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End-of-Life Vignettes

Does End-of-Life Decision Making Matter?:
Perspectives of Older Homeless Adults

AQ1 Eunjeong Ko, PhD1, and Holly Nelson-Becker, PhD2

Abstract
This qualitative pilot study explored perspectives, needs, and concerns relating to advance care planning among older homeless
adults. Twenty-one older adults residing at a transitional housing facility in an urban area of the West coast were interviewed in
person. Key emergent themes included discomfort with the topic trust in God’s decisions, physicians preferred as decision
makers, and planning is important but not an immediate concern. Further, people who are homeless want to be approached with
sensitivity. Instead of simply eliciting life-sustaining treatment preferences of homeless people, health care professionals should
assess their unique concerns and needs regarding death and dying, prepare them to consider their possible end-of-life situation,
and assist them to plan in accordance with their needs.
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Introduction

Advance care planning (ACP) is key to communicating end-of-

life (EOL) treatment preferences with family and health care

professionals and documenting them in case individuals are

unable to make their own decisions.1 It encourages them to

exercise autonomous decisions that result in their EOL wishes

being honored and reduces decision-making burdens on family

and health care professionals. Despite good intentions, there

has been a concern regarding its applicability to vulnerable

populations such as those who are homeless.2,3 The premise

of quality EOL care encompasses family involvement in

the patients’ care, physicians honoring patients’ wishes reg-

arding life supports, and palliative care, preferably at home.2

The homeless population who has insufficient resources on

personal, social, and structural levels might face immense

challenges in their ACP.

The homeless population is known to have poor health, lim-

ited medical access, risk behaviors, and lack of social/family

support. An unstable living situation coupled with risk beha-

viors (eg, substance abuse) shortens life span and increases the

probability of greater mortality when compared to the general

population.4,5 In particular, older homeless people aged 50 and

older have a disproportionately higher likelihood of a higher

mortality rate,6 chronic medical conditions, and cognitive

impairment.7-9 Despite increasing vulnerability to chronic

health conditions and acute/extensive care needs, very little is

known about experiences and perspectives toward EOL care

among older homeless adults. A few previous studies explored

experiences of death and dying,3,10 attitudes toward EOL

care,10-12 and effectiveness of EOL care interventions13 in a

homeless population, and they provide helpful insights regard-

ing challenges homeless people face in planning for EOL care.

Nonetheless, no study has focused on this topic among older

homeless adults. Although death occurs in all age groups, it

becomes a more imminent issue for older adults. Homeless

older adults who struggle to meet basic needs might have a

different perspective toward ACP, demanding different

approaches in working with this population. Eliciting perspec-

tives and needs toward ACP among older homeless adults

might help practitioners and researchers alike to further

develop culturally appropriate interventions for this vulnerable

population. Accordingly, this study explores the views, con-

cerns, and needs regarding ACP among older homeless adults.

Methodology

Study Design and Sample

In this qualitative study, residents at a transitional housing

facility in an urban city of the West coast were interviewed

in person. A transitional housing facility is temporary housing

where homeless adults aged 60 and older stay up to 3 months in

transition to permanent housing. The eligibility criteria of the
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participants were age 60 years and older, English speaking, and

cognitively intact. Participants’ mental status was assessed by

the Short Portable Mental Status Questionnaire (SPMSQ).14

A letter explaining the purpose of study was mailed to the

director of the study site. Upon approval, case managers left the

invitation letter on each resident’s door or introduced the study

in person during their contacts. Among the total 36 residents at

the site, 12 residents did not respond, 2 declined, and 1 was

hospitalized during the study period which resulted in 21

participants.

Data Collection

Data were collected via face-to-face interviews by the

researcher at a private office using a semistructured question-

naire. Interview questions included Have you ever thought

about the possibility of dying? What are your concerns? What

would you want your providers to do if you could no longer talk

to them about your preferences? Interviews lasted about 40 to

50 minutes. Each interview was audiotape recorded and then

transcribed by a research assistant. This study was approved

by the institutional review board (BLINDED FOR REVIEW

IRB# 448042).AQ5

Data Analysis

A grounded theory approach 15 was used to identify emergent

themes in the data. The 2 authors read the manuscript indepen-

dently and developed the initial coding scheme question by

question in an open coding method looking for patterns in the

data. Then, conceptual themes were developed and led to cre-

ation of major categories. The authors reiteratively reviewed

the manuscript to identify any additional coding. The authors

compared the coding results, validating the major findings. The

few discrepancies to surface were discussed until consensus

was reached.

Multiple strategies were used to ensure rigor of the study.

Although there was a limited number of participants due to

their transitional living circumstances, a member check was

used to confirm the final data. Prolonged engagement with the

participants was conducted, creating a rapport between the

researchers and the participants as well as a deeper knowledge

of the study sites.16 During our preliminary visits, we partici-

pated in the activities at the study sites, spoke with seniors, and

met with the key personnel (eg, director) to enhance our under-

standings about the organizational culture and social settings.

Measures

Prior to the qualitative interviews, participants were inter-

viewed with a structured questionnaire assessing social support

(availability of a potential caregiver, and the number of family

they contact at least once a month), health and mental health

issues, and sociodemographic information. The qualitative

interview guide was constructed based on the previous studies

with homeless population.3,10,17

Findings

Participant Characteristics. The majority of the participants (n ¼
18) were male and the mean age was 65 years. More than half

of the participants were whites (n ¼ 11), followed by blacks

(n¼ 5) and Latino/Hispanics (n¼ 3). Nine (42.9%) participants

reported to be divorced, the majority (n¼ 19; 90.5%) reported to

have annual income of less than $10 000, and more than half (n

¼ 13; 57.1%) had some college or college education, followed

by high school graduation (n ¼ 6; 28.6%). In regard to the

chronic illness, participants have been told by a doctor that they

have hypertension (n ¼ 16; 76.2%), arthritis (n ¼ 12; 57.1%), a

heart problem (n ¼ 7; 33.3%), and mental health problems (n ¼
10; 47.6%). More than half (n ¼ 13; 61.9%) reported that they

have been admitted to an intensive care unit in the past.

About 71% of the participants (n ¼ 15) have ever lived on

the street prior to moving to the transitional housing. Almost

half (n ¼ 10; 47.6%) reported no family/relatives whom they

contact at least once a month, and 12 (57.1%) participants

reported having no potential caregiver when they are critically

ill. The main themes emerged in the qualitative study include

(1) EOL topic is uncomfortable; (2); God plans EOL care;

(3) physicians are preferred as decision makers; (4) EOL care

is not a priority; and (5) people who are homeless want to be

approached with sensitivity (Table 1).

The EOL Topic is Uncomfortable. In this study, participants

viewed death as a natural part of life cycle, yet many of them

say they avoid talking about death. We go through our cycles,

birth, life, death, as all creatures do, as all living organisms do

. . . and I think as a general rule . . . (pause) . . . We shun it. We

want to push it aside and deny it . . . I’m in that same category

(#5). Thoughts on death negatively influence their state of emo-

tions in addition to other difficulties in their life. Everybody

wants to live you know . . . . I find if I dwell on it, it gets depres-

sing . . . I get depressed enough you know (#11).

Participants believed that the way they think and speak is

associated with the consequences in life. The ACP involves

thinking about death, which may create negative energy and

cause undesirable life events. A participant elaborated on his

hesitance toward ACP.

I probably might do that (ACP) but I don’t wanna . . . it’s just

like energy. That’s why I said I don’t look at life like that

. . . we have to watch what we say because we manifest what

we say through our mouth. And in dealing with the Bible, it

talks about putting a bridle on your mouth, it can come back

to haunt you. So I’ve been very careful with that (#9).

God Plans EOL Care

Spirituality and religiosity were important components in

defining life and death. Death and dying were perceived to

be temporary matters, and many thought dwelling on the EOL

situation was undesirable. If I believe what God says about

death and where you’re gonna go after, I shouldn’t really dwell
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on the . . . ’cause it’s just . . . this is temporary. I have to

remember this is temporary (#11).With faith in God, facing the

EOL was not a concern for participants. Seen as omniscient and

providential, God was the protector preventing them facing

negative life events and a guide for their future. I don’t think

God is going to let me become a vegetable or to have a major

illness (#18). It is up to God. I am not concerned about it [end-

of-life care] (#13).

The participants felt unequivocally that God is in control of

life and death and governs one’s life. When one’s destiny is

already predetermined by God, planning the future was an

unnecessary act. A participant corroborated these thoughts.

I think as we plan for those things I think we are . . . okay. If

God has the answer to my life, when I’m going to die, I don’t

have to plan when I’m going to die. He already knows. And I

believe he will give me the knowledge if it’s through my sick-

ness or whatever . . . to understand that my death is near (#14).

Physicians are Preferred as Decision Makers

Most participants reported not having EOL communications

with physicians, but they had a clear preference for their phy-

sicians to be the decision maker regarding EOL care treat-

ments. With their medical expertise and updated knowledge,

the participants trusted their physicians to make the best deci-

sion for them. I have not discussed anything with my doctor, but

. . . that’s why he has that degree on his wall and I . . . I leave

that decision up to him (# 3).

Lack of family/social support was a challenge that leaves

limited or no option for designating a surrogate decision maker.

Physicians were deemed to have a better knowledge about the

participants’ situation.

I want the doctors to do whatever they can and whatever they

feel is the best thing to do. I have only my brother but he is

in his 80s, and I’m not that close to him. I don’t feel good about

it (not having anyone to make the decision), but there’s nothing

I can do. I don’t have anyone (#4).

The EOL Care is not a Priority

The need for decision making in EOL planning was questioned.

Death is a natural phenomenon, so planning for death was seen

as unsuitable and out of place. The EOL decision is not a real

decision. Dead is dead. What is the sense in talking to them

(doctors and family)? (#1). Another participant compared the

dire living situation of homelessness as an EOL situation. Some

of them don’t really care about their . . . their . . . end of life

because. many think that this is ‘‘end of life.’’ What EOL are

you talking about? . . . I’m on the street and nobody cares

about me (#13).

Participants reported meeting basic needs as a primary task;

thinking of the future beyond surviving day by day was

unrealistic.

It’s the people that I’ve talked to that live on the street . . . it’s

uh . . . they’re just looking, you know, to get their food and stay

warm and . . . get a shower . . . .They’re not really considering

much beyond that (#6).

Current life circumstances determine the priorities in life;

engaging in ACP might not be feasible when one struggles to

survive today. The participant shared his view that engaging

Table 1. Participants’ Sociodemographic and Health Information
(n ¼ 21).

N M (SD)/ %

Age 65.0 (4.0)
Male 18 85.7%
Race

White 11 52.4%
Black 5 23.8%
Latino/Hispanic 3 14.3%
Other 2 9.5%

Marital Status
Divorced 9 42.9%
Never Married 6 28.6%
Separated 3 14.3%
Married/live together 2 9.5%
Widowed 1 4.8%

Education
Less than high school 2 9.5%
High school graduate 6 28.6%
Some college/college graduate 12 57.1%
Post graduate 1 4.8%

Income
Less than $10 000 5 23.8%
$10,000-$19 999 14 66.7%
More than $20 000 2 9.5%

Religion
Baptist/Protestant /Pentecostal 17 81.0%
Catholic 2 9.5%
Atheist 2 9.5%

Have a primary doctor (yes) 16 76.2%
Health Conditions

Hypertension 16 76.2%
Arthritis 12 57.1%
Heart Problem 7 33.3%
Diabetes 4 19.0%
Stroke 4 19.0%
Cancer 3 14.3%
Lung problem 2 9.5%
Psychological problem 10 47.6%
Hospitalized at ICU in the past 13 61.9%

Living/Social Context
Have lived on the street 15 71%
Having a potential caregiver (yes) 8 38.1%

# of family whom they contact at least once a month
None 10 57.6%
1-2 4 19%
3-4 3 14.3%
More than 5 4 19%

Abbreviations: M, mean; SD, standard deviation.
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in ACP might be a distant need for homeless people who are

disenfranchised in multiple aspects of life.

Well, due to my life situation as it stands now, and the condition

that I am in financially, socially, and a lot of things physically,

but I gotta consider all these . . . this composite of things. If

things were different, financially . . . uh . . . if there was a sig-

nificant other in my life . . . if things were different, I would

. . . I would view this all completely differently . . . . Right now,

it’s not a priority. It could become a priority in the future. (# 5).

Approach Homeless People With Sensitivity

Despite the hesitancy and lack of desires for ACP, many parti-

cipants viewed it as an important means to represent their

wishes when they become incompetent. Planning for EOL

situations was seen as even more important for marginalized

people. The more vulnerable you are the more . . . the more you

should really consider it, you know. If you’re. sleeping on the

pavement, that’s a pretty vulnerable situation (#6). Another

participant added that ACP is important for those who do not

have an available health care proxy. Who’s going to take care

of that for me? Who’s going to know what my desires are?.

Surely you must think about something else other than living

day to day out there cause you can die day to day, too (#11).

A fear of signing the document was also addressed. Experi-

ences with health care professionals’ lack of sensitivity in

approaching the EOL topic and witnessing other homeless peo-

ple being treated in an undesirable way influenced participants’

views toward ACP. A participant expressed his hesitancy about

signing the document. All I had was a burn and she (doctor) was

talking about the advance directive and everything. So I must

have said something to that effect. I had a friend who died and

. . . they cremated him. He was homeless and they cremated him.

And I did not . . . I do not want to be cremated (#19).

Recognizing cultural differences serves as the basis for

increasing sensitivity; health care professionals’ caring atti-

tudes were critical in gaining trust. A participant explained the

importance of being connected with health care professionals.

So you approach them in their situation, on their level, and the

most difficult [people] to deal with [who] need a lot of sensitivity

are people on the street, which I’ve shared with you that all they

need is show them that you care, show them that you are con-

cerned about their life. It may not be something that affects them

right now but [it] is going to affect them . . . [it] is better to plan

ahead (#13).

Discussion

The results of this study featured the unique situations of home-

less people, which impact their perspectives toward ACP. The

participants’ concerns and needs in planning EOL care were

related to their disenfranchised circumstances. Participants

expressed discomfort discussing death, which has also been

supported by other studies.18-20 Death and dying remains taboo,

making individuals reluctant to engage in ACP.20 Although the

participants did not disapprove the idea of ACP, they had an

aversion to death with fear it would cause negative emotions.

Aversion to planning for death might be related to the homeless

individuals’ witnessing or experiencing the deaths of family

and friends.10,21 In addition, perceived discrimination in health

care might create discomfort for participants in thinking of

death or signing documents from EOL discussions due to fear

of being treated unfairly, possibly of having life-sustaining

treatments being withdrawn or withheld during their final days

of life due to their marginal life circumstances. Although death

might be an uneasy topic for everyone, for homeless individu-

als, death may encompass divergent meanings. Previous multi-

ple losses and exposure to violence create uncertainty about the

future and fear of death, which also impact their EOL care.17,22

Consistent with other studies,18,23,24 our participants viewed

death and dying as a matter of God’s domain. The participants

who believed life and death are in divine hands viewed ACP as

against their religious practice and even contradictory to their

faith.10,23 With faith in God, anxiety about potential irreversi-

ble conditions during the final stage of life was not necessary.

The importance of religiosity/spirituality in the participant’s

attitudes toward ACP needs to be recognized. A holistic

approach that incorporates a religious/spiritual component as

a part of ACP process will be necessary.

The majority of participants preferred their physicians to be

the decision maker when they become incompetent to make their

own decision, similar to a previous study,25 where physicians

were deemed to make the most appropriate decision. Another

significant reason for our participants’ reliance on physicians

as decision makers stemmed from lack of surrogate decision

makers. Physicians might form part of their limited support net-

work. However, EOL decision making falls on doctors when

patients’ wishes are unknown and that can become burdensome.

Thus, health care professional’s active engagement in a dialog

eliciting patients’ concerns (eg, discrimination by the medical

system, fear of death) and their EOL treatment preferences will

be crucial. Given that some might respond negatively to such a

topic, actively listening to the patients’ values toward ACP and

exploring options in a collaborative manner can provide an

opportunity to build a trusting relationship.26 In particular, assist-

ing patients to recognize ACP as a means to represent their

wishes in the absence of a potential decision maker, think about

their values and goals in ACP, and provide emotional support

might enhance patient/health care provider communication.27

One important finding was that many recognized ACP as

useful but did not consider it their priority concern. As

addressed above, day-by-day survival was a main concern and

challenge for participants. Hence, worry about adverse medical

conditions or losing the ability to make decisions while strug-

gling to meet basic needs was not realistic. This supports the

concerns regarding current practice of ACP addressed by Song

and colleagues2 for this special population who might have dif-

ficulty thinking beyond mere survival. Nonetheless, some

homeless individuals have concerns about death and are recep-

tive to the idea of EOL care,3,28 but the domains of their
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concerns are different than the general population and require a

different approach. Similarly, our participants also recognized

the importance of ACP. Despite their reluctance, some partici-

pants thought ACP was even more important for vulnerable

people like themselves.

In working with this population, participants suggested a cul-

turally sensitive approach, specifically, an individually tailored

approach that considers their circumstances and conveys under-

standing of their values. There has been a growing recognition

about the value of the process of ACP, yet much current practice

still focuses on outcomes such as completion of the advance

directive document. Homeless individuals’ level of motivation

and perceived ability to engage in ACP might vary with their

situational circumstance, so preparing them to consider death

and dying might be an important first step to take. In doing so,

engaging in EOL communication gradually and over time can

facilitate reaching better future decisions.29,30

Limits and Future Directions

This study has some limitations in the interpretation of find-

ings. Study participants were selected from one transitional

housing facility. The older homeless adults at other settings

(eg, homeless shelter, drop-in center, street, etc) with a differ-

ent physical environment (eg, shorter stay, violence) might

have different views toward ACP. Another limitation is the

health status of the participants. Despite our participants’

chronic health conditions, the majority of our participants were

ambulatory. Perspectives toward ACP vary by health status, so

that individuals with serious illness are more receptive toward

planning EOL care. Thus, future studies recruiting older home-

less adults from multiple sites and settings will yield diverse

perspectives in ACP.

Conclusion

This study is one of the few to investigate the concerns and

needs of a vulnerable homeless population regarding ACP.

Although ACP is not considered an immediate concern by all

and is beyond the interest of a few, others view ACP as a crit-

ical concern in their at-risk situation. Efforts to promote ACP

need to include exploring a potential health care proxy, provid-

ing resources and planning in accordance with needs. Health

care professionals who build strong rapport and develop a cul-

turally sensitive approach with this special population of older

adults can improve responsiveness to individual needs and

ensure better decision making for homeless persons.

Acknowledgment

We would like to thank Ms Maureen Piwowarski, Ms Mary Mazyck,

Ms Melizza Esperanza, and Mr Steven Hall at Senior Community

Centers of San Diego for their support.

Authors’ Notes

Eunjeong Ko is an assistant professor at school of social work, San

Diego State University, and Holly Nelson-Becker is a professor at

school of social work, Loyola University.

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with respect to

the research, authorship, and/or publication of this article.

Funding

The authors received no financialsupport for the research, authorship,

and/or publication of this article AQ3.

References

1. Johnstone MJ, Kanitsaki O. Ethics and advance care planning in a

culturally diverse society. J Transcult Nurs. 2009;20(4):405-416.

2. Song J, Ratner ER, Bartels DM. Dying while homeless: is it a con-

cern when life itself is such a struggle? J Clin Ethics. 2005;16(3):

251-261.

3. Song J, Bartels DM, Ratner ER, Alderton L, Hudson B, Ahluwalia

JS. Dying on the streets: homeless persons’ concerns and desires

about end of life care. J Gen Inter Med. 2007;22(4):435-441.

4. Notaro S, Khan M, Kim C, Nasaruddin M, Desai K. Analysis of

the health status of the homeless clients utilizing a free clinic. J

Community Health. 2012;1-6. AQ4.

5. Kerker BD, Bainbridge J, Kennedy J, et al. A population-based

assessment of the health of homeless families in New York City,

2001-2003. Am J Public Health. 2011;101(3):546-553.

6. CSH report, Ending Homelessness among Older Adults and

Elders through Permanent Supportive Housing, 2011 (online).

Retrieved from http://www.csh.org/wp-content/uploads/2012/

01/Report_EndingHomelessnessAmongOlderAdultsandSeniors-

ThroughSupportiveHousing_112.pdf. Accessed November 20,

2012.

7. Brown RT, Kiely DK, Bharel M, Mitchell SL. Geriatric syn-

dromes in older homeless adults. J Gen Intern Med. 2012;27(1):

16-22.

8. O’Connell JJ, Mattison S, Judge CM, Allen HJ, Koh HK. A public

health approach to reducing morbidity and mortality among

homeless people in Boston. J Public Health Manag Pract.

2005;11(4):311-316.

9. Garibaldi B, Conde-Martel A, O’Toole TP. Self-reported comor-

bidities, perceived needs, and sources for usual care for older and

younger homeless adults. J Gen Intern Med. 2005;20(8):726-730.

10. Tarzian AJ, Neal MT, O’Neil JA. Attitudes, experiences, and

beliefs affecting end-of-life decision-making among homeless

individuals. J Palliat Med. 2005;8(1):36-48.

11. Kushel MB, Miaskowski C. End-of-life care for homeless

patients: ‘‘she says she is there to help me in any situation’’.

JAMA. 2006;296(24):2959-2966.

12. Podymow T, Turnbull J, Coyle D. Shelter-based palliative care

for the homeless terminally ill. Palliat Med. 2006;20(2):81-86.

13. Song J, Ratner ER, Wall MM, et al. Effect of an end-of-life plan-

ning intervention on the completion of advance directives in

homeless persons. Ann Intern Med. 2010;153(2):76-84.

14. Pfeiffer E. A short portable mental status questionnaire for the

assessment of organic brain deficit in elderly patients. J Am

Geriatr Soc. 1975;23(10):433-441.

15. Padgett DK. Qualitative Methods in Social Work Research.

Thousand Oaks, CA: Sage Publication; 1998.

16. Lincoln Y, Guba E. Naturalistic Inquiry. New York, NY: Sage; 1985.

Ko and Nelson-Becker 5

http://www.csh.org/wp-content/uploads/2012/01/Report_EndingHomelessnessAmongOlderAdultsandSeniorsThroughSupportiveHousing_112.pdf
http://www.csh.org/wp-content/uploads/2012/01/Report_EndingHomelessnessAmongOlderAdultsandSeniorsThroughSupportiveHousing_112.pdf
http://www.csh.org/wp-content/uploads/2012/01/Report_EndingHomelessnessAmongOlderAdultsandSeniorsThroughSupportiveHousing_112.pdf


17. Song J, Ratner ER, Bartels DM, Alderton L, Hudson B, Ahluwalia

JS. Experiences with and attitudes toward death and dying among

homeless persons. J Gen Intern Med. 2007;22(4):427-434.

18. Carrese JA, Mullaney JL, Faden RR, Finucane TE. Planning for

death but not serious future illness: qualitative study of house-

bound elderly patients. BMJ. 2002;325(7356):125-127.

19. Curtis J, Patrick D. Barriers to communication about end-of-

life care in AIDS patients. J Gen Intern Med. 1997;12(12):

736-741.

20. Hickey D, Quinn S. ‘I don’t want to talk about it.’ Raising public

awareness of end-of-life care planning in your locality. Int J Pal-

liat Nurs. 2012;18(5):241-247.

21. Seymour J, Gott M, Bellamy G, Ahmedzai SH, Clark D. Planning

for the end of life: the views of older people about advance care

statements. Soc Sci Med. 2004;59(1):57-68.

22. Dzul-Church V, Cimino JW, Adler SR, Wong P, Anderson WG.

‘‘I’m sitting here by myself . . . ’’: Experiences of patients with

serious illness at an urban public hospital. J Palliat Med. 2010;

13(6):695-701.

23. Htut Y, Shahrul K, Poi PJ. The views of older malaysians on

advanced directive and advanced care planning: a qualitative

study. Asia Pac J Public Health. 2007;19(3):58-66.

24. Dobratz MC. All my saints are within me: expressions of end-of-

life spirituality[published online October 10, 2012]. Palliat Sup-

port Care. 2012.

25. Rosenfeld KE, Wenger NS, Kagawa-Singer M. End-of-life deci-

sion making. J Gen Intern Med. 2000;15(9):620-625.

26. Jensen JD, King AJ, Guntzviller LM, Davis LA. Patient-provider

communication and low-income adults: age, race, literacy, and

optimism predict communication satisfaction. Patient Educ

Couns. 2010;79(1):30-35.

27. Clayton JM, Butow PN, Tattersall MH. When and how to initi-

ate discussion about prognosis and end-of-life issues with

terminally ill patients. J Pain Symptom Manage. 2005;30(2):

132-144.

28. Song J, Wall MM, Ratner E, Bartels D, Ulvestad N, Gelberg L.

Engaging homeless persons in end of life preparations. J Gen

Intern Med. 2008;23(12):2031-2045.

29. Sudore RL, Fried TR. Redefining the ‘‘planning’’ in advance care

planning: preparing for end-of-life decision making. Ann Intern

Med. 2010;153(4):256-261.

30. Pinkowish MD. End-of-life care: communication and a stable

patient-physician relationship lead to better decisions. CA Cancer

J Clin. 2009;59(4):217-219.

6 American Journal of Hospice & Palliative Medicine® 00(0)



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 200
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 200
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice




