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Preface

Clinicians experienced in caring for individuals who are homeless routinely adapt their practice
to foster better outcomes for these patients. This document was written for health-care
professionals, program administrators, other staff, and students serving patients facing end of life
who are homeless or at risk of homelessness. Its purpose is to enhance understanding of end-oflife
care among experienced homeless services providers and among primary care providers who are less
experienced in the care of homeless and other marginalized people.

Standard clinical guidelines often fail to take into consideration the unique challenges presented
by homelessness that may limit access to needed services or the ability to adhere to a plan of care. To
address this oversight, the Health Care for the Homeless (HCH) Clinicians’ Network has made the
development of recommended clinical practice adaptations for the care of impoverished people
experiencing homelessness one of its top priorities. Since 2002, the Network has developed and
revised recommendations for the management of health problems that are common among
homeless people and are particularly challenging for their caregivers. These recommendations are

available at www.nhchc.org.

End-oflife care for people experiencing homelessness was identified as a Network priority in
2015. In October 2016, the Clinicians’ Network Steering Committee met with leaders of the
Respite Care Providers’ Network (RCPN) and the National Consumer Advisory Board (NCAB) to
define the guidelines’ major content areas. In January 2017, an advisory committee comprising
health and social service providers experienced in end-of-life care for underserved populations was
convened to develop recommendations for end-of-life care for people experiencing homelessness.
These recommended practice adaptations reflect their collective judgment about end-of-life care for
this population.
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The recommendations in this document specify what experienced clinicians know works best for
patients experiencing homelessness, with the realistic understanding that limited resource
availability in local areas, fragmented health care delivery systems, and lack of follow-up often
compromise adherence to optimal clinical practices. We hope that these recommendations provide
helpful guidance to health care professionals serving individuals facing end of life who are homeless
or at risk of homelessness and that they will contribute to improvements in both quality of care and

quality of life for these patients.

Adele O’Sullivan, MD (Content Lead)

Health Care for the Homeless Clinicians’ Network

iv ADAPTING YOUR PRACTICE:
Recommendations for End-of-Life Care for People Experiencing Homelessness



Health Care for the Homeless Clinicians’ Network

Authors

Advisory Committee on End-of-Life Care for People Experiencing Homelessness

Adele O’Sullivan, MD (Content Expert)

Founder and Chief Medical Officer
Circle the City
Phoenix, AZ

Melissa Jean, PhD (Lead Writer)
Nashville, TN

Lily Catalano (Project Manager)

National Health Care for the Homeless Council

Nashville, TN

Dana Basara, DNP, RN
Shawnee, KS

Deborah Borne, MSW, MD
Medical Director, Transitions Division
San Francisco Health Network
San Francisco, CA

Naheed Dosani, MD, CCFP(PC)
Palliative Care Physician

Inner City Health Associates
Toronto, Ontario

Diane Elmore, MD

Hospice and Respite Center Physician
Circle the City

Phoenix, AZ

Amy Grassette

Managed Care Assistant

Family Health Center of Worcester
Worcester, MA

Laura Kaplan-Weisman, MD
Family Physician
The Institute for Family Health

Walton Family Practice
Bronx, NY

Lauren Land, DNP, FNP-C, AGNP-C
Primary Care Provider

Central City Concern-Old Town Clinic
Portland, OR

Catherine Margaret May, APRN, FNP
Community Nurse Practitioner

Riverwood Mental Health Services
Providence, RI

Lorree Ratto, PhD, FT

Associate Professor

Chair, Medical Humanities and Healthcare
Leadership

A.T. Still University, School of Medicine in
Arizona

Mesa, AZ

Melissa Sandoval, MD
Medical Director

Circle the City
Phoenix, AZ

Mary Tornabene, APN, CNP
Family Nurse Practitioner
Heartland Health Outreach
Chicago, IL

Lawanda Williams, MSW, LCSW-C
Director of Housing Services

Health Care for the Homeless
Baltimore, MD

ADAPTING YOUR PRACTICE:
Recommendations for End-of-Life Care for People Experiencing Homelessness



Health Care for the Homeless Clinicians’ Network

Acknowledgments

The clinicians listed above were primarily responsible for developing the recommendations in

these supplemental guidelines. These dedicated caregivers from multiple clinical disciplines gave

generously of their time to formulate guidance for practitioners less experienced with end-oflife care

for patients experiencing homelessness.

In addition, the Advisory Committee would like to thank the following experts for reviewing and

commenting on draft recommendations before publication:

Luis L. Gonzalez, Jr., MD
Banner Hospice Medical Director

Banner Healthcare
Phoenix, AZ

Anne Kinderman, MD

Director, Supportive & Palliative Care Service
Zuckerberg San Francisco General Hospital
Associate Clinical Professor of Medicine
University of California, San Francisco
San Francisco, CA

Shorin Nemeth, DO

Regional Medical Director Palliative Care, Oregon

Medical Director Pain Management Strategic Planning Project
Medical Director Oncology/Palliative Care

Providence Health and Services

Portland, OR

vi

ADAPTING YOUR PRACTICE

Recommendations for End-of-life Care for People Experiencing Homelessness



Health Care for the Homeless Clinicians’ Network

vii

Table of Contents

INTRODUCTION

Summary of Major Recommendations

Patient Assessment and Evaluation

History

Physical Examination

Assessment, Screening, and Diagnostic Testing

Plan and Management

Goals of Care

Advance Care Planning

Pain and Symptom Management
Substance Use and Mental Health
Social Supports

Benefits and Entitlements

Spiritual Components

Models of Care

Street and Shelter-Based Care
Medical Respite
Inpatient Models

Transitions in Care Environments

14

18

25

29

35

47

50

53

55

59

60

62

63

ADAPTING YOUR PRACTICE:

Recommendations for End-of-Life Care for People Experiencing Homelessness



Health Care for the Homeless Clinicians’ Network

Community Resources

Case Studies

Case #1
Case #2
Case #3

Case #4

Sources and Resources

Sources and References

About the HCH Clinicians’ Network

64

66

61

68

69

71

80

ADAPTING YOUR PRACTICE:

Recommendations for End-of-Life Care for People Experiencing Homelessness



Health Care for the Homeless Clinicians’ Network

Appendices

Appendix A. Glossary for End-of-Life Planning

Appendix B. Advanced Directives and Advance Care Planning: Legal and Policy Issues
Appendix C. End-of-Life: Options for Care and Choice

Appendix D. Sample Script for Advanced Directives

Appendix E. SELPH Living Will

Appendix F. My Particular Wishes Worksheet

Appendix G. Palliative Care in Recovery

Appendix H. Values Worksheet

Appendix [. Sample Will

Appendix J. Cultural Aspects of Death and Dying

ADAPTING YOUR PRACTICE:
Recommendations for End-of-Life Care for People Experiencing Homelessness



Health Care for the Homeless Clinicians’ Network

INTRODUCTION

Homeless populations have diverse and complex end-of-life needs (McNeil, Guirguis-Younger, &
Dilley, 2014). Chronic diseases and mortality rates are high in the United States, especially in homeless
and underserved populations. The number of older adults without homes will rise to 95,000 by 2015.
This is evident already in Health Care for the Homeless programs that have seen a 51% increase in the
number of persons over the age of 50 between 2004 and 2008 (Knopf-Amelung, 2013).

Some people living in homelessness experience sudden deaths on the streets from exposure or
violence, but most deaths are the result of illness or chronic health conditions. In a study of deaths
among homeless adults in Boston, investigators found that death most often occurred in a hospital or
residential dwelling; exposure to cold caused only 4 of 606 deaths (Rousseau, 1998). There are high
mortality rates among people experiencing homelessness, who often die of conditions that are more
easily treated in people with stable housing, such as pneumonia, influenza, HIV/AIDS, liver disease,
renal disease, cold-related injuries, and cardiac arrhythmias (Hwang et al., 2001). Because they lack
access to health care for chronic health conditions, many people living in homelessness also die as a
result of heart disease, cancer, lung disease, and other chronic illnesses.

This publication will present recommendations for providing end-of-life care for people
experiencing homelessness in a variety of settings. First, it will present information relevant for
diagnosis and evaluation, followed by recommendations on establishing a plan of care and options for
models of care. This guideline is intended to be used in cases where individuals have already been
diagnosed with a life-limiting illness.

Clinical practice guidelines for people who are homeless employ the same standards of care as for
people with stable housing. Nevertheless, primary care providers who routinely serve homeless

individuals recognize an increased need to consider living situations and co-occurring disorders when
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working with these patients to develop a plan of care. The practice adaptations recommended in this
document are based on a comprehensive review of published reports and consensus opinion of
clinicians with expertise in homeless health care, palliative care, and end-oflife care. These
recommendations are intended to be consistent with the standard clinical guidelines listed below.
Their purpose is to facilitate adherence to these standards in the care of impoverished, displaced

persons with multiple medical and psychosocial problems.
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Summary of Recommended Practice Adaptations

for End-of-Life Care for People Experiencing Homelessness

These recommendations of the HCH Clinicians’ Network were created by the Advisory Committee on End-of-Life
Care for People Experiencing Homelessness, whose members have expertise in homeless health care and end-oflife
care.

Patient Assessment and Evaluation

1. Focus primarily on assessing the social, emotional, mental, and environmental needs that affect the
delivery of care for the terminally ill patient experiencing homelessness.

2. Focus the initial physical exam on the patient’s area of concern or areas most likely to be affected
given the diagnosis or chief complaint. Perform serial focused exams as tolerated (if needed). Attempt
to evaluate the stage of the patient’s condition. Look for evidence of occult alcoholism or addiction.

3. Practice trauma-informed care during the physical examination and in all patient encounters,
recognizing that individuals who are homeless are likely to have experienced some form of previous
trauma.

4. Many screening tools are available to evaluate a patient’s functional status, mental health, and pain.
As completing multiple assessments can be overwhelming, evaluate which assessments are necessary at

each visit and limit the number performed according to the patient’s verbal and nonverbal cues.
Goals of Care

1. Providing the best in care at the end of life requires that providers assist their patients in clarifying
their priorities for making treatment decisions and establishing goals of care. Terminally ill patients
should be allowed to maintain a sense of control by taking an active part in their own treatment.

2. Goals of care are individual choices that may be different from those of the health care team but

should be respected and honored.
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3.

Recognize that both Western medicine and integrative, complementary, and alternative medicine
(ICAM) are options in end-of-ife care to ensure optimal comfort for some patients.

Employ a harm-reduction philosophy regarding addiction, placement (patients may choose to stay
outside), and medication adherence (both mental health and medical treatment).

Providers should work with teams and ensure that self-care and mutual support are an integral

component of all programs.

Advance Care Planning

1.

Identify opportunities throughout the spectrum of health care for implementing processes to assist
patients experiencing homelessness in end-of-life planning and completion of advance directives.
Assess cultural influences that might affect end-of-life care decision making.

Allow the terminally ill patient to maintain a sense of control by taking an active part in his or her
own treatment.

Offer assistance in completion of advanced directives, including medical power of attorney, living
will, and DNR.

Consider the necessity of executing financial and mental health care powers of attorney and
drawing up a last will and testament for the proper disposal of the patient’s possessions and
financial resources.

Develop educational materials for use by members of the health care team in assisting patients in
completing advance directives.

Distribute easily executed advanced directive forms that do not overwhelm or confuse the patient
with unnecessary information.

Identify and facilitate the optimal means for personal storage and access to the advanced directives

for the patient experiencing homelessness.
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9. Use state registries to both file and access a patient’s advanced directive to ensure that a patient’s
end-of-ife health care wishes are honored in the event of a medical emergency that may require

hospitalization.
Pain and Symptom Management

1. Encourage local shelters to permit adaptations in routine for patients with serious or life-limiting
illness who may require daytime rest, oxygen concentrators, secure locations to store controlled
medications, and other special accommodations.

2. Investigate options for assisting patients who require opioid therapy and choose to remain in street
environments, such as providing storage for personal belongings.

3. DPatients with legitimate needs for opioids to control their pain and who are at risk for opioid abuse,
diversion, or theft may need modifications in opioid prescribing such as smaller quantities at more
frequent intervals, a lockbox to store medication if in a shelter environment, and/or dosage
adjustments for high levels of pain tolerance with attention to the potential for undertreatment
resulting from “pseudoaddiction.”

4. Recognize that patients who obtain their food from congregate dining rooms or from discarded or
inexpensive sources may have difficulty modifying their diets to manage GI symptoms. They may
need education as well as extra support in identifying resources for obtaining, purchasing, and
storing food.

5. Providers should be aware that patients near end of life who reside in a respite center where they
expect to spend their final days may need to be transferred to an inpatient hospice unit for severe
symptom management to ensure their comfort and safety.

6. Anticipate the impact of the dying process on other residents of a respite or group living

environment who may witness events such as seizures, bleeding, or the death itself. Preparations
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should be made to provide emergent management and supportive care when needed. If a hospice
agency is involved, it may be able to assist in the process and also provide emotional and
psychological support to affected residents and staff if such an event occurs.

Substance Use and Mental Health

1. Adopt nonexclusionary practices that facilitate engagement in care. This could include eliminating
policies that require sobriety as a precondition for admission, as is the case in many shelter-based
programs.

2. Consider a harm-reduction framework in the provision of hospice and palliative care. Examples
might include interventions such as having needle exchange services readily available and
prescribing medications that address opioid withdrawal such as methadone and suboxone.

3. Provide medications that reduce alcohol cravings and implementation of managed alcohol
programs for individuals who desire to continue alcohol consumption at the end of life.

4. Prioritize therapeutic alliance and flexible treatment approaches over rigid treatment adherence.
(This includes supporting a patient’s decision to discontinue psychotropic medication.)

5. Ensure parity in the availability of mental health treatment and medical care.

Social Supports

1. Engage the terminally ill patient in a conversation regarding life review.

2. Access community, government, and societal resources necessary to ensure that the terminally ill
patient experiencing homelessness receives the care necessary to ensure a good death.

3. Discuss family dynamics: who needs to be contacted? Who should NOT be contacted?

4. Shelter pets may need placement during hospice or after death.

5. Inventory personal belongings; do not forget storage units and secret hiding places.

6. Discuss funeral arrangements and care of remains after death occurs.
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7. Explain bereavement services, provided free of charge, to family and loved ones after the patient’s
death.

Benefits and Entitlements

1. Multiple types of benefits are available through Social Security, Medicaid, the Veterans
Administration, and Health Care for the Homeless Services.

2. Connect the person to the local Health Care for the Homeless grantee for homeless specific
resources and care.

3. Working with a benefits-and-entitlements case manager or specialist to assist in evaluating and
applying for entitlement benefits at end-of-life can help to maximize supports.

Spiritual Components

1. Allow for expression of spirituality as defined by the patient.

2. Engage patient in the life review process, keeping mindfully aware of grief-related issues that may
emerge because of the patient’s medical condition, housing status, and comorbidities.

3. Identify friends and loved ones of the patient to assess for anticipatory grief and grief responses to
the death of the patient, and make necessary referrals to community resources for aftercare.

Models of Care

1. Evaluate the continuum of existing local services to identify gaps in end-oflife care for those
experiencing homelessness.

2. Determine how the HCH organization can build relationships with existing community resources

and create programs designed to fill in the gaps identified.
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Patient Assessment and Evaluation

Major Recommendations:

1. Focus primarily on assessing the social, emotional, mental, and environmental needs that affect the
delivery of care for the terminally ill patient experiencing homelessness.

2. Focus the initial physical exam on the patient’s area of concern or areas most likely to be affected given
the diagnosis or chief complaint. Perform serial focused exams as tolerated (if needed). Attempt to
evaluate the stage of the patient’s condition. Look for evidence of occult alcoholism or addiction.

3. Practice trauma-informed care during the physical examination and in all patient encounters,
recognizing that individuals who are homeless are likely to have experienced some form of previous
trauma.

4. Many screening tools are available for evaluating a patient’s functional status, mental health, and pain.
As completing multiple assessments can be overwhelming, evaluate which assessments are necessary at

each visit and limit the number performed according to the patient’s verbal and non-verbal cues.

Rationale: Complex medical and psychosocial issues associated with homelessness often warrant a
limited physical exam or deferral of the physical exam or other evaluations until a therapeutic
relationship is better established. A history of trauma, common among homeless people, may present
psychological barriers to a comprehensive examination, which can be reduced through an approach to

care that makes the patient feel safe and in control.
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Evidence: Recommendations are based on expert consensus of practitioners experienced in homeless

health care with expertise in end-oflife care and behavioral health care.

Sources: Hopper et al., 2010; Hwang et al., 2008; Morrison, 2007; Waldmann in O’Connell, 2004

The assessment process represents an opportunity for a care provider to foster a therapeutic alliance
with a patient. This section will present detailed guidelines for taking a patient’s history, conducting a
physical exam, and using appropriate assessment and diagnostic tools. As underlying guidelines for the

assessment and evaluation process, it is recommended that care providers seek to

1. Explain your medical or service background, what you can offer, and any limitations relevant to the
service provision setting.
2. Acknowledge the power and importance of giving the patient the opportunity to tell his or her story.

3. Operate on the basis that people have the right to be heard without judgment.

History

Initial history. The most important goals of history taking are to allow patients to tell their stories
and feel heard nonjudgmentally and to build confidence that, as their provider, you have their best
interests in mind while obtaining important medical information. Many people experiencing
homelessness have negative associations with medical settings and providers, so gaining the patient’s
trust may take extra effort. Providers may ask different questions, depending on the setting and
pathway to engagement for those facing end of life; for example, history taking in outpatient/clinic or

outreach settings will differ greatly from that conducted in inpatient settings.
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1. Introductory questions: Initiate conversation with a few open-ended, general background

questions that demonstrate interest in the patient and allow for the establishment of rapport. For
example: “How old are you? Where are you from originally? How long have you been in this city/town?
How are you feeling today?” These questions are relevant to the patient’s well-being, self-image,
and goals and can help confirm your interest in his or her health.

Provider’s experience and limits of clinical setting: Briefly explain your medical background
and what your facility might have to offer the patient; for example: “I am a physician, and I have
been doing health care for the homeless work for 20 years. I specialize in internal medicine and also
addiction medicine. This clinic is equipped to provide comprehensive health care.”

Information to be requested: Explain that you are going to ask about the patient’s physical
health, mental health, and history with substances. At the first visit, ask about substance use or
not, based on the level of engagement, what the patient has reported so far, and estimation of
whether or not the patient will be able to respond truthfully. Recognize that a shorter interval

between visits can facilitate follow-up and help establish necessary rapport.

The clinician will often have current relevant diagnostic information in the inpatient setting that will

bring the conversation to the course of the illness. In the outpatient setting, many patients are presenting

with functional impairments and physical presentations of cachexia, pain, and fear and are often brought

in by friends who are concerned about rapid decline. The patient may or may not have diagnostics,

imaging, or lab results from outpatient or emergency department admits revealing potentially life-limiting

conditions that did not receive follow-up.
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Course of illness. Ask the patient to describe the course of his or her primary illness, including when
it was diagnosed, who has been treating him or her, what treatment(s) he or she has received, and how he
or she has responded to treatment. The course of illness requires that the clinician attend closely to the
patient’s mood and his or her own emotional reactions to the patient. Inquire about prior treatment,
which may entail gathering records from multiple past episodic events. In some cases, patients who are
facing end-oflife or lifelimiting illness have had partial workups or even partial courses of treatment that
were abandoned. Even fairly routine workups may have been complicated by the patient’s homeless
status.

[t is also important to assess whether a long-term therapeutic alliance is being established or if it is a
one-time visit. If there is any suspicion or confirmation that the patient is facing a life-limiting illness, and
if the attending clinician is not going to be able to form a long-term alliance, then it is key to ensure a
“warm hand-off” and a commitment from care team providers, such as specialists, social workers,
community-based resources, or peer specialists.

Symptoms. Ask about current symptoms associated with the patient’s primary diagnosis, how
problematic they are for the patient, and what the patient is doing to manage his or her symptoms. Focus
on functionality; for example, if the patient is in end-stage COPD, has he or she been able to use his or
her oxygen as needed while homeless? If the patient has urogenital or colorectal disease, is increasing fecal
or urinary incontinence affecting him or her? (If the patient uses alcohol, he or she may not be attuned to
the changes in bowel habits that herald malignancy.) What pain is presenting! Is the patient able to
describe differences between his or her past and current pain levels to help you understand whether you
are dealing with malignant pain or chronic pain?

o Look for a plausible origin for symptoms.
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o Identify factors that intensify or alleviate symptoms, with special attention to factors related to
homelessness; this is a good place to focus on the possibility of substance use as alleviating or
aggravating symptoms.

o Specific assessment tools for pain assessment may be found in the Assessment section.

Medical history. Obtain history of other medical illnesses, surgical history, or mental health
problems. If the patient has had positive engagement with other care providers, including mental health
providers, those connections can be regenerated; where current engagement exists, care coordination may
be offered. Patients should be helped to understand that the lifelimiting condition does not preclude
care for other nonmalignant problems (e.g., dental care, vision care, foot care, etc.).

Medications. Review any prescriptions, over-the-counter medications, herbs, teas, ointments, and
supplements that the patient takes.

Allergies. Ask whether the patient has any allergies that should be accounted for.

Family history. Ask questions about the patient’s family history of illnesses, with special attention to
whether there is a family history of the patient’s presenting illness.

Social history. Determine current living situation, especially as this relates to functional impairments
and access to medical care for inpatient encounters. Ask patients about their living situations to assess

residential stability and the possibility that they are homeless.! (“Where do you live? Who lives there with

" A homeless person, as defined by the Bureau of Primary Health Care, is “. . . an individual without permanent housing
who may live on the streets; stay in a shelter, mission, single room occupancy facility, abandoned building or vehicle; or in
any other unstable or non-permanent situation. An individual may be considered to be homeless if that person is ‘doubled
up,” a term that refers to a situation where individuals are unable to maintain their housing situation and are forced to
stay with a series of friends and/or extended family members. In addition, previously homeless individuals who are to be
released from a prison or a hospital may be considered homeless if they do not have a stable housing situation to which
they can return. A recognition of the instability of an individual's living arrangement is critical to the definition of
homelessness.” (Principles of Practice: A Clinical Resource Guide for Health Care for the Homeless Programs, Bureau of Primary

Health Care/HRSA/HHS, 3/1/99; PAL 99-12)

12 ADAPTING YOUR PRACTICE
Recommendations for End-of-life Care for People Experiencing Homelessness



Health Care for the Homeless Clinicians’ Network

you? How long have you lived there? Where did you sleep last night? Where will you sleep tonight?”) Ask where
they sleep and spend time during the day and how they can be contacted. Ask explicitly about access to
food, water, shelter, restrooms, and a place to store medications. Assess environmental factors that may
threaten health and safety. If the patient is staying in a shelter/vehicle on the street or in any other
unstable living situation, ask if this is the first time “without a home,” recognizing that some people are
reluctant to admit that they are homeless or don’t consider themselves homeless if staying with a
relative or friend. Try to determine whether residential instability is chronic or episodic. Try to
understand the circumstances that precipitated homelessness and explore available housing options,
recognizing that chronic pain management is especially difficult without stable housing (HCH

Clinicians’ Network, 2010). Ask about the patient’s gender identity and sexual orientation. Ask about

travel history, which may help with the diagnosis of primary and secondary conditions.
Other questions relevant for end-oflife care may include the following:

o How will this person get to follow-up appointments?

o Are there transportation programs available in the state to transport unsheltered patients to
medical appointments?

o Are resources available for caloric supplements, food, or nutrition?

o Does the patient have access to bathrooms and hygiene supplies?

o How might literacy and primary language affect access to follow-up care?

o What types of social support exist, such as family, friends, or agencies, that the patient would
want contacted in case of emergency or a decline in his or her condition? This is often a time
when folks who are estranged from family members may become willing to discuss
reconnection with siblings, parents, or children, although this conversation can be

particularly sensitive.
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o Is there past or ongoing substance use! In some cases, patients with life-limiting illnesses may
be using substances that mask their malignant pain.
o What financial resources exist for the patient, including income from employment, other

sources of income, or health insurance?

Assess patient perception of prognosis. Determine what the patient has been told to expect and/or
what course he or she expects his or her illness to follow in the future. Some patients may have a
perception that “short and sweet” is preferable to “endless suffering,” which may be related to inequalities
in care and poor allocation of resources in impoverished communities. This may also be an appropriate
time to initiate discussion of advance directives and whether or not the patient has identified a surrogate
decision maker or durable power of attorney for health care. Because advance directives vary by state, it
is important that clinicians know local procedures in this regard. Clinicians should be aware that,
particularly in this population, a patient’s prognosis may change after implementation of the care plan.
Patients in poor living conditions may appear to be very close to the end of life; however, if they are
able to reside in a supportive environment with consistent meals, adequate sleep, and availability of
necessary medications, they may stabilize and improve clinically. This presents unique challenges for
providers, who may have to help patients transition from one model of care to another over the course

of time.

Physical Examination
Physical exam. For many patients who are homeless, a full-body, unclothed, comprehensive exam is

not possible until a therapeutic relationship has been established between the provider and the patient.
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It is important to practice trauma-informed care* during all patient visits, as many people experiencing
homelessness have experienced previous trauma. At the initial visit, perform a focused physical exam
pertinent to the patient’s chief complaint and diagnosis, if known. Pay attention to the patient’s
comfort level as well as verbal and nonverbal cues. Always describe each step of the exam and why it is
necessary if that is not clear from the patient’s understanding of his or her condition before it is
performed and make sure that you have the patient’s permission for each part of the exam before
proceeding. As you evaluate an area, describe your findings. Be prepared to find other signs of possibly
unrelated conditions common among people experiencing homelessness, including infections,
infestations, or signs of current or past alcoholism or addiction. As patients experiencing homelessness
may experience delays in accessing health care, they may have a more advanced initial physical exam
than patients who present earlier in course of the illness.

Some elements of a regular physical examination may not be possible depending upon the
environment where patients are encountered, and care providers need to develop the flexibility to
adapt to their surroundings, but whenever possible, these components should be part of the physical
exam:

a. Vital signs, including blood pressure, pulse, pulse oximetry, temperature, respiratory
rate, height, weight, and BMI at each visit as the patient permits. If possible, identify the
patient’s baseline weight before the start of the illness.

b. In addition to the physical exam pertinent to the patient’s chief complaint or diagnosis,
at the first visit and then as indicated going forward on or serial focused exams at

subsequent visits, the head and neck, chest, heart, lungs, abdomen, lower extremities,

: Trauma-informed care is “a strengths-based framework that is grounded in an understanding of and responsiveness to the
impact of trauma that emphasizes physical, psychological, and emotional safety for both providers and survivors, and that

creates opportunities for survivors to rebuild a sense of control and empowerment” (Hopper, et al., 2010, p.82).
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upper extremities, skin, lymph nodes, and neurologic system should be examined to
assess the extent of disease. If a genital exam is indicated, assess if the patient has a
history of sexual trauma and make sure that he or she feels comfortable with this exam.
If possible, offer patients the option to have an examiner of the gender with which he or
she feels most comfortable. Identify whether the patient has any implanted or inserted
medical devices, such as a pacemaker, AICD, port, drains, or PICC line or whether he
or she is using oxygen, and confirm that there are no signs of infection, poor wound
healing, or other abnormal findings.

Functional exam: As the patient walks, assess his or her gait, stability and risk for falls,
ability to sit and stand, general strength, and nutritional status. Assess if the patient
needs assistive devices, such as a cane, walker, or wheelchair. Perform focused exams as
indicated. Consider the use of validated exams to evaluate strength or risk of falls, such
as

i. Get Up and Go Test: https://www.ons.org/sites/default/files/ TUG Test-a.pdf

ii. Physical Performance Test (9 items): http://www.brightonrehab.com/wp-

content/uploads/2012/02/Physical-Performance-Test-PPT.pdf

General appearance and mental status. Assess the patient’s general appearance,
including assessment of weight, build-up of fluid, signs of muscle wasting or cachexia,
grooming, and skin color (looking for pallor, jaundice, or other changes). Assessing a
patient’s mental status and capacity for medical decision-making at baseline and at each
visit is also important, as this can change as a patient’s illness progresses or as a side
effect of medications. A patient’s mental status can be assessed by his or her responses
during conversation and through different tools, such as those listed below.
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i. Mini Mental Status Exam—A screening tool for assessing cognitive impairment:

https://www.mountsinai.on.ca/care/psych/on-call-resources/on-call-

resources mmse‘pdf

ii. A common, simple assessment is to assess whether a patient is awake, alert, and
oriented to person, place, and time (AAOx3)

e. Clinical signs of impending death: Patients in the last 12-72 hours of life may exhibit
clinical signs that death is imminent, including episodes of apnea, Cheyne-Stokes
breathing, the death rattle, cyanosis of peripheral extremities, decreased or lack of radial
artery pulse, decreased urine output, respiration with mandible movement, dysphagia
with liquids, or decreased level of consciousness. (Hui et al., 2014)

i.  If the patient has requested comfort care, as opposed to aggressive life-
prolonging care, the physical exam is often even more abbreviated, focusing on

observation, palpation of pulses and extremities, and limited auscultation.

m A note about trauma survivors: Be aware that a high percentage of people experiencing

homelessness have experienced physical, sexual, and/or emotional abuse. Homeless women and

transgendered persons are among those at highest risk for sexual and physical assault (Kushel et al.

2003). Practice trauma-informed care (HCH Clinicians’ Network, 2010 Dec), which means being

sensitive to the patient’s comfort level and paying attention to nonverbal cues; do whatever she or
he can tolerate at the time. Schedule a return visit within a short period of time and plan frequent
follow-up encounters to complete the examination. If a history of sexual abuse is suspected, a
necessary genital examination could be deferred until the patient is ready. Whenever possible, offer
patients the option of being examined by a health care provider of the gender with which he or she
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is most comfortable. To decrease anxiety, explain the purpose of each visit and what the patient can
expect to happen. Always explain what you are going to do before touching the patient; describe
what you are looking at or palpating while you perform the procedure; and if it is normal, say so.

Stress what is healthy about the person during the examination.

Assessment, Screening, and Diagnostic Testing

Specific assessment, screening, and diagnostic testing depends on the individual patient’s diagnosis,
previous work-up and treatment, and prognosis. Assess what the patient knows about his or her
diagnosis and treatment plan. If the patient plans to continue care with you, ask the patient’s
permission to request past records, including imaging tests, blood work, pathology reports, progress
notes, treatment records, and contact information for the specialists treating the patient, as indicated.
You may need to have the patient sign a release of information form to request records and can also
look on health information exchanges or regional health information organizations (RHIOs).

If obtaining prior records is not possible, depending on the diagnosis, baseline labs, including a
CBC, CMP (including albumin to assess nutritional status), PT/INR, PTT, urinalysis, A1C, HIV test,
hepatitis serologies, or tumor markers could be helpful. Consider a urine drug screen to identify
substance abuse that could affect a patient’s care. Imaging and other diagnostic testing depends on the
specific illness. Before ordering any test, explain to the patient why each test is necessary and obtain
permission, as patients may not want certain tests performed. Some patients may decline, defer, or
want to space out diagnostic testing. If a patient’s vital signs or clinical condition suggest that he or she
is unstable, consider sending the patient to the hospital for emergency care.

Depending on the underlying end-of-life condition, palliative options may be available that can

extend life and/or decrease symptoms of the condition, such as palliative radiation or chemotherapy
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for some cancers. If a patient has not been referred to a specialist who could provide palliative
treatments, discuss risks and benefits of potential options. If the patient is interested in palliative
therapies, on the referral describe past workups and explain any situations unique to your patient that
would help the specialist in treating the patient. Depending on the situation, particularly if a patient
has difficulty describing his or her medical history or navigating the health care system, or you can
foresee other barriers to care, contacting the specialist ahead of time or after the visit can be helpful to
coordinate care and ensure that the patient receives the care that he or she needs. If the patient permits
and it is logistically feasible, it can help to bring a friend, family member, social worker, member of the
homeless care team, or someone else that the patient trusts to the appointment who can help with
providing collateral history, offering clarifications if the patient does not understand, or assisting with
the next steps of follow-up from the appointment.

For all lifellimiting conditions, assessing a patient’s physical, psychological, and functional status is
important for identifying appropriate support services, along with a plan for obtaining them. However,
performing multiple assessments or answering too many questions at one visit can be overwhelming for
a patient. Evaluate which assessments are necessary at each visit and limit the number performed
according to the patient’s verbal and non-verbal cues. Evidence-based, validated, commonly used tools
are listed below, but depending on the patient’s willingness to participate in these assessments,
conversation with the patient to assess his or her pain, functional status, and mental health can also be
effective. (All descriptions and the definition of functional status are from the National Palliative Care

Research Center: http://www.npcrc.org/content/25/Measurement-and-Evaluation-Tools.aspx.)

1. Functional status is defined as “an individual's ability to perform normal daily activities
required to meet basic needs, fulfill usual roles, and maintain health and well-being” (National
Palliative Care Center, 2013). As a patient’s condition changes, he or she may experience a
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decline in functional status and ability to care for him- or herself. Validated tools to assess

functional status include the following.

Karnofsky Performance Scale: commonly used for assessing terminally ill cancer
patients, often used to determine appropriateness of hospice referral.

http://www.npcrc.org/files/news/karnofsky performance scale.pdf

ECOG Performance Status: a tool for doctors and researchers to assess how a patient's
cancer is progressing, how the disease affects the daily living abilities of the patient, and
how to determine appropriate treatment and prognosis.

http://www.npcrc.org/files/news/ECOG performance status.pdf

Palliative Performance Scale: measures the functional status of a patient and assigns a
Palliative Performance Value; serves as a communication tool for quickly describing a
patient's current functional level.

http://www.npcrc.org/files/content/pps_for distribution 2015 -

with watermark sample.pdf

Katz Index of Independence in Activities of Daily Living: assesses the ability of
patients to conduct activities of daily living.

http://www.npcrc.org/files/news/katz_index of independence in activities of daily

living.pdf

Edmonton Functional Assessment Tool (EFAT): a tool to evaluate functional
performance of patients with advanced cancer over time and to document the degrees
of functional performance of patients throughout the terminal phase.

http://www.npcrc.org/files/news/edmonton functional assessment tool EFAT.pdf
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2. A patient’s mental health can also change over the course of a chronic illness. For example, as

Dr. Elisabeth Kiibler-Ross described, over the course of a terminal illness, a patient can
experience five stages of grief, including denial, anger, bargaining, depression, and acceptance
(1969). If social workers are members of a health care team, they often have additional training
and experience in performing mental health assessments. Validated screening tools to assess
patients’ and caregivers’ psychological needs include the following:

a. PHQ2 & PHQO9: validated screening tool for depression in general populations

https://www.uspreventiveservicestaskforce.org/Home/GetFileBylD/218

b. Geriatric Depression Scale (GDS) Short Form: a 15-item screenin