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A 2020 discourse analysis study examined the experiences of
24 interdisciplinary palliative care clinicians across Canada in
their work with patients’ nonphysical suffering. Nonphysical
suffering is suffering that may be emotional, psychological,
social, spiritual and/or existential in nature. The study found
an absence of specialist social workers on hospice and pallia-
tive care teams or limited time for specialist social workers to
address patients’ nonphysical suffering due to high caseloads
and complex practical needs. While the study recognizes
social workers have expertise in supporting patients’ nonphys-
ical suffering, a competency and skill that has not been suffi-
ciently captured in the existing literature, the systemic barriers
they face in providing care may leave patients’ needs unmet.
The study also highlights the unique pressure social workers
may feel to relieve patients’ nonphysical suffering due to the
psychosocial focus of their role. The need for specialist social
workers to be included and adequately resourced on hospice
and palliative care teams across diverse settings in Canada is
evident.

Introduction

A primary aim of palliative care is the relief of patients’ suffering, both
physical and nonphysical (WHO, 2022). Nonphysical suffering is suffering
that may be emotional, psychological, social, spiritual and/or existential in
nature (Rattner, 2022). Despite the centrality of relieving suffering to pallia-
tive care philosophy and practice, very little research exists on front-line
clinicians’ experiences with patients’ nonphysical suffering. Existing
research focuses on the experiences of palliative care nurses with patients’
nonphysical suffering (White, Wilkes, Cooper, & Barbato, 2004).
Interdisciplinary clinicians’ experiences with both physical and nonphysical
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suffering (Hegarty, Breaden, Swetenham, & Grbich, 2010; Vachon & Guité-
Verret, 2020), nonphysical suffering alone (Rattner, 2020), or the experiences
of interdisciplinary clinicians, family members and patients with existential
suffering, specifically (Bruce, Schreiber, Petrovskaya, & Boston, 2011) are also
captured in the existing literature. The latter study on existential suffering
includes the voices of 10 clinicians, including a couple of social workers (spe-
cific number of social workers not included).

The discourse analysis study was conducted with 24 palliative care clini-
cians and includes the voices of 6 social workers. The purpose was to
expand understanding of front-line clinicians’ ‘realities’ working with
patients’ nonphysical suffering. The focus of this paper is on study results
specific to the experiences of the hospice/palliative care social workers that
participated in the study. This paper begins by providing brief overviews of
hospice and palliative care in Canada, and more specifically hospice and
palliative care social work in Canada. It then provides an overview of study
findings specific to social workers’ experiences, before detailing their impli-
cations for both hospice and palliative care social work, and the field of
hospice and palliative care more broadly.

A historical snapshot of hospice and palliative care in Canada

Dr. Balfour Mount introduced the concept of hospice care in Canada in
the 1970s. At the time, he faced resistance to the concept due to the associ-
ation of the term "hospice’ with death and religious organizations. To make
the concept more acceptable to bilingual Canadians (French and English),
he coined the term ’palliative care’. This term closely aligned with the prin-
ciples of hospice care advanced by Dame Cicely Saunders as a form of hol-
istic care near the end of life and gained widespread acceptance both in
Canada and internationally (Allen, Chapman, O’Connor, & Francis, 2008,
p. 351).

Canada had its first national Strategy on Palliative and End-of-Life Care
from 2002-2007, championed by Senator Sharon Carstairs. While no
national strategy has existed since that time, the Canadian federal govern-
ment initiated the development of the Framework on Palliative Care in
Canada in 2018 after broad consultation with health care providers, people
living with life-limiting illness, caregivers, and subject matter experts
(Health Canada, 2018). The Framework’s intention is to help mitigate the
“considerable variation and disparity in palliative care services provided
across Canada” and to ensure “Canadians are able to access high quality
palliative care” (Health Canada, 2018, p. 12).

In Canada, adult and pediatric palliative care is practiced in a variety of
settings, including consult teams within acute care settings, hospital-based
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palliative care units, outpatient clinics, home/community care settings, long
term care homes, and residential, day, and community hospice programs.
Interdisciplinary team make-up within these settings can vary; for example,
a social worker and spiritual care provider may not be consistently govern-
ment-funded positions in residential hospice settings, and therefore may
not exist at all or may be staffed only through fundraising efforts. Also, pal-
liative care consult teams in acute-care settings may be physician-centric
and not utilize specialist interdisciplinary professionals. Post-death bereave-
ment care, an essential part of palliative care, is largely under-funded and
under-delivered in Canada outside of residential/community hospice pro-
grams. At present, only 30% of Canadians have access to specialist pallia-
tive or end-of-life care services (Canadian Society of Palliative Care
Physicians, 2016). Research has shown that people living in wealthier and
urban neighborhoods, people living with cancer, and people accessing care
in acute care hospitals have the greatest access to palliative care in Canada
(Tanuseputro, Budhwani, Bai, & Wodchis, 2017). Access to home/commu-
nity-based palliative care is more limited (CIHI, 2023).

Canada has a long and ongoing history of colonialism (Absolon, 2022),
and this continues to have a significant effect within health care systems
where palliative care is provided (Lavallee & Harding, 2022). Black,
Indigenous and communities of color experience barriers to accessing pal-
liative care due to racism, social and structural inequities, and historical
and ongoing mistrust of health care systems that have harmed, and continue
to harm them (Algu, 2021; Prince, Kortes-Miller, Stajduhar, & Marshall, 2022;
Shahid et al.,, 2018). As Canadian palliative care physician and researcher Dr.
Kavita Algu (2021) writes, “Racialized individuals have less utilization of pal-
liative care services, experience worse symptom control, and are less likely to
have their end of life wishes documented or respected” (p. 1). Skepticism and
lack of confidence 2SLGBTQ + communities have toward healthcare systems
and anticipated discrimination, homophobia and transphobia also pose bar-
riers to accessing palliative care for these communities (Grassau, Stinchcombe,
Thomas, & Wright, 2021; Kortes-Miller, Boulé, Wilson, & Stinchcombe, 2018;
Prince et al., 2022). 2§’ stands for “Two-spirited,” which is the culturally spe-
cific term used by some Indigenous Peoples to describe their gender, sexual
and/or spiritual identity; it is placed first in 2SLGBTQ+ as a sign of respect
and honor to Indigenous Peoples (Native Women’s Association of Canada,
n.d.). Individuals who are living in poverty, unstably housed, and/or homeless
may have even less access (Prince et al., 2022; Reimer-Kirkham et al., 2016).
Publicly-funded health care in Canada, while at risk for increasing privatiza-
tion in some settings (Pesut et al., 2022), works to mitigate some of the finan-
cial stressors, or financial suffering (Delgado-Guay et al., 2015; Rattner, 2020),
that may accompany a life-limiting diagnosis and illness.
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Medical Assistance in Dying (MAiD), Canada’s term for euthanasia, was
legally introduced in 2016, changing the country’s landscape of dying and
death. Proponents of MAiID generally acknowledge that there may be suf-
fering associated with a life-limiting illness that cannot be relieved, even
with exceptional clinical care. Generally, those in opposition strongly
believe that MAiD can be avoided with proper interdisciplinary care and/or
clinical interventions (Karsoho, Fishman, Wright, & Macdonald, 2016).
There is acknowledgement that MAiD should not be more readily access-
ible than quality palliative care and that better access to palliative care is
required Canada- wide (Booker & Bruce, 2020).

Hospice and palliative care social work in canada: a brief overview

There is little if any research focusing specifically on social workers work-
ing in hospice and palliative care settings in Canada. Searching the terms
‘palliative’ OR ‘hospice’ AND ‘social work™ AND ‘Canad™ within peer-
reviewed article abstracts in PubMed, APA PsychInfo and CINAHL
revealed only one article specific to hospice and palliative care social work
in Canada, which captures clinical competencies for practice (Bosma et al.,
2010). These competencies include advocacy, assessment, care delivery and
care planning, and self-reflective practice, among others (Bosma et al.,
2010). They were first articulated in a 2008 document titled, Canadian
social work competencies for hospice palliative care: A framework to guide
education and practice at the generalist and specialist levels (Bosma et al.,
2008; Cadell & Bosma, 2022). The development of these competencies was
supported by Health Canada’s Secretariat of Palliative and End-of-Life Care
(Cadell, Johnston, Bosma, & Wainright, 2010), part of Canada’s former
Strategy on Palliative and End-of-Life Care (Health Canada, 2018).

While there is little research on social workers’ experiences providing
hospice and palliative care in Canada, social workers and social work
researchers in Canada are involved in wide-ranging research and scholar-
ship on topics of significance to the field of hospice and palliative care. For
example, they have advanced discourse, practice and understanding around
social work leadership within hospice and palliative care (Blacker, Head,
Jones, Remke, & Supiano, 2016), post-traumatic growth within pediatric
palliative care (Cadell et al., 2014), hospice volunteering and community
engagement (Cait, Lafreniere, Coakley, & Godin, 2019), the experiences of
2SLGBTQ + older adults receiving palliative and end-of-life care (Grassau
et al., 2021; Kortes-Miller et al., 2018), and building palliative care capacity
in First Nations communities (Prince et al., 2019). They have also devel-
oped psychosocial practice guidance along the trajectory of serious illness
(Thompson & Wainwright, 2016), and grown palliative care’s
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understanding of end-of-life care needs for persons living with schizophre-
nia (Relyea, MacDonald, Cattaruzza, & Marshall, 2019), and of suffering
(Rattner, 2022).

Hospice and palliative care social workers play a pivotal role on interdis-
ciplinary hospice and palliative care teams, responding to diverse and com-
plex psychosocial and practical support needs. Specialist palliative care
social workers; however, are not a standard part of hospice and palliative
care teams in Canada (Henderson et al., 2019).

Methodology
Study rationale

Dame Cicely Saunders’ concept of ‘total pain’ denotes that suffering can be
multi- dimensional, embodying both physical and nonphysical aspects
(Clark, 2016). A recent scoping review, however, confirmed that palliative
care clinicians struggle in working with patients’ nonphysical suffering
more and differently than physical suffering. The same scoping review
found that patients with life-limiting illnesses also distinguish between their
physical and nonphysical sources of suffering. This provides an alternative
understanding of ‘suffering’ or ‘total pain’ (Rattner, 2022). These important
distinctions between physical and nonphysical suffering, in addition to
clinicians’ experiences specific to working with patients’ nonphysical suffer-
ing being minimally explored in the palliative care literature (Bruce et al.,
2011; Hegarty et al, 2010; Rattner, 2020; Vachon & Guité-Verret, 2020;
White et al., 2004), provided a rationale for this study (Rattner, 2023).

Methods

Using a poststructural discourse analysis as the methodology, the larger
study aimed to: (i) identify what discourses exist within how palliative care
clinicians talk about their experiences with patients’ nonphysical suffering;
and to (ii) identify whether and how these discourses may affect palliative
care clinicians and impact clinical care. ‘Discourse, itself a poststructural
concept, has been defined as “the language practices through which know-
ledge, truth, our sense of selves and social relations are constructed... [it]
refers to the language practices through which we understand ‘reality’ and
act on it” (Healy, 2005, p. 211-12). Discourses are “systems of thought and
systematic ways of carving out reality. They are structures of knowledge
that influence systems of practices” (John, 1994, p. 57). Discourse analysis,
poststructuralism and palliative care have previously converged within
existing literature and research (e.g., Allen et al, 2008; Borgstrom &
Walter, 2015; Campbell & Amin, 2012; Clark, 1999; Dahlborg-Lyckhage &
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Liden, 2010; Nagington, Walshe, & Luker, 2016a, 2016b; O’Connor, Mellar,
& Abernethey, 2010) and the goal of this study was to build upon this
work.

In the summer and fall 2020, 24 palliative care clinicians (6 social work-
ers, 6 physicians, 8 nurses, 3 music therapists, and an occupational therap-
ist) from across Canada (Yukon, British Columbia, Alberta, Manitoba,
Ontario, Quebec and Nova Scotia) participated in a qualitative study specif-
ically exploring their experiences working with patients’ nonphysical suffer-
ing. Participants took part in 45-60 minute long, semi-structured phone
interviews and completed a written informed consent form before the
interview. Interviews were transcribed verbatim, and interview transcripts
were the ‘texts’ that were analyzed for the presence of discourses (Abell &
Myers, 2008; Albertin Carb6, Vazquez Ahumada, Dorado Caballero, &
Lezama Arguelles, 2016; Cheek, 2000, 2004; Lupton, 1992; Talja, 1999;
Taylor, 2013). Grounding the study’s methodology in the discourse analysis
literature, data analysis involved asking key questions of the data (Cheek,
2000; O’Connor & Payne, 2006; Talja, 1999; Taylor, 2013), including: What
patterns of themes and topics exist within and across the interview texts?
What variations/tensions/contradictions exist within and across these
themes/topics? And, What reality is being constructed within the interview
texts? What does this constructed reality ‘do’? That is, what are its effects?
(Albertin Carb6 et al, 2016; Cheek, 2004; Hall, 2001; Healy, 2005;
Jorgensen & Phillips, 2002; Livholts & Tamboukou, 2015; Lupton, 1992;
O’Connor & Payne, 2006; Park & Bhuyan, 2012; Talja, 1999; Taylor, 2013)?
The authors of this paper collaborated on this study which was approved
by Wilfrid Laurier University Research Ethics Board (REB Approval
#6546). Most study participants identified as white, female, and spiritual,
practiced full-time in a combination of palliative care practice settings (e.g.,
inpatient hospital, outpatient clinic, home/community-based care, residen-
tial hospice), and had between 10-19 years of palliative care practice experi-
ence. All participants worked with adult patients. While the substantive
results from the larger study (Rattner, 2023) are not included in this ana-
lysis, results specific to social workers’ experiences working with patients’
nonphysical suffering are highlighted within the Canadian context, and
within the field of palliative care more generally.

Highlighted findings

A discourse is visible within the larger study about the numerous barriers
clinicians encounter when supporting patients’ nonphysical suffering. These
barriers appear as tensions in the data between clinicians wanting to sup-
port patients with their nonphysical suffering, and not necessarily being
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able to do so. One barrier consistently noted by participants was the lack
of specialist hospice/palliative care social workers on hospice/palliative care
teams.

Lack of specialist hospice and palliative care social workers on teams

This study revealed that a lack of access across settings to specialist
palliative care social workers poses a barrier to supporting patients
with their nonphysical suffering. This was consistently noted by social
workers and by other interdisciplinary team members throughout the
interviews.

Participants consistently noted that community/home-based palliative
care settings lack access to social workers with specialist training in hospice
and palliative care. For example, in the following excerpt, a nurse in an
urban home/community care setting describes a patient’s death anxiety and
how they feel ill-equipped to address it on their team due to limited spirit-
ual care and social work support:

He just was anxious about dying and having to think that he’s got an expiration date
now. It seemed to be more like that he was trying to rely on his faith in a way but
yeah, it’s a tricky thing when you know, welre told “Oh, you’ll be resurrected, or—
but it’s another thing to you know recognize that you're the one that actually has to
go through that... [And] there!s no go-to really for like, we’re on our own for—we
don’t even have a spiritual care person on our team, there’s one social worker for 4
or 500 palliative patients, like, we just are not equipped or trained to—other than
sort of on our own team—to be able to help people deal with [death] anxiety.
(Nurse, Home/Community Care)

In the above excerpt, the participant speaks to how the palliative home/
community care caseload is significant (400-500 patients), with only one
social worker and no spiritual care provider; contributing to patients’ non-
physical suffering being less supported.

Another nurse in an urban home/community care setting expressed simi-
lar sentiments, noting one of their main challenges was the delay in access-
ing resources such as social work and spiritual care. In response to the
interview question, "When you encounter patients’ nonphysical suffering in
your work now, what do you have challenges with? They shared the
following:

Uh, well, being in the community, it’s probably the [lack of access to] resources...
and just kind of an inability, like, when you work in the hospital and you call up
spiritual care and you call up the doctor and you call up the social worker, and you
see them face to face, and you're chit chatting within the hour, right? kind of thing,
um, in community [care] it’s a lot different; things move a lot slower um because of
being in the community, right? (Nurse, Home/Community Care)
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Here, the nurse participant speaks to how it takes more time to involve
social workers and spiritual care providers in home/community care set-
tings versus hospital inpatient settings; these are the care team members
who the nurse identifies as commonly supporting patients’ non-physical
suffering. In hospital settings, such team members are more readily avail-
able and can work together to more quickly respond to and support
patients’ non-physical suffering. In home/community care settings, patients
must wait longer to meet with social workers or spiritual care providers if
a need is identified during another team member’s visit.

Study participants consistently noted that palliative home/community care
settings, in particular, lacked access to specialist psychosocial care, including
social workers. The following interview excerpt reveals how even inpatient
palliative care unit social workers can lack sufficient time to support patients’
nonphysical suffering. For example, a palliative care physician who works in
both urban inpatient and home/community care settings noted:

I just think it would be nice to be resourced with clinicians who—whose main
objective is to be able to sit and spend time and go through some of the non-
physical suffering that patients are having. And, I just don’t think we’re—we don’t
have that resource. I feel like the social workers that we have are excellent, especially
the ones in the community, but they’re stretched extremely thin. And on the
[palliative care] unit the social workers are, I would say, more primarily involved in
um logistics around paperwork and housing and things like that rather than being
able to sit at the bedside and do some of the counselling pieces. (Physician, In-
Patient Palliative Care & Home/Community Care)

This participant speaks to how social workers in both home/community
care and inpatient palliative care unit settings lack the necessary time to
focus on patients’ nonphysical suffering; there are either too few social
workers available, such as in home/community care settings, or on
inpatient units, they can end up needing to focus on practical aspects of
support rather than one- on-one counseling. These barriers can lead to
patients’ nonphysical suffering being less supported.

The lack of time available to sufficiently explore and attend to patients’
nonphysical suffering is specifically named by a social worker participant
who shared the following:

I's more about putting in the time to create the comfort, the safety, and build the

connection and that’s where the healing comes. There’s nothing you can say or do as

a one shot intervention that fixes it and that’s what’s frustrating. ‘Cause we have

such big case loads we don’t have time to put the time in to help. (Social Worker,
Home/Community Care & Residential Hospice).

Here, the social worker describes how high case loads prevent them from
having the necessary time to build that therapeutic connection and there-
fore fully attend to patients’ nonphysical suffering. The social worker
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importantly notes, too, that supporting patients’ nonphysical suffering takes
time and does not have any quick fixes; they express their frustration with
how large case loads mean that they do not have the requisite time to help
patients with the full extent of their suffering.

Within the data above, it becomes clear that both interdisciplinary team
members and social workers themselves identify supporting patients’ non-
physical suffering as something that is significant to social workers’ scope
of practice within palliative care. The study also reveals that palliative care
settings are differently resourced when it comes to specialist psychosocial
palliative care, and how this impacts care provision, in particular, a team’s
ability to support patients’ nonphysical suffering. While some settings do
not have specialist social workers on their palliative care teams, such as in
home/community care settings, in other settings like inpatient palliative
care units, social workers may be consumed with practical needs (e.g.,
paperwork, housing), leaving little time for in-depth counseling and sup-
port. In terms of the effects of this discourse, participants consistently
noted that being unable to adequately support patients with their nonphysi-
cal suffering can result in feelings of helplessness and inadequacy.

A unique pressure to relieve patients’ nonphysical suffering

A discourse was identified in the larger study about the pressure palliative
care clinicians feel to relieve patients’ nonphysical suffering. While the
larger study found that this is a pressure that is felt across all interdisciplin-
ary team members, findings revealed that social workers in the study may
uniquely experience aspects of this. For example, in referencing the pres-
sure they feel to relieve patients’ nonphysical suffering, one social worker
working in inpatient and home/community settings shared:

I do feel the pressure just because, I don’t know, I think because my job is strictly
the psychosocial, so I have to fix that piece. But it’s not—I know that, in my logic
brain I certainly know that I can’t, but I think that whenever I'm triggered
emotionally it’s easier to me to spiral into “Oh, but I should be able to,” you know,
but if 'm calm and just relaxed I can, I know that I can’t possibly do that. (Social
Worker, Home/Community Care & Residential Hospice)

This participant noted that they feel a unique source of pressure from
the “strictly psychosocial” focus of the role as a social worker; that is,
because they and others perceive nonphysical suffering to fall within their
scope of practice, they can feel a particular pressure to relieve it. The par-
ticipant shared logically knowing within themselves the limits of what’s
possible, based on their practice experience: that not all nonphysical suffer-
ing can be ‘fixed, coupled with still feeling pressure to relieve patients’
nonphysical suffering.
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In the following interview excerpt, a social worker working in a hospice
setting, also articulated some of the conflicting feelings they hold around
the pressure to relieve patients’ non- physical suffering:

I mean, I think there’s a certain amount of pressure, but it was never overwhelming
for me to sort of—I don’t know if that was ever my goal, sort of, to make them feel
better, like, I think it was. Yes, you want to ease suffering, yes, you want to make
them feel better, but I know that 'm not going to take the pain away. I guess that’s
the difference. Like, yes, you want to ease, but you can!t change the situation, so
helping them feel a little bit better, but I don’t know if it’s pressure that I felt. (Social
Worker, Residential Hospice)

Here, the social worker appeared to appreciate the limits of what’s pos-
sible in terms of relieving patients’ nonphysical suffering; they clearly
express wanting to ease patients’ nonphysical suffering and to make them
feel better, while simultaneously noting that they know they cannot change
the situation. The social worker initially states that they do experience this
as a pressure to relieve patients’ nonphysical suffering, though also state
they do not. This social worker expresses feeling resigned to accept this
contradiction, and tension, that is inherent to, and shapes, their practice:
wanting to relieve patients’ nonphysical suffering while knowing that they
can’t “change the situation”—the fact that the patient will die.

And in the following interview excerpt, another social worker in a hos-
pice setting speaks to how it feels when they cannot help a patient with
their nonphysical suffering:

I will encounter [patients] like that, who aren’t able to name what’s going on for
them and

maybe they won’t ever be able to do that and they’re, and that’s just the way it is
and, and being able to navigate that more, maybe with less judgment and less um,
being less hard on myself that I didn’t give him a good death. (Social Worker,
Residential Hospice)

In this instance, the social worker speaks about feeling as though they
did not do their job and/or help as much as they feel they could have,
when patients are not able to name or identify their nonphysical suffering.
This social worker hints at the pressure they feel when they describe being
hard on themselves for not being able to help a patient with their nonphys-
ical suffering. This leads them to feeling as though they did not give that
patient a “good death.” Here, too, the effects of this discourse include feel-
ings of clinician helplessness and inadequacy.

Discussion

Working with patients’ nonphysical suffering is a necessary trans-disciplin-
ary skill. Still, the study results pinpoint how interdisciplinary team
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members identify supporting patients’ nonphysical suffering as something
that is very much within hospice and palliative care social workers’ scope
of practice. Social workers in the study, too, recognized nonphysical suffer-
ing as comprising a central aspect of their role. Time constraints related to
untenable case loads and insufficient staffing impede social workers’ and
therefore teams’ capacities to adequately support patients’ nonphysical suf-
fering. Current literature discusses the importance of social workers having
knowledge of and “maintaining appropriate boundaries in the face of” suf-
fering (Bosma et al,, 2008, p. 8; 2010; Gwyther et al., 2005). That social
workers are key team members that support patients’ nonphysical suffering
has not before been identified within hospice/palliative care social worker
competencies (Bosma et al., 2008, p. 8; 2010; Gwyther et al., 2005).

Study results also highlighted the pressure social workers can feel to
relieve patients’ non- physical suffering. This may be uniquely experienced
due to the psychosocial focus of their role and the significance of nonphysi-
cal suffering to their scope of practice. The ‘pressure’ clinicians may feel to
relieve nonphysical suffering that may be difficult to relieve has been min-
imally articulated in the palliative care literature (Rattner, 2019, 2020;
Rattner & Berzoff, 2016). This pressure is more so alluded to within the
existing literature, with several studies finding clinicians experience help-
lessness and inadequacy when they cannot relieve patients’ suffering
(Arbore, Katz, & Johnson, 2016; Back, Rushton, Kaszniak, & Halifax, 2015;
Bruce et al,, 2011; Clark, 2011; Rattner, 2020; Rushton & Ballard, 2011;
Sacks & Volker, 2015; Vachon & Guité-Verret, 2020; White et al., 2004).
Feelings of clinician helplessness and inadequacy are mirrored in the pre-
sent study’s results, as noted above. How social workers on hospice and
palliative care teams may experience this pressure to relieve nonphysical
suffering in unique ways, as this study found, has also not yet been articu-
lated in the existing literature. Social workers in this study also expressed
knowing, within themselves, the limits of what is possible: that not all non-
physical suffering can necessarily be relieved. That not all suffering can be
relieved, despite clinicians’ best efforts, is an idea that is less acknowledged
in palliative care’s discourse (e.g., Bruce et al., 2011; Currow & Hegarty,
2006; Gregory & English, 1994; Hegarty et al., 2010; White et al., 2004). A
previous study by Breaden, Hegarty, Swetenham, and Grbich (2012) is the
only one found that comes close to this idea. They found that “living the
paradoxes” was a central theme for palliative care clinicians working with
patients’ refractory physical and nonphysical suffering (p. 898). ‘Living the
paradoxes” describes how “clinicians had to accept realistic limits, yet also
do everything possible” in their work with patients’ suffering (Breaden
et al., 2012, p. 898). This still differs from the study results described above,
wherein the social workers shared knowing that nonphysical suffering’s
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relief is not necessarily possible, while still feeling pressure to relieve it. In
each of the ways noted above, study results help to make more visible
aspects of front-line care with patients’ nonphysical suffering that are less
visible within palliative care literature and discourse. These findings have
significance to hospice and palliative care social work and the field of hos-
pice and palliative care more broadly.

Study findings also importantly highlight that specialist palliative care
social workers may either be absent in certain Canadian settings, like home
and community care and/or they may have insufficient time to address
non-practical patient needs. In addition to the under-utilization of specialist
palliative care social workers in Canadian settings, the under-utilization of
their clinical skills in supporting patients’ nonphysical suffering due to high
case loads and complex practical needs also becomes evident. These find-
ings add an urgency to existing calls for the inclusion of specialist palliative
care social workers across diverse settings in Canada (Henderson et al.,
2019).

Implications for hospice and palliative care social work in Canada

More research into social workers’ experiences practicing hospice and pal-
liative care in Canada is needed. This is an area of research that has been
minimally explored previously. More advocacy and funding is needed, too,
to support specialist palliative care social workers becoming a standard part
of hospice and palliative care teams in Canada across diverse settings
(Henderson et al., 2019). In settings that have a social worker on the team,
study results demonstrated that patient loads may be too high to have the
time to engage in the type of work supporting patients’ nonphysical suffer-
ing requires. Therefore, social worker/patient ratios also need to be re-con-
sidered and adequately funded in relation to the capacity required to truly
support patients’ and families’ nonphysical suffering across diverse settings.
For example, palliative care consult teams in acute care settings often do
not have a specialist palliative care social worker on the team and the ratio
of social workers to residents in long term care homes can commonly be
one social worker to more than 300 or 400 residents. These ratios systemic-
ally do not allow for social workers’ clinical skills and competencies to be
fully utilized, nor for complex patient and family psychosocial needs to be
adequately addressed. Ongoing calls for the expansion of palliative care
services in Canada must continue to include calls for the consistent funding
of specialist psychosocial care. Beyond social workers, the consistent fund-
ing of spiritual care providers and music therapists must also be included
in these calls, as they are key team members integral to supporting patients’
and families’ nonphysical suffering (Rattner, 2023).
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Within Canada, the need for more education and training for social
workers who wish to specialize in hospice and palliative care must also be
considered. It is all too rare in Canada to have palliative care or even grief-
related content integrated into social work education at both the bachelors’
and masters’ levels (Berkman & Stein, 2018; Stein, Berkman, & Pollak,
2019). As Bosma et al. (2010) and colleagues note, “Most social work prac-
titioners will encounter adults, children, and families who are facing pro-
gressive life limiting illness, dying, death, or bereavement. Such social work
interactions occur not only in health care settings, but in all locations
where social workers practice” (p. 79), denoting the importance of these
areas of focus in generalist social work education. Additionally, post-MSW
specialized training specific to working in hospice and palliative care (e.g.,
Berzoft, Dane, & Cait, 2005; Gardner, Gerbino, Warner Walls, Chachkes, &
Doherty, 2015) does not currently exist in Canada, and is an area requiring
further exploration and funding.

Conclusion

This study identified systemic barriers that can prevent social workers from
supporting patients’ nonphysical suffering in diverse palliative care settings
(e.g., in-patient palliative care unit, home care, etc.). Working with and
supporting patients’ nonphysical suffering is a key skill and competency of
the hospice and palliative care social worker role that has, before now,
been largely under-acknowledged in palliative care literature, practice and
research. These findings have significance for hospice and palliative care
social work and the field of hospice and palliative care more broadly. Study
findings also provide evidence for the vital role that social workers play in
hospice and palliative care across diverse settings in Canada, while also
identifying the under-funding and under-utilization of specialist palliative
care social workers in these settings.
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