couple of times I just, I snapped and said, ‘Give me a break.’  You know.  ‘I 

do it all day…’  So finally we negotiated that she would wait till I'd been home 

for an hour or so and then it was fair game. 
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One benefit of care recipients doing emotion work is that it made care provision 

less stressful for the provider. We asked all respondents how the illness affected their 

relationship, and 3 men described how their wife’s illness brought them closer together. 

These men enjoyed caring for their wife because they felt that it made their relationship 

deeper and more intimate. None of the women in this sample talked about this dynamic.  

Rick (age 64, married 8 years) said that caring for his wife: 

Made me feel like…thankful that I get the chance to take care of her. Well, as 

long as our lives went along with no problems, it is satisfying. But not as deep a 

satisfaction as it is when you are taking care of your spouse. 
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DISCUSSION 

In this study, we examined emotion work in the context of couple dynamics 

around dealing with a spouse’s illness. Respondents described several types of emotion 

work, performed by respondents with an ill spouse and by those who were ill themselves, 

as well as explanations for why emotion work was or was not performed.  The processes 

and dynamics underlying this emotion work were highly gendered. By interviewing both 

spouses in a marriage, we are able to see how the same social interaction can carry very 

different meanings for two participants. 

Healthy and ill men and women drew on gender discourses of difference in order 

to justify why they did, or did not, perform emotion work. Periods of illness are common 

throughout the marital life course and can potentially disrupt a couple’s ability to 

continue to abide by previously accepted gender discourses (Gray et al. 2002; Russell 

2007). Our analysis indicated that for many couples, gender discourses of difference were 

remarkably stable during illness and that married couples often found ways to adapt them 

to the new circumstances. 

RECOGNITION OF EMOTION WORK 

 There were clear gender patterns in discussions of emotion work—women were 

much more likely than men to recognize emotion work as something that they did or that 

was done on their behalf. This was particularly true for less active forms of emotion 

work, specifically emotion work through provision of desired space and words of 

comfort. These forms of emotion work were more subtle than emotion work through 

action and hiding one’s own emotions. Provision of emotional space and comfort were 

almost exclusively discussed by women, even when the man was reportedly the one 

performing this work. In several couples, there was disagreement over whether emotion 
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work actually occurred, with the ill woman arguing that her husband performed this 

emotion work while the husband said that he was incapable of this. This illustrates that 

even within our interviews emotions were constructed as something that only women 

recognized and understood, distinct from a man's job within marriage. Women 

maintained their status as emotion experts by comfortably discussing emotions with the 

interviewer, whereas men might be distancing themselves from emotion work performed 

since they have constructed themselves as emotionally oblivious and distinct from 

women (Connell 2005).  

PERFORMANCE OF EMOTION WORK BY HEALTHY SPOUSES 

 Consistent with previous work (Lafrance 2009; Ussher and Sandoval 2008), 

women and men tended to construct women’s emotion work as natural.  Men were not 

viewed as naturally adept at performing emotion work and, in this way, emphasizing their 

difference from women.  Many wives viewed themselves as responsible for looking after 

their husband’s well-being, and illness did little to upset this. Women were thus free to 

perform emotion work in a variety of ways, as well as to discuss emotion work dynamics 

with the interviewer.  

Men who described doing emotion work for their ill spouse drew on a discourse 

of marriage as reciprocal. The justification, my spouse would do it for me, seemed to be 

the only discourse available to care providing men in our study to justify doing and 

acknowledging their own emotion work. These men were all either over the age of 70 or 

had experienced chronic illness. One frequently used explanation is that older men or 

men with health problems are “ungendered,” meaning they are not as affected by gender 

discourses as are young, healthy men (Kite, Deaux, and Miele 1991). Alternatively, it 

may be that this reciprocity supports the theory of changing constructions of gender with 
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age and illness (Aléx et al. 2006; Spector-Mersel 2006). Our analysis supports the second 

claim as these men are still performing emotion work in a way that establishes difference 

and distinction from women and the discourse they draw on still emphasizes their 

position as husband, a masculine role. We posit that constructions of masculinity and 

femininity shift over the course of a long-term marriage with aging, illness, or injury 

(Aléx et al. 2006; Spector-Mersel 2006). Future research following couples over a long 

period of time through several interviews and periods of illness could better assess 

whether this represents cohort or period differences in constructions of masculinity.  

Gendered discourses of difference also were used by men and women to explain 

why men did not perform emotion work as healthy spouses. The healthy men in our study 

portrayed themselves as protecting their partner and as responsible for solving the 

couples’ instrumental problems, but not addressing any emotional problems. While men 

were described by their wives as performing  emotion work in a variety of ways, men 

mainly described themselves as performing only one type of emotion work—emotion 

work through action. This was a way of compromising emotion work by reframing it as 

instrumental.  

Several men argued that they did not perform emotion work at all and constructed 

themselves as either the protector or problem-solver when it came to assisting their ill 

spouse. Rather than being “feminized” by the task of care providing, men reframed their 

caregiving as an expression of masculinity, as found in other studies of men care 

providers (Russell 2007; Kramer and Lambert 1999). For protectors, a wife’s illness 

provided new opportunities for the husband to assert masculinity by protecting his 

increasingly vulnerable partner. This required a labeling of women as weak, which 

women found distressing as it opposed their own idea of being the strong one who 
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provides care (Edwards and Noller 1998; Sulik 2007). For problem solving men, 

emotions were constructed as something that only women understood, distinct from a 

man’s job within marriage. In both cases, men and women were constructed as opposite, 

with capability and responsibility of performing emotion work being the key marker of 

difference.  

PERFORMANCE OF EMOTION WORK BY ILL SPOUSES 

 Among ill spouses, it was mainly women performed emotion work for their 

healthy spouse. Just as with healthy spouses, illness within the marriage can disrupt 

gender discourses. A husband’s illness may call into question his previous position as the 

strong and invincible man in the marriage, whereas a wife’s illness could prevent her 

from nurturing her husband as she had previously done. We found in our study that 

illness was more disruptive for women than for men, as most ill women discussed their 

discomfort with being dependent on their husbands though this was not a theme for men. 

Interestingly, when ill, most husbands readily accepted emotion work from their wives. 

Previous studies which found that men struggled with bringing their new situations as ill 

men in line with their ideas of what it means to be masculine (Charmaz 1995; Gray et al. 

2002; McVittie and Willock 2006) did not consider how these ideas might be easily 

reconciled within the context of marriage, where men, in their status as husband, 

routinely receive care from their spouse (Dryden 1999). In fact, in the context of 

marriage, a powerful man might view this type of care as indicative of his power and 

status rather than a sign of weakness (Dryden 1999). This care might be readily accepted 

within a marriage, in part, because it is constructed as opposite and complementary to 

what the husband sees himself providing for his wife.   



29 
 

For women, however, this proves to be more difficult, as the discourses of 

“intensive mothering” and “natural carers” exclude the possibility of self as care recipient 

(Hays 1997; Lafrance 2009).  Our analysis indicated that women who were ill often 

rejected the label of care recipient and worked to assert themselves as independent even 

within the confines of physical health problems. While ill men were able to reconcile 

their illness within the discourse of masculinity by drawing on a discourse of men’s 

responsibilities within marriage, ill women did not have this same discourse available, 

particularly when it came to accepting care from their spouse. The discourse of women as 

“natural nurturers,” which has been reported in another study of women with illnesses 

(Sulik 2007), came into conflict with both their physical impairment and their husband’s 

view of them as frail. In spousal care situations, we found that women often resisted the 

position of care recipient by paying attention to the emotional state of their husbands, 

providing emotional support, and masking some of their own emotions. In this way, 

women were able to retain their position as the primary nurturer in the relationship. 
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CONCLUSION 

Just as Erickson (2005) concluded that emotion work is key to understanding 

gender differences in housework, we contend that emotion work is an important 

mechanism for producing gender inequality in the context of illness. These gender 

differences are shaped by gender discourses of difference. Previous research has shown 

that women with ill spouses experience more negative mental health consequences than 

men with ill spouses (Pinquart and Sörenson 2006; Vitaliano et al. 2003), and we 

similarly find that men are often more satisfied with the care providing experience than 

are women, with several men in our study describing how care provision actually 

increased their marital quality.  Our study identified two potential reasons for these 

different experiences as healthy spouses, both of which center on the performance (or 

lack of performance) of emotion work by healthy and ill spouses.   

First, healthy women were more likely to provide emotion work than were men, 

and unlike men, they tended to view emotion work as something at which they were 

naturally adept. The constant concern for their husband’s emotional state coupled with 

distress when they were unable to improve their husband’s mood could lead to more 

negative outcomes for women than men who were not as invested in doing emotion work 

for their spouse (Strazdins and Broom 2004).  

Second, women as care recipients were more likely than men to do emotion work 

for their healthy spouse, in essence acting to reduce stress levels for the men who are 

caring for them. This is partly because women were more uncomfortable than men in the 

role of care recipient and may have used emotion work to resist (Sulik 2007). 

Additionally, it might be because care receiving women are more appreciative of their 

husband’s care work, as it is seen as out of the ordinary, and they show their gratitude 
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through emotion work. This appreciation is reflected in the fact that ill women more often 

describe their husbands’ emotion work than did the men themselves. Reciprocating 

emotion work has been shown to create less stress for the healthy spouse (Archbold et al. 

1990; Strazdins and Broom 2004). 

We conclude that it is important to consider differences in emotion work by both 

spouses in order to understand differential mental health impacts. By including emotion 

work in analyses and by understanding the experience of both partners, we can better 

account for gender differences in the consequences of care provision.  
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LIMITATIONS AND FUTURE DIRECTIONS 

This study is limited by the homogeneity of the sample in terms of race, ethnicity, 

and income. Gender differences in giving, receiving, and interpreting emotion work may 

vary by race and ethnicity, though this has not been studied. For instance, while a recent 

survey found that for African-Americans, Whites, and Latino/as, women were more 

likely than men to be caregivers, Asian-American caregivers were equally likely to be 

men or women (National Alliance for Caregiving 2009b). Additionally, the sample for 

this study is a convenience sample and thus subject to selection bias. Moreover, our 

analysis is limited by range in types and severity of illnesses. This study can suggest 

possible mechanisms by which couples might adapt to illness in general, but findings 

may vary for specific types of physical health problems. 

 We encourage future emotion work research around illness to consider 

experiences of both healthy and ill spouses, locate the emotion work within a life course 

perspective, conceptualize emotion work as a key component of care work, and evaluate 

ways that discourses of masculinity and femininity may be influencing the type of care 

performed and how it is interpreted. Future research should expand to look at gay and 

lesbian relationships. Past research has shown that women dyads have more concordance 

in describing a helping situation than does a man-woman dyad (Coriell and Cohen 1995). 

Does this concordance then translate into a more equitable division of care work? 

Additionally, future research should compare age cohorts and racial and ethnic groups in 

these processes. Also, our research suggests possible mechanisms by which injury and 

illness in a couple may be more harmful for women, and these should be further tested 

and explored using quantitative analysis and representative, longitudinal data sets. 
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