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Providing compassionate care is the 
aim of health professions education 
and practice, yet doing so can be 
challenging.1,2 One reason for the 
challenges may be the privileged position 
of biomedical research evidence and 
its associated pursuits of certainty and 
objectivity, as seen in manifestations of 
evidence-based practice (EBP).3,4 But 
health professions practice often requires 
tolerating or even embracing uncertainty, 
particularly if its goals include 
responding to renewed calls to restore 
compassionate care.5–9 Thus, as a research 
team, we were interested in exploring the 
interrelations and intersections between 
compassionate care and EBP.10,11

Compassion is commonly defined as 
a deep awareness of the suffering of 
another, with a view to relieving this 
suffering.12–15 Compassion demonstrated 
by health care professionals is a key 
component of patient satisfaction and 
perceived quality of care.12 Compassionate 
care can thus be defined as an approach 
to health care that values and prioritizes 
compassion. Recent analyses of medical 
education accreditation standards and 
competency frameworks have noted 
a lack of attention to compassionate 
care, illustrating a disconnect between 
rhetoric about compassionate care and 
the policies driving health professions 
education.1,2 These studies, along with the 
history of altruism in medicine,16 affirm 
recent philanthropic movements to 
restore compassion to health care, often 
through efforts in health professions 
education.17,18

Amidst movements to restore 
compassion, health professionals 
continue to learn and work in an age 
of EBP, which has arguably been the 
prevailing approach to health professions 

practice since the early 1990s.19 EBP is 
defined as the integration of clinical 
expertise (i.e., the clinician’s experience, 
education, and skills), patient values, 
and the best research evidence into the 
decision-making process for patient 
care.19 Over the last two decades, 
EBP has led to improvements in 
practices, outcomes, and health care 
systems.20 However, despite EBP’s 
well-rounded, original definition, 
actual implementations of EBP have 
been critiqued for narrowly focusing 
on research-based knowledge whilst 
silencing clinician and patient experience-
based knowledge.3,21,22 Although such 
imbalanced implementation may not 
reflect the original intent of EBP, it has 
been the reality across a range of health 
professions that have adopted EBP as 
their primary model for practice.23–27

In this way, EBP operates as a discourse, 
defined as a language-based system of 
meaning that governs what we consider 
to be “true” and “sayable” at a particular 
point in time and in a specific context.28–30 
We govern ourselves and others by 
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what we consider to be true; therefore, 
discourses create the possibility of certain 
kinds of identities (subject positions). 
Discourses also allow certain institutions 
or concepts (objects) to gain legitimacy 
and power.29,31–33 Some discourses are 
afforded more legitimacy than others and 
thus strongly influence what we think 
and know.29,31,32 EBP has operated as a 
dominant discourse for so long that it has 
engendered corresponding practices and 
organizational structures.10,22,26,34

Compassionate care also operates 
as a discourse in health care.4 For 
example, recent work analyzing the 
rise of compassion in end-of-life care 
suggests that compassion discourses 
arose in response to critical incidents 
perceived as failures of health care.35 
However, in the end-of-life context 
described by Borgstrom and Walter,35 
where commodification of health care 
services was taking hold, attributes such 
as being present in patient interactions 
and exhibiting compassion were not 
readily quantifiable and contractible; 
thus, they were valued as ideals but 
not readily adopted as practices. This 
example shows that compassionate care 
cannot necessarily be implemented in a 
simplistic manner.

When thinking discursively (i.e., in 
terms of discourse), we see that it would 
be naïve to (re)insert compassionate 
care into health care without attending 
to its interactions with the dominant 
discourse of EBP. We must study what 
happens when the two discourses 
interact in practice. Therefore, we asked 
two questions: (1) How does/do the 
discourse(s) of compassionate care 
manifest and operate in the academic 
health care system? (2) What do these 
manifestations of compassionate care 
look like in relation to the dominant 
manifestation of EBP as privileged 
research knowledge? Answering these 
questions is a necessary first step toward 
identifying and achieving educational 
goals related to compassionate care.

Method

To answer our research questions, we 
used an interpretive qualitative approach. 
Specifically, we used the principles of a 
Foucauldian critical discourse analysis 
(CDA) to guide our study design, data 
collection, and analysis.33 CDA as a 
methodology aims to explore how 

language relates to social practices, 
knowledge, and power.30 Foucault 
directly applied this analytic approach 
to medical education in the 1960s,36 
and CDA has gained prominence in 
medical education research in recent 
years.30 Epistemologically, CDA is rooted 
in constructivism and understands 
knowledge to be socially constructed. 
The focus is on how different ways of 
thinking and speaking construct and 
give power to specific institutions, 
create roles for individuals to play in the 
system (subjects), and make possible the 
existence of certain objects (both material 
and conceptual).28,29

Research context

We situated this research within our local 
context of Toronto, Ontario, Canada. 
We chose the clinical context of chronic 
pain management because it is an area of 
practice that is highly interprofessional 
and regularly requires integration of 
biomedical research evidence with other 
forms of information and knowledge, 
including patient preferences, that may 
be unsupported by such evidence.37,38 The 
practice of chronic pain care therefore 
offers unique vantage points through 
which to study the intersection of 
compassionate care and EBP.

Reflexivity

Consistent with a constructivist position, 
wherein researchers bring their own 
backgrounds and assumptions to data 
collection and analysis, the research 
team must be reflexive about the various 
perspectives informing the work.39 Our 
research team consisted of four health 
professions education scholars in the 
academic health sciences (L.R.B., K.G., 
M.A.M., S.L.N.), two of whom are 
health professionals and all of whom are 
educators; two students, one a medical 
student (Y.N.) and the other a graduate 
student in professional communications 
(E.N.); a librarian (F.F.); and an 
academic anesthesiologist specializing 
in chronic pain (A.B.). We had a balance 
of clinical, educational, and personal 
experience, and, at our regular team 
meetings, invited all team members to 
challenge and refine our developing 
findings and assumptions. Additionally, 
in the processes (described below) of 
identifying and working with gatekeepers 
(who enabled us to recruit interview 
participants) and making decisions 
about which texts to include/exclude, 

we continually used guiding reflexive 
questions to ensure ethical research 
practices.39–41

Assembly of our archive

A CDA requires gathering and studying 
a compilation of texts, called an archive, 
that reflects the social world in which 
the discourse operates.42 To explore the 
discourse(s) of compassionate care within 
the Canadian health care system and how 
it/they relate to the discourse of EBP, 
in 2015–2016 we collected texts from 
three sources: (1) gray literature from 
hospital, regulatory, and government 
organizations; (2) patient blogs; and 
(3) interviews with clinicians and 
postgraduate trainees. The gray literature 
and patient blog texts were gathered 
concurrently and purposively, and the 
interviews were informed by our ongoing 
analyses. We continued collecting 
and analyzing texts until we reached 
saturation, the point at which continued 
analysis proved redundant.43

Gray literature. Our librarian team 
member (F.F.) led our search of the gray 
literature—unindexed and/or unpublished 
materials outside of conventional 
academic databases that are often 
difficult to find but are key sources of 
knowledge.44 We collected gray literature 
to explore discourses in documents that 
guide health professionals in their daily 
practice of chronic pain management. We 
specifically chose gray literature rather 
than peer-reviewed literature because 
we thought it would better represent the 
complexity of chronic pain and thus make 
intersecting discourses more visible. The 
gray literature sources included relevant 
websites publicly accessible via Google 
searches. Keyword searches were conducted 
in 2015 using each website’s search bar 
or else Google Site:Search if no website 
search bar was available. (Any documents 
on intranets were not publicly accessible 
and therefore were not included.) The 
following terms were searched separately 
on each website to capture documents 
that mentioned chronic pain or chronic 
pain management: guideline, evidence/
evidence-based, compassion, chronic, and 
pain. As we were interested in current 
discourses of compassionate care, rather 
than their emergence, we included only 
documents written from 2009 to 2015. 
Our information sources were limited to 
Canadian documents, policies, and practice 
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guidelines from the following groups of 
organizations and regulatory bodies:

1. local hospital pain centers and chronic 
pain clinics (65 documents);

2. provincial professional practice 
colleges and national associations for 
medical and health professionals who 
work in chronic pain (identified from 
local hospital pain center and chronic 
pain clinic websites: anesthesiologists, 
psychiatrists, physiotherapists, 
nurses, dentists, and psychologists) 
(80 documents);

3. leading research centers on chronic 
pain (47 documents); and

4. national pain societies and groups 
(10 documents).

Patient blogs. We also collected patient 
blog posts, allowing us to explore the 
discourses operating within chronic pain 
patient experiences and their perceived 
material effects (e.g., objects created, 
practices mobilized or reinforced) 
across a broad population. To find 
blogs detailing personal experiences of 
individuals experiencing chronic pain, 
in 2015 F.F. and E.N., with guidance 
from L.R.B. and S.L.N., used the Google 
advanced search field “find pages with all 
these words,” searching the terms chronic 
pain blog, patient pain blog, and chronic 
pain patient blog. For consistency with the 
gray literature, we limited patient blogs to 
those from Canada written between 2009 
and 2015. Twenty-one blogs resulted from 
this search. The blogs were screened for 
relevance based on our inclusion criteria: 
They had to be written by individuals 
with chronic pain who engaged in explicit 
and recurring discussions of their pain. 
Ten relevant blogs were included. To limit 
the number of posts analyzed, we further 
restricted our inclusion dates to 2013–
2015, resulting in 247 blog posts. Using 
dates (in this case, years) as a limiter 
is a common way to balance feasibility 
with breadth in compiling an archive of 
texts. By choosing years as the limiter, we 
ensured breadth across the blogs, as we 
were able to include multiple posts from 
each of the 10 blogs.

Interviews. To purposively explore in 
more depth—and in actual practice—the 
emerging insights from our analysis of the 
gray literature and patient blogs, in 2015–
2016 we conducted hourlong interviews 
with clinicians and postgraduate trainees 
(n = 9) who were working in local chronic 

pain clinics. We identified key clinical 
faculty working in the local health care 
system who could serve as gatekeepers. On 
our behalf, these gatekeepers sent an e-mail 
recruitment notice to their colleagues and 
trainees. Interested participants contacted 
us directly by e-mail. Each interview was 
conducted by either the medical student 
(Y.N.) on our team or one of the principal 
investigators (S.L.N.) via telephone or in 
person, depending on the participant’s 
preference. Y.N. first accompanied S.L.N. to 
observe an interview, then co-conducted an 
interview with S.L.N., and then conducted 
an interview while observed by S.N., before 
each of these authors conducted interviews 
independently. Y.N. received ongoing 
feedback about her interviewing skills 
based on the in-person observations and 
transcript review. Neither interviewer had 
any type of teaching or power relationship 
with participants outside of this study. 
We conducted semistructured interviews, 
asking participants about their daily 
practice, their decision-making processes, 
what kinds of thinking guide their practice, 
and how they conceptualize compassion 
and EBP. We probed for any tensions they 
may encounter in providing compassionate 
and/or evidence-based care. Transcripts of 
these interviews were included as texts in 
our archive. In addition, we collected and 
added to our archive any documents (e.g., 
policies, guidelines) to which participants 
referred in the interviews.

Analysis of archive

Analysis of the 458 texts included in our 
archive (see Table 1) occurred in three 
phases. We used NVivo Version 10 (QSR 
International Pty Ltd., Australia, 2012) to 
organize the data.

Phase 1. We analyzed the gray literature 
and patient blog texts using CDA 
methods outlined by Wodak and  
Meyer43 and Dean.45 Four questions 
guided our analysis. In the study context:  
(1) What statements of truth are operating? 
(2) What subject positions are created? 
(3) What objects are created or used? 
(4) What institutions gain power?28,29,32 
L.R.B. and S.L.N. first coded meaning 
units (segments of text that represent one 
idea or concept) and wrote memos in 
response to the guiding questions. Coded 
meaning units were then synthesized 
into main themes, again in relation to 
the guiding questions. Biweekly meetings 
with the principal investigators (L.R.B. 
and S.L.N.) and monthly meetings with 
the full team guided the analytic process.

Phase 2. We then analyzed interview 
transcripts abductively, informed by 
the guiding analytic questions (above) 
and the analysis from phase 1, which 
offered ways of seeing, organizing, 
and understanding the discourses in 
operation within people’s everyday work 
and meaning making.

Phase 3. Finally, we synthesized the 
analyses from phases 1 and 2. We started 
first at the systems level (e.g., policy 
documents and practice guidelines) and 
then moved to the institutional level 
(e.g., chronic pain center documents) 
and the individual level (patient blog 
posts), where we distilled the discourses 
in operation and the truth statements, 
subject positions, objects, and power 
relations they created. We then looked 
at how these discourses materialized in 
our local context (interview transcripts). 
This allowed us to refine the discourses 
of compassionate care found in phase 1 
into the final four discourses presented 
in our findings (see Results and 
Discussion). We also began to notice the 
mediating discourses at this stage, and 
we purposively revisited all of our data 
sources to expand on these findings.

In lieu of (re)presenting our findings with 
supporting quotations as is typically done 
in qualitative research papers, we instead 
used representative stories. As Lingard et 
al46 note, “a story’s power resides not in 
its generalisability, but in its resonance, 
its ability to transport readers to their 
own […] moments and to produce a 
sense of déjà vu that signals shared social 
experience and prompts deep reflection.” 
The process of constructing these stories 
was informed by an established approach 
to creating representative narratives out 
of qualitative data.47–49 For each of our 
discourses of compassionate care, we 
started with the rich stories from our blog 
and interview data and then proceeded 
to incorporate our synthesized findings 
from the full dataset to construct a “meta-
narrative” including all the components 
of our discourse analysis.48 That is, instead 
of using traditional narrative structure 
(i.e., characters and setting), we used the 
frame of our discourse analysis strategy 
(i.e., truth statements operating, subject 
positions created, objects created, power 
relations circulating, and mediating 
discourses) to frame a representative 
story for each of the four discourses of 
compassionate care. In constructing the 
stories, we used language that mirrored 
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that of our dataset. For example, interview 
participants and our document data 
actually referred to pain as “the pain itself.” 
And when we talk about chronic pain as 
a place to work for clinicians who are “the 
converted,” we are referring directly to 
language from our interview dataset.

The study was approved by the University 
of Toronto’s ethics committee.

Results and Discussion

We identified four different manifesta-
tions of the discourse of compassionate 
care operating within the context of 
chronic pain management: curing the 
pain itself, alleviating suffering, returning 
to function, and validating the patient 
experience. These four discourses of 
compassionate care did not operate 
in isolation or in simplistic relation 

to current practices of EBP. Rather, 
they were mediated by other prevalent 
discourses in the system: patient-centered 
care, patient safety, professional liability, 
interprofessional collaboration, and 
efficiency. By necessity, these mediating 
discourses are often noted as we discuss 
our findings; therefore, we have provided 
brief descriptions of them in Table 2.

The curing the pain itself discourse 
of compassionate care aligns with 
manifestations of the dominant discourse 
of EBP; it responds to EBP, reinforcing 
EBP’s core values and striving for a cure 
when possible. The returning to function 
discourse operates in partnership with 
EBP; that is, it is not incongruent and it 
strives to enable best possible function. 
The alleviating suffering discourse operates 
in apology to EBP, meaning its offerings 
are positioned as second-best to providing 
a proven and objectively demonstrable 
cure or solution. The validating the patient 
experience discourse operates in resistance 
to EBP, with a different set of values 
guiding everyday practice.

Each of these discourses of compassion-
ate care will be described and discussed 
below; we have chosen to represent our 
findings and discussion in an integrated 
fashion, reflecting the interpretive  
process of this qualitative study. In 
Table 3, we present the representative 
stories illuminating each discourse, in 
lieu of the more common approach 
of presenting truncated excerpts from 
our data embedded in the findings. 
Each discourse created a spectrum 
of subject position possibilities, and 
Figure 1 illustrates these as well as the 
relationships between discourses of 
compassionate care and EBP.

We emphasize that throughout our 
Results and Discussion section, when we 
refer to EBP we are not referring to its 
conceptual definition wherein research 
evidence, patient values, and practitioner 
expertise are all valued.19 Instead, we 
are referring to the ways in which EBP 
has come to dominate in practice—
that is, as a discourse that privileges 
research evidence as knowledge, 
while silencing other conceptions of 
knowledge.3,23,50 We did not explore the 
multitude of discursive manifestations 
of EBP itself, although that has been 
written about widely and we built our 
study on the existing foundation of 
knowledge.4,22–24,26,50,51

Table 1
Archive of Texts Used in the Critical Discourse Analysis of Compassionate Care in 
the Context of Chronic Pain Care in Canada

Source (dates included) No. of texts

Gray literature (2009–2015) 204
 Local (Toronto) hospital pain centers and chronic pain clinics 65

 Professional practice colleges and associations 80

  Canadian Medical Association 7

  College of Family Physicians of Canada 6

  College of Physicians and Surgeons of Ontario 12

  College of Psychologists of Ontario 1

  Ontario Ministry of Health and Long-Term Care 37

  Registered Nurses’ Association of Ontario 1

  Royal College of Dental Surgeons of Ontario 1

  Royal College of Physicians and Surgeons of Canada 15

 Chronic pain research centers 47

  Dalhousie University Centre for Paediatric Pain Research 7

  McGill University Alan Edwards Centre for Research on Pain 4

  McMaster University Michael D. DeGroote National Pain Centre 22

  Pain in Child Health 4

  Quebec Pain Research Network 1

  Simon Fraser University Chronic Pain Research Institute 2

  University of Toronto Centre for the Study of Pain 7

 Pain societies and groups 10

  Canadian Academy of Pain Management 3

  Canadian Association of Paediatric Health Centres 3

  Canadian Pain Society 4

Patient blogs (2013–2015) 247

 Chronic Crohn’s 50

 Cluster Headache Survivor 34

 Crohn’s Leaving the Seat Down 57

 Kerri on the Prairies 5

 Living With Fibromyalgia 23

 Lupus Face Forward 10

 My Beautiful Messy Life 23

 The Old Lady in My Bones 3

 Uncover Ostomy 18

 Women and Fibromyalgia 24

Interview transcripts (2015–2016)a 9

 Clinicians 4

 Trainees 5

Total 458

aTranscripts of hour-long interviews with clinicians and postgraduate trainees in chronic pain clinics.
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In response to EBP: Compassionate care 
as curing the pain itself

A sense of curing the pain itself as the 
gold standard of care—as uncommon as 
its achievement may be in chronic pain 
management—pervaded the dataset. 
This discourse is focused on pain as 
a physical problem that can be fixed 
and views treating the pain itself as the 
ultimate object of clinicians’ work. By 
focusing on the physical pain, the patient 
is fractured into component parts, as if 
his/her pain were discretely treatable. The 
clinician thereby operates mechanistically, 
drawing on tests to diagnose the specific 
problem, then fixing the pain, with 
success determined by objective outcome 
measures. Thus, standardized tests and 
scales are positioned as the most reliable 
and valid sources of information and take 
precedence over nonstandardized sources 
of patient input, such as conversations. 
Change on the standardized outcome 
measures becomes the marker of successful 
care. The tangible outcome of improving a 
patient’s pain is celebrated by clinicians.

Mediating this discourse of 
compassionate care is a value for 
efficiency. In an efficiency discourse, care 
of the whole, complex patient—care 

that extends beyond curing the pain 
itself—becomes time-consuming and 
burdensome to the system. Although 
caring beyond cure may be valued by 
clinicians, it is seen as requiring the 
clinician to act beyond the call of duty. 
To abide by the efficiency expectation, 
clinicians may refer patients to other 
health professionals (e.g., psychologists), 
and yet this act, in the curing the pain 
itself discourse, is positioned as treating 
something other than the pain.

Given the focus on definitive outcomes 
within the discourse of curing the pain 
itself, chronic pain care is framed as a 
unique area of practice. Practicing in 
chronic pain requires an acceptance of 
uncertainty because identification of 
the cause of pain may not be possible. 
However, discourses of EBP and efficiency 
make this acceptance challenging for 
some health professionals. In our dataset, 
chronic pain was described as a place for 
the converted to work—that is, those who 
recognize that pain need not have a clear 
cause in order to be treated.

Within the curing the pain itself 
discourse, compassionate care means 
being able to fix the problem. But the 
other three discourses of compassionate 

care make compassion possible even 
when a cure is not.

In partnership with EBP: 
Compassionate care as returning to 
function

The returning to function discourse is 
focused on patients being able to engage 
in activities of meaning, particularly 
activities they once enjoyed. For children, 
returning to school is prioritized; for 
adults, returning to work is prioritized. 
Neither pain nor cure is the focus of 
care; instead, the focus is a return to a 
meaningful or “normal” life, as defined by 
the patient. This discourse draws on the 
biopsychosocial model, which explicitly 
acknowledges the important and related 
roles of biological, psychological, and 
social factors in health and health care.52

Care from a range of professions may be 
needed to satisfy biopsychosocial ideals; 
thus, interprofessional collaboration 
often mediates this discourse of 
compassionate care. For example, two 
clinics in our local context were built 
around a model of compassionate care as 
returning people to function, and these 
clinics were therefore interprofessional 
in their complement of staff. The field of 

Table 2
Descriptions of the Discourses Mediating the Discourses of Evidence-Based Practice 
and Compassionate Care

Mediating  
discourse Description

Patient-centered 
care (PCC)

An approach to practice that focuses on involving patients in their own care. Patients are listened to and respected, while 
clinicians identify, understand, and respond to their needs.54,55 While the approach has been used by health professionals 
for decades, the discourse of PCC gained visibility when it appeared as one of six key elements of high-quality care in the 
influential Institute of Medicine report Crossing the Quality Chasm.56 PCC is now central to discussions of quality and is 
prominent in major health policy documents internationally.54

Patient safety The prevention and reduction of medical error and adverse health care events. The patient safety discourse gained visibility 
and is frequently discussed in reference to the Institute of Medicine report To Err Is Human: Building a Safer Health System57 as 
well as the National Health Services report An Organisation With a Memory.58 Patient safety is a reform discourse—it positions 
medical error as a significant, pervasive, and entrenched threat to patient safety, in need of attention.59 In this discourse the 
solution to error is often framed as a systems issue, focusing on ensuring well-designed processes of care to prevent, reduce, 
and mitigate harm to patients.

Professional liability Improper, illegal, or negligent professional activity or treatment by a health professional (also referred to as malpractice). The 
professional liability discourse is implicit in regulatory policies and practice guidelines for health professionals and is linked to 
the legal obligations arising out of professional duties and codes of ethics. Health professional regulations in Canada require 
professional liability insurance to protect members from malpractice and negligence claims.60

Interprofessional 
collaboration (IPC)

The belief that optimal health care is achieved as a team; the process of developing and maintaining effective interprofessional 
working relationships that acknowledge the unique expertise of various health and social care professions. IPC encourages 
health professionals to coordinate care, streamline services, and optimize treatment.61 Over the past few decades, the 
discourse has become a dominant idea in both health professions education and clinical practice. This emphasis is reflected in 
its incorporation into competency-based education frameworks and hospital accreditation models.42

Efficiency Improving health care system performance. The efficiency discourse shifts the focus from increasing health system 
resources toward optimizing these resources—that is, getting better value for money spent.62 Efficiency is concerned with 
the relationship between the resources put into the health care system (e.g., costs, labor, equipment, capital) and either 
intermediate outputs (e.g., number of patients treated, wait times) or final health outcomes (e.g., lives saved, life years gained, 
quality-adjusted life years).63
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rehabilitation—made up of professions 
like physical therapy and occupational 
therapy—stands on a returning to 
function discourse. Rehabilitation is 
touted as benefiting both quality of life 
and the economy because it restores 
people to their “normal,” expected 
societal function as contributing 
citizens. The different rehabilitation 
professions—and the tools used within 
them (e.g., assistive technologies)—are 
objects of this discourse, along with 
interprofessional clinics and insurance 
forms used by gatekeepers.

Interestingly, patient-centered care 
discursively mediates returning 
to function. Clinicians talk about 
individuals’ goals in patient-centered 
terms; patients must participate in 
goal setting and become partners in 
their care. However, a side effect of this 
patient-centered care discourse is evident: 
When patients do not embrace their 
duties within the returning to function 
discourse, they may not be recognized 
as good or compliant patients, and their 
participation in the discourse becomes 
fraught. Patients are dichotomized 

either as vigilant and compliant or as 
burdens to the system. This positions 
clinicians as gatekeepers, protecting the 
health system’s funding. When patients 
are compliant, clinicians participate as 
coaches. As coaches, clinicians need to 
assess patients’ needs and goals, motivate 
them to act on these, and then adjust/
respond when patients do not comply 
with their regimens.

Within the returning to function discourse, 
compassionate care means helping patients 
return to their desired function. This 

Table 3
Representative Stories of the Discourses of Compassionate Care Operating Within the 
Context of Chronic Pain Care in Canada and Their Relationships to the Discourse of 
Evidence-Based Practice (EBP)a

Compassionate  
care discourse

Relation to  
EBP discourse Representative storyb

Curing the pain itself In response to EBP Dr. Smith is a pain medicine resident. She recounts a critical incident in her residency training. 
On that day, she could do no more to relieve the pain of a chronic pain sufferer and bluntly 
said as much to the patient. She also suspected that the patient was malingering and felt that 
it was not in anyone’s best interests to continue to perform a procedure that was not helping, 
took time, and cost the health care system money and time. Dr. Smith felt she was being 
compassionate, in a broad sense, because she did not want to lead the patient on and offer 
false hope, or put the patient through more procedures that would not help. She also felt it 
was beyond her scope to deal with the psychosocial components that might be contributing to 
the pain, as her job was to fix “the pain itself.”

Returning to function In partnership with EBP Ms. Macintyre is an experienced nurse. Her role in the pain clinic is to help direct patients to 
the right resources. With a tone of pride, she shares stories about patients who take control of 
their condition, with whom she partners to set goals and to support them in achieving those 
goals. Sometimes, what is needed may be a consult with a physiotherapist or an occupational 
therapist. She finds working with these committed patients very rewarding.

But Ms. Macintyre also shares stories of patients who, for some reason, do not have the same 
motivation and often, instead, require a referral to a psychologist. She acknowledges that 
chronic pain is multifaceted and complex and that, unfortunately, you cannot help everyone.

Alleviating suffering In apology to EBP Dr. Kim is an experienced pediatric pain physician. He describes a complex strategy he uses as 
part of his compassionate care practices. When supporting families’ pursuit of alternative and 
complementary medicine, he figures that if families believe the alternative approach is helping, 
who is he to deter them? However, he has several caveats. Is the approach high risk? Is it 
costly? If the alternative therapy is not proven but also not risky, and the family can afford it, 
Dr. Kim thinks it is in the best interests of the child to be supportive of the family’s choice. But 
if it is potentially dangerous, then Dr. Kim explains the risks to the family. It is his professional 
and legal responsibility to do so. While Dr. Kim does not himself believe in alternative and 
complementary medicine, he considers it his duty to relieve suffering, even when scientific 
knowledge falls short. One way to do so, he believes, is to be supportive, to listen without 
judgment, and, as needed, to protect the patient and family.

Validating the 
patient experience

In resistance to EBP Stephanie is a blogger who writes about her experiences with the health care system in 
relation to her migraines. Her medications have not been working, and she describes 
repeatedly being dismissed by her physicians. She indicates that she has been relatively 
unemotional in her medical appointments, providing details of when her symptoms set in and 
describing her experiences.

Finally, one day, at a new specialist appointment, she breaks down. The migraines have been 
debilitating. She is missing work more and more, and she does not feel she can cope anymore. 
This new specialist does something no other physician has ever done. He sits down in front of 
her, puts his hand on her shoulder, and acknowledges how hard this experience must be. He 
tells her how sorry he is that she has been living with this suffering for so long. He does not 
make any promises of cure or relief, but for the first time, she leaves her clinical appointment 
feeling cared for.

 aThe discourse of EBP refers here to the ways in which EBP has come to dominate in practice,3,23,25 not to its 
conceptual definition.19

 bThese stories represent composites derived from data analysis of the texts in the study archive (see Table 1). These 
stories do not represent individuals. In the Method section, the authors explain the process for constructing these 
representative stories from their dataset.
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discourse is readily integrated and partners 
well with an EBP ideal.

In apology to EBP: Compassionate care 
as alleviating suffering

The alleviating suffering discourse is 
focused on helping patients feel better—
either physically or psychologically—and 
prioritizes patient experience and 
preferences over medical evidence. This 
discourse sees patients as victims of their 
pain and clinicians as sympathizers. 
Because of patients’ suffering, clinicians 
engage in practices that flex the dominant 
discourse of EBP. Clinicians support 
patients’ pursuit of alternative therapies, 
even if they explicitly doubt their efficacy. 
Clinicians in these situations specifically 
note—at times apologetically so—the 
lack of evidence underlying a treatment 
option. Yet, they argue that whatever 
patients find helpful is worth supporting 
in the name of compassionate care. When 
patients feel better, they are positioned 
as survivors and clinicians are positioned 
as their champions.

However, there is a limit to clinicians’ 
willingness to flex EBP; this flexibility 
is bounded by patient safety and 
professional liability. These mediating 
discourses align squarely with EBP and 

are inarguable; a clinician could never 
deliberately jeopardize a patient’s safety. 
Therefore, in alleviating suffering, 
clinicians acknowledge the need to flex 
to patients’ preferences—drawing on 
the patient-centered care discourse—to 
a point. Past this point, clinicians must 
maintain a safe distance from support for 
potentially unsafe alternative practices or 
medico-legal risk to themselves.

Alleviating suffering requires clinicians 
to navigate an intersection of evidence, 
risk, and provision of access to options 
that patients may want. For example, the 
College of Family Physicians of Canada’s 
guide on authorizing dried cannabis for 
chronic pain laments the difficult position 
of family physicians, who must authorize 
patient access to a non-evidence-based 
and nonregulated product.53

The alleviating suffering discourse 
creates objects like patient satisfaction 
surveys and risk assessment tools. Rather 
than working narrowly in pursuit of 
biomedical and objective outcomes, 
clinicians in this discourse explicitly 
prioritize the process of making patients 
feel better in the subjective sense. 
Options—whether alternative therapies, 
longer appointments in which clinicians 
have more time to listen to patients, or 

interprofessional clinics—are opened up 
by this discourse and driven by patient 
preferences. Interprofessional clinics 
thus gain importance in this discourse 
of compassionate care, as they do in the 
returning to function discourse.

Within the alleviating suffering discourse, 
compassionate care means helping 
patients subjectively feel better when 
proven solutions fall short. This discourse 
operates alongside EBP, apologetically 
referencing it as a gold standard that 
cannot always be met.

In resistance to EBP: Compassionate 
care as validating the patient experience

The pivotal point of departure from 
dominant manifestations of EBP for the 
validating the patient experience discourse 
is the focus on belief in the patient. This 
discourse is activated by patients striving 
to become heard and believed. Clinicians, 
as witnesses, can either validate or 
invalidate the patient experience. A lack of 
validation results in a noncompassionate 
experience of care for patients. Much of 
our dataset described an absence, rather 
than a presence, of compassionate care as 
validation.

In this discourse, patients “perform” their 
pain in a quest for diagnosis, acceptance, 
or treatment. When patients perform 
their pain effectively, clinicians validate 
the pain experience by acknowledging 
the meaning of the experience from the 
patient’s perspective, thus performing 
belief in the patient. However, when 
patients do not perform their pain 
effectively, clinicians are often skeptical, 
rendering patient experiences of pain 
invisible and/or invalid.

When patients feel invisible, some may 
withdraw from engagement with the 
care process and/or become advocates 
for chronic pain sufferers, through 
activities like blogging or other forms 
of social media. Alternatively, some 
patients learn how to perform the role of 
the “good” patient to become seen and 
heard. To access patient-centered care, 
the good patient must appear believable, 
credible, and trustworthy (e.g., through 
dress, vocabulary, and demeanor). Some 
patients go as far as to film a video while 
suffering an acute episode of their pain 
experience. Patients who are aware of this 
good, compliant patient framing actively 
avoid being dismissed as, for example, 
drug seekers.

M E D I AT I N G  D I S C O U R S E S
Patient-centered care; Patient safety; Professional liability; Interprofessional care; Efficiency 

E V I D E N C E - B A S E D  P R A C T I C E

Curing the pain itself
Patient as fractured – Clinician as mechanic

Returning to function
Patient as burden/compliant – Clinician as gatekeeper/coach

Alleviating suffering
Patient as victim/survivor – Clinician as sympathizer/champion

Validating the patient experience
Patient as invisible/performer – Clinician as skeptic/witness

In response to      

In partnership with

In apology to

In resistance to

C O M PA S S I O N AT E  C A R E

Figure 1 Model illustrating the relationships between the four discourses of compassionate care 
and the discourse of evidence-based practice (EBP) in the context of chronic pain care in Canada. The 
discourse of EBP refers here to the ways in which EBP has come to dominate in practice,3,23,25 not to 
its conceptual definition.19 These relationships were mediated by other discourses in the system (see 
Table 2). Each discourse of compassionate care created a spectrum of subject position possibilities.
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Chronic pain as a field of medicine 
gains power in this discourse, because 
clinicians who validate are often seen 
as finally giving patients what they have 
long sought. Chronic pain clinics, by 
extension, are therefore objects of this 
discourse; they are frequently viewed 
as safe havens for patients when other 
clinicians have failed to treat and/or 
validate patients’ suffering.

Within the validating the patient 
experience discourse, compassionate care 
means believing the patient, even when 
the patient’s experience eschews scientific 
explanation. This discourse thus operates 
in resistance to EBP.

Conclusions

This study explored the ever-important 
discourse of compassionate care with 
reference to EBP. We limited our use of 
EBP as a discourse to its dominant effects, 
as opposed to the multitude of ways it 
operates. This limitation was necessary 
to carry out our analysis focused on how 
compassionate care interacts with the 
dominant discourse of EBP. Further, this 
study was situated in the specific context 
of chronic pain management in Canada. 
The benefits of this focus include the 
in-depth exploration of the discursive 
interactions; future studies could explore 
such interactions in other contexts. And 
although this study was situated in a 
particular context, we encourage readers 
to consider the extent to which these 
findings align with their own experiences 
of compassionate care and EBP, and what 
lessons can be learned as a result.

Medical education efforts aimed 
at fostering compassion in health 
professionals and systems need to 
acknowledge the complex web of 
discourses—which carry with them 
their own expectations, material 
effects, and roles—and support people 
in navigating this web.9 One of our 
participants summarized the complexity 
of compassionate care by referring to the 
oft-quoted phrase of American physician 
Edward Trudeau: “to cure sometimes, to 
relieve often, to comfort always.” When 
teaching about evidence and science, 
we must remind learners that we do not 
have all the answers, yet in the absence 
of answers, compassionate care must 
continue. Patients may need to have their 
suffering alleviated, or their experiences 
validated, even when research-based 

solutions have reached their limits. At 
times, just feeling heard is immensely 
beneficial to patients’ sense of being cared 
for and about. Acting in these ways is 
not a failure of medicine but, rather, is 
perhaps at its heart.
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