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This study examined the lived experience of Canadian clinical social workers in light of the
organizational context in which theywork. The literature indicates an alarming rise of occupational
psychological distress in social workers, which alignswith the rise of the neoliberal ideologywithin
the Canadian healthcare sector. While we know that organizational constraints and structural
reforms affect social worker’s workplace well-being, it remains unclear how these changes are
represented by front-line practitioners and how they affect the provision of social services in
healthcare settings. Todeepenour understandingof this issue,weconducted a thematic analysis
of thirty semi-directed interviews with social workers currently practicing in three Canadian cities
(Ottawa, Moncton and Winnipeg). Discussions of daily work life, responsibilities, autonomy and
subjective understandings of the social worker’s role revealed which organizational constraints
were themost significant in everydaypractice andhow they relate to their professional identity and
mandate. Provincial healthcare reforms were generally found to have negative effects on clinical
social workers, whose struggles for recognition were impaired by the fundamentally neoliberal
ideologies behind the large-scale restructuring of service provision, themselves at odds with the
humanistic principles of social work. Our findings further suggest that structural changes under
the New Public Management frame could be detrimental to both the quality of services provided
by clinical social workers and their well-being. Overall, this investigation highlights the importance
of organizational improvements in the workplace through systemic changes that would
concurrently target managerial expectations, resources allocation, autonomy, work-life
balance and respect for professional values.

Keywords: healthcare reforms, new public management, organisational constraints, professional distress, clinical
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INTRODUCTION

Healthcare Reforms and Social Work: A Tumultuous Affair
Canadian healthcare operates as a single-payer system with universal coverage (Ivers et al., 2018).
Since its introduction in the late 1960s, provinces have been tasked with its specific administration
and delivery, provided they fulfill the general mandates set forth by the Canada Health Act. Thus,
while acute medical needs and emergency care have remained accessible for individuals of all income
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brackets nation-wide, healthcare management has been the
subject of numerous reforms over the past decades. These
reforms have all kept with the general tendencies of the New
Public Management (NPM) (Hutchison et al., 2011). Briefly, in
the healthcare sector, NPM equates the management of public
services with the management of services in the free market and
seeks the optimization of services primarily through an efficient
use of economic resources and consumer-centered interventions.
As such, it promotes a result-oriented governance for both
patients and taxpayers (Sebai and Yatim, 2018).

This philosophy is ever present in the newly established
Ontario Health agency, which, in 2019, overtook singular
organizations focused on distinct healthcare needs and services
(i.e. the former Cancer Care Ontario or the Ontario Telemedicine
Network) to streamline government spending and “ensur[e]
financial accountability” (p.1) in every branch of medical
practice (Government of Ontario, 2021). Cost-efficiency is
here presented as a central concern, entrenched in heightened
digital monitoring and supervision, in itself a pillar of NPM
practices (Abramovitz and Zelnick, 2018). The latter’s ubiquity
across the national healthcare landscape is evidenced by the
striking similarities found in the recently implemented Shared
Health authority in Manitoba along with the well-established, yet
similarly inclined, New Brunswick Health Council. Indeed, both
province’s healthcare authorities operate under patient-centered,
cost reducing models of service delivery guided by principles of
care standardization, performance measurement and increased
accountability (Government of Manitoba, 2021; (New Brunswick
Health Council. 2016).

As result, within every reform of the past decades, public
expenditures were restricted with the highest scrutiny. Taking
Ontario as a recent example, the 2019 provincial budget
introduced a decrease of the Ontario’s Children, Community
and Social Services Ministry’s funds by 1 billion dollars over
3 years, citing “cost-efficiency” priorities (Monsebraaten, 2019).
A ubiquitous reality across all public services, this austerity has
led healthcare institutions to foster business-like order, expecting
evermore quality, efficiency, professionalism and overall devotion
from their employees (Bart and Hupfer, 2004). The
computerization of the workplace has paved the way for the
constant monitoring of front-line practitioners, whose work
hours are increasingly devoted to filing reports, work notes
and minutes for every act performed in what is now called the
“bureaucratization of social work” (Burton and van den Broek,
2009). These scrupulous records are a key factor in obtaining
funding for community organizations and public institutions
alike. The required constant amelioration in service is paired
with the will to optimize expenses, so as not to indulge in
frivolous public spending. Under such scrutiny, social workers
have to grapple with increasing austerity and licensure dubiously
rationalized in terms of deficit control (Baines, 2004). To ensure
the renewal of funding, institutions are thus forced to increase the
demands addressed to their employees without additional
resources.

The performance pressures arising from this acute monitoring
have not necessarily resulted in better primary care. As the unit of
measure of performance is that of reports, bureaucracy has been

placed at the forefront of work priorities, even superseding
patient/client care itself (Burton and Van den Broek, 2009;
Gray et al., 2015). This shifting emphasis has been particularly
challenging for social workers, whose ethics compel intervention
and client interaction above managerial duties (Burton and Van
den Broek, 2009). Social workers in a healthcare setting have also
been requested to reframe their professional role from a value-
based setting (deemed inefficient) to standardized practices
(mainly evidence-based), which are better suited to broad
monitoring and institutional integration (Walshe and Rundall,
2001). These NPM-informed policies have further entailed
profound ethical dilemmas for clinical social workers faced
with increasing health inequities. Nova Scotia, for instance,
saw the sudden monetization of hospital beds taken by elderly
patients awaiting a nursing home transfer whose unique cost had
to be charged directly to patients by social workers (Weinberg
and Banks, 2019). Some clinics in Ontario, for their part, started
establishing a service cap for clients with mental health social
workers being required to dismiss their patients after a maximum
of six meetings regardless of whether they had been referred
elsewhere or were still in need of services (Ibid.). These examples
offer but a glimpse of the profound transformations imposed on
social work practice over decades of NPM reforms.

The gradual erosion of humanistic principles through
organizational constraints has been difficult for social workers
and is strongly associated with rising tensions and workplace
dissatisfaction (Burton and Van den Broek, 2009). Although
significant, the complexity of this association has not been
fully explored. The most predominant reported effect of
organizational constraints for this occupational group concerns
the transformation of the mandate of social workers to a
regulatory-based practice, thus prompting value conflicts and
moral distress (Jessen, 2015). A limited autonomy in practice, the
difficult conciliation of professional and personal lives and the
tying of funds to monitored services have also been shown to
negatively impact the work experience of front-line practitioners
(Ben-Zur and Michael, 2007; Bouterfas et al., 2016; Kim and
Stoner, 2008). This comes in addition to the fact that social work
is known to be amongst the professions with the highest rates of
burnout and work-related stress (Wulsin et al., 2014; Evans et al.,
2005). Yet, the questions of how and under which conditions
organizational constraints affect social worker’s well-being and
the provision of social services, although crucial, has seen little
empirical exploration under the lens of social experience and
professional representation. Rather, workplace stress theory
dominates the broader inquiries about healthcare professionals
as a whole.

Social Representation Theory and the
Workplace Experience: Toward a Deeper
Understanding of Professional Life
We know from the founding figures of the theory of professional
stress, Karasek and Theorell (1990) and later Siegrist (1998), that
autonomy, social support, higher demands and discrepancies
between effort and reward are determinants of workplace well-
being. In the context of neoliberal reforms, healthcare
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professional’s occupational welfare is primarily threatened by two
overarching factors of professional distress (Lornudd et al., 2015;
Vézina and St-Arnaud, 2011): a deficit in managerial support
(Blackstock et al., 2015) and a reduced job control (discretionary
autonomy) (Wilson, 2015; Day et al., 2017). While highly
relevant, the available literature offers limited insight into the
lived experience of healthcare social workers outside individual
determinants of well-being. A qualitative inquiry is further
required in light of the organizational changes observed in
healthcare institutions following the advent of NPM.

We turn to the theory of social representations (Moscovici,
2001) in order to consider the complex subjectivities inherent to
the front-line practitioner’s shared self-perception. Occupational
stress models, while useful, often fail to account the professional
lives of healthcare social workers as a matter of shared subjective
experience (see Graham and Shier, 2014 for how expectations of
social workers affect their workplace well-being). Under the
theory of social representations, the lived experience of clinical
social workers is understood as a collective significant meaning
assigned to a given situation within their workplace. This
subjective emotionally charged response is shaped by the
group’s pre-existing social representation. A social
representation can be defined as “a component of lay
knowledge, a theory of common sense on an object of
significance to a social group, produced by natural logic and
social thought” (Negura, 2016: p.12). Indeed, where a lived
experience pertains to what is jointly felt in relation to a given
situation, a social representation guides the way in which the
group reacts to this situation by giving it meaning. The social
representation itself is co-constructed by way of objectification
and anchoring; processes of thought mobilized together to first,
by objectivation, make concrete an abstract object and to second,
by anchoring, situate said object within the group’s pre-existing
thought system (Rateau and Monaco, 2013). Social
representation can inform the professional experience of
healthcare social workers by participating in the construction
of meaning in their occupational lives. Every representational
element comprised by the lived experience of healthcare social
workers will thus be explored in the context of the organizational
workplace changes brought on by the NPM. Additionally, delving
into the processes of objectification and anchoring at play in such
lived experience will strengthen our understanding of how the
social representation of the practice operates under the pressures
of NPM-reforms as part of the clinical social workers’ ongoing
negotiation of their lived experience.

When contextualized to the workplace, a social representation
can take the specific form of a professional representation. As
such, it is defined as a thought-system on a given social object co-
constructed by a professional group (Bataille, 2000; Moscovici,
1976). It contrasts with the social representation of non-
professionals (here managers and patients) which lack the
shared social-work professional practices and formal training
at the heart of the professional representation’s edification. As
presented by Bataille et al., (1997), a professional representation is
distinct as it comes to define the social identity of professionals.
As such, to understand how organizational constraints impact the
professional lives of social workers, it is not sufficient to look only

at what policies and protocols have been subjected to change; one
also needs to understand how these workplace transformations
have been received, interpreted and integrated by the professional
group they impact (Bataille et al., 1997). Mobilizing a social
representation as a gateway to lived experience allows us to
uncover the ways in which healthcare reforms in three
Canadian provinces (Ontario, Manitoba and New Brunswick)
have transformed the workplace in health care institutions, how
the ideologies they feature have been integrated or resisted by
front-line practitioners and how, finally, they may have
influenced the professional distress of social workers and the
delivery of social services to patients. These avenues of inquiry
thus inform our general research question: how is the professional
experience of social workers influenced by the current
organizational constraints of healthcare settings?

MATERIALS AND METHODS

Thirty participants were retained for our sample from three large
Canadian cities, each from a different province: Moncton (New
Brunswick), Ottawa (Ontario) and Winnipeg (Manitoba). Our
participants all shared four key characteristics: being
francophone, female, a registered social worker and practicing
in a healthcare setting. The interviewed social workers were
equally sampled from every city (see Table 1).

The gendered and linguistic demographic restrictions of our
sample were elected to better explore specific nuances in the
experience of healthcare social workers. Based on our earlier
studies (Lévesque et al., 2019), the minority linguistic affiliation
was generally expected to influence the experience of daily life
(whether in terms of professional standing, added tasks or
stigma). We also posited the possible link between a minority
linguistic affiliation and the experience of professional distress in
a healthcare setting as this population’s social capital is lower than
its anglophone counterpart (Bouchard et al., 2006) and the
perceived health status of individuals differs according to

TABLE 1 | Distribution of the sample (n � 30).

Sociodemographic characteristics (n)

Age 20–25 1
26–35 15
36–45 10
46–55 2
56–65 2

Municipality Moncton 10
Ottawa 10
Winnipeg 10

Years in current position 0–5 15
6–10 11
11–15 4

Workplace setting Institution 25
Community 5

Employment situation Part-time, determined duration 0
Part-time, undetermined duration 3
Full-time, determined duration 4
Full-time, undetermined duration 23
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linguistic groups (Bouchard et al., 2009). Finally, we restricted our
sample to a self-identifying female demographic to better account
for the gendered reality of the profession, with 83% of social
workers being women (Statistics Canada, 2019). As the second
article to a series of four on the professional distress of clinical
social workers (Lévesque et al., 2019; Lévesque et Negura, 2021;
Negura and Lévesque, 2021), this study features a sample with
particular eligibility criteria set for participation. Indeed, the
members of our sample were initially invited to partake in a
broader study on the professional distress of social workers. They
had to self-identify as having personally experienced professional
distress, a concept defined by the research team in our interview
guide as “a notion used to encompass the many forms taken by
psychological distress at work, including stress, depression,
professional burnout, suffering, etc.”. Beyond our specific
interests, the methodological implications of these criteria are
explored in the limitation section of our paper.

The recruitment was conducted on a voluntary basis without
the incentive of remuneration between April 2017 and August
2018. It was carried out through three distinct methods: by word
of mouth, through posters in healthcare establishments (both
institutional and community-based) and through meetings with
teams of social workers in healthcare settings. Our participants
were offered the choice of a convenient location for the
interviews, leading many to opt for either public coffee shops
or private spaces at their own workplace. Pseudonyms were either
chosen by or randomly assigned to participants to protect their
privacy. The research was reviewed by the University of Ottawa’s
ethics committee and received its full approval.

Data Collection
Our data was collected through semi-structured interviews
conducted by three research assistants, each assigned to their
own city. The data collection efforts were part of a larger study
whose general purpose was to better understand professional
distress in social workers. As such, our interview guide touched
upon three larger themes which are each thought to play a part in
the professional distress of social workers: 1) professional
identity, 2) education and professional experience through
organizational constraints and 3) the specific manifestation of
professional distress. For the purpose of this paper, only the
verbatims related to the second theme were retained for analysis
in order to focus on the shared experience of healthcare social
workers’ in reformed settings. The education and professional
experience theme presented participants with questions about the
workplace experience, their organizational constraints and the
value conflicts arising from disparities between academic and
their field experience. The transcriptions of the interviews were
coded by the main researcher within the Nvivo 11 platform,
which organizes the qualitative data and facilitates the ensuing
analyses.

Data Analysis
This study aims to develop our understanding of the lived
experience of social workers in a healthcare setting following
the past decade of healthcare reforms. Towards this goal, we
sought to explore the elements of the professional representation

that inform the shared experience of healthcare social workers in
their organizational context. To achieve this, a thematic content
analysis was performed on the relevant sections of interview
transcriptions. We began by examining the particular workplace
situations that our participants associated with NPM-informed
institutional changes. With such specific cases in mind, we were
able to investigate how the clinical social workers from our three
sampled provinces felt, or, in other words, the nature of their lived
experience. By delving into their explanations for these reactions,
we ultimately unearthed the group’s social representation of their
practice. At the core of persisting occupational tensions, the
representational elements uncovered allow us to debate the
impact of NPM praxes at a fundamental level of professional
functioning.

Broadly, our thematic analysis comprises three large processes
established by Miles and Huberman (1994): the reduction of the
data based on the focus of the research, its organization and its
verification. After an initial identification of the elements at play,
the significance of the uncovered themes was discussed by both
authors of the article on the basis of recurrence and coherency
among participants. The NVivo 11 platform facilitated the
inductive exploration of the content to be further structured
by a quantitative measure of frequencies. The frequencies of the
uncovered representational elements were calculated in two
manners. The number of participants evoking a given element
of their workplace experience was interpreted as a sign of its
prevalence, while the number of times this element was
mentioned within all interviews was an indication of its
importance for social workers (Negura, 2006). Every
calculation was corroborated with the thematic analysis of
content to validate the assertions of significance about a given
representational element.

This analytical method has been shown to be particularly
effective to explore the inner dynamics of representational
content (Dany, 2016; Negura, 2006) and has been previously
established as an effective technique in social representation’s
studies to explore the more complex subjectivities of shared
professional knowledge (Morant, 2006). The use of a basic
statistical description as a validating technique allowed us to
apprehend the representational ties between the issues at play for
the professionals themselves while also providing us with a
manner of seizing the strength of the representational
components related to their shared experience. It follows that
each of these elements was debated not only in terms of its
subjective significance but also with regards to its popularity
among social workers and its relative importance for them.

RESULTS

Matters of daily professional life for social workers in a healthcare
setting were analyzed according to both the concrete practices
(i.e., interventions, protocols) they involve and the subjective
interpretations (i.e., mandates, expectations, values) they
generate. Two encompassing components emerged from our
data that effectively structure the lived experience of
healthcare social workers: cumulative organizational
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constraints and a paradoxical autonomy. For each theme, distinct
situations generated by shifts in institutional policies shape the
lived experience of our participants. Herein, we argue that the
latter’s feelings of inequity, uncertainty and frustration among
others arise from tensions with the professional representation
that they rely on to function as an occupational group (Hyslop,
2018). As such, each theme and the representational elements
that they subsume bears implications for front-line practitioner’s
well-being, the integrity of their professional identity, and
likelihood of experiencing professional distress. Let us begin
by exploring what constitutes cumulative organizational
constraints for healthcare social workers and the meanings
attributed to these constraints.

Cumulative Organizational Constraints
The significance of cumulative organizational constraints on the
healthcare social workers’ occupational reality is unequivocal. A
unanimous mention across every participant, a lack of time and
resources, an excessive workload and confusing guidelines all
compound the stress associated with an emotionally charged
profession. These managerial limitations not only influenced the
clinical social workers in practice, but also through the meanings
that these limitations elicited, they proved overall detrimental to
our participants’ subjective professional experience.

The Trinity of Hardships: Time, Resources
and Workload
Lack of adequate time, the need for additional resources and a
disproportionate workload represent by far the most prevalent
constraints deemed to worsen the workplace experience of social
workers, comprising half of all occurrences pertaining to
organizational constraints (49.18%). Their interrelation is
indisputable, as with more time available, the caseload could
be better managed, and with adequate resources workloads could
be completed more efficiently or delegated, freeing up more time
or reducing the number of tasks, etc.

Of the three elements, the work overload was sourced from the
largest number of interviews (n � 25) and referenced most often
(50 times). The excess work imposed by organizational
constraints was found to have a variety of impacts, both
emotional and on their ability to perform the tasks at hand.
For one, it negatively affects the social workers’ feeling of
professional competency:

[..] I felt alone, stuck with a heavy case. The entire
interprofessional team expected me to know what to do
and I didn’t know. . . I didn’t know what to do. That was
the beginning, then once it [the work] started
overflowing in one case, it had an impact on all of
my other cases. . . I didn’t feel competent as a social
worker. – Emma

This erosion of practitioners’ self-assurance is further
exacerbated by the very nature of the work, here objectified as
crisis management. With most front-line practitioners describing
their mandate as “putting out fires” and dealing with constant

crises, many had difficulty coming to terms with not offering the
full extent of services they could have provided if given
appropriate time and resources:

We have too much to do with too little time, so we have
to cut our work in two or three because I can’t pursue
step parenting with families. Yes, I have some time to
meet with them but definitely not to sit down and
complete psychological assessments. Lacking time
impacts the quality of my work. – Bernadette

Participants emphasised the difficulty of the work itself,
revealing, in essence, how work cannot be solely measured in
terms of time spent in an office. Work overload is thus not
only a matter of hours in a day, but of the types of tasks
performed:

A young girl screamed at the top of her lungs for 45 min
without pause [. . .] She was in a complete crisis, with
screams, screams and more screams. I couldn’t hear
myself speak and I didn’t know what I was doing
anymore, I needed help and couldn’t calm her down
over the phone. After 45 minutes of that on the phone,
it’s exhausting. – Monique

This issue of overload was found to be difficult to explain to the
higher administration, which only pay attention to the statistics made
available to them. In essence, this serves to anchor the negative
emotions stemming from unrepresentative performance metrics to
the representation of the practice. Indeed, when documentation
prevails over patient care, the priority shifts, incurringmuch frustration:

We have to do more with less. We have more
constraints with statistics, documentation and we
can’t always be with the patient or their family. – Sasha

The mandated paperwork was described as ever growing,
expropriating services that should have been directed to
clients. More so, the constant notetaking was presented as
distinct from the professional practice itself, less a matter of
social work than an institutional imperative:

For every hour that I spend with my client, I can’t tell
you how many hours I have in paperwork afterwards.
– Maria

It’s clear that after working [as a social worker] for
7 years, it’s not quite the same idea [of the profession]
that I had in the beginning. It’s more so paperwork versus
social work, so yeah, it’s different. It would estimate that
30% [of my work] is family intervention and the
remaining 70% is paperwork. – Jordana

The prioritization of documentation, while counter to the
preferences of social workers, is however described as an
unavoidable requirement. In effect, it serves as the last line of
defense against budget cuts said to threaten front-line
practitioners’ job security:
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The supervisor I had before could see the work that we
needed to do and the volume of cases we had so she
really pushed for more workers and we got them. She
conducted studies, research, she had basically written a
little booklet to show the numbers to prove that we
needed people [. . .] – Jordana

Social workers have to shoulder the dual responsibility of
providing services to clients while concurrently advocating for
their jobs to their own employers. When dismissals occur, this
decrease in resources perpetuates the worsening of the workload
as a rapidly decreasing number of social workers have to take on
their former colleague’s responsibilities:

I: [. . .] In reality, there should be two, maybe three
people for the work that I do. If we go back 15 years ago,
there were three social workers that did my job for 26
clients. Now I am alone.

R: Do You Know why It Changed?

I: Budget Cuts – Héloïse

Legitimately, the growing frustration felt by our participants
pertains to recognition. Budget cuts are seen as evidence that
decision-makers misunderstand their profession. This produces a
tension between these managerial practices and their professional
representation, a representational dynamic anchored in the
humanitarian values they hold firm. In a context where
clinical social workers are already stretched thin, cuts made to
their team can only be explained in terms of this undervaluation
of their professional contribution and mission:

You know, I am pretty sure that if you gave them
[politicians and other government authorities] only
the clothes they have on their back and left them
under an overpass, they wouldn’t cut our jobs quite
as fast, you know. They have no idea what the reality of
our patients is or even that of their employees for that
matter. – Héloïse

The mistrust in the administration is heightened not only by
the implementation of social policies or budgets cuts but also by
the management of tasks in the workplace. The way in which the
work is assigned was described as deceitful and engendering
uneasiness in front-line practitioners, who viewed management
as purposefully creating caseload excess:

[. . .] It was really horrible, I was told I would start little
by little with 4 casefiles and then, you know, I would
suddenly have 5, then 6.Well I was thrown to the wolves
as by the end of my first month. I had 33 as a brand-new
social worker coming out of university [. . .] - Jordana

Social workers are thus left to their own devices to deal with
excessive workloads, as well as lack of resources and a justified
sense of insufficient time. These constraints, in turn, raise
common issues around one’s sense of competency, trust and

feelings of safety. Further difficulties are revealed when breaching
the topic of supervision and workplace guidance, where standards
have changed in accordance with managerial reforms.

Conflicts of Values and Priorities: The Managers and
Social Workers’ Deontological Tug of War
Tensions between clinical social workers and their management
emerged in the discourse as another more immediately
observable representational element which shapes the lived
experience of social workers. As for the previous elements
pertaining to organizational constraints (the lack of adequate
time, the need for additional resources and a disproportionate
workload), it simultaneously affects the font-line practitioners’
practices while influencing the shared meaning given to their
experience. To start, it perpetuates a state of confusion around the
autonomous management of workloads since, for more than a
third of our sample, expectations and guidelines were not
immediately apparent.

Some attest to having a general impression of, or “a feel” for,
what managers expect, but without receiving any specific
instructions for the work itself:

I: What are the expectations that management has for
your work?

R: Hum, for us to have respect, I think to respect
patients, to work in teams and to encourage a good
synergy. That’s about it, nothing concerning our work
at all. – Philomène

As standards of practice and guidelines are not readily
available to counsel social workers on their duties, it leaves the
team of front-line practitioners scattered along a spectrum of
practices, standards and priorities:

So, what are the instructions for our work, well. . .there
is nothing written. For example, we need to make case
notes and conduct interventions, but we have nothing
that tells us for how long it should be done. And for the
notes that we use to describe our interventions, we do
them all differently. – Michèle

This tension manifests itself primarily in terms of a
discrepancy between the representation of care, an important
aspect of the professional representation of social workers, and
that of management, which is explained, among other things, by
the lack of clinical social workers in management positions:

Ah, expectations. . . well it’s a different perspective, you
know, the medical one. For us, we have a different
perspective on things [. . .] it’s a bit hard, they share a
different line of thought. – Fesefel

This divergence in perspectives creates tensions among the
social workers’ own deontology, their formal training and their
employer. While not specific, the administration’s expectations
rarely align with the values of social work:
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[. . .] we struggle to be able to meet the demands of our
employer while being faithful to our role, our training or
simply to how we see ourselves as social workers. –
Monique

Like working in a hospital, sometimes they don’t have
the same vision as we do so they push us to do certain
things that contradict our mandate, so we end up
playing tug-of-war. – Bernadette

Unarticulated guidelines, while not a source of tension in
themselves, are paired with an absence of the clinical support
deemed imperative to practice in a healthcare setting, as reported
by 23 participants:

Another constraint is that we lack clinical supervision.
That’s really lacking. Yes we help each other, but
sometimes it’s really above our abilities, you know,
narcissistic personality disorders and stuff like that,
we don’t all have training for these things, like for
me it’s just not my expertise at all. – Maria

The additional professional training sought after by front-line
practitioners is not an available alternative for supervision, as
funding is in short supply:

The lack of training comes from the lack of funding.
You know the budget this year is 200 dollars or
something per social worker for training. 200 dollars,
you know, it makes no sense. – Maria

The absence of supervisors incurs further unexpected burdens
on social workers, who depend on each other for both pragmatic
and emotional support:

First, we would need clinical supervision because that’s
something we don’t have. We have a supervisor, but he
isn’t a clinical supervisor as I said because he has no idea
what our job is [. . .] there’s always a lot of staff turnover,
so the personnel have very little experience, and when I
experience something difficult I feel bad to go see them
because they can’t help. Most of the time the opposite
happens, and they come to vent to me, so on top of
having my clients, I have all the team to take care of. –
Monique

Overworked and pressured on all fronts, social workers are
compelled to sacrifice their own rights to complete their duties
within a workday:

We just can’t, sometimes we just don’t take breaks, we
skip lunch at times. – Fesefel

They must further display great self-reliance to practice with
very limited resources, with some social workers resigning
themselves to the fact that they will be working with perpetual
deficits:

I try not to think about it [lack of resources]; I don’t
want it to affect my daily life [. . .] I work with what I
have, with the resources available. Becoming frustrated
by the lack of resources is just going to exhaust you and
nothing positive will come out of it. So, you just have to
accept it and work with what you have. - Lillian

The greatest risk to well-being emerges when drastic coping
mechanisms are employed to manage competing expectations
and overbearing constraints in an attempt to correspond to the
professional representation (Lévesque et al., 2019), resulting in
the shattering of boundaries between professional and personal
lives reported by 18 distinct sources. In the following excerpt, our
participant shares an such an instance of compensatory
overworking immediately prior to her burnout:

I went beyond my work. I went to the store. I purchased
her clothes, underwear and make-up because the lady
told me that, before, she would never leave without her
lipstick. I bought everything frommy own pocket. I also
went to my grand-mother’s wardrobe to take the clothes
that she wasn’t wearing anymore. I washed them all and
brought them to the patient for her to have something, a
little something of her own, you know. – Sophie

While genuine devotion is consistent with the social worker’s
ethos, no mechanisms are put in place to ensure balance and
relieve front-line practitioners when they voice a need for some
time off, leaving them arguably chained to their responsibilities at
all times:

When youmiss a day at work for a family emergency, or
you decide to go on vacation or whatever the reason is
for you to miss a day, you know you’ll be paying for it.
You know that day that you want off isn’t worth it
because you’ll be so overwhelmed when you come back
it doesn’t make sense. – Héloïse

Paradoxical Autonomy
Autonomy was found to be the most significant characteristic of
the workplace, after organizational constraints. Mentioned by 17
participants and referenced 19 times, close to two-thirds of our
sample discussed it in terms of its paradoxical nature. Paradoxical
autonomy encompasses three representational elements of the
workplace that together frame the shared experience of healthcare
social workers and anchor it to their representation of the
practice: the value-based representation of professionalism, the
exposure to litigation and the primacy of field experience. When
combined, these elements all point to the lack of guidance
identified earlier as a constraint. Together, they reflect the
representational tensions brought on by the clinical social
workers’ unmet need for self-reliance.

Value-Based Representation of Professionalism
Let us begin with the value-based representation of
professionalism, which was referenced by slightly less than a
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third of our participants. It is a matter of consensus that social
workers require professional training to mobilise concrete
techniques in order to fulfill their mandate:

If you don’t know how to intervene, if you require
specific approaches, then you need social workers.
There are just cases that can’t be dealt with normally.
That’s why you need to have the techniques of a social
worker, you need to be a social worker to intervene in
these cases. – Letitia

For some participants, professionalism does not necessarily
involve specific techniques but rather is described broadly in
terms of a general attitude, tying into the representation of social
work itself (Lévesque et al., 2019):

Professionalism, that’s important. I would say it implies
neutrality, you know, impartiality I should say. I mean,
the behaviour you must have, it’s to be always listening,
amicable, smiling, empathetic, patient. Very, very
patient. – Sophie

Our participants’ insistence on professionalism can be fully
understood only when contextualized by the other defining
characteristics of their workplace experience. This brings us to
the exposure to litigation, a matter referenced 15 times by the 8
sources that brought it to our attention. The innate sense of
professionalism, or possessing the correct behaviour in difficult
work scenarios, is vital in light of the constant threat of lawsuits
faced by social workers. As they perform difficult tasks, manage
delicate information and are at the mercy of contradictory
expectations from an allegedly distant administration, social
workers are often the first targets of offended clients:

Since high-ranking managers don’t know what we do,
they impose tons of things on us without consulting our
professional Order. They will impose stuff that doesn’t
make sense, and if there is a lawsuit, they aren’t
involved, they aren’t even named! Last summer my
manager ordered me to send out pictures of a patient
who had run away which I couldn’t do because of
confidentiality reasons and I got reprimanded for
that. I thought it didn’t make any sense! – Philomene

The constant threat of litigation weighs heavy on social
workers, not only due to its long-term implications, but also
by how it undermines their very role as professionals and
endangers their shared identity:

I could only see the negatives [when talking about her
work]. You know, I would question myself on why I
even became a social worker; if I’m just going to get in
trouble or have my judgment questioned or be
questioned with regards to my obligations towards
the law. Is it really worth it to be a social worker?
It’s the risk that comes with lawsuits, you know. –
Lillian

This is particularly troublesome in the context of an
autonomous practice, as protections are said to be limited for
clinical social workers who provide services to a highly vulnerable
clientele. These circumstances are aggravated by the reported
unaccountability of administrators, who are described by social
workers as distancing themselves at the sight of trouble and
refusing to assume responsibilities:

It happens sometimes that you have a very difficult
patient. When we can’t manage the patient, we go to our
manager. “This is a difficult family, could you offer me
some help?” [. . .] She immediately throws the ball back
at you “Well do this and that”. But I already did it. She
throws the ball back again: “Well do this and that!” It
feels like she’s distancing herself. And us, we are always
the intermediary, so yeah, it’s tough! – Leti

The primacy of field experience is a vital aspect of this
professionalism, as discussed by 12 sources, because the
challenges of the work environment cannot be addressed
through formal education alone. As attested by many social
workers, nothing prepares them for the realities of work life:

In university you aren’t trained on how to protect
yourself, never. So the first day on the job for me it
was with child protective services and in my very first
week I removed a child. . . no one prepares you for that.
– Maria

First-hand experience is also crucial because it helps social
workers tomanage their role, which they describe as autonomous.
In the scientific literature, discretionary autonomy is often
identified as an empowering feature in the professional context
(Papathanassoglou et al., 2012). In contrast, for our participants,
autonomy was far from a positive aspect of their work experience
due to the context in which it was granted. Indeed, an undue
burden is felt by clinical social workers who describe navigating in
an environment where their role boundaries are not consistently
understood by their medical peers. As such, it is easy for
interdisciplinary teams to delegate unrelated tasks to social
workers, disturbing their work schedule and role expectations:

What happens generally is that I come in and organize
my own agenda. But what ends up happening usually is
that I am tasked with something else. We’re being called
upon by nurses or chief-nurses or anybody. So a nurse
that comes to you or a doctor says things like “Oh!
Could you do this or that?” And the day never unfolds
the way we planned it, it changes a lot. – Fesefel

In this way, their so-called autonomy permeates every aspect
of the workplace experience. For one, it tends to aggravate the
vulnerability of social workers to litigation because they are
accountable for each decision they make:

I eventually decided to place a call [to child protective services].
So, anyway, I think it was 6 months later, I was informed by the
administration that the lady, her family, was prosecuting the
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hospital because they were my employer, because of me, because I
had made the call and brought emotional harm to the family. –
Lillian

I think sometimes we are being made responsible for
things that we haven’t instigated. Like, I’m not the one
who caused the issue and yet, I’m the one who is
responsible for problems caused by the
administration, the ministry [. . .] I find that very
difficult. – Leti

Similarly, the value-based representation of professionalism
and the primacy of the field experience only gain importance
in the narratives of social workers due to the autonomy they
possess. Indeed, as part of the social workers’ expected flexibility,
every task is more cognitively taxing and requires the elaboration
of adaptative strategies:

I take notes. I put everything on sticky notes in my
agenda. And the sticky notes move around depending
on what is happening. [. . .] I do a lot of overtime. I
manage crises before what’s less important. – Beatrice

Professionalism and the knowledge gained by field experience
are thus key to help counterbalance the strain caused by this
paradoxical autonomy. Participants with more years of
experience were thus more at accustomed with the particular
constraints of practice that they were faced with. This did not
however alter the meanings attributed to their lived experience
nor the rationale behind its inherent challenges, pointing to the
enduring value-centered objectification of the social
representation of clinical social work practice. Across
participants, their given autonomy was hence not deemed fully
authentic, as it is given without the appropriate tools to actualize
the institution’s requirements:

The administration comes to us with a new initiative
and says “make it work”. [. . .] So with that it’s pretty
much us deciding on our own tasks and sometimes we
miss the boat on what to prioritize which creates stress
in organizing everything. We don’t have an
administrative office either [. . .] so we do it all. - Alexa

In summary, healthcare social workers experience unnecessary
challenges, as they are made responsible for a professional
practice without adequate resources or protections. They must
further navigate confusing expectations and demands from their
medical peers who unknowingly undermine the clinical social
workers’ genuine professional values and norms. Autonomous
practice in healthcare social workers is made conditional to the
fulfillment of managerial priorities without the latter shouldering
any meaningful legal accountability. Ultimately, autonomy
without the appropriate support is denounced by our
participants as negatively impacting their professional
experience in a context where an arduous practice is
complexified by limited resources, confusing expectations of
service delivery, dehumanized care and ever-changing

requirements from unpredictable clients and managers alike.
For the sake of clarity, these findings are here summarized in
a synoptic model of the representational structure of the lived
experience of healthcare social workers (see Figure 1).

DISCUSSION

Our results attest to the decisive influence of our three provinces’
healthcare reforms on the professional experience of clinical
social workers. The cumulative organizational constraints
faced by front-line practitioners are perhaps the most tangible
evidence of the problematic transformation of the workplace
under a NPM philosophy. These external systemic challenges are
further compounded by a paradoxical autonomy of practice,
structured by its representational components of value-based
representation of professionalism, exposure to litigation and
primacy of field experience. Each is a necessary gateway to
understanding the meanings that social workers assign to their
lived experience of practice using these representational elements
anchored in common professional values. Beyond the reach of
this study, the shared occupational experience of healthcare social
workers may help situate the systemic roots of their professional
distress and its negative consequences on the quality of social
services provided to patients. Indeed, our findings point to our
clinical social workers’ workplace suffering arising from
incompatibilities between the shared professional
representation and the real practice they experience. Their
professional representation resists change despite the pressures
and the broader expectations of practice clinical social workers
face within a neoliberal workplace climate. In our sample, the
discrepancies between the professional representation of clinical
social workers and the NPM-driven management in the
employing institution led to many conflicts of practice while
greatly complicating the exercise of the profession. These
managerial procedures reveal not only a divergent neoliberal
ideology and vision of care but also a different (mis)
representation of social work. Let us explore, then, the
characteristics of this lived experience, the processes that
underline it and discuss what constructive avenues of change
could practically address the challenges uncovered herein.

The End of the Line: Social Workers as a
Palliative Solution to a Flawed System
Our qualitative analysis uncovered how social workers must
contend with four concrete barriers in the exercise of their
functions: a deficit in resources, a limited time, an excessive
amount of work and an unsupportive management. This
quaternary of obstacles was the most prevalent aspect of the
professionals’ narrative and points to multifaceted issues in the
work life of social workers in a healthcare setting. These
cumulative constraints all derive from gradual policy
implementations in healthcare institutions driven by cost-
efficiency, personal accountability and increased monitoring,
indeed all indicative of NPM reforms (Hutchison et al., 2011).
Our participants’ lived experience aligns with current empirical
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research as it is said to specifically entail notetaking after every
professional act to assess output (Burton and van den Broek,
2009; McGivern and Ferlie, 2007), heightened employment
precarity as the primary target of budgetary cuts (Baines,
2004), strict expectations of self-sufficiency (Page, 2005),
limited managerial support and unavailable funding for
continued education (Abramovitz and Zelnick, 2018).
Understanding managerial practices through the discourse of
clinical social workers under a common professional banner,
made possible by our representational analysis, allows us to
understand how the NPM reforms affect the raison d’être of
this professional group and how their shared professional distress
operates.

As presented in the results section, every organisational
constraint and tension with administrators lead to similar
consequences: the inability to complete the mandated tasks set
by their representation of the profession and/or a decline in the
quality of available services under the subjective standards of
practice. The harm caused by these unsatisfactory outcomes is
much more adverse than what is immediately observable. Indeed,
the need to work in a constant state of urgency leaves long-term,
more successful interventions aside to prioritize stress-inducing,
high-pressure casework, in essence objectifying the social
representation of the practice as one of crisis management.
Since crisis management is perceived as a temporary situation
par excellence, representational transformation is not possible.
Indeed, as (Flament and Dri, 1994) has shown, for a
representational change to take place, the members of a social

group must perceive the new situation as irreversible and
permanent. The objectification of the representation of
practice as crisis management can be understood as a schema-
strange (Guimelli and Rouquette, 1993), a perceived abnormal
and exceptional element within the representational structure.
This has an effect on the lived experience of social workers who
feel they are not doing their job fully. The inability to practice
holistically is felt as eroding the social workers’ sense of
competency and purpose because they are limited to providing
insufficient help. Social workers thus suffer from the tension
between institutional work expectations and their professional
representation of social work. The latter is anchored, as we have
seen in our results, in a set of values considered central to the
profession such as empowerment, respect or social justice
(Lévesque et al., 2019). This anchoring takes place through
education and professional socialization (Banks, 2012). The
values in question are in turn at odds with the principles of NPM.

These findings could help explain the retention problem
observed amidst the profession (LGA, 2009; Kim and Stoner,
2008) beyond the simple difficulty of the job. Put simply, the
gratification of clinical social workers is compromised by the
rushed casework of the institutional environment, thereby
limiting their job’s rewards while heightening its demand. The
resulting strain felt by front-line practitioners subscribes to the
predictions of the Job-Demands Reward model (Siegrist, 1998),
thereby providing an avenue of explanation to the unusually high
rates of professional turnover (Weinberg and Banks, 2019). This
alone should encourage mindfulness in policymakers and

FIGURE 1 | Representational structure of the lived experience of Canadian clinical social workers.
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administrative authorities of clinical settings when re-engineering
the workplace for the sake of cost efficiency. Taking Ontario as an
example, the 2000’s saw the end of discipline-based departments
in hospitals, leaving many clinical social workers with an “isolated
practice and diminished job security” (Aronson and Sammon,
2000: 170). Aronson and Sammon (2000), more than two decades
ago, warned of the deleterious effects such restructuring had on
the practice and well-being of social workers. From a
representational analysis perspective, such a fracture in the
professional framework threatens the lived experience of social
workers. Their representation of clinical practice is objectified in a
crisis management situation that does not allow for the
attribution of a durable meaning within the values anchored at
the heart of the professional representation. Instability is thus the
field of reference for this professional group.

In this high-pressure environment then, the obligatory
documentation of practices further destabilizes front-line
professionals by imposing an unnatural shift from client-
centred priorities to managerial ones (Phillips, 2019), further
departing from an authentic actualization of their professional
self-representation (Lévesque et al., 2019). The clinical social
work practice thereby incurs undue financial responsibilities
(Chow et al., 2019) as healthcare social workers advocate their
contribution through statistical monitoring. Their lived
experience is consequentially burdened by mandatory
bureaucracy, increasing their overall work demands with
performance metrics ranging from time spent per patient,
quantity of notes entered (for use by interdisciplinary team
members), type of service offered, number of family meetings
coordinated, and weekly ratios of discharges and patients met.
Said demands are alleged to be unfairly valued by the
administration, whose statistical tools are unsuited to account
for the emotionally draining nature of the task as they favour
evidence-based practice more readily than the relational and
humanistic expertise of clinical social workers. The alarming
ratios of compassion fatigue (Thomas, 2013), moral distress
(Jessen, 2015) and depression (Siebert, 2004) in healthcare
social workers attest to the importance of considering not only
the extent of a given workload, but its inherent challenges
together. Where NPM reforms have purportedly translated
into heightened work precarity for social workers (Baines,
2004), it leaves them reportedly forced to juggle between
witnessing the hardships of their clients, the first victims of
public retrenchments, and enduring their own sense of
precariousness as under-recognized members of the team. This
conflictual experience in front-line practitioners is one well-
documented by Lipsky and Hill (1993), whose “street-level
bureaucrats” come to incarnate the policies that they actualize.
It should be a cause for concern that a persisting sense of inequity
deriving from unrepresentative performance metrics could
become an integral part of the social representation of the
practice, anchoring these negative feelings to the
representation of the profession itself.

The struggles incurred by the new procedural expectations is
worsened by the relationships healthcare social workers have with
immediate supervisors and, more importantly, higher
management. No guidelines for social-work practice or

professional supervision are directly provided, leaving many in
a place of confusion with varying standards of practice across
their occupational group. These challenges are compounded in
practice as clinical social workers are already struggling to achieve
internal consistency within their professional identity (Beddoe,
2011; Thyer, 2002). Generally, there exists an understanding that
evidence-based practices, along with quantitative metrics, are
preferred by the institution (Baines, 2006). However, as
accounting-based forms of service provision displaces the
central “caring” component of the social work profession, no
satisfying alternative has been provided, leaving clinical social
workers in an unpleasant practical and representational limbo
(Baines, 2006). More conflictual still, the broad managerial
demands made to our participants were said to align with
differing finalities of practice, as cost-efficiency is prioritized
over patient well-being. The lived experience of clinical social
workers is therefore strained by the competing ideas of practice
held between them and their employers, thus impeding the
harmonious objectification and anchoring of the practice into
a cohesive professional representation.

As eloquently described by Abramovitz and Zelnick (2018),
the managerialism of the workplace leaves little place for social
justice, community and compassion by branding social work
itself as a form of business within an agency. Our findings align
with those of Abramovitz and Zelnick (2018) by attesting to the
self-reliance of clinical social workers who “make do” without
appropriate support, as funding is unavailable to promote
organizational resilience in the form of external training.
Further still, our results allow us to reframe the significance of
these hierarchical tensions as greater than a simple disagreement
in occupational priorities. NPM principles, in essence, contradict
the professional representation of social work at its core
(Lévesque et al., 2019), thus delegitimizing in the eyes of its
professionals those who reify its implementation
(i.e., management). Clinical social workers’ very authority
figures therefore wield a contested power, leaving each group
in continued conflict when cooperation is nonetheless mandated.
By exploring our participants’ shared experience, we find that this
very dissonance is the source of considerable pain, one with no
immediate remedy.

True to the managerial spirit of neoliberal institutions
(Abramovitz and Zelnick, 2018), the workplace was found to
foster self-sacrifice in front-line practitioners who allege lacking
a sufficient recognition for their contribution. Social workers end
up sacrificing their well-being in and outside their workplace in
order to prove their value, for example by skipping breaks, by
working additional hours from home or by paying out of pocket to
provide for a patient’s basic needs. While this undue burden to
social workers is well documented in the literature (Ben-Zur and
Michael, 2007; Bouterfas et al., 2016), our findings contribute to
this debate by pointing to the considerable disconnect between
NPM reforms and the front-line practitioners’ professional
representation, which in turn (de)legitimizes the power of the
institution and informs the compensatory strategies deemed
acceptable by the group. Indeed, as detailed by Jodelet (2015),
the normative background organizes the context wherein
individuals endorse social representations. Given the potency of
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neoliberal values within the healthcare social workers’ place of
work, mobilizing individual recourse to palliate the patients’ needs
is the only option available to honour one’s professional values
without directly opposing the authorities in place. Consciously or
not, this bid for recognition benefits the system in that social
workers, at their own expense, do more than they should and
provide services with limited resources, thereby cutting costs for
the institutions and government agencies that employ them.

The distress incurred by predictable changes under a
neoliberal agenda points to the professional representation of
clinical social workers remaining decidedly critical and resisting
the new status quo. Social workers have long contested the
neoliberal agenda and advocated for the preservation of the
Welfare state (Savignat, 2009; Harris, 2014; Gray et al., 2015;
Strier, 2019). As neoliberalism poses a direct threat to the
humanistic principles of front-lines practitioners (Payne,
2011), academics and front-line workers alike have rallied to
condemn this ideology’s wide-ranging disturbances. Similar to
Hyslop (2018), we find that the pain and discontent experienced
by clinical social workers in their place of work relate directly to
the rejection of the expectations of practice compelled by their
institution. Where their contentious lived experience is a result of
NPM-informed policies, their professional representation has
remained stable even when increasingly incompatible with the
context at hand. Indeed, to alleviate the distress caused by this
dissonance, clinical social workers are called upon to welcome a
core transformation to their professional identity by re-
objectifying and re-anchoring their representation of their
practice in alignment with the NPM perspective guiding
administrative priorities. The cost to healthcare social workers
was here found to be unconscionable however, as it would negate
their very integrity and purpose. In turn, discrete institutional
policies are overturned and resisted in practice as clinical social
workers favour their professional values ahead of administrative
priorities. In Ontario namely, under restrictions likely common
across provinces, organisations limit client-eligibilities and
privilege easier cases to optimize their efficiency metrics
(Aronson and Smith, 2010). Social workers, conversely, ally
themselves with their service beneficiaries either through rule-
bending, internal advocacy or outright refusal of impositions
deemed unethical (Ibid.). This relative independence of practice,
however, comes at an unexpected cost.

Autonomy: From Friend to Foe
To our surprise, during the interview process, autonomy was
identified as one of the most significant elements of a negative
workplace experience. Its problematic role comes in direct
contradiction with previous research on general well-being in
an occupational setting (Papathanassoglou et al., 2012),
challenging even primary workplace stress models such as
Karasek and Theorell (1990), which identify autonomy as a
central feature of workplace well-being. Under the theory of
social representations however, we are able to understand how
group subjectivities shape the meanings underlying a particular
context of practice and, in turn, transform its shared experience.

Four interrelated factors were found to define the experience
of autonomy for healthcare social workers and anchor it to their

representation of the practice. First, discretionary autonomy is
challenging when the profession is poorly understood (Lévesque
et al., 2019), with interdisciplinary teams and administrators
taking advantage of imprecise role boundaries to task social
workers with unrelated work, adding to their already heavy
workload. The value-based representation of professionalism is
here mobilized to protect the integrity of social workers’ identity
and its original contribution to a team of medically-oriented
colleagues in light of a conflicting representation of practice.
From our findings, it is made clear that the shared professional
representation of social workers remains objectified as value-
centered in the face of increasing pressures to adopt what Baines
(2006) describes as “accounting-based forms of public sector
management” bolstered by “metrics, such as best practices,
competencies, and benchmarking” (p.196), in itself a demand
which has resulted in a decrease in the quality of social services as
a whole (Ibid.).

Second, within the lived experience of clinical social workers,
autonomy aggravates their vulnerability to litigation by
increasing their accountability, as they are required to take on
more responsibilities. Through an overview of the exposure to
litigation element, it becomes clear that social workers’ role and
judgment are formally questioned in the legal process, thus
reinforcing the self-doubt already triggered by the
undervaluation of their practical skills and lack of professional
social-work guidelines from administrators. As such, lawsuits
serve to further undermine front-line practitioners’ path to
recognition, as every aspect of their practice is individually
questioned before they may move forward as an occupational
entity. This vulnerability is experienced as a threat to the integrity
of their professional identity and the legitimacy of their
contribution, further reinforcing within the clinical social
workers’ representation of their practice the tensions outlined
above between clinical social workers and management.

In third, an authentic and complete autonomy is not granted
to social workers; instead, they constantly struggle to reconcile the
expectations of higher management with their own
representation of the social practice. This conditional quality is
key, as it deprives social workers of the benefits of a discretionary
autonomy which would otherwise allow front-line practitioners
to conduct themselves in alignment with the values they hold dear
as professionals. The primacy of field experience was voiced as an
effective means to mitigate these conflicts, thus anchoring a
recognizable social work imperative (first-hand intervention
knowledge) to answer for a challenging practical reality.
Through honing their skills, setting a precedent for practice
and being prepared for inevitable litigations, experienced social
workers could allay the negative impacts of their uneasy
autonomy. That being said, the inner tensions experienced
between the representation of the practice and their
professional identity never ceased to weigh on our
participants, regardless of their seniority.

Finally, the lack of clear professional guidelines and support
from management speak once more of the tensions within the
representation of the social practice and strips the social workers’
discretionary autonomy of its advantages by only exacerbating
the obstacles inherent to their lived experience. This need for true
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and full autonomy is further rooted in professional tradition as,
before the rise of “managed care”, autonomy in North American
social workers was unquestionably valued as it ensured one’s
“professional responsibility and creativity” (Munson, 1996: 250).
In an increasingly litigious workplace with an ever complexifying
client-care however, a lack of professional guidance grounded in
social work values and, by extension, limited support from one’s
employer, leaves front-line practitioners further “out-of-place”
and vulnerable in a workplace driven by managerialism and
standardized practices fundamentally at odds with the
profession. Our findings parallel a previous research on
workers’ professional suffering, where New Public
Management philosophies led workers to adopt dysfunctional
behaviours (Negura and Maranda, 2013). In this study, drug
consumption was used as a coping strategy to meet impossible
standards of practice set in a context of higher autonomy, where
the individual assumes all responsibilities related to their work
without access to the necessary resources. Along with ours, this
research suggests the unsustainable nature of Canadian neoliberal
reforms in a healthcare setting for front-line practitioners and
points to a flawed ideology of social service provision at a
political level.

It should be stated that some contributors to NPM research
have made a compelling argument to move past the opposition
between professional groups and NPM-inspired reforms already
heavily documented in the literature in favor of exploring the
constructive adaptions to one’s professional model that would
support a given occupational group under the contemporary
reforms of the public sector, a position in direct contrast with
the optics of our discussion. Bezes et al. (2012), namely, have
argued the interest of debating beyond such opposition in order
to better appreciate the ongoing workplace transformations that
have successfully transcended this dichotomy. The authors
identify promising avenues of research by exploring
adaptations on each end of the spectrum (both on the front
lines and behind parliament doors) to best serve the interest of the
public and to stimulate renewal in professional roles involved
with public service provisions. This inclination is founded in
Lipsky and Hill (1993) extensive research on street-level
bureaucrats and the mutual influence held by policymakers
and those who implement them. The benefits of the analytical
progression suggested by Bezes et al. (2012) are immediately
tangible as they serve to dispel the fear of neo-managerial policy
interference on professional identities and practice by pointing to
the transformation imperative faced by any professional role over
time under the gradual implementation of structural and
relational workplace changes. While certainly helpful in the
right context, we would argue that this interpretational lens is
not suited to the current predicament of Canadian clinical social
workers. For one, the professional identity of social workers needs
to be better acknowledged and clearly defined internally before
welcoming external changes more conciliatory with the
institutional ideal (Lévesque et al., 2019). While professions
are more than static “statuses”, they require consistency
through recognized boundaries before being amenable to
transformations incurred from external circumstances. This
explains, in turn, why clinical social workers endure greater

psychological distress in the workplace over enacting changes
to their professional perspective as it has yet to reach a place of
stability conducive to such a step (Beddoe, 2011; Thyer, 2002).
Moreover, as a consequence of their deontology and training,
North American social workers are compelled to act as agents of
social change within a humanistic approach to practice (Payne,
2011), in itself a contradiction to the pro-normative reforms
inspired by the NPM approach (Abramovitz and Zelnick, 2018).
There are limited concessions to be made on either front,
therefore, as the transformations requested by each side target
the immutable of the other: the values that make them what they
are. Finally, while such a point goes far beyond the scope of this
article, it should be mentioned in passing that Canadian social
workers bear the weight of a controversial history as
governmental agents tasked with implementing now widely-
recognized condemnable policies targeting marginalized
groups (the sixties scoop, to name but one example, which
removed first nations’ children from their families)
(Blackstock, 2009). Canadian social workers experience daily
the stigma associated with their professional reputation
(Lévesque et al., 2019) and are thus wary of immediately
welcoming any top-down changes in practice.

In sum, our findings deepen our understanding of the social
workers’ opposition to NPM reforms by discussing the
representational elements of their lived experience along with
the processes that maintain their professional continuity even if
contributing to their psychological distress in the workplace. Such
a critical reflection is necessary to unravel the previously
unexplored dynamics at play in the resistance of front-line
practitioners to neo-managerial occupational changes. Our
article’s aim is to ensure the matters of meaning within this
debate are fully examined, thereby giving social workers the tools
to navigate future transformations to their professional identity in
a manner consistent with their values and mission. This reflexive
approach is characteristic of contemporary social workers and
aligns with their occupational priorities (Heron, 2005).

Recommendations for Our Current Social
and Workplace Settings
The Covid-19 pandemic has only added to the daily difficulties
experienced by clinical social workers. While the current health
crisis leaves them at heightened risks of psychological stress and
vicarious trauma (Wu et al., 2020), the added burden brought on
by our healthcare institutions’ modus operandi risk pushing
front-line practitioners to their breaking point. Our findings
on the lived experience of clinical social workers are all the
more relevant that provincial governments are now forced to
confront the blatant systemic flaws resulting from decades of
erosion to the Welfare State. In effect, the pandemic has exposed
the need for rapid and far-ranging changes in policy and
institutional functioning. In this time of societal
transformation, the well-being of our healthcare workers
deserves to be properly acknowledged.

In light of our results, we would recommend four main avenues
for improving the lived experience of clinical social workers and, by
extension, facilitating their service provision as a whole. For a start,
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clearer practical guidelines, consistent with social work values,
provided by healthcare institutions would not only serve to
anchor clinical social workers under coherent expectations of
practice, but it could also offer protection from litigation and
dispel the disadvantages raised as inherent to their discretionary
autonomy. Indeed, if clinical practice conforms to the employers’
protocols, the social workers themselves are absolved from blame for
following procedure. Provided these standards are established with
respect to the values and priorities of clinical social workers (see
Lévesque et al., 2019 for greater details), it could serve to free the
occupation from undue fears of prosecution over standard practices.
This conforms to recommendations made by Munro (2004) toward
the management of social work within the United-Kingdom,
whereby it is argued that the profession would benefit from
improving its knowledge-base under “more reliable and valid
measures of performance” (p. 1093) without depriving social
workers from the individual discretion needed to offer a
personalized service. More nuanced vision of performance would
further work to dispel the defensiveness toward practice monitoring
and in contrast bolster clinical social workers’ claim to greater
recognition within the workplace. Such administrative targets
ought to be handled with care, not only in acknowledgement of
the social workers’ needs, but also in light of their litigious workplace
context. Indeed, performance metrics wielded by management to
further control the practice, as opposed to supporting it, risk
incurring entirely new dysfunctional outcomes or even gaming of
the data produced to defend against increasing bureaucratic
pressures (Hood, 2002; Bevan and Hood, 2006). As is established
both within our findings and elsewhere in the literature, social
workers conceive of their data entry as the last line of defense
against budgetary cuts (Baines, 2006). As such, broad and
uninformed additions to monitoring standards risk inciting
counteracting behaviors adverse to service quality and workplace
well-being, with “ratchet effects, threshold effects and output
distortions” (Bevan and Hood, 2006: 521) being but a few
examples. No one solution is perfect nor sufficient, therefore, and
should result from an active collaboration with the occupational
group that it concerns.

Our findings further call for greater resources to be made
generally available to healthcare social workers. Namely, better
staffing along with stronger and more varied public services
would help decrease front-line practitioners’ caseload and
afford them the time to properly counsel and support their
service beneficiaries under a humanistic frame of practice.
Third, beyond pragmatic considerations of the workplace
experience, improvements are warranted to support clinical
social workers’ self-worth and sense of value within the
institution. Significant pain is experienced from our
participants perceptions of disregard. This distress could be
alleviated namely by allowing some healthcare social workers
to achieve managerial positions and relate to the front-line
practitioners that they once worked alongside with. Moreover,
it would be crucial to ensure that interdisciplinary colleagues and
authority figures alike are well-aware of the professional ethos of
social workers for their expectations to not overstep their
employees’ occupational boundaries. Fourth, consulting clinical
social workers ahead of institutional retrenchments would also

come a long way to make them feel heard and, at the very least,
enable them to advocate for the importance of their work in a
meaningful way outside constant notetaking. In sum, we offer
these recommendations in service to healthcare institutions
seeking to ensure the strength and continued engagement of
their clinical social workers, particularly in these trying times.

Limitations of Our Study
Having elaborated on our findings, it is important to address the
limitations of our study and how they may have impacted our
results. As participants were required to self-identify as having
recently experienced distress in the workplace, it is possible that
their reactions to organizational constraints and their perceived
significance could have been heightened by a compromised
psychological disposition or a previously vulnerable state of
mind. All appropriate measures were taken, however, to
ensure an adequate state of mind from our participants during
the interview. The interview questions were additionally
formulated in order to promote discussions on experiences
applicable to themselves and their occupational group more
broadly in hopes of limiting this personal bias. Given the
inductive nature of our approach, our methodology is also not
immune from researcher bias. While the data was reviewed by
both authors independently and organized in terms of
significance through frequency and occurrence, prior
expectations could have influenced our understanding of the
results.

It should be mentioned that our appreciation of NPM reforms
in Canadian healthcare institutions has focused on their practical
consequences as observed by our participants and corroborated
by the literature. While the neoliberal ideology has rooted decades
of healthcare policies (Bart and Hupfer, 2004), their resulting
implementation in the workplace varies largely according to the
provincial ministries at hand and the institutional administrators
tasked with its management. It ought to be said that this article’s
aim is not to provide a neutral portrait of the specific policies to be
blamed for the occupational obstacles facing clinical social
workers today. Rather, we sought to explore the latter’s own
understanding of institutional praxes informed by NPM
priorities, substantiated for the most part by the relevant
literature on the professional reality of social workers.

We also recognize that our data is not wholly representative of
all Canadian social workers in a healthcare setting, given the
eligibility criteria for participation (female, francophone and
from urban centres only). Further, our recruitment efforts
yielded a majority of Caucasian participants with a limited
representation of other cultural or ethnic groups than French-
Canadian. We have no way of determining at this time how this
restricted diversity could affect our results. That said, as our
sample was recruited from three distinct provinces through a
number of healthcare institutions, we argue that our study still
offers generalizable results. Indeed, the organisational context
remains stable across provinces regardless of linguistic affiliation,
gender or individual cultural heritage.We hence contend that this
exploratory study provides fruitful avenues of reflection about
social workers’ experience of their professional environment and
remains of value to inform future research on front-line
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practitioners’ workplace lived experience and the impacts of
healthcare reforms on the quality of social services.

CONCLUSION

Our findings attest to the variety of challenges experienced by
social workers following the last decade of healthcare reforms in
Canada. Front-line practitioners endure numerous
organizational constraints which reorient their practice in a
direction which does not align with their sensibilities, priorities
and values. In this context, the “paradoxical autonomy” resulting
from these reforms becomes an unwelcome reality of their work
environment, as it masks deficient guidelines and supervision under
the guise of discretionary practice. From these results, we would
argue that the lived experience of the workplace by healthcare social
workers is shaped by their multifaceted representation of practice
and the inherent dynamics at odds with a neoliberal workplace
context. Indeed, the conflicts in practice, value and identity
maintained by representational dissensions negatively influence
the work lives of clinical social workers.

Within the context of the greater research project under which
this study has been conceived (see Negura and Lévesque, 2021 for
reference), these findings uniquely contribute to our
understanding of professional distress by relating it to a lived
experience of institutional constraints and expectations. Specific
to this article are the ties uncovered between the common
responses to given occupational circumstances, the sensitivities
they generate and the professional representation that explain
them. Outside our broader investigative efforts, a representational
analysis of the lived experience of healthcare social workers
further nuances the debate surrounding the impact of NPM
reforms on social work beyond its immediately observable
consequences, such as the bureaucratization of the practice
(Burton and van den Broek, 2009), the greater push for crisis
management or the rising workload (Abramovitz and Zelnick,
2018; Aronson and Sammon, 2000). The shared distress
experienced by clinical social workers is here discussed as not
only a matter of circumstances (either psychological or social in
nature), but also as unresolved tensions within the professional
ethos. As neoliberal imperatives further disconnect clinical social
workers from their humanistic endeavours in favor of efficiency
and measurable outputs, the very significance of the occupation is
voided. In other words, we present an understanding of
workplace distress as an affliction of meaning, one which
plays a determining role in the nature of the psychological
stress experienced and highlights the social ramifications of
broader healthcare decision. Nowhere is this clearer than in
the face of our findings on the social workers’ autonomy of
practice. As a negative determinant of workplace well-being,
our results contradict most common psychological models of
work-related stress (Karasek and Theorell, 1990; Siegrist,
1998). Under a representational lens however, our findings

are congruently explained in light of the persisting tensions
between social workers and their management along with the
power dynamics that subsumes them and the strategies
adopted to maintain the occupational group’s
representational continuity.

With clear empirical evidence of the undue stress experienced
by healthcare social workers (Evans et al., 2005), this research
may serve to assist policy makers and administrators to rethink
healthcare reforms beyond the aims of financial efficacy and
individualised care, but also in terms of their feasibility for care
providers. Workplace well-being initiatives may equally gain
from prioritizing changes at the organizational level, thus
improving social workers’ experience by alleviating both
pragmatic and representational drivers of their occupational
distress. Finally, better supported practitioners would directly
entail better patient and family services, as social workers would
be enabled in their work.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

ETHICS STATEMENT

This study involves human participation and was reviewed and
approved by the University of Ottawa’s ethic committee. The
participants provided their written informed consent to
participate in this study.

AUTHOR CONTRIBUTIONS

All authors listed have made a substantial, direct, and intellectual
contribution to the work and approved it for publication.

FUNDING

This research was made possible thanks to the contribution of the
Consortium National de Formation en Santé (CNFS). The
University of Ottawa’s reference number for the grant
provided by the CNFS is 146223.

ACKNOWLEDGMENTS

This study is part of a series of four constituting a doctoral thesis
for the European/International Joint PhD in Social
Representations and Communication, which was successfully
defended by the first author on September 24th, 2020.

Frontiers in Sociology | www.frontiersin.org October 2021 | Volume 6 | Article 65124015

Lévesque and Negura Social Workers and Healthcare Reforms

https://www.frontiersin.org/journals/sociology
www.frontiersin.org
https://www.frontiersin.org/journals/sociology#articles


REFERENCES

Abramovitz, M., and Zelnick, J. (2018). The Logic of the Market versus the Logic of
Social Work: Whither the Welfare State. Soc. Work Soc. 16, 2.

Aronson, J., and Sammon, S. (2000). Practice amid Social Service Cuts and
Restructuring: Working with the Contradictions of" Small Victories. Can.
Soc. Work Review/Revue canadienne de Serv. Soc. 17 (2), 167–187.

Aronson, J., and Smith, K. (2010). Managing Restructured Social Services:
Expanding the Social. Br. J. Soc. Work 40, 530–547. doi:10.1093/bjsw/
bcp002

Baines, D. (2006). Forum: Quantitative Indicators "whose Needs Are Being
Served?"quantitative Metrics and the Reshaping of Social Services. Stud.
Polit. Economy 77 (1), 195–209. doi:10.1080/19187033.2006.11675118

Baines, D. (2004). Pro-market, Non-market: The Dual Nature of Organizational
Change in Social Services Delivery. Crit. Soc. Pol. 24 (1), 5–29. doi:10.1177/
0261018304039679

Banks, S. (2012). Ethics and Values in SocialWork. Macmillan International Higher
Education.

Bart, C. K., and Hupfer, M. (2004). Mission Statements in Canadian Hospitals.
J. Health Organ. Manag. 18 (2), 92–110. doi:10.1108/14777260410538889

Bataille, M., Blin, J. F., Jacquet-Mias, C., and Piaser, A. (1997). Représentations
sociales, représentations professionnelles, système des activités professionnelles.
Paris: L’Harmattan-L’année de la recherche en sciences de l’éducation, 57–89.

Bataille, M. (2000). “Représentation, implicitation, implication; des représentations sociales
aux représentations professionnelles,” in Représentations sociales en éducation et
formation. Editors C. Garnier and M.-C. Rouquette Montréal: Nouvelles Editions,
165–189.

Beddoe, L. (2011). Health Social Work: Professional Identity and Knowledge.Qual.
Soc. Work 12 (1), 24–40. doi:10.1177/1473325011415455

Ben-Zur, H., andMichael, K. (2007). Burnout, Social Support, and Coping at Work
Among Social Workers, Psychologists, and Nurses: the Role of challenge/
control Appraisals. Soc. Work Health Care 45 (4), 63–82. doi:10.1300/
J010v45n04_04

Bevan, G., and Hood, C. (2006). What’s Measured Is what Matters: Targets and
Gaming in the English Public Health Care System. Public Adm. 84 (3), 517–538.
doi:10.1111/j.1467-9299.2006.00600.x

Bezes, P., Demazière, D., Le Bianic, T., Paradeise, C., Normand, R., Benamouzig,
D., et al. (2012). New Public Management and Professionals in the Public
Sector. What New Patterns beyond Opposition. Sociologie du travail 54, e1–e52.
doi:10.1016/j.soctra.2012.07.001

Blackstock, C. (2009). The Occasional Evil of Angels: Learning from the
Experiences of Aboriginal Peoples and Social Work. First Peoples Child.
Fam. 4 (1), 28–37. Review: A Journal on Innovation and Best Practices in
Aboriginal Child Welfare Administration. Research, Policy & Practice.

Blackstock, S., Harlos, K., Macleod, M. L., and Hardy, C. L. (2015). The Impact of
Organisational Factors on Horizontal Bullying and Turnover Intentions in the
Nursing Workplace. J. Nurs. Manag. 23 (8), 1106–1114.

Bouchard, L., Gaboury, I., Chomienne, M. H., Gilbert, A., and Dubois, L. (2009). La
santé en situation linguistique minoritaire. Healthc. Pol. 4, 4–36. doi:10.1111/
jonm.12260

Bouchard, L., Gilbert, A., Landry, R., and Deveau, K. (2006). Capital social, santé et
minorités francophones. Can. J. Public Health 97 (2), S17–S21. doi:10.1007/
bf03405368

Bouterfas, N., Desrumaux, P., Leroy-Fremont, N., and Boudenghan, M. (2016).
Charge de travail, justice, soutien et résilience : quels effets sur l’épuisement
professionnel des travailleurs sociaux et quelles médiations par la satisfaction
des besoins. Les Cahiers Internationaux de Psychol. Sociale Numéro110,
177–207. doi:10.3917/cips.110.0177

Burton, J., and van den Broek, D. (2009). Accountable and Countable: Information
Management Systems and the Bureaucratization of Social Work. Br. J. Soc.
Work 39 (7), 1326–1342. doi:10.1093/bjsw/bcn027

Chow, D. S., Greatbatch, D., and Bracci, E. (2019). Financial Responsibilisation and
the Role of Accounting in Social Work: Challenges and Possibilities. The Br.
J. Soc. Work 49 (6), 1582–1600. doi:10.1093/bjsw/bcz062

Dany, L. (2016). “Analyse qualitative du contenu des représentations sociales,” in
In Les Représentations Sociales. Editors G. Lo Monaco, S. Delouvée, and
P. Rateau, 85–102. (Bruxelles: de Boeck).

Day, A., Crown, S. N., and Ivany, M. (2017). Organisational Change and Employee
Burnout: The Moderating Effects of Support and Job Control. Saf. Sci. 100,
4–12. doi:10.1016/j.ssci.2017.03.004

Evans, S., Huxley, P., Gately, C., Webber, M., Mears, A., Pajak, S., et al. (2005).
Mental Health, Burnout and Job Satisfaction Among Mental Health Social
Workers in England and Wales. Br. J. Psychiatry 188 (1), 75–80. doi:10.1192/
bjp.188.1.75

Flament, C. (1994). Structure, dynamique et transformation des représentations
sociales, dans Abric, J.C. (dir.), Pratiques sociales et représentations. Paris: PUF.

Government of Manitoba (2021). Shared Health – Quality and Learning Framework.
Winnipeg: Ministry of Health and Seniors Care. Available at: https://
sharedhealthmb.ca/about/quality-patient-safety-learning/framework/ (Accessed
January 6th, 2021).

Government of Ontario (2021). Ontario Health agency. Ministry of Health.
Queen’s Printer for Ontario. Available at: https://www.ontario.ca/page/
ontario-health-agency (Accessed January 1st, 2020).

Graham, J. R., and Shier, M. L. (2014). Profession and Workplace Expectations of
Social Workers: Implications for Social Worker Subjective Well-Being. J. Soc.
Work Pract. 28 (1), 95–110. doi:10.1080/02650533.2013.810613

Gray, M., Dean, M., Agllias, K., Howard, A., and Schubert, L. (2015). Perspectives
on Neoliberalism for Human Service Professionals. Soc. Serv. Rev. 89 (2),
368–392. doi:10.1086/681644

Guimelli, C., and Rouquette, M.-L. (1993). Note sur la formalisation des schèmes
étranges dans l’étude des représentations sociales. Les Cahiers Internationaux
de Psychol. Sociale 19 (3), 43–48.

Harris, J. (2014). (Against) Neoliberal Social Work. Crit. Radic. Soc. Work 2 (1),
7–22. doi:10.1332/204986014x13912564145528

Heron, B. (2005). Self-reflection in Critical Social Work Practice: Subjectivity and
the Possibilities of Resistance. Reflective Pract. 6 (3), 341–351. doi:10.1080/
14623940500220095

Hood, C. (2002). The Risk Game and the Blame Game. Gov. Oppos. 37 (1), 15–37.
doi:10.1111/1477-7053.00085

Hutchison, B., Levesque, J. F., Strumpf, E., and Coyle, N. (2011). Primary Health
Care in Canada: Systems in Motion. Milbank Q. 89 (2), 256–288. doi:10.1111/
j.1468-0009.2011.00628.x

Hyslop, I. (2018). Neoliberalism and Social Work Identity. Eur. J. Soc. Work 21 (1),
20–31. doi:10.1080/13691457.2016.1255927

Ivers, N., Brown, A. D., and Detsky, A. S. (2018). Lessons from the Canadian
Experience with Single-Payer Health Insurance: Just Comfortable Enough with
the Status Quo. JAMA Intern. Med. 178 (9), 1250–1255. doi:10.1001/
jamainternmed.2018.3568

Jessen, J. T. (2015). Public Governance-Constraints and Challenges for Social
Work Practice. J. Comp. Soc. Work 10 (2), 1–23. doi:10.31265/jcsw.v10i2.127

Jodelet, D. (2015). Représentations sociales et mondes de vie. Psychologie du social.
Paris: Éditions des archives contemporaines.

Jodelet, D. (2006). ““Place de l’expérience vécue dans le processus de formation des
représentations sociales,”,” in Les savoirs du quotidien. Transmissions,
Appropriations, Représentations. Editor V. Hass Rennes: Les Presses
universitaires de Rennes, 235–255.

Karasek, R., and Theorell, T. (1990). Healthy Work. Stress, Productivity, and the
Reconstruction of Working Life. New York: Basic Books.

Kim, H., and Stoner, M. (2008). Burnout and Turnover Intention Among Social
Workers: Effects of Role Stress, Job Autonomy and Social Support. Adm. Soc.
Work 32 (3), 5–25. doi:10.1080/03643100801922357

Lévesque, M., Negura, L., Gaucher, C., and Molgat, M. (2019). Social
Representation of Social Work in the Canadian Healthcare Setting:
Negotiating a Professional Identity. Br. J. Soc. Work 0, 1–21. doi:10.1093/
bjsw/bcz005

Lévesque, M., and Negura, L. (2021). The Unsuspected Ties between Linguistic
Affiliation and Professional Distress in Healthcare Social Workers. Can. Ethnic
Stud. 53 (1), 111–133. doi:10.1353/ces.2021.0005

Lornudd, C., Tafvelin, S., von Thiele Schwarz, U., and Bergman, D. (1993). The
Mediating Role of Demand and Control in the Relationship between Leadership
Behaviour and Employee Distress: a Cross-Sectional Study. Int. J. Nurs. Stud. 52
(2), 543–554. doi:10.1016/j.ijnurstu.2014.08.003

McGivern, G., and Ferlie, E. (2007). Playing Tick-Box Games: Interrelating
Defences in Professional Appraisal. Hum. Relations 60 (9), 1361–1385.
doi:10.1177/0018726707082851

Frontiers in Sociology | www.frontiersin.org October 2021 | Volume 6 | Article 65124016

Lévesque and Negura Social Workers and Healthcare Reforms

https://doi.org/10.1093/bjsw/bcp002
https://doi.org/10.1093/bjsw/bcp002
https://doi.org/10.1080/19187033.2006.11675118
https://doi.org/10.1177/0261018304039679
https://doi.org/10.1177/0261018304039679
https://doi.org/10.1108/14777260410538889
https://doi.org/10.1177/1473325011415455
https://doi.org/10.1300/J010v45n04_04
https://doi.org/10.1300/J010v45n04_04
https://doi.org/10.1111/j.1467-9299.2006.00600.x
https://doi.org/10.1016/j.soctra.2012.07.001
https://doi.org/10.1111/jonm.12260
https://doi.org/10.1111/jonm.12260
https://doi.org/10.1007/bf03405368
https://doi.org/10.1007/bf03405368
https://doi.org/10.3917/cips.110.0177
https://doi.org/10.1093/bjsw/bcn027
https://doi.org/10.1093/bjsw/bcz062
https://doi.org/10.1016/j.ssci.2017.03.004
https://doi.org/10.1192/bjp.188.1.75
https://doi.org/10.1192/bjp.188.1.75
https://sharedhealthmb.ca/about/quality-patient-safety-learning/framework
https://sharedhealthmb.ca/about/quality-patient-safety-learning/framework
https://www.ontario.ca/page/ontario-health-agency
https://www.ontario.ca/page/ontario-health-agency
https://doi.org/10.1080/02650533.2013.810613
https://doi.org/10.1086/681644
https://doi.org/10.1332/204986014x13912564145528
https://doi.org/10.1080/14623940500220095
https://doi.org/10.1080/14623940500220095
https://doi.org/10.1111/1477-7053.00085
https://doi.org/10.1111/j.1468-0009.2011.00628.x
https://doi.org/10.1111/j.1468-0009.2011.00628.x
https://doi.org/10.1080/13691457.2016.1255927
https://doi.org/10.1001/jamainternmed.2018.3568
https://doi.org/10.1001/jamainternmed.2018.3568
https://doi.org/10.31265/jcsw.v10i2.127
https://doi.org/10.1080/03643100801922357
https://doi.org/10.1093/bjsw/bcz005
https://doi.org/10.1093/bjsw/bcz005
https://doi.org/10.1353/ces.2021.0005
https://doi.org/10.1016/j.ijnurstu.2014.08.003
https://doi.org/10.1177/0018726707082851
https://www.frontiersin.org/journals/sociology
www.frontiersin.org
https://www.frontiersin.org/journals/sociology#articles


Miles, M. B., and Huberman, A., M. (1994). Qualitative Data Analysis: An
Expanded Sourcebook. 2nd edition. Thousand Oaks, CA: Sage.

Monsebraaten, L. (2019). Social Programs Face &1 Billion Spending Cut in Ontario
Budget. Toronto Star. Availableat: https://www.thestar.com/politics/provincial/
2019/04/11/social-programs-face-1-billion-spending-cut-in-ontario-budget.
html (Accessed June 1st, 2021).

Morant, N. (2006). Social Representations and Professional Knowledge: the
Representation of Mental Illness Among Mental Health Practitioners. Br.
J. Soc. Psychol. 45 (4), 817–838. doi:10.1348/014466605x81036

Moscovici, S. (1976). Social Influence and Social Change, 10. London: Academic
Press.

Moscovici, S. (2001). Social Representations: Essays in Social Psychology. NY: NYU
Press.

Munro, E. (2004). The Impact of Audit on Social Work Practice. Br. J. Soc. work 34
(8), 1075–1095. doi:10.1093/bjsw/bch130

Munson, C. E. (1996). Autonomy and Managed Care in Clinical Social Work
Practice. Smith Coll. Stud. Soc. Work 66 (3), 241–260. doi:10.1080/
00377319609517464

Negura, L. (2006). L’analyse de contenu dans l’étude des représentations sociales.
SociologieS 1, 1–16. doi:10.4000/sociologies.993

Negura, L., and Lévesque, M. (2021). Understanding Professional Distress through
Social Representations: Investigating the Shared Experience of Healthcare
Social Workers in Canada. International Social Work. Int. Soc. Work 28,
1–17. doi:10.1177/0020872820967428

Negura, L. (2016). L’intervention en sciences humaines: l’importance des
représentations. Québec: Presses de l’Université Laval.

Negura, L., andMaranda,M. (2013). “Intégration toxique” au travail flexible: Représentations
sociales du recours aux drogues,” in in La souffrance à l’épreuve de la pensée. Editors
N. Moreau and K. Larose-Hébert Québec: Presses de l’université du Québec, 173–196.

New Brunswick Health Council (2016). Justice and Office of the Attorney General.
Act (R.S.N.Bc.104. Availableat: http://laws.gnb.ca/en/showfulldoc/cs/2016-c.
104/ (Accessed January 6th, 2021).

Page, S. (2005). What’s New about the New Public Management? Administrative
Change in the Human Services. Public Adm. Rev. 65 (6), 713–727. doi:10.1111/
j.1540-6210.2005.00500.x

Papathanassoglou, E. D., Karanikola, M. N., Kalafati, M., Giannakopoulou, M.,
Lemonidou, C., and Albarran, J. W. (2012). Professional Autonomy,
Collaboration with Physicians, and Moral Distress Among European Intensive
Care Nurses. Am. J. Crit. Care 21 (2), e41–52. doi:10.4037/ajcc2012205

Payne, M. (2011). Humanistic Social Work: Core Principles in Practice. Chicago:
Lyceum Books.

Phillips, C. R. (2019). The Computer Social Worker: Regulatory Practices,
Regulated Bodies and Science. Qual. Soc. Work 18 (3), 443–457.
doi:10.1177/1473325017723700

Rateau, P., and Monaco, G. L. (2013). La Théorie des Représentations Sociales:
orientations conceptuelles, champs d’applications et méthodes. CES Psicología 6
(1), 1–21.

Savignat, P. (2009). Le travail social aux défis du néolibéralisme. Le sociographe 30
(3), 21–29. doi:10.3917/graph.030.0021

Sebai, J., and Yatim, F. (2018). Approche centrée sur le patient et nouvelle gestion
publique : confluence et paradoxe. Santé Publique. 30, 517–526. doi:10.3917/
spub.185.0517

Siegrist, J. (1998). Adverse Health Effects of Effort-Reward Imbalance at Work.
Theories of organizational stress, 190–204.

Statistics Canada (2019). Labour Force Survey. Surveys and Statistical
Programs. Availableat: http://www23.statcan.gc.ca/imdb/p2SV.pl?
Function�getSurvey&SDDS�3701&lang�fr&db�imdb&adm�8&dis�2
(Accessed July 27, 2019).

Strier, R. (2019). Resisting Neoliberal Social Work Fragmentation: The Wall-to-
Wall Alliance. Soc. Work 64 (4), 339–345. doi:10.1093/sw/swz036

Thyer, B. A. (2002). Developing Discipline-specific Knowledge for Social Work.
J. Soc. work Educ. 38 (1), 101–113. doi:10.1080/10437797.2002.10779085

Vézina, M., and Saint-Arnaud, L. (2011). L’organisation du travail et la santé
mentale des personnes engagées dans un travail émotionnellement exigeant.
Travailler 25 (1), 119–128. doi:10.3917/trav.025.0119

Walshe, K., and Rundall, T. G. (2001). Evidence-based Management: from Theory
to Practice in Health Care. Milbank Q. 79 (3), 429–V. doi:10.1111/1468-
0009.00214

Weinberg, M., and Banks, S. (2019). Practising Ethically in Unethical Times:
Everyday Resistance in Social Work. Ethics Soc. Welfare 13 (4), 361–376.
doi:10.1080/17496535.2019.1597141

Wilson, N. A. (2015). Factors that Affect Job Satisfaction and Intention to Leave of
Allied Health Professionals in aMetropolitan Hospital. Aust. Health Rev. 39 (3),
290–294. doi:10.1071/AH14198

Wu, P. E., Styra, R., and Gold, W. L. (2020). Mitigating the Psychological Effects of
COVID-19 on Health Care Workers. CMAJ 192, E459–E460. doi:10.1503/
cmaj.200519

Wulsin, L., Alterman, T., Timothy Bushnell, P., Li, J., and Shen, R. (2014).
Prevalence Rates for Depression by Industry: a Claims Database Analysis.
Soc. Psychiatry Psychiatr. Epidemiol. 49 (11), 1805–1821. doi:10.1007/s00127-
014-0891-3

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations, or those of
the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Copyright © 2021 Lévesque and Negura. This is an open-access article distributed
under the terms of the Creative Commons Attribution License (CC BY). The use,
distribution or reproduction in other forums is permitted, provided the original
author(s) and the copyright owner(s) are credited and that the original publication
in this journal is cited, in accordance with accepted academic practice. No use,
distribution or reproduction is permitted which does not comply with these terms.

Frontiers in Sociology | www.frontiersin.org October 2021 | Volume 6 | Article 65124017

Lévesque and Negura Social Workers and Healthcare Reforms

https://www.thestar.com/politics/provincial/2019/04/11/social-programs-face-1-billion-spending-cut-in-ontario-budget.html
https://www.thestar.com/politics/provincial/2019/04/11/social-programs-face-1-billion-spending-cut-in-ontario-budget.html
https://www.thestar.com/politics/provincial/2019/04/11/social-programs-face-1-billion-spending-cut-in-ontario-budget.html
https://doi.org/10.1348/014466605x81036
https://doi.org/10.1093/bjsw/bch130
https://doi.org/10.1080/00377319609517464
https://doi.org/10.1080/00377319609517464
https://doi.org/10.4000/sociologies.993
https://doi.org/10.1177/0020872820967428
http://laws.gnb.ca/en/showfulldoc/cs/2016-c.104/
http://laws.gnb.ca/en/showfulldoc/cs/2016-c.104/
https://doi.org/10.1111/j.1540-6210.2005.00500.x
https://doi.org/10.1111/j.1540-6210.2005.00500.x
https://doi.org/10.4037/ajcc2012205
https://doi.org/10.1177/1473325017723700
https://doi.org/10.3917/graph.030.0021
https://doi.org/10.3917/spub.185.0517
https://doi.org/10.3917/spub.185.0517
http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3701&lang=fr&db=imdb&adm=8&dis=2
http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3701&lang=fr&db=imdb&adm=8&dis=2
http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3701&lang=fr&db=imdb&adm=8&dis=2
http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3701&lang=fr&db=imdb&adm=8&dis=2
http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3701&lang=fr&db=imdb&adm=8&dis=2
http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3701&lang=fr&db=imdb&adm=8&dis=2
http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3701&lang=fr&db=imdb&adm=8&dis=2
http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3701&lang=fr&db=imdb&adm=8&dis=2
https://doi.org/10.1093/sw/swz036
https://doi.org/10.1080/10437797.2002.10779085
https://doi.org/10.3917/trav.025.0119
https://doi.org/10.1111/1468-0009.00214
https://doi.org/10.1111/1468-0009.00214
https://doi.org/10.1080/17496535.2019.1597141
https://doi.org/10.1071/AH14198
https://doi.org/10.1503/cmaj.200519
https://doi.org/10.1503/cmaj.200519
https://doi.org/10.1007/s00127-014-0891-3
https://doi.org/10.1007/s00127-014-0891-3
https://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/sociology
www.frontiersin.org
https://www.frontiersin.org/journals/sociology#articles

	Organizational Context and Healthcare Reforms: What Effect on the Professional Distress of Canadian Social Workers and Soci ...
	Introduction
	Healthcare Reforms and Social Work: A Tumultuous Affair
	Social Representation Theory and the Workplace Experience: Toward a Deeper Understanding of Professional Life

	Materials and Methods
	Data Collection
	Data Analysis

	Results
	Cumulative Organizational Constraints
	The Trinity of Hardships: Time, Resources and Workload
	Conflicts of Values and Priorities: The Managers and Social Workers’ Deontological Tug of War

	Paradoxical Autonomy
	Value-Based Representation of Professionalism


	Discussion
	The End of the Line: Social Workers as a Palliative Solution to a Flawed System
	Autonomy: From Friend to Foe
	Recommendations for Our Current Social and Workplace Settings
	Limitations of Our Study

	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	References


