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Aims

1. Key contemporary concepts related to equity and health.
2. Equity-oriented healthcare in PC and EOL care and PHPC (3 examples)
3. Direction for broad, enduring, and global application

Public health palliative care (PHPC)

» focus on equity, inclusivity, and diversity
» framing hospice care, palliative care, and EOL care around equity and social justice
issues.

» reclaim the natural course of dying and reengage ‘communities’ to take on a larger role
« revisiting, reclaim what is lost to modern mainstream PC

» participatory and community- based approaches will benefit underserved population
(mental health issues, substance use disorders, those incarcerated, Indigenous
peoples, LGBTQTS+, people facing homelessness,)

Contemporary concepts related to equity and health

Health inequities = differences in health that are unnecessary, unfair, and unjust.
Equity in healthcare (Whitehead, 1992):

1. equal access to available care for equal need,

2. equal utilization for equal need,

3. equal quality care for all

WHO: individuals in society are diverse, with different social, economic, political, and cultural
power hierarchies result in differing degrees of privilege and oppression.

Strengthening health equity = to focus collective attention on the global and national
structures of social hierarchy and the socially determined conditions in which people grow,
live, work, and age.



Health equity is society's moral, legal, and social obligation to improve unequal health
outcomes.

Individual's position of power is informed by their social location, lead to experience of
marginalization or privilege. Intersection add to impact of (dis)advantage reflect in health
status.

Trauma =‘experiences that overwhelm an individual's capacity to cope’

 is important to understand oppression and negative health outcomes.

e precursor to marginalization conditions
Privilege = the special advantages that some people have that are not enjoyed by everyone

» unconscious and unrecognized due to socialization and lack of experience oppression
« deeply rooted in in everyday life, including health and social care systems

Structural vulnerability = person’s or group’s lower position within social hierarchies, which
may amplify vulnerability, risk, and harm

« happen to people impacted by trauma through their own experience or systemic
oppression.

» barrier to access palliative care and EOL need (PC mostly serve dominant culture and
fail to recognizes diversity)

» doubly vulnerable = people need PC + have deficits in the social determinants of health

+ PESV (people who experience structural vulnerability)
Equity oriented approach to PHPC = ask who current service are working for + whom
they are failing.

Without recognizing structural vulnerability, the advancement of equitable access to
quality hospice care, palliative care, and EOL care will not be achievable.

3 key dimensions of equity-oriented healthcare

1. trauma- and violence-informed care
2. cultural safety and cultural humility

3. harm reduction

1. Trauma- and violence-informed care

» realize widespread impact, signs and symptoms of trauma and understand paths for
recovery

« fully integrating knowledge about trauma into policies, procedures, and practices.
« actively resist re-traumatization



° know about traumatic effects of living with violence of any
kind, incl. structural violence.

« creating safety for people face personal or structural violence (Patients may have
medical trauma, traumatic healthcare experience or activation of past trauma)

Palliative care providers already focus to alleviate pain, distress, and suffering, are
uniquely positioned to integrate trauma- and violence- informed care.

2. Cultural safety and humility

Started in New Zealand to address while centering
on patients’ rights for First Nations.
Environment free of racism and discrimination, where people feel safe when receiving
health care

= lifetime commitment to self- evaluation and critique, to redressing
the power imbalances’ in a provider—patient dynamic by teaching and learning
strategies for mutual respect.
develop mutually beneficial and non-paternalistic partnerships with communities
focus is on the provider— patient relationship and not on the provider’s knowledge or
attitude
humbly acknowledging oneself as a learner when it comes to understanding another’s
experience

3. Harm reduction

policies, programmes, services, and actions that aim to reduce the harm to individuals,
communities, and society related to drugs.

care approach that promotes non-judgement, dignity, self-determination, and autonomy,
respecting the rights of people who use drugs

people who use drugs are themselves the primary agents of reducing the harms of their
drug use

recognizing that poverty, class, racism, past trauma, sex- based discrimination, and
other social inequalities affect both people’s vulnerability to, and capacity for, effectively
dealing with drug-related harms

Health inequities result from systemic and structural issues that position certain groups
of people at a disadvantage.

Disadvantage exacerbated when people are diagnosed with a life-limiting condition.
PHPC approaches need to develop, adapt, and translate equity-oriented approaches to
address the needs of people experiencing structural vulnerability, and provide inclusive
care to diverse populations.



Equity-oriented palliative care is a core feature of PHPC

Main point of PHPC is Identity politics

» focus on barriers that specific groups face in their struggle for equality.

» To provide quality palliative care for all, we have to avoid re-traumatization.
If you work with PESV, ask yourself:

* Why do | want to work with this population and where is my motivation to do this
coming from?

« Have | sought to understand, deeply, the contexts in which structurally vulnerable
people live?

« If | am to engage in this work, how can | create the space for structurally vulnerable
people to live— and die— in ways that they value?

+ How can our palliative care services and programmes work alongside people who are
structurally vulnerable and those who work with them closely to support care provision?

Question our own unconscious bias

It normal for human to have bias, feelings, stereotypes, and generalizations => Prejudice
Discrimination is an action based on that prejudice.

when providing palliative care to a person experiencing structural vulnerability, our best
way forward is to question our own unconscious bias, socialization, and how it has
affected our own views of people.

» PC providers need to explore ‘ubiquitous socializing power’ of the dominant culture.

» We didn't choose this socialization, but we are responsible for our role in it.

» To say we treat everyone the same in our services reveals a lack of understanding of
this socialization. Oppression can result from well-intended service, because PESV
lack the power to transform the prejudice.

» PHPC must not fall into a trap pf "small adaptation", which may serve to reassure a
dominant culture that their intent and overt acknowledgements are sufficient, whereas
the roots of oppression remain deep.

» We have to address structural and systemic issue that lead to the structural
vulnerability, so that the PESV could be fully engage in developing model of care that
work for them.

Without insight into our motivations and drivers and our own unconscious biases and
socializations, we risk developing charitable models that are self-serving and can be
retraumatizing instead of working alongside people to foster the best palliative care
possible for people and their chosen family.

Addressing structural and systemic issue



Structural competency = awareness of how social, political, and economic structures may
influence interactions between clinicians and patients.
Structural interventions = equity oriented PC approach to care

« Are our programmes, initiatives, and services really investing time and talent into
addressing these inequities?

» If we believe that people have their own inherent personal and community agency and
wisdom, are we truly fostering ally-ship with them for their palliative care and EOL
needs?

« Are we really prepared to challenge power structures and our own biases,
assumptions, and prejudices that may contribute to a lower quality of healthcare for
some people?

» How can we engage in mutual empowerment and respectful partnership building with
the people that we serve?

PHPC need commitment to equity-oriented approaches to care. Although PC providers
may not have the power to affect the multiple determinants of health and may not be able
to erase the harm of inequities on people’s health and quality of life, they can address
health inequities directly during clinical encounters or programme design.

Asset-based community development

» views people (including PESV) as fully capable of informing and engaging in solutions
to resolve some of the key struggles at the EOL

« mobilizing the specific communities’ experiences, wisdom, and care models is essential
to serving these populations at the EOL.

PHPC in communities of people facing structural vulnerability

» Health inequality lead to mortality and morbidity outcome in individual and population
levels.

» 3 example of communities in Canada with structural vulnerabilities, emphasizing their
strengths and potential on developments and practices for PHPC.

Indigenous peoples

Setting the context

Indigenous peoples worldwide face higher rates of infant and child mortality, maternal
morbidity, disease, and lower life expectancy compared to non-Indigenous populations. This
poor health is largely attributed to the impacts of colonization, loss of ancestral land, and
structural violence. In Canada specifically, policies like the Indian Act, residential schools,
and the child welfare system were designed to assimilate Indigenous peoples into Euro-
Canadian culture, resulting in intergenerational trauma, poverty, violence, addictions,
suicide, and poor health outcomes.



Western medicine was imposed on Indigenous peoples, invalidating their effective healing
knowledges and practices. This purposeful disregard of Indigenous healers and the
dependence on professional hierarchy exerted control over Indigenous people. Racial
segregation has led to Western health systems devaluing Indigenous health, providing less
and lower-cost care.

Current health care fails to meet the end-of-life needs of Indigenous peoples as services
lack cultural reflection of Indigenous values, beliefs around dying, death, grief, and the
social-cultural aspects of caregiving. Indigenous knowledges and caregiving networks need
revitalization through community-based, community-led processes to improve care and
health outcomes. Decolonizing efforts are needed to address the harmful colonial structures
and empower Indigenous communities.

1. Indigenous peoples must lead the way in developing approaches to caring for people at
the end-of-life to achieve equitable and culturally safer care.

2. Indigenous communities are starting to reclaim their cultural and community-based
knowledge about end-of-life, which helps deconstruct colonial ideologies.

3. Support Indigenous knowledge as critical for resurgence to combat colonialism,
decolonize, and re-Indigenize.

4. Develop community-based caregiving models and practices based on individual, family,
and community worldviews of Indigenous peoples.

5. Recognize that dying is a social event for Indigenous peoples, with caregiving provided
by family and community reflecting values like kinship.

6. Accept Indigenous concepts of health and well-being, and support Indigenous health
systems as strategies to increase healthcare access and coverage.

7. Challenge the structural systems and policies imposed through colonization by
promoting the full recognition and exercise of Indigenous peoples' collective rights to
communal assets and self-determination.

8. Ensure Indigenous peoples' right to be actively involved in developing and determining
their own health programs, their right to traditional medicines and practices, and equal
rights to highest attainable health standards.

9. Healthcare systems, organizations and providers must challenge their own power
structures and cultural identities to address culturally safer end-of-life care for
Indigenous peoples.

10. Recognize and challenge the widespread impact of colonization's trauma and harm
through a trauma-informed care lens to create culturally safer care.

11. Promote Indigenous leadership, integrate Indigenous knowledge into
programs/services, and support Indigenous health systems to increase healthcare
access.

LGBTQTS+ communities



Despite increasing social acceptance, health and social inequalities persist between
LGBTQTS+ and non-LGBTQTS+ individuals, particularly for older LGBTQTS+ adults who
lived through eras of criminalization and institutionalized discrimination. Due to past and
current traumas from societal and legal oppression, LGBTQTS+ people are less likely to
access healthcare, fearing discriminatory treatment. Not disclosing sexual orientation/gender
identity prevents providers from identifying health risks.

LGBTQTS+ communities experience minority stress from discrimination, internalized
heterosexism, and identity concealment, negatively impacting psychological well-being.
Social exclusion and healthcare disparities stem from oppression at the intersection of
sexual/gender minority status and other marginalized identities.

Approaching end-of-life, LGBTQTS+ individuals may feel disenfranchised, isolated, and
anxious about discrimination. Many lack traditional family support systems, instead
preferring chosen families and non-biological legal decision-makers. Fears around
institutional care and avoiding "going back into the closet" create barriers to accessing
appropriate end-of-life services.

1. Cultivate spaces that promote cultural humility and safety in LGBTQTS+ aging care.

2. Increase education opportunities for service providers on LGBTQTS+ cultural
competency to reduce heteronormativity within health and social care systems.

3. Widely promote the LGBTQTS+ cultural competency education so individuals know this
training is occurring and can witness improvements in historically oppressive systems.

4. Utilize a lens of trauma- and violence-informed care to understand the past healthcare-
related experiences and hopes/fears of LGBTQTS+ people when constructing end-of-
life care approaches.

5. Recognize that sexual orientation and gender identity are key determinants of health,
particularly relating to discrimination and social inclusion.

6. Include the lived experiences of LGBTQTS+ people in educational offerings, through in-
person participation or knowledge mobilization tools like digital stories.

7. Reduce stigma and discrimination by including real LGBTQTS+ stories and lived
experiences.

8. Acknowledge intersectionality and varying social locations when addressing the unique
needs and expectations of aging LGBTQTS+ adults.

9. Incorporate symbols like a rainbow flag to identify an LGBTQTS+ friendly organization
and create an inclusive, safer space.

10. Promote inclusion at end-of-life by actively facilitating increased cultural safety,

provision of trauma-informed care, and creating opportunities for social connectedness
and community belonging.

People experiencing homelessness



Homelessness is defined as lacking stable, permanent, appropriate housing, ranging from
sleeping rough to emergency/temporary shelters to being at risk of homelessness. People
experiencing homelessness have higher rates of disease, chronic ilinesses like
heart/lung/kidney diseases, cancers, HIV/AIDS, hepatitis C, mental iliness, and substance
use disorders compared to the housed population. This leads to poorer health outcomes and
higher mortality.

While some receive hospice/palliative care, homeless individuals more often die in hospitals,
on the streets, in shelters, or transitional housing. They face significant barriers accessing
care, including stigma, discrimination, and policies around substance use and visitors that
exclude their "street families." Distrust of healthcare professionals, fear of abstinence
requirements, and prioritizing basic needs like food/shelter over health also impede care
access.

Homelessness affects diverse populations and stems from complex interrelated structural
factors like inadequate income, lack of affordable housing, reduced social services, systems
failures in areas like childwelfare/criminal justice, and personal/relational circumstances like
job loss, trauma, violence, and addictions. Understanding these complexities is crucial to
avoid blaming individuals.

1. Implement structural interventions and equity-oriented approaches that recognize how
social, political, and economic structures influence interactions between clinicians and
homeless patients (structural competency).

2. Address health inequities directly during clinical encounters or program design for
homeless populations.

3. Envision and implement creative strategies to overcome barriers to palliative care
access for homeless individuals.

4. Enable joint visits between housing/community providers and palliative care teams to
facilitate relationship building in new care settings.

5. Ensure chosen families of homeless individuals are consulted and involved in the end-
of-life experience.

6. Conduct equity-oriented advance care planning to ensure the wishes of homeless
persons are known and respected.

7. Enlist the collectivist spirit of public health/compassionate communities approaches to
mobilize strategies supporting better end-of-life experiences alongside community
groups serving the homeless.

8. Partner with academics and community organizations working with the homeless to
support social care workers and chosen families in providing palliative care
approaches.

9. Integrate palliative approaches across health and social service sectors to bridge silos
in which homeless individuals often fall through.



10. Adopt strengths-based, community-oriented, equity-focused and harm reduction
approaches to promote quality of life for homeless individuals facing structural
inequities like poverty.

11. Foster community awareness of death/dying and compassion for those experiencing
vulnerability at end-of-life through public health palliative care initiatives.
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