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International Program

• Studies across contexts - economic, cultural, political and development 

• United Kingdom, India and Australia in particular 

• Nexus of sociological theory, lived experience and translational outcomes

• Qualitative, but mixed, including interviews, photo elicitation, solicited diaries and 
longitudinal interviews 

• Large samples – often 300-400 across stakeholders, including doctors, nurses, families



Project: Pathways to and through palliative care 
(Funded by the Australian Research Council)
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• Suffering	as	an	affective	
assemblage

• Being with	suffering	is	in	fact	
being	in suffering	

• Suffering	as	relational	
entanglement

• Pursuit	of	a	relational	ontology	
of	being	in care	(rather	than	
offering	or	receiving	it)

• Feelings	move	across	persons	&	
create	particular	atmospheres	
(dread,	hope,	hopelessness).	
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Broader	principles:	Assembling	suffering

• Suffering	as	an	affective	relation	- and	a	cultural,	economic	
and	political	assemblage.	

• Requires	that	we	challenge	problematic	splits	between	the	
mind-body-world

• Requires	that	we	destabilise	binaries:	healthy	and	ill,	
carers	and	cared	for.	

• As	Sara	Ahmed	argues,	affective	atmospheres	have	
generative	qualities:	

‘We	are	moved	by	things.	And	in	being	moved	we	make	
things’ (Ahmed,	2010,	33).	



Broader	principles:	Care	in/and Suffering	

•Relations	of	caregiving	are	part	of,	and	often	complicit	in,	suffering

•Suffering	is	necessary	about	care— sometimes	lack	thereof	—whether	in	relation	to a	
partner,	family,	friend,	stranger,	community,	paid	worker,	service	provider,	the	state.

•A	reductive	analysis	outlines	a	discrete	sufferer	and	carer	subject	position,	

•A	more	nuanced	analysis,	reveals	how	lines	become	blurred	- a	relational	ontology

•And:	how	affective	relations	move	across	bodies	and	persons,	and	create	(and	are	created	by)	
atmospheres	of	pain,	hope,	guilt,	resilience,	recovery,	and	persistence.	

•Care	is,	in	effect,	the	somewhat	troubled	companion	of	suffering.	



Broader	principles:	Moralities	&	suffering

• In	cancer,	often what	underpins	suffering	are	complex	
moralities	that	circulate	around	persons	(e.g.	
expectations	for	‘recovery’ or	‘acceptance	of	dying’ or	the	
‘virtue	of	care’)

• This	the	moral	economy	of	caring	and	affliction.	

• Leads	us	to	question	what	illness	and	care	require of	their	
subjects	- as	integral	to	suffering	as	a	social	relation

• This	raises	the	importance	of	the	moral	labour	of	care for	
others,	or,	failing	to	do	so

• And	the	professional	circumstances	whereby	that	which	
is	perhaps	immoral	(i.e.	being	‘distanced’,	‘dissociated’,	
‘dis-engaged’)	becomes	accepted	as	normal.	



Broader	principles:	
Difficulties	separating,	affective	atmospheres?

• Suffering	reflects	‘pressures’ at	work

• Suffering	reflects	the	governance	of	subjects		

• Taboo,	shame,	wilfulness	and	obligation	encourage	certain	
pathways

• They	form	and	are	formed	by	the	collective	and	the	individual

• An	affective	atmosphere	holds	with	it	the	difficulties	we	face	in	
separating	ourselves	from	‘others’	emotions

• Psychoanalytic	dynamics	such	as	enmeshment	and	dissociation,	
become	part	of	the	relational	attempts	to	‘deal	with’	suffering.	

• Becomes	problematic	when	individualised	suffering	is	‘dealt	
with’	by	clinicians,	without	an	understanding	of	what	lies	
beneath	and	between	these	social	relations.	



Who’s	suffering?	(Case	study	1)
Collective	suffering	in	oncology	&	pall	care	

- Suffering	beyond	the	biophysical	and beyond	the	individual…	

- Psycho-social	notions	often	don’t	capture	affective	entanglements	

- The	underling	suffering	of	doctors	and	nurses	is	often	concealed,	creating	erroneous	
distinctions	within	the	formal	caring	dynamic	(e.g.	cared	for,	caring;	in pain,	treating pain)

- There	is	a	need	to	challenge	the	affective	relations	of	care,	and	the	moral,	ethical	and	
affective	struggles	that	being	in and	being	with suffering	may	induce.	

- A	relational	ontology	of	being	in care	(rather	than	offering	or	receiving	it),	and	how	feelings	
move	across	persons	to	create	particular	atmospheres	(i.e.	dread,	hope,	hopelessness)



Oncology	encounters:	
Embodied	collective suffering	

•What	do	‘caring’	professionals	experience	and	contribute	to	the	suffering	assemblage?

•Is	more	underlying	(formal)	caring	encounters	than	the	carer	and	the	sufferer	duality?

•Where	does	suffering	lie	within	this;	what	does	suffering	do,	exactly?	

•Affective	relations	are	co-produced,	move	across	bodies	and	persons,	and	create	(and	are	
created	by)	atmospheres	of	pain,	hope,	guilt,	resilience,	recovery,	and	persistence.	

•This	provides	important	insights	into	how	suffering	is	‘treated’	in	caring	relations.	

•A	snapshot	from	over	10	years	of	qualitative	interviews,	diaries,	real-time	videos	of	
interactions	reveals	the	complex	emotions	and	relational	suffering	therein;	



Ann:	It’s	exhausting	um	but	…	time	
heals.	So	you’ll	feel	it	more	emotionally	
acutely	while	it’s	happening	and	it	hurts,	
it	physically	hurts.	Watching	this	man	
[who	is	dying]	physically	hurts	me	and	
my	nurse.	We’re	in	pain	physically	
because	of	the	emotional	strain	of	
watching	a	person	suffer	

(Female,	Medical	oncologist)



David:	The	very	young	ones,	I’ve	had	thirty-year-olds,	or	27-year-
olds	die.	They	usually	hang	out	until	the	last	[minute],	I	would	say	
you	know,	almost	until	the	last	month	or	so,	they	just	don’t	want	to	
be	handed	over	to	the	palliative	care	team.	And	it’s	not	only	them,	
it’s	their	families	...	it’s	still	heartbreaking	to	have	to	tell	them,	with	
the	mother	or	father	in	the	room,	that	there	is	just	nothing	more	I	
can	offer	them…	It’s	really	hard	to	walk	people	up	to	their	grave	
and	say	‘okay,	jump	in.’	And	that’s	what	they	think,	[oncologists]	
feel	their	position	is	when	they	have	to	say	‘stop	now.’	…	The	ones	
that	I	really	struggle	with,	are	the	ones	that	have	young	kids.	And	
I've	seen	the	kids	a	lot.	Because,	you	know	the	thing	is,	a	lot	of	
young	parents	have	nowhere	to	put	their	babies,	and	they’ll	come	
to	clinic	with	their	prams.	That's	just,	I	mean	that	kind	of	thing,	you	
actually	dread	it,	a	few	months	before	it’s	actually	going	to	
happen…	

(Medical	Oncologist,	Female)



Arnold: So	often	times	if	patients	get	a	recurrence	
it’s	a	situation	where	you	sort	of	know	in	your	
heart	that	they’re	likely	to	succumb	[to]	their	
disease.	But	often	we	sort	of	convince	ourselves	
that	we	can,	you	know,	fix	it	...	Yeah,	and	when	
you’re	dealing	with	those	patients,	you	sort	of	try	
and	be	positive,	even	though	you	know,	if	it	comes	
back,	you	sort	of	know	that	it’s	not	looking	too	
good	for	them,	yeah.	

(Surgeon,	Male)



Jeffrey: [We	will	say	to	patients]	…‘we’ve	got	
something	for	you!’.	We	go,	‘here’s	a	trial,	you	
could	go	on	this?’	And	they	[the	patient]	go,	‘well,	
this	must	be	good	you	know,	if	it’s	a	trial	it’s	
something	fantastic.’	Even	though	you	could	go	to	
great	lengths	to	say,	‘this	is	not	going	to	cure	your	
lung	cancer’	…	people	[patients]	often	have	
unrealistic	expectations.	

(Medical	Oncology,	Male)



Diane: So	there	are	a	lot	of	oncologists	who	just	don’t	have	that	art,	
of	being	able	[to	communicate	dying]…	I	think	that's	just	protecting	
themselves,	maybe?	

Interviewer: From	what?

Diane:Well,	from	the	emotions!	It’s	not	easy!	Like	you	can’t,	you	
know,	you	can’t	go	home	after	having	told	maybe	three	people	that	
they	have	nothing	left,	you	can’t	go	home	normal	that	day,	it	does	
affect	you,	and	then	you	just,	you	know,	you’re	quite	low	for,	for,	
well	for	at	least	the	rest	of	the	evening,	and	the	night	until	the	next	
morning.	It	has	to	affect	you,	because	we’re	all	just	human	beings,	
right?	You	can’t	be	numb	to	it.	

(Medical	Oncologist,	Female)



Oscar:	…the	people	[doctors]	who	really	care,	don’t	last,	because	
it’s	too	you	know,	to	actually	carry	that	emotional	baggage	with	
you,	you’re	not	going	to	sustain	yourself	(Medical	Oncology,	Male)

Alan:	…you	get	into	a	model	of	pragmatism	about	pointing	out	
what	is	and	is	not	possible	for	them.	Um,	relating	empathically	with	
them	about	that,	and	sometimes	those	are	difficult	conversations,	
sometimes	they	last	longer	than	you	would	like...	(Urology,	Male)

Craig:	…I	do	take	the	emotion	out	of	it,	and	it’s	very	factual.	I	don’t	
know	if	that's	offensive	to	people,	but	that's	just	the	way	I	do	it	...	if	
you	get	overly	involved	emotionally,	you’re	not	going	to	give	
necessarily	the	best	care,	because	your	inside,	or	your	decision-
making	process	is	blurred.	So,	you	can	still	feel	for	people,	but	at	
the	end	of	the	day,	yeah	you’re	not	overly	involved	emotionally	...	I	
stopped	going	to	funerals	a	long	time	ago	…	(Haematology,	Male)



“Unfortunately, I've got patients queuing up at the door, I've got to see 25
patients today, and it's [emotional engagement] just not possible. So I
often, the shortcut is to, particularly with those who have got unresolved
emotional issues, is to divert that to some colleagues, so either nursing or
social work colleagues.” (Male, Oncologist)

*A brief note on the profession and some other work….



Samuel:	I	mean,	emotionally	it	can	be	difficult,	and	the	point	of	
view	that	I’m	cutting	myself	off	...	well,	I	think	that's	a	bit	of	a	cop	
out.	And	in	fact,	the	point	in	time	when	I	do	that,	is	going	to	be	the	
time	when	you’re	really	missing	out	on	something.	Because	even	
though	it	might	be	emotionally	draining,	if	you	just	stand	back	and	
say,	“well,	here	you	go,	on	your	way,”	that's	a	problem,	I	think,	well,	
you	might	say	that	you’re	protecting	yourself,	but	in	fact	you’re	
missing	out	on	some	[thing]...	that's	not	a	very	healthy	approach,	
not	to	get	involved	

(Medical	Oncology,	Male)



Nursing	on	emotions	at	work	

• The	nurses	interviewed	tended	to	place	more	value	on	‘sitting	in	the	moment’	
with	emotions

• The	nurses	accepted	that	they	were	suffering	alongside	patients	and	families	

I:	And	what	happens	[when	people	get	to	you]?

Trish:	Then	you	go	home	and	cry	and	move	on	for	another	day…it’s	not	a	mistake	[to	
feel],	it’s	something	that	you	do.	You’ll	always	have	someone	that’ll	jump	in	under	
that	[emotional]	barrier	sort	of	thing….	you	might	say	‘oh,	they	remind	me	of	my	
sister’,	or	‘they	remind	me	of	dad’,	or	whatever	sort	of	thing.	We’ve	all	done	it,	but	
it’s	being	able	to	cut	yourself	back	off	from,	and	not	getting,	getting	close	enough	
but	not	too	close.	(Oncology	Nurse,	Female)

• The	problems	emerged	for	the	nurses	in	managing	emotions	emergent	from	
doctors,	families	and	patients	



Talia:	So	the	way	it	tends	to	happen	around	here	is	the	oncologist	or	the	haematologist	
comes	in	with	very	little	tact	often,	delivers	bad	news,	paints	a	very	grim	picture	of	things	
and	then	says	palliative	care	will	come	and	see	you.	So,	often	the	first	consultation	you	
have	with	the	patient	they’re	like	deer	in	the	headlights,	‘oh	my	god	palliative	care	are	
here,	I’ve	been	told	it’s	all	bad	news	you	know,	what’s	the	next	step?’	And	you’re	sort	of	
backpedalling…	it’s	presented	[by	the	doctor]	as	a	choice	to	the	patient,	as	if	‘you’ve	
failed’	you	know?	(Oncology	Nurse,	Female)

Lynda:	I	think	partly	because	some	[doctors]	don’t	like	talking	about	death,	like	it’s	not	
part	of	a	conversation	that	they	probably	have	the	comfort	to	have	or	the	skills	to	have…	
That’s	a	much	easier	conversation.	I	think	sometimes	it	just	comes	down	to	the	[specialist]	
just	doesn’t	know	how	to	do	it.	(Oncology	Nurse,	Female)

Anna:	…it	all	swings	on	the	physician	conversations.	And	how	the	physicians	have	
communicated	with	the	patients...	it	can	be	a	whole	lot	better	if	the	physician	is	just	really	
honest	and	upfront	with	the	patient.	You	know,	some	of	them	do	it	beautifully,	but	some	
of	them	don’t	do	it	at	all	because	it’s	a	hard	conversation	to	have,	and	that	makes	it	really	
hard	for	the	nurses.	You	know,	sometimes	we’ve	got	patients	who	you	know	have	
metastatic	disease,	absolutely	zero	chance	of	survival,	and	yet	we	are	still	doing	active	
treatments.	And	that	just	sends	a	very	conflicted	message	to	the	patient.	(Oncology	
Nurse,	Female)



Clinicians	are	part	of	suffering…
and	there	are	consequences

• In	being	part	of	suffering;	they	offer	things:	

– a	sense	of	their	own	failure	to	help	or	master	disease;	
– their	anticipatory	grief	of	a	loss	of	therapeutic	alliance;	and,	
– an	anticipated	loss	of	personal	relationships	with	patients.	

• These	affective	dimensions	are	often	encoded	in	the	rationalities	of	the	therapeutic	
encounter,	and	produce	forms	of	suffering.	

• E.g.	the	need	to	‘hold	on’	to	life	even	in	the	‘face	of	death’;			

• A	collusion	between	doctor	and	patient	that	articulates	the	frustrations	across	
persons	(doctor,	patient,	family)



Affective	concealment	has	pernicious	effects

• It	conceals	clinicians	wanting things	to	be,	willing
things	to	happen,	and	desiring particular	outcomes.	

• And,	the	concrete	actions	that	clinicians	may	take	to	
achieve	a	desirable	outcome	(to	just	‘press	on’	
regardless,	to	‘try	something’	else,	to	not	‘give	up’)	
are	also	concealed.	

• Such	things	are	part	of	the	affective	relations	and	can	
contribute	to	suffering	therein.	

• Note:	these	‘non-patient’	subjects	can	feel	suffering	
in	their	bodies challenging	the	physicality	of	suffering



Care	as	‘gift’	and	retraction

• Suffering	as	emergent	specifically	from	the	(dying)	person— evades	the	everyday	
practice	of	professionals	offering	a	gift	of	care,	but	also,	practising	its	removal

• As	evident	in	the	doctors’	accounts,	they	simply	‘don’t	care’	in	order	to	avoid	affective	
complexities.	

• There	is	grief	embedded	within	this	withdrawal

• Suffering	and	subsequent	relations	of	care	thus	operate	as	a	collective	atmosphere	
with	actions	and	reactions	emergent	from	them.	

• Clinicians,	whatever	their	position	on	emotional	engagement,	offer	their	own	loss,	grief	
and	disappointment	to	the	therapeutic	dynamic,	shaping	the	trajectory	of	care.	



Clinicians’	emotions	@	work
• Such	emotions	may	dictate	when	treatment	will	stop	and	when	patients	are	

‘allowed’	to	let	go.	

• This	assemblage	emerges	from	desire,	individual	and	collective

• Patient	desire	has	been	examined	to	the	point	where	it	is	all	about	their	
emotions

• Yet,	suffering	as	tussle	between	professional	projects,	individual	ambitions,	
cultural	taboos,	and	embodied	experiences.	

• Suffering	lies	across	us	and	is	collectively	produced	by	us

• Affective	denialism	is	thus	enmeshed	in	collective	suffering.	



Suffering	survivorship?	(Case	study	2)	
Patient	dilemmas	around	survival

• It	might	seem	odd	to	take	‘survivorship’	as	a	case	study	in	suffering

• But,	survivorship	is	wrapped	up	in	the	moral	economy	of	care.	

• Desire	and	hope,	hopelessness,	resignation,	dread	each	reflect	the	potency	of	
permissive	moral	boundaries.						

• Feelings	like	hope	are	more	than	personal	experiences	or	expressions	of	an	
internal	life	world,	which	has	surfaced.	

• Rather,	survivorship	settles	on	people,	often	in	incomplete	or	uncomfortable	ways,	
producing	or	encouraging,	as	it	were,	particular	forms	of	affect



What’s	the	problem?

• For	example,	assuming	someone	has the	will	to	survive;	or,	that	someone	has	lost the	will	to	live.	

• Such	statements	- “where	there’s	a	will,	there’s	a	way” - conceal	survivorship	as	sociality,	as	a	
practice produced	concurrently	by	institutions,	practitioners,	families,	partners,	children	as	well	as	
afflicted	subjects

• Survivorship	is	a	site	of	resistance,	horror,	disdain	and	dread,	as	well	as	many	other	‘productive’	
feelings	for	many	who	are	facing	terminal	illnesses	and	even	death.	

• Cancer	survivorship	is	often	mistaken	for	the	potential of	a	subject—the	capacity	to	choose,	to	be	
autonomous,	to	be	responsible,	to	persevere.	

• Yet,	it	is	often	the	normative	quality	of	requests	by	others	for	subjects	to	be this	way.	

• In	this	way	it	is	a	good	example	of	collectively	mediated	suffering	



Survivorship,	normativity,	suffering

•Sometimes	clinicians,	in	seeking	to	grapple	with	emotions,	utilise	
survivorship	in	such	ways	to	turn	these	emotions	‘on	their	head’ (i.e.	
to	inspire	hope,	agency,	self-autonomy).	

•It	is	not	that	we	cannot	meaningfully	participate	in	survivorship,	but	
it	is	that	other	things shape	our	moves,	inflect	our	choices	and	colour	
our	view	of	the	field.	

•In	this	way,	the	affective	dimensions	of	surviving	with cancer	
articulate	the	things	that	settle	on	us.	

•Such	desires	are	an	assemblage	of	cultural	discourse,	social	norms,	
and	personal	agency.	



The	private	life	of	survivorship?

•Underlying	survivorship	practices	are	distinctly	fearful	relations and	the	(often	
cascading)	experience	of	restlessness (embodied,	somatic,	existential,	social).	

•Underneath	the	surface	of	things,	there	is	much	wondering	why	stoicism	should	
prevail.	

•There	is	a	desire	to	be	the	person	others	want	and	to	meet	expectations	of	self	
and	others.	

•There	is	also	a	series	of	wonderings	regarding	the	purpose,	and	even	the	
cruelty,	of	such	things



Erica:	Oh,	what	a	chore,	living.	I’d	just	as	soon	die.		
I:	Really?
Erica:	Yep,	I’d	just	as	soon	die.	Yeah,	I’m	85	and	there’s	nothing	more.		
There’s	nothing	really	in	this	life	to	sort	of	get	excited	about.		
I:	Yeah?
Erica:	But	anyhow	I	don’t	know,	it	doesn’t	look	as	though	I	am	going	to	
die.
I:	Right.	Carrying	on	despite	your	best	wishes.
Erica:	Whether	I	like	it	or	not.
I:	Yeah?	What	do	you	think	your	husband	and	daughters	would	say?		
Erica:	Oh	they	don’t	like	that	at	all.
I:	Do	you	tell	them	that	that’s	how	you	feel?
Erica:	Yeah,	I	tell	them	I	feel	like	dying	and	they	go,	‘no,	you	can’t	do	that!’	
And	the	grandchildren	say,	‘no,	you	can’t	do	that!’	[Female,	advanced	
cancer,	2011-14	study,	Australia]



Alan:Well,	I'm	trying	to	keep	a	level	head.	Not	to	allow	myself	to	get	into	
any	form	of	depressed	state	of	mind.	And	yeah,	be	as	positive	as	
possible…I	often	thought	that	if	you	didn’t	really	care	about	your	family,	
it’d	be	a	lot	easier	on	everybody	when	these	sort	of	things	arise.	[Male,	
advanced	cancer,	2011-2014	Study,	Australia]

Annie: I	don’t	talk	about	the	end	…	he	[husband]	can’t	cope	with	that,	
because	he	feels	that	if	anything	happens	to	me,	that’s	the	end	of	his	life	
as	well…So	we	haven’t	progressed,	we	will	have	to	further	down	the	
track.	But	at	this	point	in	time,	there’s	no	need	to,	because	I’m	well.	
[Female,	Cancer,	2011-2014,	Australia]

Duncan: …I've	got	an	11-year-old	son,	as	well.	I	told	him	I'm	going	to	get	
better,	which	was	one	of	my	main	drivers	of,	‘I	can't	die	now.	Can't	die	
yet.’	…	We	had	to	[talk	like	that].	I	couldn't	like	[say],	‘This	thing's	eating	
me	away,	I'm	going	to	die.’	[So]	I	didn't.	[Male,	advanced	cancer,	2011-
2014,	Australia]



Kate:	I	disagree	with	the	Cancer	Council	actually,	the	Cancer	Council	
is	inclined	to	want	you	to	go	out	there,	pin	your	pink	lady	on	your	
chest,	and	shout	to	the	world	‘hey,	look	at	me,	I	have	cancer,	I	have	
breast	cancer.’	I	don’t	agree	with	that.	I	believe	you	share	it	with	
your	closest	friends	or	whoever	you	want	to	talk	to,	but	you	don’t	
necessarily	go	out	there	and	shout	it	to	the	world.	Because	the	
moment	you	do	that…	[t]wo	things	happen:	you	become	public	
property	and	the	second	thing	is	that	caring,	well-meaning	friends	
tend	to	want	to	look	after	you	and	change	your	lifestyle.	And	I	think	
you've	got	to	make	those	decisions	yourself.	[emphasis	added]	
[Female,	cancer,	Australia]	



Affective	assemblages,	suffering	in	relation?
•Survivorship	illustrates	the	permeability	of	bodies	and	minds,	by	binding	subjects	together

•The	‘feelings’	of	survivorship	- fear,	dread,	hope,	restlessness,	wilfulness	- are	the	rippling	effect	
of	collective	emotions

•The	surviving	subject	is	conceived	through	‘settlement’	(cf.	Ahmed,	2004a),	even	if	the	
settlement	is	in	fact	constrained	by	the	contours	of	the	subject.	

•‘The	subject’	is	simply	one	nodal	point	in	the	economy,	rather	than	its	origin	and	destination.	

•What	this	means	is	that	the	individual	and	collective	are	joined,	enmeshed,	and	in	turn	do	not	
determine	one	another— they	operate	in	relation.	

•The	‘cancer	survivor’	comes	into	being	through	its	very	alignment	with	(or	estrangement	from)	
these	collective	emotions.	

•Such	feelings	are	unsettling,	as	they/we	resist	the	‘things’	that	attempt	to	settle	on	us	(e.g.	
‘death	is	coming’,	‘acceptance	is	transcendent’,	‘stoic	survival	is	reflective	of	character’).	



Suffering	as	estrangement?
•While	the	emotions	of	survival	are	often	‘treated’	as	merely	personal	and	individual,	they	are	not.	

•They	are	the	partial	articulation	of	collective	feelings	of	the	cultural	attachment	to	life	and	longevity	
(and	dread	that	such	things	are	no	longer	possible).	

•Steinberg	(2015)	touches	on	such	things	in	her	discussion	of:

‘the	bad	patient,	she	who	might	not	be	interested	in	marching	forward	(or	be	able	to	do	so),	who	
might	not	be	invested	in	life	at	any	cost,	or	perhaps	even	at	all,	she	who	is	‘not	brave’…’ (p.21).	

•What	Steinberg	usefully	points	to	is	the	dynamic	of	estrangement	in	the	midst	of	the	discursive	
production	of	the	cancer	patient,	but	also	the	strength	of	will	exerted	by	Others	in	and	around	cancer	
patients,	to	keep	“marching	forward”

•It	is	not that	the	individual	does	not	matter,	and	that	what	the	individual	does	cannot	matter;	

•It	is	that	the	survivorship	agenda	and	its	affective	dimensions	including	suffering	are	the	outcome	of	
cultural	discourse,	professional	desire,	the	somatic,	technological	possibilities,	and	so	on



Conclusion
•Suffering	lies	across	people,	between	us

•Suffering	is	entanglement,	and	we	are	all	part	of	it		

•It	emerges	from	the	normative	

•It	settles	on	us,	but	is	unsettled	by	us

•Suffering	is	a	collective	act,	as	well	part	of	an	individual	experience.	


