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Palliative care is a field that extends beyond biomedical care to include 

psychosocial and structural dimensions of suffering. Medical social workers 

(MSWs) are crucial to this holistic vision, yet their practice realities are 

insufficiently documented, especially in India. This article presents a qualitative 

case study analysis of four cases based on the narratives of an experienced medical 

social worker in a community based palliative care setting in Kerala, India. The 

cases shed light on various diverse domains of MSW practice, including material 

assistance, caregiver crisis intervention, educational support, resource mobilisation, 

and community-based rehabilitation. Each case is analysed through suitable 

theoretical frameworks, including strength-based practice, crisis intervention 

theory, and bridging social capital. Findings from the case descriptions affirm that 

social workers function as facilitators, mediators and as a link between health care 

and community. The study underscores the crucial role of medical social workers 

within Kerala’s community based palliative care model and contributes to evidence 

based understanding of holistic care necessity in palliative care field.  
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Introduction 

Palliative care is a specialized branch of medicine that aims 

to improve the quality of life of individuals and their 

families facing life-limiting illnesses through pain 

management and symptom control (WHO, 2020). In 
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healthcare, the biomedical dimensions are often attended to, 

while the psychological, economic and structural challenges 

faced by patients and their carers remain underexplored, 

especially in low- and middle-income countries. Medical 

social workers play a significant role in addressing these 

Case Study 

http://nepjol.info/index.php/IJSSM/issue/archive
https://doi.org/10.3126/ijssm.v13i2-3.95841
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://orcid.org/
https://creativecommons.org/licenses/by-nc/4.0/


D.M. Kuriakose and J.S. Alexander (2026) Int. J. Soc. Sc. Manage. Vol. 13, Issue-2-3: 65-69. 

Full text of this paper can be downloaded online at www.ijssm.org/ & http://nepjol.info/index.php/IJSSM/issue/archive        2 

concerns, and they ensure holistic care. Kerala, a state in 

southern India, is recognized for its community-based 

palliative care model, which characterizes a strong 

integration of community volunteers, local self-government 

institutions, government health infrastructure, and 

multidisciplinary healthcare teams (Paleri & Numpeli, 

2005; Kumar, 2013). Within this system, medical social 

workers play a distinctive role in bridging clinical care and 

community systems and addressing the layered 

vulnerabilities that patients and their families face. 

The narratives used in this study were obtained from one 

medical social worker with ten years of experience in the 

community-based palliative care department of a private 

tertiary care hospital in Central Kerala. 

This article documents and analyses four significant cases 

that illuminate the diversity and complexity of social work 

practice at the intersection of illness, deprivation and 

community. The study thus aims to: (a) document and 

describe various practice realities encountered by MSWs in 

community-based palliative care; (b) identify and analyses 

the intervention strategies employed by MSWs. 

Case Descriptions 

Case 1 

A 35-year-old woman was the primary carer for her eight-

year-old child diagnosed with cerebral palsy. Her husband 

was employed abroad, leaving her with the entire 

responsibility of the child. The child required daily therapy 

at a specialised centre, and for that she carried the child from 

the second floor of their rented apartment and travelled by 

auto every day. When the mother sustained a hip injury after 

a fall, she was unable to continue this routine. With no 

family support, limited assistance from her husband, and 

years of carer stress, her mental health deteriorated 

significantly. During a home visit by the palliative care 

team, the medical social workers observed signs of severe 

psychological distress. Through patient and empathetic 

communication, the medical social worker identified her 

thoughts of ending life along with her son. Recognizing the 

seriousness of the situation, the MSW contacted relatives of 

her husband, who attended the home and confirmed the 

urgency of the situation. Immediate referral to the 

psychiatric department of the hospital was arranged by the 

MSW, and severe psychological distress was confirmed 

there and proceeded to further treatment. Her husband was 

contacted by the MSW and explained the seriousness of the 

situation and requested his immediate return. Early 

identification, prompt crisis intervention, interdepartmental 

coordination and coordination of support systems for the 

person prevented a possible tragedy. 

Case 2 

A woman with Parkinson’s disease lived with her two sons 

in a dilapidated rented house. Their father had been very 

abusive and abandoned the family a few years back to live 

with another woman. From young ages, the children had 

responsibilities beyond their age, including caregiving for 

their sick mother and doing household management. 

Responsibilities, poverty, and family disruption shaped 

their childhood. The elder son, after completing his 

secondary education with 85% marks, had no financial 

resources to continue his studies. Here, the medical social 

worker intervened by arranging sponsors who funded his 

college education, and he achieved academic distinction 

and also became the college union chairman. The younger 

son was in 11th class, and during a school visit, the MSW 

encountered teachers who penalized the boy for poor 

attendance, lack of books, untidy clothing, delayed payment 

and not bringing proper meals. The teachers viewed his 

situation as negligence, not knowing the challenges he 

faced. Following the social worker's explanation of the 

family background of the child, the teachers felt guilty for 

not being aware of such issues affecting students and 

expressed remorse for their judgements. Adding on to the 

situation, as the family was living in a deteriorated rented 

house, the social worker mobilised resources from donors 

and an NGO to construct a permanent shelter for this family. 

A doctor from the hospital donated 3 cents of land for the 

family, leading to the construction of a safe home for the 

children and their mother. The trust also provided the family 

with monthly medicines and food kits. To address the issue 

of poor clothing of the children, the MSW connected a 

nearby textiles company to this family, where they provided 

new clothes for free to the children. 

Case 3 

A male patient who had been working as an auto driver 

sustained a fall from a height. The accident resulted in 

paralysis and complete confinement to bed. When the 

palliative team visited him at home, he was initially 

uncooperative and unwilling to communicate with the 

palliative care team. After one whole week of attempting to 

build a rapport, the social worker shared with him that her 

father was also an auto driver. This connection encouraged 

the patient to initiate open communication. Gradually, they 

built a rapport, and he began sharing his frustrations and 

fears. He expressed a strong desire to regain independence 

and his mobility. The MSW coordinated with local 

government authorities to secure a motorised three-wheeler 

scooter and a self-propelled wheelchair through a disability 

support scheme. His wife, the sole breadwinner of the 

family, earned only Rs.4000 per month, which was 

insufficient to meet daily expenses. The social worker 

assisted her in securing employment at the hospital at a 

salary of Rs 15,000. Later, the patient expressed a desire to 

have an income where he could support his wife. When this 

matter was discussed with authorities from local 

government, the community gathered together and arranged 

a football match for fundraising. This was a remarkable 
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example of community solidarity. The raised money was 

used to set up a small petty shop in front of the patient's 

home. He eventually managed the shop all alone, generating 

income and restoring his sense of self-worth. 

Case 4 

The fourth case involved a woman with the terminal phase 

of pancreatic cancer. With her condition worsening, she 

expressed her wish to stop further treatment and to have a 

peaceful, pain-managed death. However, her husband was 

not willing to accept this prognosis, and he continued to 

seek aggressive treatment for his wife. The couple’s only 

daughter had eloped with a man from another caste four 

years ago, and the mother had not seen her daughter since 

then. During a home visit, the patient expressed two deeply 

held wishes: relief from pain and to see her daughter for one 

last time. Following these events, the medical social worker 

worked intensively with the husband for over two weeks to 

help him accept the prognosis and prepare him emotionally 

for his wife’s death. Appropriate pain management 

measures were then taken. After this, the social worker tried 

to counsel the father to reconcile with his daughter. 

Eventually he agreed to contact his daughter. After four 

years of separation, the daughter visited her mother, and that 

night the woman died peacefully, with her final wish 

fulfilled. 

Discussion 

The case descriptions demonstrate that medical social work 

in palliative care is a specialised field that reveals a holistic 

practice model to address the social, psychological, 

emotional, economic, family and community dimensions of 

suffering. 

Case 1 highlights the heightened vulnerability of carers 

within palliative care systems. A single adult without 

adequate social support assuming the carer role is often 

associated with elevated rates of psychological distress, 

burnout and depression (Payne, 2010; Milbury et al., 2013). 

In the case narrated, prolonged physical demands of caring 

for a child with cerebral palsy combined with social 

isolation and absence of spousal support created a crisis 

situation for the mother, which, if left unaddressed, would 

have ended up in a tragedy. Hudson et al. (2013) found that 

low social support and high functional burden for carers 

significantly elevated risk of clinically significant distress. 

The medical social worker's ability to identify 

psychological distress and suicidal ideation during home 

visits highlights the critical aspects of observation, active 

listening and the importance of therapeutic relationships in 

crisis-prone contexts. Suicidal ideation among carers is 

often under-detected due to stigma and carers' tendency to 

suppress personal distress (Mitchell et al., 2011). In this 

case, the MSW’s interventions of family notification, 

spousal engagement and immediate psychiatric referral 

align with established crisis intervention protocols which 

prioritise safety planning, immediate resource linkage and 

activation of support networks (James & Gilliland, 2017). 

Case 2 presents a complex intersection of domestic 

violence, child burdens, poverty, parental illness, and 

educational deprivation. The children in this case represent 

what Aldridge and Becker (2003) term ‘young carers’, 

which are the children who assume caring responsibilities 

due to parental illness, often at the expense of their own 

development and well-being. Studies often illustrate the 

educational disadvantage associated with children assuming 

young carer status, including reduced academic 

performance, irregular school attendance and social 

marginalization (Becker, 2007; Thomas et al., 2003). 

In this case, the social workers' multi-pronged interventions 

for securing education sponsorship, material assistance, 

housing advocacy and school-level sensitization reflect a 

structurally informed practice that addresses the social 

determinants of health rather than giving sole focus to 

individual symptom management (Marmot, 2005). The 

encounter with teachers in school of younger boy in case 2 

exemplifies the ‘deficit attribution’ in educational settings, 

where children’s behavioural and academic difficulties are 

attributed to family or individual failings without 

accounting for structural disadvantage (Gillborn & Youdell, 

2000). The case also showcases the significance of the 

concept of bridging social capital. Where the MSW here 

connects the needy family to resources like NGOs, local 

businesses, sponsors, etc. that the family alone would be 

unable to access. This competency in resource mobilization 

is identified as core in palliative social work practice (Reith 

& Payne, 2009; Fenton & Grubin, 2009). 

Case 3 highlights the empowerment and rehabilitation 

following disability. The patient’s initial hostility reflects a 

psychological response to sudden loss of normal 

functioning, which disrupted their personal identity, social 

functioning and future expectations. Loss of mobility is 

often associated with loss of self-esteem and purpose. The 

MSW's use of self-disclosure to establish rapport marked a 

significant milestone in the intervention process. She shared 

with him that her father too was a driver, and this is a 

technique with an evidence base in social work and 

counselling practice. Farber (2006) identifies self-

disclosure as a means to reduce social distance, foster a 

sense of trust and equalize power asymmetry in professional 

relationships. The subsequent alliance formed helped in 

assessment and developing collaborative intervention plans. 

Multi-level interventions were provided for the family and 

the patient, like providing mobility aids like wheelchairs 

and three-wheeled scooters; providing spousal 

employment; community fundraising; and micro-enterprise 

establishment. All these showcase the model of the 

community-based rehabilitation (CBR) framework 

provided by WHO (WHO, 2010). This case demonstrates 
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the principles of strengths-based practice and client 

empowerment. The restoration of economic participation 

for the patient aligns with the concept that financial 

independence and purposeful activity are crucial in 

predicting well-being and self-efficacy among individuals 

with acquired disabilities. 

Case 4 focuses on the most ethically and emotionally 

complex terrains of palliative care, like negotiating death, 

dealing with family conflicts, and family reconciliation. The 

tension between the patient's preference for painless, 

palliative-focused care and the husband’s resistance to 

accept her end-of-life prognosis reflects a pattern 

commonly documented in literature on family decision-

making in terminal illness. Broom and Kirby (2013) found 

that reluctance of family in accepting a poor prognosis is 

among one of the most common barriers to quality end-of-

life care, often resulting in interventions that compromise 

the comfort and dignity of patients. 

The social worker's intervention with the husband of the 

patient for over two weeks showcases a form of anticipatory 

grief counselling to prepare him for an imminent death. This 

intervention resembles the principles of advance care 

planning (ACP), which advocates for early discussions 

about patients' autonomy, right to self-determine treatment 

and preferences for end-of-life care (Rietjens et al., 2017). 

Similarly, the facilitation of family reconciliation reflects 

the concept of developmental landmarks of dying that 

includes the completion of relational business, including 

expressions of love and forgiveness, thereby enabling a 

meaningful farewell. The MSW's mediation between family 

members gave the patient a 'good death’ marked with 

comfort, dignity, and meaningful connections. 

Across all four cases, the role of the medical social worker 

as navigator within the health system is revealed. This 

aligns with Lyons et al.’s (2006) mention of MSW in 

healthcare as a ‘system broker’ and an ‘institutional 

translator’, who negotiates financial, relational and 

bureaucratic barriers to ensure patients receive care that 

addresses their holistic well-being. In each case, the social 

worker was competent enough to negotiate between local 

governance structures, welfare schemes and community 

networks. The Kerala model of palliative care, with its focus 

on inter-sectoral collaboration, community participation 

and government NGO partnership creates an enabling 

infrastructure for these functions of social work (Kumar, 

2013). The interdisciplinary dimension of palliative care is 

also evident across all four cases. The medical social worker 

here liaises with people from several sectors, including 

physicians, psychiatrists, school teachers, panchayat 

officials, NGOs, sponsors and community volunteers. This 

kind of interdisciplinary collaboration is considered a 

prerequisite for comprehensive palliative care. Research by 

Egan and Kadushin (2004) demonstrates that when social 

workers are integrated into interdisciplinary palliative 

teams, it directly benefits family and patient outcomes, 

including emotional adjustment, satisfaction with care and 

quality of life and death. 

Conclusion 

This study identifies multifaceted role of medical social 

workers within community-based palliative care. The four 

cases examined situations of crisis intervention, educational 

advocacy, physical rehabilitation, end-of-life mediation, 

quality of life improvement and family reconciliation, 

which collectively showcased the effective palliative social 

work model. Triangulation with empirical research 

confirms that the interventions documented in these cases 

align with established evidence on the role of social workers 

in community-based palliative care. The cases also reveal 

the extent to which MSWs are to navigate structural barriers 

and gaps in systems that formal care systems have failed to 

address. The findings also highlight the strengths of 

Kerala’s community-based palliative care model, which 

prioritises multi-sectoral collaboration, community 

mobilisation, and equal access to quality palliative care 

services for the needy at home. 

Ultimately, the study demonstrates that social work is an 

indispensable component of holistic palliative care and, by 

addressing the psychosocial and practical needs of patients 

along with medical care, can contribute significantly to their 

dignity, quality of life and well-being. 
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