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Abstract
Background: People experiencing homelessness often die young and without adequate support. In 
the UK, they fail to access palliative care services and their end-of-life priorities remain poorly 
understood. Aims: To explore the end-of-life concerns, fears, preferences and priorities of a sample 
of people experiencing homelessness in the UK. Methods: This is an interpretive phenomenology. 
Data collected through semi-structured, audio-recorded, face-to-face interviews with 21 homeless 
participants in the UK were analysed iteratively using thematic analysis. Findings have been 
interpreted through the lens of Merleau-Ponty’s philosophy. Results: Eight themes are reported: 
spiritual concerns; practical concerns; fear of needing care; fear of being forgotten; preference for 
dying suddenly; preference for being somewhere comfortable where people know me; prioritising 
autonomy and self-determination; and prioritising authenticity. Conclusion: A strengths-based, 
trauma-informed, person-centred, collaborative ‘compassionate community’ approach to care is 
recommended for people experiencing homelessness at end of life.

Key words: l Homelessness l end of life l priorities l compassionate community l Merleau-Ponty

Homelessness is a global health issue. It 
continues to be a growing problem both 
i n  t h e  U K  a n d  i n t e r n a t i o n a l l y 

(MacWilliams et al, 2014; Foundation Abbé 
Pierre, 2017; Fitzpatrick et al, 2019). The eighth 
annual report of the Homeless Monitor in 
Eng land  repor t s  a  year-on-year  r i s e  in 
homelessness since 2010, with currently in excess 
of 150 000 people experiencing homelessness in 
the UK (Fitzpatrick et al, 2019). This number 
includes those who are rough sleeping or in 
temporary hostels, refuges and shelters, or are in 
unsuitable or overcrowded conditions. However, 
it can be difficult to estimate global statistics due 
to differences between countries in the way that 
statistics are recorded. There are also many 
definitions of homelessness and this adds to the 
complexity of reporting statistics. The media, for 
example, tend to equate homelessness with 
rooflessness or literally sleeping rough on the 
streets. However this does not include the ‘hidden 
homeless’, such as those who are sleeping rough, 
squatting illegally, sofa surfing, living in hostels, 
bed and breakfast accommodation, temporary 
accommodation, such as women’s refuges, or 
those who are considered to be unsuitably 
housed (Fitzpatrick et al, 2019).

End-of-life care and homelessness
In the UK, people experiencing homelessness die, 
on average, 30 years younger than the general 
population. The average age of death for a 
homeless person is 47 years for a male and 43 
years for a female, compared with general 
population statistics of 74 years for a male and 
80 years for a female (Thomas, 2012). When 
homeless people die, it is often not as a direct 
result of homelessness, such as exposure in cold 
weather. It is most often because of advanced liver 
disease, respiratory and cardiac disease, 
blood-borne infections, such as HIV and hepatitis, 
and alcohol and drug-related complications 
(Thomas, 2012). They often die in hostels, on the 
streets or in shop doorways, with no support from 
pal l iat ive care services . There are many 
documented challenges and complexities around 
the provision of palliative and end-of-life (EoL) 
care for people experiencing homelessness (Klop et 
al, 2018; Shulman et al, 2018), yet further 
exploration of these challenges is beyond the 
scope of this article.

In the UK, the Department of Health (DH) 
clearly states that both palliative and EoL care 
should be universally accessible and inclusive 
(DH, 2008) and readily available at the point of 
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❛I wrote my 
biography … 
and I got two 

copies❜

need ‘wherever the person may be’ and ‘irrespective 
of socioeconomic deprivation’(DH, 2008). 
Numerous DH palliative care guidelines (DH, 
2008; 2009; 2010; Choice in End of Life Care 
Programme Board, 2015) have also been 
developed, which focus on improving quality of 
care and choice, enhancing service provision and 
achieving positive outcomes in terms of a ‘good 
death’ for all palliative patients, wherever they 
choose to die. Nevertheless, some of the more 
vu lnerable , marg ina l i sed  people  in  our 
communities, including people experiencing 
homelessness, are still unable to access the 
palliative and EoL care services they need 
(Gunaratnam, 2006; Nyatanga, 2012; Care 
Quality Commission (CQC), 2017) and their 
particular EoL needs and preferences remain 
unclear and relatively unexplored, particularly 
here in the UK (CQC, 2016).

End-of-life priorities and preferences 
within the 

general (housed) population
The evidence that most people would prefer to 
die at home is extensive and consistent (Heyland 
et al, 2006; Volker and Wu, 2011; Higginson et 
al, 2012; 2013; Khan et al, 2013; Choice in End 
of Life Care Programme Board, 2015; Macmillan 
Cancer Support, 2017). However, there are many 
diverse factors affecting EoL decision-making, 
such as culture and ethnicity (Duffy et al, 2006; 
Barnato et al, 2009; Wicher and Meeker, 2012), 
spiritual beliefs (Shah et al, 2008; Wicher and 
Meeker, 2012; Delgado-Guay et al, 2016), sexual 
orientation (Harding et al, 2012; Elk, 2015) and 
personality (Lattie et al, 2016) and sometimes 
there is discordance between an individual’s 
values and their stated preferences for EoL care 
(Heyland et al, 2016). Nevertheless, despite these 
variances, research into EoL priorities of the 
general population reveals a number of common 
priorities, such as: physical comfort and freedom 
f rom pa in ;  the  pre sence  o f  fami ly  and 
strengthening of family relationships; peaceful 
acceptance of EoL and spiritual concerns being 
met; relieving stress or burden on the family; 
avoiding a prolonged period of dying; and 
achieving a sense of control at a time of great 
uncertainty (Singer et al, 1999; Heyland et al, 
2006; Bausewein et al, 2013; Khan et al, 2013; 
Van Scoy et al, 2016). 

End-of-life priorities and preferences 
within the homeless population

While much is known about EoL preferences 
within the general population, the same cannot 
be sa id about  the  homeless  populat ion. 

Worldwide, there is a dearth of literature relating 
specifically to academic studies exploring 
advance care planning issues and the EoL 
preferences, concerns and priorities of people 
experiencing homelessness. What is known about 
these topics is based on research conducted in 
Canada and the USA, and the findings of such 
studies are not necessarily transferable to the 
homeless population in the UK, or indeed 
elsewhere. There are currently no such studies 
reported in the UK. Despite a reduced life 
expectancy, the homeless population is ageing 
and, without a clear evidence base around 
advance care planning and preferences and 
priorit ies , ‘ i t  i s  impossible for homeless 
advocates, clinicians and policy-makers to 
understand how best to meet the population’s 
needs’ (Sumalinog et al, 2016). This is a clear 
need for further research into the specific 
preferences of homeless people around EoL care. 
Hudson et al (2016) called for further research, 
‘in particular, research outside North America, 
that provides a platform for the voices of 
homeless people around the complexities of 
palliative care for this population’. Furthermore, 
Ko and Nelson-Becker (2014) suggested that 
future research should aim to recruit older 
homeless adults from multiple sites and settings 
in order to yield diverse perspectives on advance 
care planning issues. This multi-site project, 
exploring the EoL priorities of a sample of older 
homeless adults in the UK, responds directly to 
this call.

Aim 
The aim of this interpretive phenomenological 
study is to explore the EoL concerns, fears, 
preferences and priorities of a sample of people 
experiencing homelessness in the UK. 

Methods 
Recruitment of participants
This is a multi-site study focusing on a purposive 
sample of homeless participants from several 
different services for people experiencing 
homelessness. In total, 21 participants were 
recruited to the study via gatekeepers, who were 
the managers of the homeless services they were 
accessing, rather than by direct invitation from 
the researcher. The concept of ‘information 
power’ helped to guide sample size by facilitating 
a shift of attention from numerical input of 
participants to the expected contribution of new 
knowledge that will result from the analysis 
(Malterud et al, 2016). The principle of ‘meaning 
saturation’ (Hennink et al, 2016) was also used 
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to guide sample size. Meaning saturation refers 
to the point at which the meaning of a set of 
identified themes is clearly understood, rather 
than the point at which every possible theme has 
been identified. Data collection continued until 
both sufficient ‘information power’ (Malterud et 
al, 2016) and a high level of ‘meaning saturation’ 
(Hennink et al, 2016) was achieved. This point 
was reached when 21 interviews had been 
conducted and transcribed. Table 1 offers a 
demographic summary of the research sample. 

Data collection
Data were collected using in-depth interviews 
with part ic ipants . Semi-s tructured, 1 :1, 

audio-recorded interviews took place with all 21 
participants. This number of in-depth interviews 
generated a vast amount of complex data. For 
this reason, the Computer Assisted Qualitative 
Data Analysis Software (CAQDAS) package, 
NVivo, was chosen to facilitate data management 
(Braun and Clarke, 2006; Creswell, 2013). In 
total, five research sites were visited and all were 
staffed centres providing services specifically for 
people experiencing homelessness. These five sites 
were spread over four counties and included 
t h r e e  h o s t e l s  p r o v i d i n g  t e m p o r a r y 
accommodation, a drop-in day centre and an 
evening ‘soup kitchen’. An interview schedule 
was prepared in advance and used to guide the 
conversation. With four sections of open-ended 
questions, the interview schedule was used to 
explore matters of life in general and then 
priorities, preferences and concerns around 
illness, death and dying and finally, preferences 
regard ing  care  a f t e r  dea th  and  funera l 
arrangements. The audio recordings were 
transcribed verbatim and uploaded to NVivo 
(Version 12Pro) to facilitate data management. 

Data analysis
Data were analysed using the qualitative method 
of thematic analysis (TA) (Braun and Clarke, 
2006; 2013), which involved searching across the 
qualitative data set (the 21 interview transcripts) 
to identify significant recurring patterns of 
meaning. This research is underpinned by the 
philosophy of Merleau-Ponty, so the uniquely 
situated, embodied, sociocultural perspective of 
each participant was sought without attending to 
previously identified themes in the literature. As 
such, a data-driven, inductive approach to the TA 
was adopted, searching the whole data set and 
initially coding all themes. Working through all 
21 transcripts on NVivo, a total of 71 initial 
codes was initially generated.

All 71 initial codes were then scrutinised. Some 
codes  became themes. Some codes  were 
amalgamated. Some were re-named. A list of 
candidate themes was generated and then 
reviewed. Every extract was reviewed to verify 
that it belonged to that theme. Initial candidate 
themes were then reconsidered in relation to the 
whole data set. All data were re-read to check 
whether the themes worked in relation to the 
whole data set and whether the themes constituted 
findings of the research, in that they answered the 
research question. This process enabled the 
research findings to be separated from the rest of 
the data. Some data, which did not constitute 
research findings, were still deemed important and 
were coded as ‘contextual data’. 

Table 1. Demographic summary
Attribute Number of participants 

(n=21)

Male 17

Female 4

Age

40–45 years

45–50 years

50-55 years

55–60 years

65+ years

3

5

2

8

3

Interviewed at hostels (across two counties) 9

Interviewed at day centres/soup kitchens (across 
four counties)

12

Four 
contextual 

themes

Figure 1. Contextual data themes

Surviving

Coping

Theme 1:
‘looking after 

number 1’

Theme 3:
‘one day at 

a time’

Theme 3:
‘faith and 
strength 

from God’

Theme 4:
‘having a laugh”
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The lens of Merleau-Ponty’s philosophy
The philosophy of Maurice Merleau-Ponty 
underpins this interpretive phenomenological 
research, As such, some of Merleau-Ponty’s key 
concepts (Table 2), or dimensions of being 
human, have been used as a framework to 
organise, understand and interpret the data, 
serving as lenses through which the findings 
have been interpreted and discussed, However, 
detailed discussion around his philosophy is 
beyond the scope of this paper.

Ethical considerations 
In addition to the ethical issues that are 
common to all research projects involving human 
participants, this project, exploring a potentially 
sensitive topic with a marginalised group, raised 
numerous additional ethical concerns. These 
concerns were carefully and individually 
addressed, and the project received full ethics 
approval from the University of Worcester 
Health and Sciences Research Ethics Committee 
(HSREC CODE: SH16170026-R).

Results 
Contextual data: four themes
The design of the interview schedule encouraged 
par t ic ipants  to  ta lk  f ree ly. As  a  resu l t , 
participants often chose to share candid accounts 
of past trauma and abuse. These outpourings of 
unsolicited disclosure demonstrated that 
participants wanted the context of their lives to 
be understood. Ultimately, four contextual 
themes were reported that do not constitute 
findings of this research, as they do not answer 
the research question, but which do offer 
important  background information that 
underpins the findings. These contextual themes 
are shown in Figure 1.

These contextual themes outline the context in 
which the research participants live out their 
daily lives and are discussed later to facilitate a 
deeper understanding of the findings of the study, 
interpreted using Merleau-Ponty’s philosophy of 
embodied perception.

Research findings: eight themes
Figure 2 presents the findings of the research 
within eight themes. These themes have been 
arranged under four headings to tell the story of 
participants’ concerns, fears, preferences and 
priorities regarding EoL. In the interests of 
participant anonymity, all names used in this 
section are pseudonyms.

Theme 1: Spiritual concerns/‘Why me?’
In this article, spiritual concerns are understood in 

the broadest context to include faith issues and 
other highly subjective, existential issues such as 
suffering, meaning, purpose, regret, forgiveness 
and reconciliation. Spiritual concerns were 
important for the participants when they thought 
about their own EoL. Participants discussed a 
wide range of spiritual  issues, including 
unanswered questions, regrets, forgiveness and 
reconciliation. However, the most prominent 

Findings: 
eight themes

Figure 2. Findings presented within eight themess

Concerns 
at Eol

Fears around 
EoL

Theme 1:
spiritual 

concerms/’why 
me?’

Theme 2:
practical 

concerns/’I’ll 
end up in a 

pauper’s grave’

Theme 3:
fear of needing 
care/’my idea 

of hell’

Preferences 
for EoL

Priorities 
towards EoL

Theme 5:
Preference for 

dying suddenly/’I’d 
rather drop dead’ 

Theme 6:
preference for 

being somewhere 
comfortable/’(where) 

people know me’

Theme 7:
prioritising 

autonomy/self-
determination/’I’m 

in control’

Theme 8:
prioritising 

authenticity/’nothing 
to hide’

Theme 4:
fear of being 

forgotten/’something 
to remember me by’
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spiritual concern they wanted to discuss was the 
issue of suffering. Participants repeatedly voiced 
‘Why me?’. For example, Ray pondered: 

‘Why do we all have to go through that suffering?’

Ghaz raised similar questions about past trauma 
and abuse: 

‘Why did it happen that I went through that 
twice in my life?’

While Sean voiced his confusion, directing his 
question directly towards God: 

‘Why? why did ya let this happen [God]?’

Within palliative care literature, ‘why me?’ 
questions are recognised as a potential indicator of 
spiritual distress (Bhatnagar et al, 2017; Velosa et 
al, 2017). In this study, these questions reveal the 
spiritual distress that people experiencing 
homelessness feel when they think about EoL.

Theme 2: Practical concerns/‘I shall end 
up in a pauper’s grave’ 
Participants were also concerned about practical 
matters, such as dying outside, funeral costs and 
body disposal. A recurrent theme was that of the 
so-called and still feared ‘pauper’s funeral’; a term 
used in the UK to denote a public health funded 
funeral, which carries the same stigma as the 19th 
century workhouses where the poorest of the poor 
were sent to work until they died. Jack told me 
that he was afraid of the thought of dying outside 
or alone. He explained: 

‘… because I’ve seen quite a few people die 
[outdoors] and erm … that makes me nervous’

The cost of funerals is also a worry. Alex’s 
solution was: 

‘just make a fire and chuck me on it’. 

Justin’s was similar: 

‘just put me on a fire … and put the ashes on a 
council waste tip’. 

Whereas Sean offered this alternative suggestion: 

‘Just throw me on the scrap heap’. 

Participants wanted more information to be made 
available to them about the practical help they 
may receive as their health declines towards EoL.

Theme 3: Fear of needing care/‘My idea 
of hell’
Participants placed a high value on physical 
independence and self-sufficiency. As such, the 
need for  nurs ing care  towards EoL was 
sometimes feared more than death itself. For 
George, independence i s  everything. He 
explained how he would hate to need 24-hour 
care, saying: 

‘ending up in social care? That’s my idea of 
hell’

Derek articulated a similar sentiment in a 
powerful way:

 ‘send me to the vet, the way I feel’

Needing nursing care was feared. However, in the 
event of a medical emergency (e.g. cardiac 
arrest), participants did seem to want to receive 
life-saving treatment. In this small study, more 
participants wanted to be resuscitated than not. 
Faced with a life or death situation, survival was 
the ultimate priority. Most participants were 
clear that they would want doctors to try and 
resuscitate them in the event of cardiac arrest. 
Leonard seemed genuinely amazed at the 
question and answered in this way: 

‘of course I’d want to be resuscitated! Yeah 
course I do! I’ve had two heart attacks as it is’

Only Derek, Justin and Ray expressed a clear 
desire not to be resuscitated. Contextual data 
illustrated participants’ survival mentality. 
Having survived much trauma, neglect and 
abuse, participants tend to live in survival mode. 
As such, they welcome life-saving treatments.

Theme 4: Being forgotten/‘Something to 
remember me by’
Although many participants were estranged from 
their relatives and had no one they could identify 
as ‘next of kin’ or ‘significant other’, there 
remained a strong need to be counted as 
significant. Participants wanted to be remembered 
by others and not forgotten after death. 
Sentiments expressed ranged from wanting people 
to tell stories of their life after they had died, to 
wanting their presence to be almost tangibly felt 
after death. Derek, at 67 years of age, was the 
third oldest participant in the study. He told me he 
has no belongings because:

‘everything’s gone … being homeless for … for 
that time’. 
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Derek knows that he will have ‘a pauper’s funeral’ 
with no mourners. Yet Derek told me this:

‘I wrote my biography … and I got two copies’

Such was his desire to be remembered, and not 
forgotten, after death. 

Theme 5: Preference for dying 
suddenly/ ‘[I’d] rather drop dead’ 
Participants did not generally think about dying 
and had no real desire to make advance plans for 
EoL; they were too busy focusing on survival. In 
fact, participants would prefer to die suddenly 
and without any warning, rather than being 
given a palliative diagnosis. In one interview 
question, participants were asked to imagine how 
they would prefer to spend their final moments 
of life: What would those moments look like, if 
they could choose? Ray was the only participant 
who said he would prefer to know in advance if 
he was dying, so that he could prepare and write 
letters to his estranged children:

‘yeah I could write those letters …’

Other participants hoped for a quick, painless 
death. Justin articulated his wishes in the 
following way:

‘[I’d] rather drop dead on the floor really’

Theme 6: Preference for being 
somewhere comfortable/‘[where] 
people know me’
Generally, participants did not worry about death. 
Neither did they fret about symptoms at EoL. 
Furthermore, no single, preferred place for EoL care 
was articulated. What appeared to matter most to 
participants was the attitudes of those providing the 
care, rather than where they would be cared for. 
They indicated that they appreciated being treated 
with genuine kindness and respect and that they 
wanted to be known, understood and accepted in 
the place where they are living or dying. Finding it 
difficult to trust people, they expressed the need to 

feel comfortable with caregivers or helpers. They 
wanted to be somewhere they do not feel judged or 
misunderstood. Barry said:

‘it has to be somewhere you felt comfortable’,

while Tina told me hesitantly about her preferred 
place of care for EoL and the reason behind this: 

‘I know it’s a bit odd … but [I’d rather be here] 
at the [name of] hostel. Because you feel safe 
and secure here.’

Theme 7: Prioritising autonomy/
self-determination/ ‘I’m in control’
Participants articulated the importance of feeling 
in control. For example, when asked about 
medication to treat agitation at EoL, Cliff 
explained why he would decline such medication: 

‘I’d rather … I’d rather know what I’m doing’

Most participants said that they would refuse 
such medication. Wherever possible, participants 
would rather feel in control. Trusting no one, 
participants strove to stay alert and in control. 
Some participants had also had restrictions 
placed on their personal freedom and the choices 
available to them. Jack, Alex, Sean, Owen, Dan, 
Tina, Peter and Saul have had experience of 
being detained against their wishes (either in 
prison or in a psychiatric unit). After such an 
experience, being in control and maintaining 
independence and self-determination can assume 
greater importance. Physical independence, self-
sufficiency and freedom of choice can be 
cher i shed even more . As  such, hospi ta l 
admissions were often avoided, and participants 
said they sometimes chose to self-discharge 
against medical advice. 

Theme 8: Prioritising authenticity/ 
‘nothing to hide’
Participants shared deeply and candidly during 
the interviews, providing raw details of some of 
the most traumatic experiences they had lived 
through. They wanted me to understand the 
context of their everyday lives, before answering 
any of my questions. There was no pretence. No 
masks were worn. Criminal history, drug and 
alcohol addictions and known ‘character defects’ 
(Owen’s  words)  were  shared openly. As 
individuals, they were refreshingly authentic. 
Leonard and Alex even used the exact same 
phrase repeatedly: 

‘I got nothing to hide’. 

Box 1. Merleau-Ponty’s key concepts

 ● Temporality and perspective

 ● The influence of childhood experiences

 ● Perception and embodiment

 ● Situated freedom

 ● Intentionality and relationality

 ● Ambiguity and mystery
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Overall, when considering their own EoL care, 
participants appeared to prioritise authenticity. 
Despising hypocrisy and pretence, they indicated 
their preference for being around others they 
considered to be equally genuine and authentic; 
people who wear no masks. 

Discussion 

Through the lens of Merleau-Ponty’s 
dimensions of being human
According to Merleau-Ponty’s philosophy, each 
participant is an embodied perceiver and,  
therefore, sees things in a unique way that is 
influenced by individual life experiences and 
circumstances. Detailed exploration of Merleau-
Ponty’s philosophy is beyond the scope of this 
article. However, the findings of this research 
have been viewed through the lens of Merleau-
Ponty’s philosophy, with reference to some of his 
key concepts, described as dimensions of being 
human (Box 1)

Temporality and perspective: the 
context of time and space
Contextual data are crucial to understanding the 
findings of this research. In fact, Merleau-Ponty 
would argue that without the contextual data, 
we would be unable to adequately understand or 
interpret the perspectives shared by participants. 
For example, in understanding that participants 
have survived much trauma and abuse, we can 
appreciate that they ‘look after number one’ 
(contextual theme 1) because they have learned 
that no one else necessarily will. In survival 
mode, they live ‘one day at a time’ (contextual 
theme 2) focusing on essential, basic, daily 
needs. Furthermore, the abuse participants 
experienced at the hands of people who should 
have provided care and protection explains why 
participants had difficulty trusting people and 
are inherently suspicious of others’ motives. 
Such experiences, while traumatic, had also 
taught participants to be resilient. They had 
learned to cope in high-risk environments. ‘Faith 
and strength from God’ (contextual theme 3) 
pulled some participants through tough times, 
while ‘having a laugh’ (contextual theme 4) 
represented a powerful and effective coping 
mechanism adopted by almost all participants. It 
is against this backdrop, and within this context, 
that all other perspectives unfold. Merleau-
Ponty’s philosophy requires that these contextual 
themes are borne in mind when analysing data 
and interpreting the research findings.

The influence of childhood experiences
Merleau-Ponty’s philosophy acknowledged that 
adverse childhood experiences (ACEs) shape the 
way the individual learns to make sense of the 
world and impact on attitudes and behaviours in 
life, as well as health outcomes. Participants in 
this study had experienced significant levels of 
trauma and abuse in early life, which is likely to 
have impacted upon EoL decision-making. The 
contextual data help to explain why participants 
in this research tended not to think about EoL 
issues, and when specifically asked to do so, they 
expressed some concerns, fears, preferences and 
priorit ies for EoL that differ from those 
expressed by the general (housed) population. 

Perception and embodiment: the impact 
of homelessness on end-of-life priorities
Embodiment is central to the philosophy of 
Merleau-Ponty. He asserted that perception is a 
multi-sensory, bodily experience and that the mind 
and body are intertwined (Merleau-Ponty, 2004); 
co-dependent and inseparable. Through this lens 
of embodied perception, it  is possible to 
understand how the experience of being homeless 
(lacking the basic physical resources of a safe, 
stable shelter, regular meals and adequate 
clothing) can impact on every other aspect of life, 
including EoL concerns, preferences and priorities. 

It is also possible to appreciate why, living in 
survival mode, advance care planning discussions 
around EoL are often avoided and why the 
alternative ‘parallel planning’ approach is 
promoted for use with people experiencing 
homelessness with advanced ill health (Hudson 
et al, 2017; Shulman et al, 2018). Parallel 
planning is simply hoping and planning for the 
best, alongside planning for the worst. It is a 
particularly helpful tool because it is not 
dependent upon the person being willing to talk 
about EoL and can also be used effectively where 
issues of addiction sit alongside homelessness. 

Furthermore, through the lens of embodied 
perception, we can also understand why 
participants would prefer to simply ‘drop dead’ 
one day (theme 5: preference for dying suddenly), 
rather than receive a palliative diagnosis and live 
w i th  th e  added  conce rn  tha t  t h ey  a r e 
approaching EoL. For some, life is so hard that 
death is perceived as a welcome release from the 
daily struggle to survive. 

Situated freedom: feeling in control
According to Merleau-Ponty, we all have 
‘situated freedom’. In other words, we are 
a l l  cons t ra ined  to  some  ex t en t  by  the 
circumstances in which we find ourselves and 
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these circumstances impact upon perspective, 
attitude and decision-making. People experiencing 
homelessness, with a history of multiple ACEs, can 
feel doubly constrained by past experiences and 
current circumstances. Some participants in this 
research, having been detained in custody or 
psychiatric units, had experienced further 
restrictions on their personal freedom. As a result, 
being in control and maintaining independence 
and self-determination had assumed greater 
importance. They wanted to have the freedom to 
exercise choice regarding how to live and how to 
die, even if those choices appear unwise or 
unconventional to others. For this population it is 
important for limited, ‘situated freedom’ to be 
maximised toward EoL, rather than reduced 
further. Noting these priorities of autonomy or 
self-determination and authenticity, services and 
clinicians supporting people experiencing 
homelessness towards EoL in the UK are advised 
to incorporate the principles of person-centred 
care into their practice.

Intentionality and relationality
Merleau-Ponty described humanity as a complex 
web of intertwined relations. He emphasised the 
importance of relationality. Findings from this 
study revealed that participants wanted to be real 
and authentic in relationship with others. They 
loathed hypocrisy and preferred to be around 
others with similar values, wanting people who 
are involved in their lives, especially support 
workers and caregivers, to be equally authentic. 
This priority clearly underpinned the preferences 
they expressed for place of care at EoL. They 
wanedt to be in a place where they are known, 
understood and accepted; somewhere they felt 
comfortable (theme 6). They also loathed pretence 
and found it difficult to trust people. As such, they 
needed to feel at ease with their caregivers or 
helpers. In short, they wanted to be somewhere 
they did not feel judged or misunderstood; 
somewhere they could be authentic. 

Therefore , serv ices  to  support  people 
experiencing homelessness at EoL may need to be 
developed within the familiar hostel setting. Such 
services are advised to take account of past 
trauma, adverse childhood experiences and the 
p s y c h o - s o c i o - s p i r i t u a l  e x p e r i e n c e  o f 
homelessness. As such, a trauma-informed 
approach to care is recommended (Hales et al, 
2018), which embodies the following five guiding 
values  of  t rauma- informed care :  safety, 
trustworthiness, choice, collaboration and 
empowerment. Such an approach to care would 
respond to the concerns and priorities around 
EoL, expressed by participants in this study.

Another aspect of relationality deemed 
important for participants in this study was that 
of being remembered by others after death. In 
response to this finding, it is recommended that 
hostel staff and drop-in centre staff hold regular 
memorial services to enable staff and residents to 
remember, and to say farewell to friends within 
the community who have died; respecting and 
dignifying the deceased and comforting the living 
(Klop et al, 2018).

Ambiguity and mystery
Merleau-Ponty’s philosophy focused frequently 
on ambiguity, mystery, meaning and unanswered 
questions. Contextual data revealed that faith 
and spiritual belief are important issues for 
participants (contextual theme 3), helping them 
to cope with life’s daily challenges. Findings 
(theme 1, ‘why me?’) confirm that spiritual 
matters are important for participants when they 
think about their own end of life. As such, the 
presence of chaplains and spiritual support 
workers in hostels, or attached to homelessness 
services, could result in enhanced opportunities 
for people to reflect upon difficult life experiences 
and explore important psycho-spiritual issues, 
thereby enhancing the provision of holistic, 
person-centred care for people experiencing 
homelessness towards EoL.

Summary of new knowledge and 
implications for practice

The pauper’s funeral: a previously 
unreported concern
Concerns around funeral costs and the so-called 
pauper’s  funeral  represents  a previously 
unreported concern in the international literature 
on EoL issues within the homeless population. 
This concern appears to be unique to the UK 
homeless participants in this study. However, just 
l ike homeless people in the USA, people 
experiencing homelessness in the UK can also 
worry about being forgotten after death and not 
having their lives counted as significant; this 
theme has been reported in other international 
studies (Song et al, 2007; Håkanson et al, 2015; 
Tobey et al, 2017) with one Swedish study 
mentioning a memorial service being held to 
ensure that ‘the person’s life and death were 
acknowledged in a dignified and respectful way’ 
(Håkanson et al, 2015). In order to address the 
funeral and remembrance concerns expressed, 
accessible information about dignified funeral 
options, for people with no funds and no next of 
kin to pay for a funeral, should be readily 
available in hostel settings and day centres. 
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The ‘face of care’: more important than 
‘place of care’
People experiencing homelessness appear to be 
much more concerned with the personal attributes 
of the people who would provide care for them 
(the ‘face of care’), rather than the actual ‘place of 
care’. Carer authenticity was certainly a priority 
for participants, and this appears to represent a 
previously unreported finding, unique to this UK 
study. However, in the UK, as elsewhere, being 
understood and not judged is a priority for people 
in care s i tuat ions who are experiencing 
homelessness, and this supports the findings of 
international research (Klop et al, 2018). These 
findings strengthen the argument for palliative 
care to be provided by familiar hostel staff, in a 
familiar hostel setting, and for peer-support 
workers to be trained in palliative care.

Traditional palliative care services: an 
unattractive resource?
Within the general, housed population, hospices 
and palliative care units are generally highly 
regarded and viewed as an attractive option for 
EoL care (Hospice UK, 2017), particularly if 
home is not a suitable option. However, people 
experiencing homelessness may not share the 
same perspective and they may not be interested 
in accessing traditional palliative care services. A 
new approach to care is required.

From hostels to hubs: the hostel as the hub 
of a compassionate palliative care 
community within a local neighbourhood
The necessary new approach will require fresh 
vision and a culture shift, for it represents a 
movement. The first steps in establishing hostels as 
hubs of compassionate palliative care communities 
include: developing and deepening existing 
ne tworks  and  communi ty  connec t ions ; 
strengthening and developing an assets-based 
community development and compassionate 
communities approach to EoL care; training 
hospice and palliative care staff in issues around 
homeless health; training hostel staff in palliative 
and EoL care issues; bridging gaps and joining the 
dots in existing services; and establishing multi-
disciplinary team working across both generalist 
and specialist services (including substance misuse 
and mental health services).

Working to improve access to traditional 
hospice and palliative care services will not 
necessarily improve the provision of EoL care for 
people experiencing homelessness in the UK 
because people experiencing homelessness seem 
to have some priorities that differ to those of the 
general housed population. As such, it is 

necessary to move away from traditional models 
of advance care planning and palliative care 
provision towards developing new pathways for 
supporting this population. A strengths-based, 
trauma-informed, person-centred, collaborative, 
‘compassionate community’ approach to care is 
recommended; one which utilises the principles of 
parallel planning (Hudson et al, 2016) and 
supports people experiencing homelessness to 
remain in familiar, supportive environments as 
health deteriorates; one which also supports a 
harm-reduction, strengths-based approach to care. 

If such an approach is facilitated, the hostel 
could be established as the hub of a compassionate 
pall iative care community within a local 
neighbourhood. Such hubs could support the 
development of peer support workers from 
within the homeless community, while drawing 
on wider community of volunteer assets and 
resources, supplemented by professional health 
care services, including mental health, substance 
misuses, specialist palliative care, chaplaincy and 
spiritual/pastoral support workers.

This model of ‘compassionate community’, 
operating from a hostel hub sits comfortably 
within the current public health approach to EoL 
care (National Palliative and End of Life Care 
Partnership, 2015; Abel, 2018; Mills and 
Rosenberg, 2019) and offers the possibility of 
completely transforming EoL care for people 
experiencing homelessness. It will require vision, 
passion, commitment, collaboration, motivation 
and a can-do approach. However, the benefits 
would extend far beyond the reach of the people 
experiencing homelessness at EoL that it 
primarily sought to nurture. Resilient community 
networks would be developed, spanning across 
workplaces, colleges, universities, community 
centres, churches, temples and health and social 
care organisations; networks that nurture and 
recognise the value of connectedness; networks 
that facilitate genuine relationality; one-to-one, 
pe r son - c en t r ed  encoun te r s  tha t  a f f i rm 
personhood and worth. These compassionate 
communities would have the best opportunity of 
n u r t u r i n g ,  ‘ r e - h u m a n i s i n g ’  a n d  e v e n 
re-integrating into community life, people who 
have been dehumanised through marginalisation, 
abuse, trauma and impoverished relations.

Community life would be strengthened. People 
across every demographic of society would have 
the opportunity to participate as active citizens, 
contributing their gifts locally to society and 
building new relationships within the hostel hub 
‘compassionate community’. This powerful, 
grassroots movement has immense potential to 
change not only the EoL experience of people 



International Journal of Palliative Nursing 2020, Vol 26, No 3 129

Research
©

 2
02

0 
Th

e 
au

th
or

s. 
Th

is 
ar

tic
le

 is
 o

pe
n 

ac
ce

ss
 a

nd
 p

ub
lis

he
d 

un
de

r 
th

e 
te

rm
s 

of
 a

 c
re

at
iv

e 
co

m
m

on
s 

lic
en

ce

experiencing homelessness, but also to change 
lives. After all, social relationships are possibly 
the most powerful interventions that we have 
(Russell and Abel, 2019).

Strengths and limitations
The strength of this research lies predominantly 
in awareness of issues of rigour. Every effort has 
been made to ensure that congruence exists 
between methodology and phi losophical 
framework, so that each stage, from proposal 
through to the discussion and interpretation of 
findings, is grounded in the philosophy of 
Merleau-Ponty. These processes add strength to 
this study, enhancing credibility. Nevertheless, 
there are several limitations to this study. Despite 
a t t emp t s  t o  c ap tu r e  t h e  l a r g e s t ,  mos t 
heterogeneous sample possible by recruiting 
participants from five different organisations and 
sites, including an evening soup kitchen, a day 
service centre, and three hostels, across a wide 
geographical area spanning four counties, some 
homeless people were excluded from this study. 
First, inclusion criteria for participants required 
them to be able to speak English. This means that 
the perspectives of the growing non-English-
speaking community of people experiencing 
homelessness in the UK was not captured. Ethical 
and safety considerations also required that 
participants were interviewed in staffed premises 
serving the homeless population, rather than out 
on the streets. For this reason, the perspectives of 
people sleeping rough who do not engage with 
homelessness services have also not been 
captured in this  study. Furthermore, the 
requirement that participants were ‘sober enough 
to take part’ may have excluded some participants 
with serious addictions.

Future research 
The discussion section closed with the suggestion 
that social relationships are perhaps one of the 
most powerful interventions we have. This 
statement correlates strongly with Merleau-
Ponty’s closing statement in Phenomenology of 

Perception (Merleau-Ponty, 2012) that human 
relationships are ultimately what matter most. 
Therefore, suggestions for future research focus 
o n  p e e r- s u p p o r t  r e l a t i o n s h i p s  w i t h i n 
compassionate communities. The ‘compassionate 
community’ approach to EoL care within a 
hostel setting would be strengthened if suitable 
peer-support workers could be identified and 
offered training in navigating the local healthcare 
system and in supporting hostel residents with 
advanced ill health or palliative care needs. 
Currently there is no evidence base around 
palliative/EoL training specifically for peer- 
support workers in the hostel setting. Research in 
this area could bring extremely valuable insights, 
s trengthening the evidence base  for  the 
suggestions made.  

Conclusion
People experiencing homelessness consistently 
fail to access palliative care services. They are 
dying young, with very little dignity and without 
adequate support. This study, an interpretive 
phenomenology underpinned by the philosophy 
of Maurice Merleau-Ponty, represents the first 
attempt to explore the EoL concerns, fears, 

Continuing professional development: reflective questions
 ●Which of the findings were most surprising to you, and why?

 ●Think about the challenges of providing quality EoL care for people experiencing homelessness in 
your locality. How you could work to overcome these challenges?

 ●How could you (or your team) support a local hostel to become the hub of a compassionate 
community for people experiencing homelessness with advanced ill health?

Key points
 ● Spiritual concerns are important for people experiencing 
homelessness when they consider their own end of life

 ● The pauper’s funeral is a real, but previously unreported, concern 
for homeless people in the UK. Information around choice in 
public health funerals would be helpful

 ● Traditional palliative care services are possibly an unattractive 
resource for this population, so new approaches to care 
are required

 ● A strengths-based, trauma-informed, person-centred, 
collaborative, ‘compassionate community’ approach to care is 
recommended 

 ● The development of peer-support workers, trained in the 
principles of palliative care, should be actively encouraged and 
supported within the hostel as the hub of a compassionate 
palliative care community
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preferences and priorities of people experiencing 
homelessness in the UK. As such, it reveals the 
previously unreported UK perspective: the EoL 
concerns, fears, preferences and priorities of 
people experiencing homelessness within the UK, 
which could not be assumed to mirror those of 
people experiencing homelessness within 
other cultures.

Findings were presented within the following 
eight themes to tell the stories of participants’ 
concerns, fears, preferences and priorities regarding 
end of life: spiritual concerns; practical concerns; 
fear of needing care; fear of being forgotten; 
preference for dying suddenly; preference for being 
somewhere comfortable where people know me; 
prioritising autonomy and self-determination; and 
prioritising authenticity.

Findings were then viewed and interpreted 
through the lens of Merleau-Ponty’s philosophy 
using the following six dimensions of his 
philosophy: temporality and perspective; the 
influence of childhood experiences; perception 
and embodiment; situated freedom; intentionality 
and relationality; and ambiguity and mystery. 

Discussion of the findings exposed four key 
messages: the pauper’s funeral is a real but 
previously unreported concern for homeless 
people in the UK; the ‘face of care’ is more 
important than the ‘place of care’; traditional 
pa l l ia t ive  care  serv ices  are  poss ib ly  an 
unattractive resource for this population so new 
approaches to care are required; and a strengths-
based, trauma-informed, person-centred, 
collaborative, ‘compassionate community’ 
approach to care is recommended. This is where 
the hostel  is  established as the hub of a 
compassionate palliative care community within 
a  l o ca l  n e i ghbourhood  and  whe r e  t h e 
development of peer support workers, with lived 
exper ience  of  homelessness , i s  ac t ive ly 
encouraged and supported.

Conflict of interest: None

Acknowledgements: The primary author received 
funding for her PhD study through a Florence 
Nightingale Foundation Research Scholarship; 
made possible through the generosity of The Band 
Trust. However, the funders have had no role in 
study design, data collection and analysis, decision 
to publish, or preparation of this manuscript. The 
primary author is also a Queen’s Nurse.

Abel J. Compassionate communities and end-of-life 
care. Clinical Med. 2018; 18(1):6–8. https://doi.
org/10.7861/clinmedicine.18-1-6

Barnato AE, Anthony DL, Skinner J et al. Racial and 
ethnic differences in preferences for end-of-life 
treatment. J Gen Intern Med. 2009; 24(6):695–701. 

https://doi.org/10.1007/s11606-009-0952-6

Bausewein C, Calanzani N, Daveson BA et al. ‘Burden 
to others’ as a public concern in advanced cancer: a 
comparative survey in seven European countries. 
BMC Cancer. 2013; 13105–105. https://doi.
org/10.1186/1471-2407-13-105

Bhatnagar S, Gielen J, Satija A et al. Signs of Spiritual 
Distress and its Implications for Practice in Indian 
Palliative Care. Indian J Palliat Care. 2017; 
23(3):306–311. https://doi.org/10.4103/IJPC.
IJPC_24_17

Braun V, Clarke V. Using thematic analysis in 
psychology. Qual Res Psychol. 2006; 3(2):77–101. 
https://doi.org/10.1191/1478088706qp063oa

Braun V, Clarke V. Successful qualitative research: a 
practical guide for beginners. London: Sage; 2013.

Care Quality Commission. A different ending: 
addressing inequalities in end of life care. 2016. 
www.cqc.org.uk/publications/themed-work/
different-ending-end-life-care-review (accessed 23 
March 2020)

Care Quality Commission. A second class ending: 
exploring the barriers and championing 
outstanding end of life care for people who are 
homeless. 2017. www.cqc.org.uk/publications/
themed-work/second-class-ending-exploring-
barriers-championing-outstanding-end-life 
(accessed 23 March 2020)

Choice in End of Life Care Programme Board. What’s 
important to me. a review of choice in end of life 
care. 2015. www.gov.uk/government/uploads/
system/uploads/attachment_data/file/407244/
CHOICE_REVIEW_FINAL_for_web.pdf (accessed 
23 March 2020)

Creswell J. Qualitative inquiry and research design: 
choosing among five approaches. London: Sage; 
2013.

Delgado-Guay MO, Rodriguez-Nunez A, De la Cruz 
V et al. Advanced cancer patients’ reported wishes 
at the end of life: a randomized controlled trial. 
Support Care Cancer. 2016; 24(10):4273–4281. 
https://doi.org/10.1007/s00520-016-3260-9

Department of Health. End of life care strategy: 
promoting high quality care for all adults at the 
end of life. 2008. www.gov.uk/government/
publications/end-of-life-care-strategy-promoting-
high-quality-care-for-adults-at-the-end-of-their-life 
(accessed 23 March 2020)

Department of Health. End of life care strategy: 
quality markers and measures for end of life care. 
2009. https://webarchive.nationalarchives.gov.
uk/20130104173044/http://www.dh.gov.uk/en/
Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_101681 
(accessed 23 March 2020)

Department of Health. Healthcare for single homeless 
people. 2010. https://webarchive.nationalarchives.
gov.uk/20130123201505/http://www.dh.gov.uk/en/
Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_114250 
(accessed 23 March 2020)

Duffy SA, Jackson FC, Schim SM et al. Racial/ethnic 
preferences, sex preferences, and perceived 
discrimination related to end-of-life care. J Am 
Geriatr Soc. 2006; 54(1):150–157. https://doi.
org/10.1111/j.1532-5415.2005.00526.x

Elk R. Diagnosed with cancer with a life-limiting 
prognosis. In: Cancer and the LGBT Community 
(Boehmer U, Elke R, eds). 2015. London: Springer; 
227–242



International Journal of Palliative Nursing 2020, Vol 26, No 3 131

Research
©

 2
02

0 
Th

e 
au

th
or

s. 
Th

is 
ar

tic
le

 is
 o

pe
n 

ac
ce

ss
 a

nd
 p

ub
lis

he
d 

un
de

r 
th

e 
te

rm
s 

of
 a

 c
re

at
iv

e 
co

m
m

on
s 

lic
en

ce

Fitzpatrick S, Pawson H, Bramley G et al. The 
homelessness monitor: England 2019. 2019. www.
crisis.org.uk/media/240419/the_homelessness_
monitor_england_2019.pdf (accessed 23 March 
2020)

Foundation Abbé Pierre. Second overview of housing 
exclusion in Europe. 2017. www.feantsa.org/
download/gb_housing-exclusion-report_complete_2
0178613899107250251219.pdf (accessed 23 
March 2020)

Gunaratnam Y. Widening access to hospice care. 
2006. www.hospiceuk.org/what-we-offer/
publications?kwrd=gunaratnam (accessed 23 
March 2020)

Håkanson C, Sandberg J, Ekstedt M et al. Providing 
palliative care in a swedish support home for 
people who are homeless. Qual Health Res. 2015; 
26(9):1252–1262. https://doi.
org/10.1177/1049732315588500

Hales TW, Green SA, Bissonette S et al. Trauma-
Informed Care Outcome Study. Res Social Work 
Pract. 2018; 29(5):529–539. https://doi.
org/10.1177/1049731518766618

Harding R, Epiphaniou E, Chidgey-Clark J. Needs, 
experiences, and preferences of sexual minorities 
for end-of-life care and palliative care: a systematic 
review. J Palliat Med. 2012; 15(5):602–611. https://
doi.org/10.1089/jpm.2011.0279

Hennink MM, Kaiser BN, Marconi VC. Code 
saturation versus meaning saturation. Qual Health 
Res. 2016; 27(4):591–608. https://doi.
org/10.1177/1049732316665344

Heyland DK, Heyland R, Dodek P et al. Discordance 
between patients’ stated values and treatment 
preferences for end-of-life care: results of a 
multicentre survey. BMJ Support Palliati Care. 
2016; bmjspcare–2015–001056. https://doi.
org/10.1136/bmjspcare-2015-001056

Heyland DK, Dodek P, Rocker G et al. What matters 
most in end-of-life care: perceptions of seriously ill 
patients and their family members. CMAJ. 2006; 
174(5):627–633. https://doi.org/10.1503/
cmaj.050626

Higginson IJ, Gomes B, Calanzani N et al. Priorities 
for treatment, care and information if faced with 
serious illness: A comparative population-based 
survey in seven European countries. Palliat Med. 
2013; 28(2):101–110. https://doi.
org/10.1177/0269216313488989

Higginson IJ, Gomes B, Calanzani N et al. Factors 
associated with the priorities for treatment and care 
if faced with advanced cancer across seven 
European countries. Palliat Med. 2012; 26(4):410. 

Hospice UK. What does the public think about 
hospice and palliative care? Key findings from 
ComRes survey. 2017. www.hospiceuk.org/docs/
default-source/What-We-Offer/publications-
documents-and-files/comres-paper-201704aa70124
ccd608dad24ff0000fd3330 (accessed 23 March 
2020)

Hudson BF, Flemming K, Shulman C, Candy B. 
Challenges to access and provision of palliative 
care for people who are homeless: a systematic 
review of qualitative research. BMC Palliat Care. 
2016; 15(1):96–96. https://doi.org/10.1186/
s12904-016-0168-6

Hudson BF, Shulman C, Low J et al. Challenges to 
discussing palliative care with people experiencing 
homelessness: a qualitative study. BMJ Open. 2017; 
7(11):e017502–e017502. https://doi.org/10.1136/

bmjopen-2017-017502

Khan SA, Gomes B, Higginson IJ. End-of-life care—
what do cancer patients want? Nature Rev Clin 
Oncol. 2013; 11(2):100–108. https://doi.
org/10.1038/nrclinonc.2013.217

Klop HT, de Veer AJE, van Dongen SI et al. Palliative 
care for homeless people: a systematic review of the 
concerns, care needs and preferences, and the 
barriers and facilitators for providing palliative 
care. BMC Palliat Care. 2018; 17(1):67–67. https://
doi.org/10.1186/s12904-018-0320-6

Ko E, Nelson-Becker H. Does end-of-life decision 
making matter? Perspectives of older homeless 
adults. Am J Hospice Palliat Med. 2014; 
31(2):183–188

Lattie EG, Asvat Y, Shivpuri S et al. Associations 
between personality and end-of-life care preferences 
among men with prostate cancer: a clustering 
approach. J Pain Symptom Manage. 2016; 
51(1):52–59. https://doi.org/10.1016/j.
jpainsymman.2015.08.005

Macmillan Cancer Support. The rich picture: people 
at end of life. 2017. www.macmillan.org.uk/_
images/people-at-the-end-of-life_tcm9-282790.pdf 
(accessed 23 March 2020)

MacWilliams J, Bramwell M, Brown S, O’Connor M. 
Reaching out to Ray: delivering palliative care 
services to a homeless person in Melbourne, 
Australia. Int J Palliat Nurs. 2014; 20(2):83–88. 
https://doi.org/10.12968/ijpn.2014.20.2.83

Malterud K, Siersma VD, Guassora AD. Sample size in 
qualitative interview studies. Qual Health Res. 
2016; 26(13):1753–1760. https://doi.
org/10.1177/1049732315617444

Merleau-Ponty M. Phenomenology of perception 
(Landes DA, translator) Oxford: Routledge; 2012.

Merleau-Ponty M. Selection from the visible and the 
invisible: the intertwining—the chiasm. In Baldwin 
T (ed.). Maurice Merleau-Ponty: basic writings. 
London: Routledge; 2004.

Mills J, Rosenberg JP. Compassionate communities. 
Int J Palliat Nurs. 2019; 25(3):107–107. https://doi.
org/10.12968/ijpn.2019.25.3.107

National Palliative and End of Life Care Partnership. 
Ambitions for palliative and end of life care: a 
national framework for local action 2015–2020. 
2015. http://endoflifecareambitions.org.uk/
wp-content/uploads/2015/09/Ambitions-for-
Palliative-and-End-of-Life-Care.pdf (accessed 23 
March 2020)

Nyatanga B. Is there room at the inn? Palliative care 
for the homeless. Br J Community Nurs. 2012; 
17(10):473–473. https://doi.org/10.12968/
bjcn.2012.17.10.473

Russell C, Abel J. Community development and end 
of life care. Staffordshire End of Life Care Alliance 
Conference. Stafford, UK. 2019. 

Shah M, Quill T, Norton S et al. “What bothers you 
the most?” Initial responses from patients receiving 
palliative care consultation. Am J Hospice Palliat 
Med. 2008; 25(2):88–92. https://doi.
org/10.1177/1049909107310138

Shulman C, Hudson BF, Low J et al. End-of-life care 
for homeless people: a qualitative analysis 
exploring the challenges to access and provision of 
palliative care. Palliat Med. 2018; 32(1):36–45. 
https://doi.org/10.1177/0269216317717101

Singer PA, Martin DK, Kelner M. Quality end-of-life 
care. JAMA. 1999; 281(2):163. https://doi.



132 International Journal of Palliative Nursing 2020, Vol 26, No 3

Research

©
 2

02
0 

Th
e 

au
th

or
s. 

Th
is 

ar
tic

le
 is

 o
pe

n 
ac

ce
ss

 a
nd

 p
ub

lis
he

d 
un

de
r 

th
e 

te
rm

s 
of

 a
 c

re
at

iv
e 

co
m

m
on

s 
lic

en
ce

org/10.1001/jama.281.2.163

Song J, Bartels DM, Ratner ER et al. Dying on the 
streets: homeless persons’ concerns and desires 
about end of life care. J Gen Intern Med. 2007; 
22(4):435–441. https://doi.org/10.1007/s11606-006-
0046-7

Sumalinog R, Harrington K, Dosani N, Hwang SW. 
Advance care planning, palliative care, and 
end-of-life care interventions for homeless people: A 
systematic review. Palliat Med. 2016; 
31(2):109–119. https://doi.
org/10.1177/0269216316649334

Thomas B. Homelessness kills: an analysis of the 
mortality of homeless people in early twenty-first 
century England. 2012. www.crisis.org.uk/
media/236798/crisis_homelessness_kills2012.pdf 
(accessed 23 March 2020)

Tobey M, Manasson J, Decarlo K et al. Homeless 
individuals approaching the end of life: symptoms 
and attitudes. J Pain Symptom Manage. 2017; 

53(4):738–744. https://doi.org/10.1016/j.
jpainsymman.2016.10.364

Van Scoy LJ, Reading JM, Scott AM et al. Exploring 
the topics discussed during a conversation card 
game about death and dying: a content analysis. J 
Pain Symptom Manage. 2016; 52(5):655–662. 
https://doi.org/10.1016/j.jpainsymman.2016.03.021

Velosa T, Caldeira S, Capelas M. Depression and 
spiritual distress in adult palliative patients: a cross-
sectional study. Religions. 2017; 8(8):156. https://
doi.org/10.3390/rel8080156

Volker DL, Wu H-L. Cancer patients’ preferences for 
control at the end of life. Qual Health Res. 2011; 
21(12):1618–1631. https://doi.
org/10.1177/1049732311415287

Wicher CP, Meeker MA. What influences African 
American end-of-life preferences? J Health Care 
Poor Underserved. 2012; 23(1):28–58. https://doi.
org/10.1353/hpu.2012.0027


