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What we want to share today
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2. Approaches to symptom management while caring fc
a "homeless" population

3. Uniqueness In the spiritual journey of those living
"homeless" at the end of their lives
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What is the DTES?

w Geographical
w High rates of

y small w Marginal housing
HIV/HCV  w Multiple social problems

w Poorly contro
diseases

w Mental illness

led chronic w Racism

w Loneliness

w Injuries from accidents an

w Substance abuse violence

w Cognitive impairment  w 30% Aboriginal

W Poverty

W Llfe expectancy 5®0




British Columbia

Aboriginalpeople
4% of the general population
13% of new HIV infections

less likely to engage In effective care

twice as likely to die without ever receiving anti
retroviral treatment (ART) compared to non
Aboriginals




What 1 s OHomel e

w Poor social determinants of health

w Sleeping on the streets

w Couch surfing

w Sleeping in shelters (out 06AM30)

w SRO with no heat, window coverings, bed
and shared bathroom floors away







Typical Day...

w Consists of looking for shelter

w Standing hours in a food line up, or not eating

w Standing in pharmacy line ups for medications

w Looking for warmth in the winter, clean water and shelter
w Considering a shower (or not), laundry (or not)

w Ifaddictionscg A KRNI g Ay 3z f221Ay3 ¥
use

w Possibly engaging in street work or crime to pay for drugs

w Managing personal safetyfrom drug dealers, stimulant induced
violence

w Looking for companionship




What does palliative care look like
in DTES?




Middle class concept needs adaptation




Home Death?




What is unique about palliative care in a
homeless population?

Aal NBAYIlI fAT SR LISNRBR2Yya R2y Qi «a

A We often need to go out and find our patients

A Where we provide carelinics, SROs, shelters, alleys, doorways
In a food lineup, walking alongside in the street

A How we give care daytime only and in pairs for safety
A Harm reduction NOT abstinence approach
A Assessments are sensitive to impact of trauma

A May be a small window of opportunity to provide care

A Crisis management is common, unfortunately




Barriers to Palliative/EOL Care

w Lack of telephone access and after hours service acce

w Lack of access to housing with 24 hour access to
nursing/medical care for advanced health conditions,
not yet ready for hospice

w Lack of clinicians comfortable with harm reduction
approach in pain & symptom management, with
withdrawal management & discrimination

w Expectations re: abstinence




Case Example

w Mr T: 56 year old man
¢ Advanced COPD, ? Lung cancéil achronic pain
¢ Anxiety/panic, alcohol abuse, PD, on parole
¢ Significant number of hospital days and ER visits
¢/ 2 dzft RY Qiqouto®sfisftes & 630 am, in at 2000
¢ Goals of care unclear

¢ Took me 3 months to catch up with him, involving ER SW,
outreach team

¢ Hospital agreed to update his imaging while in ER knowing
outpatient arrangement would be difficult




w Where are DTES residents when sick or d&ing

w What are our@thics of accesswith respect to this
population?




Palliative

o APalliumo ¢ to cloak or
cover

w How to spreada cloak of g
cared? -




Dying With Your Boots On
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Imagine other care options

A Followin footsteps of patient

w Knowthat that person exists

w Will tell uswhat Is possible




Laura o

N




d.aura o
A 20 year old Aboriginal woman

A FAS; HepC+

A HIV/AIDS, CD4:2CD4&%:4, MAC

A Living in SRO hotel

A Mom also FAS living in same hotel

A History IVDU heroin, cocaine

A Began drug use age @rugcounseling age t3extrade
worker; street involved




AT NINE YEARS OLI
YOU ARHERE




