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SURVIVAL OF THE KINDEST: 

Naheed Dosani - Homelessness, Palliative 
Medicine, and Trauma Informed Care

‘We can derive compassion by design in our healthcare communities' 

This week on the podcast Julian talks to Palliative Care Doctor, and health visionary 
Naheed Dosani. 

Having experienced the death of one of his patient’s who was homeless early on in his 
medical career he took a small break to consider deeply what he wanted to do in medicine. 
He then moved into Palliative care, specifically looking at how we are able to administer 
palliative care to the homeless community. 

In the conversation Naheed draws parallels between the treatment of racialised people in 
medicine and the treatment of homeless people. How medicine favours a euro-centric 
understanding of community which overlooks how communities can be built in ways that  
are unrecognised by healthcare, governments and many organisations. 
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TRANSCRIPTION
Speakers: Dr Julian Abel

Dr Naheed Dosani

Cerise Abel-Thompson

Intro  00:04
Welcome to Survival of the Kindest. Each week, your host, Dr. Julian Abel talks to his 
guests about their life, their work, and the role that the presence and absence of 
compassion has played. Join in the conversation by emailing us at 
compassion.pod@gmail.com on Twitter or Instagram at sotk_pod.

Julian  00:32
Welcome to Survival of the Kindest podcast. We're doing something different this week, 
we're wanting to make the podcast much more of a sense of an interactive community. 
Just having me talking to guests is all fine but there's loads of stuff going on out there and 
we want to hear about it. So to help me out is producer extraordinaire, and daughter 
Cerise, welcome series to the podcast.

Cerise 01:05
Hi, father. Thank you for having me.

Julian 01:09
So, Cerise was concerned that this would just be nepotistic opportunity. But actually, 
Cerise has got a background in community development and doing stuff in Frome Cerise, 
you want to just briefly tell us about that?

Cerise 01:25
Um, yeah, so I I've obviously been inducted into compassionate communities since birth 
by accident. And after leaving school, went and did a whole load of stuff with a really 
amazing charity or community interest company called Learn to Lead who worked in 
Somerset in schools mainly. And that's how I kind of got started in community 
development, other than having been indoctrinated for years over the supper table.

http://www.twitter.com/sotk_pod
http://www.instagram.com/sotk_pod


Julian 01:55
Thanks Cerise. And Cerise has no hesitation in making sure that I stay on the well beaten 
track. 

Cerise 02:05
Yeah I will keep you in line. 

Julian 02:07
That's it. And so so what we thought we do right at the very beginning would be to try and 
get some feedback from people who are listening to the podcast or watching it on YouTube 
or whichever. And so so for example, somebody was kind enough to let us know that, that I 
didn't have to explain what kinship meant every time I mentioned that. Yeah, that kind of 
feedback is really helpful. But Cerise had a really good idea about how you might get in 
contact with this what you might contact us about.

Cerise 02:45
Yeah, so since I've been editing this, I've been asking, basically everyone I know, the three 
questions that we ask at the end. So what's the smallest thing that made the biggest 
difference? I forgotten them. I can only remember two things at once.

What is your favourite public moment of compassion and what matters most? And 
I've been asking that to basically everyone I know. And it's been I think it's been good. 
Everyone's got really good answers. But also everyone has one that they almost have an 
immediate answer for. So I don't know many of the other ones, but my immediate answer 
for the, what's your favourite public moment of compassion? The thing that always comes 
to mind is the Brownlee brothers, which I think was your one Julian? when you did your 
podcast. Stolen from me, I imagine? 

Julian 03:39
Of course.

Cerise 03:39
Where else do you get your ideas? I don't have answers to the other ones. But yeah, I 
found that loads of people have like one that they have great answers to. So I was kind of 
hoping and imagining that people listening may have had a similar experience, maybe, 



maybe not, maybe they have other things they want to share, you know, what treasures 
are in their community. We've had a couple of people emailing in and just saying, you 
know, this is what we're doing. And and this is why we're excited about it. So those sort of 
things, you know, it's good to hear those things as well.

Julian 04:14
And how can people get in contact? 

Cerise 04:16
Oh, well, there are a myriad of ways. Obviously, you can go on Julian's Twitter 
@drjulianabel or you can go on our Twitter, which is @sotk_pod, or we've got an 
Instagram @sotk_pod and we've also got an email address, compassion.pod@gmail.com 
to all those ways. Leave comments on YouTube videos. There are so many ways to get in 
touch. I'm surprised you haven't got in touch already.

Julian 04:49
Great. Okay. Well, that's terrific. And we look forward to hearing some of your feedback 
and we'll read out the polite ones and

Cerise 05:00
Save the non polite ones

Julian 05:03
for a rainy day.

And now on with the show! On this week's Survival of the Kindest podcast I 
welcome Naheed Dosani. Naheed's parents were refugees and he grew up in Canada, 
facing the challenges of racism as a child, he became interested in medicine. And in his 
first year after having qualified as a doctor had a very challenging experience with a 
homeless person who died. This caused to Naheed to rethink and reconsider what he was 
doing. He went and trained in palliative care and then immediately on qualifying, 
developed a imaginative palliative care programme for the homeless, which focused on 
not the needs of palliative care services, but wrapping services that were relevant and 
appropriate to the homeless people that he was looking after. It's a fantastic example of 
how to put into practice public health palliative care.



Naheed thank you so much for spending time talking to us, to the Survival of the 
Kindest podcast. 

Naheed 06:21
You're very welcome. 

Julian  06:22
And I'm really looking forward to hearing your story. And would you tell us something about 
yourself?

Naheed 06:29
And well, thank you so much for having me on. My name is Naheed Dosani. And I'm a 
palliative care physician who spends a lot of time providing health care for people who 
experience structural vulnerabilities like poverty, and homelessness. And something I 
would say about myself is that I'm a spoken word artist, how about that?

Julian 06:48
Excellent. I'm sure that's gonna help during the podcast. Where were you brought up?

Naheed 06:56
So I was born and raised in Toronto, Ontario, Canada, in a borough that's just on the 
outside of Toronto called Scarborough. And I was born and raised the son of two refugee 
parents who came to Canada, in the 1970s, from a country called Uganda, there was a 
crisis happening there, a dictator named Idi Amin, came into power. And this was a horrible 
thing for many people who lived in that country. So they flew war and persecution, and I 
was raised in a home by two parents who were refugees, and the whole immigrant 
experience and everything, everything that that meant.

Julian 07:32
And did that colour your childhood? I mean, we've we've heard quite a lot on Survival of 
the Kindest podcast from refugees, and from children who have refugees, and it, it really 
shaped their lives in many ways. Was that the same for you as well? 



Naheed 07:48
Absolutely. I mean, it goes without saying that, you know, growing up in a home, where 
there was such a focus on the social determinants of health, but more importantly, the 
structural determinants of health was really, really key. The fact that community well-being 
is derived by much more than access to, you know, a hospital or a clinic or doctors and 
nurses. And, and just that whole idea of, of having to leave your life for a different life for a 
better life, and having very little or nothing when you get to this new place. You know, it 
really shaped who I become, has impacted me to this day. 

Julian 08:27
So I will see how the story unfolds. But what I'm hearing is that you might have a certain 
sympathy for those who are disadvantaged, and particularly around structural 
disadvantages, because of your own life experience?

Naheed 08:46
Yeah, I think very early on my exposure to education was often conceptualised by my 
parents and in my upbringing as a way to use those tools and skills as a springboard to 
help address structures of power and privilege, and to break down structures of 
oppression in our communities that affect racialised people, people who live in and 
experience poverty, people who experience homelessness, and so on, and it was just a 
question of how to do it. So at certain points in my life, I really wanted to be a journalist, 
and I still think that's really, you know, near and dear to my heart. In other parts of my life, it 
was more you know, engineering, but I wasn't so good at like the physics and the visual 
spatial parts of it, so I ended up in healthcare and medicine and I guess the rest is history.

Julian 09:36
So did you have brothers and sisters as well?

Naheed 09:40
I'm actually an only child. I often wonder what it would have been like to have siblings. But 
yeah, as an only child. I guess I got all the attention as a result,

Julian 09:49
And you must have done well at school?



Naheed 09:51
There were ups and downs. I think. It depends on what stage of the journey. I think more 
than anything I would spend more time on like advocacy/ leadership stuff to the detriment 
of my studies sometimes. And I often have to be reminded of how important that was, as 
well, to keep that kind of interesting and fascinating. But as you know, in medicine, and in 
many places in the world, grades and academic pursuits are very important, but it's also 
about that balance of leadership and advocacy as well.

Julian 10:24
Tell us a little bit more about that. What do you mean by advocacy?

Naheed 10:28
Yeah, when I was in high school, I was faced with this situation. 9/11 had just happened, 
and there was a sense sentiment of Islamophobia that was going on in our local 
communities. And this is very problematic, because I'm a Muslim. And, you know, many of 
my friends are Muslim. And, you know, this also emanated and impacted people from other 
communities, as well as just all out racism. And so I recognised there needed to be a 
better sense of what 9/11 really meant, and a need to turn feelings of anger and hatred 
into feelings of togetherness. And so I started a anti-racism campaign that was a 
fundraiser to support new charities, Canadian based charities, that were doing really great 
work in Afghanistan to support people at the time. 

Another project that happened was, we had a youth at risk programme at the high 
school I was in, and I started a high school radio station to support youth who were maybe 
looking for things to do, and needed something to look forward to. And so worked with 
friends to develop this radio station that kind of still lives on to this day. So those are, you 
know, two small examples. It's... I'm really looking back, and thinking back, but yeah those 
are a couple examples that come to the forefront.

Julian 11:38
Wow, that sounds intense, to be honest. I mean, you know, I, I lived through the Obviously, 
I'm quite old now so I can remember the whole business about Uganda and Idi Amin and 
the absolute horror of that stuff. And then also historically 9/11 and, and just the horrible 
racism that followed that. And it just sounds like it's pretty intense. Which must mean, you 
were a determined person.



Naheed 12:14
You know, I think intense is a good way to describe it. And it's sometimes interesting when 
you look back and reflect on events that happened, in our world and history and how they 
they impact people. And certainly those events impacted me. COVID-19 has also impacted 
me, which I'm sure we'll talk about as well. Yeah, I mean, I would say that these were 
events that changed the course of history for many people, and I often reflect back on 
them and think about how vital those times were and how it's shaped what I am today and 
what what we're up to,

Julian 12:48
And what made you head towards palliative care? 

Naheed 12:52
You know it's funny, I didn't actually really know much about palliative care. I mean, 
technically, I learned a little bit about it in my undergraduate medicine training. But it was 
only when I was in my first year of residency at the University of Toronto, that I actually 
started to realise what it was. And it was actually kind of by a fluke, in the sense that I was 
providing health care for a man experiencing homelessness in downtown Toronto, and he 
presented to the shelter in pain crisis. He was writhing. He was shaking, he was curled into 
a ball. When I examined him as I looked in his mouth, I could see that he had a 
widespread head and neck cancer that was actually diagnosed a year before when I 
looked in the chart, but due to his long standing mental illness, schizophrenia and IV drug 
use, he couldn't organise himself to come back for a follow up with the at the Cancer 
Centre. 

And so as time went on, he started to feel pain. So he did what any one of us would 
do. He went hospital to hospital, ER to ER, walk-in to walk-in clinic, seeking the kind of 
pain control that any person anywhere should have access to. He was turned away from 
these places and wasn't given adequate pain control. And I often think about why, maybe it 
was the words he said, or didn't say, the way he looked, the stigma that's associated with 
homelessness. So he found himself in our care. And I was really excited to start, you know, 
a pain management plan for him the next day, he promised me that he would do this. 

I got to the shelter the next day, and I learned that he had died. He had overdosed 
on a combination of alcohol and street drugs. He had turned to the best pain relief that he 
knew it was too little too late. And actually, it was Terry. That's his name. It was Terry's 
death that led me to find palliative care. Because then I started to wonder, how is it 
possible that someone so vulnerable could fall through the cracks again, and again, and 



again, especially in a city like Toronto, where we have world class healthcare and some of 
the best palliative care programming in the world. And just a few blocks away from some of 
these like really gold standard centres, Terry died. And that's really when I discovered the 
power and importance of palliative care and have so many in our communities lack access 
to it.

Julian 14:59
So what were the next steps for you after your residency?

Naheed 15:02
You know, you might think that the next step was to like jump into action, I actually wasn't I 
needed to grieve first. So I actually had to take some time away from my residency, some 
time off to really reflect. It's interesting because like, obviously, like you and many others 
who've gone through health care training as health workers, we deal with death a lot. And 
we deal we see a lot of suffering, but this one just really hit me. I think it was just like, in 
many ways, how it happened, but in some ways, how, like everyone just moved on, and 
how he was, you know, Terry had a name and his story in his life would just be forgotten. 

As I reflected and took that time away, I started to learn some things through 
research, I learned that people experiencing homelessness are 28 times more likely to 
have hepatitis C, five times more likely to have heart disease, four times more likely to 
have cancer, that this population when they get sick, they're eight times more likely to 
present to the emergency department compared to you and I, and they're four times more 
likely to be admitted to hospital. But most importantly, I learned that the average life 
expectancy for a person living on the streets and in shelters in North America, and often in 
Europe and Australia, for many years, their average life expectancy is 34 to 47 years old, 
34 to 47 years old. So I realised that homelessness cuts a person's lifespan by 50%. And 
as a palliative care practitioner, you know, now and as someone who was thinking with that 
kind of frame of mind, then I started to realise that homelessness was was and still is a 
terminal diagnosis of the social determinants of health that we all agree that oh, you know, 
60% of what makes us sick is social, how we live, learn work and play, then of course, 
homelessness would be a palliative care, diagnosis of the social determinants of health. 
And that's kind of like where we're in all kind of started really, the rest of the journey, but I 
had to get there first.

Julian 16:56



So, tell us what you did. I mean, I actually I love this story, what you just said that you're so 
affected emotionally, and engaged by the story of the person in front of you, that it causes 
you to reflect and question all that you're doing. And you go and find out about it, and and 
have some clarity about it and develop some wisdom about it. That's a such a great way of 
thinking about what you're going to do that's meaningful. So what were the next steps after 
you've made that decision?

Naheed 17:33
I appreciate your reflections story. I just think of it as like a trauma actually. But whatever 
inspires you, I guess, right? So um, yeah, so then I pursued further palliative medicine 
training at the University of Toronto, entered the programme and did everything I could 
during that time to, like a sponge, absorb all that I could learn to think about ways that we 
could innovate our healthcare systems to meet the needs of people who experience 
homelessness and poverty who are dealing with serious life limiting disease. And upon 
graduation, on the day after I graduated, we launched the PEACH programme; Palliative 
Education and Care for the Homeless. based out of the Inner City Health Associates in 
downtown Toronto, Canada. 

PEACH is a mobile Street and shelter based supportive and palliative care 
programme that aims to meet the needs of people who experience precarious housing and 
homelessness, no matter where they are in a shelter in subsidised housing in a rooming 
house, under a bridge on the street, so no person falls through the cracks. The team, you 
know, aims to provide medical and some pain and symptom management care. But 
beyond that, aims to provide psychosocial support, and really aims to problem solve and 
support people through the social and structural determinants of health like housing, like 
income, like food security, like social networks. 

And it started really basic out of the back of my Honda Civic part time with a nurse 
named Andre Nemec Ahmed, who is incredible and it's such a good friend of the 
programme. And as the years kind of went on, it grew to you know, now, to this day. At this 
point, we care for between 120 and 130 clients on caseload at any given time. We have 
five palliative care physicians on the team, a home care coordinator, health care navigator, 
a psychiatrist, nursing care coordinator and allied health who kind of conduct home 
palliative care in traditional and non traditional home care settings where people 
experiencing homelessness live. The programme has kind of been replicated in cities 
across Canada as well, Victoria, Edmonton, Calgary and in 2018, was named by Health 
Canada, our national kind of health body, as a best practice in kind of care delivery, 
particularly around equity. So it's been quite the roller coaster, quite the journey.



Julian 19:48
So there are lots of questions that I've got, and I guess the starting point for me is that we 
either as palliative care teams and palliative care physicians, we make the most horrific 
assumptions about what's meaningful to people. And one of the things that I've seen time 
and time again, to hard to reach communities, which is that is a loaded phrase in palliative 
care. Vulnerable is probably better, because in palliative care terms  hard to reach 
communities are the majority of people who die from non cancer illnesses. But aside from 
that, in the vulnerable communities, is that we assume that we know what's best for them. 
And so the care that we deliver is what we think is going to be most helpful. So the very 
starting point for all of this is, how do you discover about what's helpful for people? How do 
you know that you're not imposing something that is not meaningful to them?

Naheed 20:55
Yeah, I'd love to reflect on your comments about, you know, phrases like hard to reach and 
vulnerable, I'd even take it one step further, that, you know, when we call people 
vulnerable, there's an implication often that people are kind of like weak, or they're 
voiceless or powerless, or they, you know, those kinds of things. So we actually, in this 
work tend to talk about structural vulnerability, just to really name and label the fact that it's 
the structural processes that exist around and in society that are leading people to 
experience situations like homelessness, like a decaying social safety net, around social 
safety, social assistance, housing, medical care, so on and so forth. So I'm really glad 
we're having these kinds of conversations in palliative care specifically, to really name 
what we're talking about. 

You know, to answer the question, I think it's a really valid one, because too often, I 
think in palliative care, and the work we do, we tend to implant or place our judgement of 
what a good life and even a good death is on people. I've had many cases where health 
workers I work with are very distressed, and they, they say, you know, he's gonna live in, 
he's gonna die in a shelter. And that's, that's a horrible death. And it's, and I just, I just say, 
well, that's what he wants. That's, that's his home, that's where he wants to live. And that's 
actually why the PEACH programme was created. That's a good death for him. And, you 
know, so we have to be very conscious of that. 

What it boils down to is, is the ability to meet people where they are at, and one of 
the common themes we see in the people we care for is the experience of trauma. So we 
talk a lot about trauma informed care, we don't talk a lot about trauma informed care in 
palliative care. Because, you know, actually maybe you know, why we don't, I don't 
actually know why we don't. But I can tell you why it's important. Because those traumas 
can really come out towards the end of a person's life. If we're really caring for the whole 



person, bio, psychosocial, that whole kind of conceptual framework, we have to 
incorporate trauma informed care, it's everything from asking someone how to pronounce 
their name, their their preferred pronoun, you know, bending down at eye level to see them 
or even, you know, meeting people where they're at physically like the way the PEACH 
programme does through outreach. That's trauma informed, too. And so I think, you know, 
you get into the details around this, but to answer the question, we aim to meet people 
where they're at through trauma informed care.

Julian 23:14
So trauma informed care is yet another theme of the podcast. And I guess this is a good 
moment to mention, again, the Elevate Compassion Summit Series, which we're both 
talking but also talking is Fritzi Horstman, who does the Compassion Prison Project. And 
Fritzi makes the point that actually, the majority of people who are in prison are there 
because of adverse childhood experience, multiple adverse childhood experiences, and 
and wherever you look in terms of drug addiction, homelessness, alcoholism, criminality, 
deprivation, you see people who are afflicted by multiple adverse childhood experiences, 
and it is not on the radar of most clinicians, but it is an overwhelming psychological 
experience. And, and my guess would be, you're going to meet that face to face again and 
again, in the homeless population.

Naheed 24:15
Absolutely. Adverse childhood events. ACEs are a really important concept to recognise. 
But we now have research to show that even one night on the streets is in the can lead to 
a lifetime of trauma for people. The rate, the average rate of trauma in in in a baseline 
population is around 76%. But that hovers above 90% for people who experience mental 
illness, people who experience extreme poverty, and people who use drugs as well. So, 
you know, I can't highlight enough how important trauma informed care really is, and what 
really encircles, you know, trauma informed care, is compassion. And that's why your your 
work and the event that you're throwing coming up is so important because that's really 
what it's all about. 

Some other principles to think about is empowerment, people have to feel like they 
have power and with that they have to feel like they have choices. There also has to be a 
sense of trust. And we often just make an assumption that healthcare is good for people. 
It's it's, you know, but actually, healthcare has, and the institution of health care has been 
very hurtful for people, for racialized communities here in Canada to the indigenous 
community, there's a history of pain and hurt and patriarchy and racism that has existed in 
medicine and in healthcare. So we need to confront, convert those feelings of mistrust into 



trustworthiness. And that's what trauma informed care really aims to do. And so it's just 
such a core part of the work like, you can't do this work without talking about it. But But I 
wonder Julian, like why isn't all of health care just trauma informed? Like why do we even 
have to, you know, the label this specific thing, it makes me wonder sometimes.

Julian 25:57
I completely agree. I think that when you approach subject matter with fresh eyes, it 
sometimes looks really mad, you know, it looks really insane. And, and there's a big thing 
that's going on at the moment, in diverse communities and distrust of healthcare, and from 
predominantly euro centric healthcare system, I guess, as a way of saying it. I'm never 
good with these words, because I think every time you define something, you you 
minimise it or create division or whatever it is, but nevertheless, diverse communities are 
harmed by healthcare, you know. But even it even the difference between males and 
females, and about the type of treatment that they'll get; access to early diagnosis, and 
pain relief. Pain Relief is affected by your gender, and it's like we have not asked ourselves 
the right questions, as a as a profession, as a health service. And then we look surprised 
when people don't trust us, it's like 'oh but it's me, I'm such a nice person', and its like NO. 
And I think structural problems within our institutions are huge. And unless we understand 
that, we just carry on making the same mistakes again and again. 

Then I guess the other the other phrase here, you know, which I'm definitely at risk 
of boring, the podcast listeners, because I, almost every episode I mentioned, it comes 
from Holly Prince, and I'm sure you know who Holly is; First Nations, palliative care 
researcher. She talks about kinship and all my relations, and how that's everything. It's not 
just our family, the whole world is our family. And the other phrase, when you have that, is 
you have this phrase of accountability. And accountability means we all own the problems 
that are contained in this world. And if we own them, we can participate in doing something 
about them. And you're absolutely doing that. So I love to hear what you're doing and the 
way that you're talking about it. I think it's terrific.

Naheed 28:26
No, yeah, thank you. And I think we have a lot to learn from people like Holly, I learn from 
her all the time, and the work that she does. And it's it speaks to the fact that we have a 
very one size fits all approach to how we talk about people and their caregivers. There's 
often this assumption that people have family and in doing work that focuses on supporting 
people experiencing homelessness, the people we care for don't have formal caregiving 
networks in the same way. They have informal caregivers. So we talk about the street 



family a lot. And in many jurisdictions in healthcare, there's no recognition of the street 
family. 

We've had cases of clients that we've cared for where there's been a street brother 
or a street cousin, who's cared for someone for years, and then they're admitted to a 
hospital and they're not on the registration, you know, as a contact and they can't see 
them. And that leads to more trauma, through caregiving because they can't be the at the 
end of life for people. So the cognisance of kinship is really important, and on the streets 
for people experiencing homelessness, there is a really strong social network there. 
There's often this kind of like misnomer that people experiencing homelessness are alone 
and they're weak. And there are strong bonds out there. There are strong connections. 
They're just not framed in the in the way that we often frame them in the mainstream. And 
when we don't recognise the differences that people have in terms of their kinship, in terms 
of their connections, I think I think ultimately, the people we care for lose out because we 
design systems that exclude those people rather than include them.

Julian 29:59
Tell us about street families.

Naheed 30:02
Yeah, I mean, I think to paint a picture we have people we care for who live in shelters, or 
in rooming houses and you know, technically on paper, they're single, they may not have 
children, they may be alienated from, you know, people from their past, unfortunately, due 
to, you know, difficult circumstances. But when you when it comes down to it, and you go 
into the visit, and you provide a medical intervention, there's a street brother, a street 
brother from down the hall, who comes through and says, you know, listen, I'm going to 
provide care. And I'm going to help. 

This actually has happened many times, I remember a case where we had a client 
who was living on the streets and finally got housing and really wanted to, to live and die in 
this particular housing complex run by a homeless health agency. And what happened 
was, as a man from down the hall, his street brother wanted to be his caregiver, he had, 
you know, stage four lung cancer, and he was deteriorating, and his functional status 
started to decline. It got to a point where even with home-care, the PEACH programme, 
and there's a shelter provider, doing all they could, we couldn't support, the care, there 
24/7. So this gentleman stepped in and provided care, he got his meds, he took him to the 
bathroom, he bathed him, he dressed him, every pill was always accounted for. He called 
us when things went wrong, he probably called us too much, but that's okay. 



But at the end of the day, when he died, he came up to us at the memorial for this 
gentleman and said, thank you so much for giving me a sense of the opportunity to care 
for, for Dan, Dan was his name. And it gave me a sense of self worth, I haven't felt in 
years. And I sometimes think about the power that we when we support people with lived 
experiences of homelessness, in caregiving, like think about how much your cup gets full, 
you know, providing palliative care, you know, doing the work you do now, Julian, think 
about how much this does for someone who's experienced trauma and lives on the 
streets, there is power and the ability to be a caregiver, we need to give people the 
opportunity to do that.

Julian 32:01
There's a great movement that I've come across, called Camerados. And Camerados is 
just about, you know, they're like ways of living a good life, and how to be friendly to the 
people around them, around you. And one of the things that they say is that if somebody 
has, if you think somebody has got a problem, ask them for some advice about your life, 
because you make them feel needed. And you're talking exactly about that. You know, it's 
absolutely right. I can recall another story. We're gonna swap stories, that's fine?

I gave a conference, I gave a talk at a conference, I was talking about the 
importance of social connectedness and the people around us and, and the way I phrase it 
is it's the people we know and love in the places we know and love. And it's, and it's not 
judgmental, just you just finding out about that. Because those are the stuff of life. 

I gave this talk and this guy came up to me afterwards and said, Oh, yeah, I was a 
pathologist, I now live in Israel. And and when I die, I just want to be in a nursing home, 
you know, I don't want to trouble my family. And I said, why would you want to deny your 
children who love you that opportunity of looking after you when you die? You know, and 
it's like that, it is exactly like that. And it's again, it's a consequence. It's a kind of structural 
vulnerability. It's a it's a way of saying that, that we make assumptions, because we 
assume power, and we assume authority. And actually, it is easy for us to do harm in those 
circumstances. I'd say that's perfect. 

So the next question I have is that one of the great problems about treating people 
with homelessness is about what are the intersections between formal services and 
people who are homeless, because we might walk down the street and see somebody 
living in a cardboard box or a sleeping bag or whatever. And and that's the closest we'll get 
to homelessness. And if we're dependent on solely the points of intersection, then we're 



going to miss some other people out as well. So how do you structure in the contact with 
homeless people in an effort to stop people missing out?

Naheed 34:46
I think that's a really important concept because a lot of people see people who experience 
homelessness and feel kind of like they want to do more and want to be able to help. It's 
important to recognise that in most cities across you know, Canada, and this as reflected 
in Europe and Australia and across North America, that for every one person you see on 
the streets on maybe panhandling or living in a shelter, there are 23 others we don't see 
with the naked eye who experienced precarious or vulnerable housing, people who are 
vulnerably housed, spend more than half of their income on rent after social assistance, 
live in poor conditions or have transient homelessness. So it's really the tip of the iceberg 
when we're talking about people that we see with the naked eye. So there's so many more 
people who suffer from the ailment of a lack of housing. 

And so, you know, contacts are really important in how we interface with this 
population. I'm very privileged to work at an organisation called the Inner City Health 
associates in downtown Toronto, www.icha-toronto.ca. We're a network of over now 100 
physicians and 50 nurses providing health care for people experiencing homelessness in 
different streams, primary care, mental health, palliative care, and COVID-19 care now. 
And so, you know, through these networks, we're kind of based at different shelters, 
respites and drop ins across the city of Toronto. And so there's a network of health 
professionals that is connected with a network of social care professionals who work in 
public shelters, housing providers, not for profits, and even other private not for profit 
providers as well who support people. So there's a sector behind this. 

And really what we've been trying to drive and do in the PEACH programme is a 
connection to all these pieces. And what we've been deriving is a population based, 
compassionate approach to palliative care. One of the things we're really proud of through 
the PEACH programme is that actually, over half of our referrals come from non health 
care workers, they come from case managers, social workers, social care workers, 
outreach workers, who have learned about the indicators of decline, they've learned when 
a palliative approach to care may be helpful, they've learned my client, you know, went to 
the hospital three times this month and had four falls, maybe we should get the PEACH 
programme to review it, you know, over 99% of these referrals are very, very appropriate. 

And even if it's something that you know, fell into a different category, we still help 
them out. It's all part of a network. And so it just speaks to the needs to like really expand 
access to palliative care, and not make it like a doctor to doctor referral. Because, you 



know, we know, we know that the medical community, they're getting better at this, is often 
late in identifying someone for their palliative care needs, because they're often busy doing 
other things. So that's I just wanted to go into that specific example, to say, that's the kind 
of way we've approached palliative care within this compassionate, albeit distributed, 
community at a population level, we found great success, we realised that's really 
important.

Julian 37:44
I think that sounds terrific, because what you're doing is you're educating professional 
teams about how to react when they come across these circumstances. So how do you go 
about doing that? That's not an easy thing to do.

Naheed 37:57
Yeah, you know, that's, that's the money question right there, it takes time for sure. So this 
is, you know, we are six plus years into this journey, you know, doing this kind of work, we 
literally are called the Palliative Education and Care for the Homeless Team that E comes 
before C, for a reason in our name, because we are here to build capacity, we recognise 
that it's a sad state of affairs, that you even need a PEACH team to do this work, when we 
already have palliative care services, when we already have health care services out 
there. So we're always trying to, you know, work within the, the confines of an approach of, 
you know, teaching ourselves out of a job, so to speak, although I suspect that needs will 
be there for a really long time. We're really trying to build capacity. 

Julian 38:40
So tell us about grief circles. I already like the sound of this.

Naheed 38:40
So it's, it's lunch and learns, it's, it's providing sessions, it's taking on cases in new sites, 
and going through the ups and downs of those cases. And then having everyone see the 
benefits of what palliative care can be. We've had cases where, you know, the shelter has 
said No way, we're not letting someone die here, but the client really wants to go through 
their palliative care journey there. Because it's home, we come in, we support both the 
client and the staff, through all the ups and downs, the medications, the medical issues, 
the pain and symptom management, the psychological issues. And then even when the 
person dies, the grief that comes afterwards, because we hold this these interventions 
called grief circles, which I'd love to talk to you about as well. And the ongoing support of 



that, what we find is once there's one case and one scenario where an institution or a 
respite shelter, a drop in sees the benefits of this, they're like, yeah, we want to do this. 
Again, this is very powerful. And actually, this can help us heal. And I know that that's 
something you talk a lot about the power of healing when we support people who are 
dying, and what that can mean at the micro level and meso level on the macro level for 
people. So that's the kind of thing we're talking about.

Yeah, you know, so we recognise really early on that there was a sense for 
communities who support PEACH clients that once people died, it was kind of very difficult 
for people because there wasn't closure. And I'm talking about the PSW is to go out to do 
home-care, I'm talking about the the housing workers, the harm reduction workers, the 
outreach workers, the counsellors, who are not part of the traditional health care system, 
but are obviously providing home health care for people who don't have formal caregivers 
or family. And so we started these grief circles and intervention to support both health and 
social care workers who support clients and community who deal with serious life limiting 
disease, have precarious housing, and have died. 

What happens is, once a client dies, we descend on the respite shelter, or drop in, 
and we gather in a circle, we light a candle, we hold a minute of silence, and we cry, we 
laugh. We grieve. We tell stories. We remember what it was like to care for the person, we 
reflect on what it was like to care for the person. And then finally, we talk about how we 
can renew and reinvest in each other, so that we can care better for people in the future, 
we, you know, have a minute of silence, blow out the candle and go out and do it again. 

But what it does is provide a structure space for grieving with colleagues amongst 
colleagues who kind of understand it, because they were all there, and they get it. During 
COVID-19, we've moved to a virtual format. And sadly, we're having more, you know, grief 
circles than ever before. For you know, oh, you know, overdose, we're dealing with an 
opioid overdose death crisis here in Canada, as many countries around the world are 
dealing with the, due to the drug supply around the pandemic, but but also because of 
COVID-19 itself. And you know, how this has had a disproportionate impact on people 
experiencing homelessness. You know, we're here in Canada, it's been shown that people 
experiencing homelessness are 20 times more likely to be hospitalised due to COVID-19 
10 times more likely to be in ICU, and five times more likely to die from COVID-19. So 
we're fortunate to have the model of the grief circle, but we've been having more than ever 
before. And it's really become part of the grief management approach at a population level 
to support people and it's helped a lot of people heal, even though a lot of people are 
hurting.



Julian 42:10
Are your street family welcome into those grief circles?

Naheed 42:16
They are you know, while you know, we often focus the grief circles on the care providers 
and the care workers, we hold separate grief circles for people who are living on the 
streets and in shelters. And sometimes we combine them depending on the 
appropriateness of of it, one thing we've noted is that it's really important to have a space 
for care workers to be able to grieve because as soon as you have family members or 
informal caregivers or other street family there, they tend to go back into their caregiving 
role, right? And if we found that, where possible, where we can separate this out these 
experiences, just so care workers can grieve because the grieving is so different, when 
they're not in a position where they have to think of those in a circle who are, you know, 
they have to care for, so we try to protect that. But it doesn't, it's not always possible. And 
sometimes it's a beautiful thing to join them together too.

Julian 43:09
The next thing that comes to my mind is that you've got somebody who's been street 
family and has looked after the person that they've had strong relationship with and in 
whatever way and they've been through the process, and they found meaning and value. 
And that you've connected with those people that they are suddenly... so this comes back 
to another favourite topic of mine, which are treasure maps, and treasure maps are the 
people in place and what are the treasures and the gifts that people have. You've got 
somebody in the homeless environment, who is a treasure and can be a treasure to the 
people around them it to their community in which they live. Do you continue their 
relationship and and help to nourish and support those people?

Naheed 44:06
I think this is a really important point because I cannot tell you the impact that grief has on 
people I know. You talk a lot about grief on this podcast and and we talk a lot about grief 
and palliative care. But I feel like grief has a unique place in conversations when talking 
about people who experience homelessness. In fact, just the pain of and yet, you know I 
work in a setting where there's a managed alcohol programme to support people with 
serious alcohol use disorder. And we've seen anecdotally when there's a death and that 
actually there's a ripple effect on people and use of alcohol in the Manage alcohol 
programme goes up dramatically when people are grieving. It just it's it's hard to quantify 
these things and it's just you know, one way we've quantified that in the past. 



So, you know and we've also seen, you know street family who have been so 
dedicated so with it, so you know they're taking their meds, they're dealing with their 
treatment, whatever that may mean around people who use drugs, and then the person 
they love dies. And it just all falls apart and unravels. And so that's why this question is so 
important. And I would like to say that we've built a really robust network to support people 
after. 

And unfortunately, you know, I want to reframe the conversation, we work in a 
space where people experience extreme poverty. And it's, and I want to say that the 
programmes we work in, while we're lucky to work in them, they're not robustly supported 
and funded to be able to support people who have been caregivers for a long periods of 
time, we keep in touch with many of the caregivers, we're always there to support, we do, 
you know, bereavement counselling on an as needed basis. But I often wonder if we could 
be doing more to create a caregiver community that works with us. In some cases with 
grant money, we've been able to hire previous caregivers who ended up working on the 
PEACH team, as a person with lived experience as a peer worker, and that's the name of 
the of the title. And that's been a beautiful thing, but we're working grant to grant. So you 
know, it's it's one thing to work with people who experience extreme poverty, but it's then 
also it was something to consider we don't have the kind of funding and resources like a 
hospital, we are working in the gaps. You can imagine what the funding is, It's often time 
limited and not wholesome in that way.

Julian 46:22
And how are you funded?

Naheed 46:25
Yeah, again, very privileged to be able to be in an organisation that has a direct connection 
with our provincial government in Ontario, we, the Inner City Health Associates has 
funding to support health care, along these different domains that I've talked about, but it's 
really only for physician care. And that's, unfortunately, something we see in a lot of 
universal health care systems that say they're supporting, you know, structurally vulnerable 
people. But then funding ends up coming down in silos. And it's really only some funding 
physicians. 

And what we've had to do to make that work is build relationships, and connections 
with other organisations. And one of the organisations we built a relationship with to make 
this work is our home and community care programme. And so the Home and Community 



Care programme funds the home and community care team members and the Inner City 
Health Associates funds the PEACH programme. And so the other thing to note is, that's 
just how it works in Toronto, I'm sure in cities across the UK and towns it would look totally 
different. 

Colleagues in Canada who developed programmes like this, each one of them had 
to tailor and be creative and innovative with funding in ways that are all different than how 
we did it in Toronto. So it makes it really hard to you know, scale up programmes like this. 
It makes it really hard to to you know, do research because you're often dealing with 
apples and oranges. It's not exactly the same kind of context and and harder to 
standardise, which means it's harder to to standardise the quality of care across the board. 
I wish it wasn't this way. But you always have to follow the money. It's a great question for 
that reason, because that really tells you which silo you're in, or is it integrated. And I think 
funding is really siloed unfortunately,

Julian 48:09
Yeah, yeah, no, I think that's definitely true. Okay, so now I'm going to take a slightly 
different tack. So let's say that you find me on the street somewhere, sleeping in a 
sleeping bag on a bit of cardboard and pretty unwashed and unkempt. And I might have 
drug and alcohol problems, and I'm pretty sick generally, never-mind this specific illness of 
disease. And, and what might the conversation go like? You know, that first contact? What 
happens?

Naheed 48:49
Yeah, this is a really great point, when we receive a referral, are asked to see someone via 
the PEACH programme. There's a lot of thought, a lot of thought about how we approach 
that person. It's not a random fluke, coincidence. And it depends on the case. In some 
cases, we know that people are actually expecting us and it's a very simple conversation, 
Hey, we are the PEACH and it's really great to meet you. And other cases, it's a scenario 
where the person has a particular need, like they need a form filled out for their housing, or 
they need a renewal of a particular medication that may not have anything to do with 
palliative care, or they're really just want to be heard, like they've had a really rough, you 
know, a few weeks and they've been going to the hospital a lot and they just want 
somewhere to vent. And it's really focused on listening. 

In other cases, it's you know, that people really love certain things like there's a 
person I'm caring for right now living in a shelter who really loves McDonald's and the way 
to her heart is an Egg McMuffin and coffee and we bring that to her. That's part, that's like 



the price of admission to to her heart and every visit, that's how we start. I mean, you've 
done it all chocolates, coffees, you know, things like that, whatever it might be any treats, 
brownies, whatever it is, right? And so I think the bottom line is, you know, no matter what 
the approach is, it's meeting people where they're at again, I know that sounds, I keep 
repeating that, but I can't say how much we kind of don't do that in healthcare as weird as 
it sounds. 

And so the other thing to reflect on is, people often think, you know, like, do you get 
shooed away? Do people tell you to go away? It's actually not that once we meet people, 
where they're at, we connect with them, over a few minutes, people are like, hey, you're 
nice, and you came out of the hospital to come see me out of the clinic, and you're a 
nurse, you're a doctor, or you're, you know, whatever, you know, your profession is and, 
and you're spending more than, like, 20 minutes with me, what's the catch, go away, I don't 
believe you. That happens. And so we listen, we go away, but we try to come back. And 
then over time, they start to see like, we're not just all talk, like we want, we're walking the 
walk too. And it just breaks my heart because it makes you think, how little faith that 
people the people we care for have in the healthcare system, their hearts have been 
broken so many times, by health care, by government, by institutions that they don't even 
trust when it when a team like us comes around to just be with them, and care for them for 
an extended amount of time. How wild is that?

Julian 51:31
And what kind of, so now I'm there. And you've listened to me, and I've told you about my 
addiction problems. And I might well have mentioned the really horrible home 
circumstances I grew up in and the tough life that I've heard from being on the street, what 
kinds of things might you do for me that that will be meaningful to me?

Naheed 51:56
Yeah, and meaningful is the question because the healthcare system often assumes that 
the most meaningful thing is the healthcare or traditional health care, right, like prescribing 
medicines, medical care, or even pain and symptom management. Because as palliative 
care people really, especially the medical folks really focus on that. And that's not always 
the point, actually. And if you focus on that, you've totally missed the boat. That's like, 
that's nothing different. So I have to say that the PEACH programme often focuses on 
meeting people where they're at. Addressing the trauma, and providing supports around 
need, which are often based on the social and structural determinants of health, it's getting 
people income. So applying for supplements, grants, you know, subsidies, social 



assistance, welfare programmes, whatever that might be, and doing the paperwork to get 
them there. 

Because invariably, everybody we meet is, is is totally allowed to apply and should 
be getting this money, but it's just no one's kind of worked with them, and supported them. 
And given that, lent them that leg up, they need to be able to get the paperwork in. So we 
do that. You know, obtaining housing, it's not a goal for everybody, but you know, in some 
ways, optimising their housing situation is. So if they're living on the street and want to be 
on the street, maybe at night, they want to go in to a shelter to sleep. And that's kind of 
like, you know, a negotiation we do. Or if it's a rooming house, they want their own 
apartment, we fill out the forms, we get it going, right? Food security is a big one and what 
that means and leveraging supports, also, social networks, you know, we work with 
hospice organisations locally, that helped...you know, we recruit volunteers to spend time, 
but another popular one is medical appointment company events. So a lot of our clients 
want to go for their chemo, they want to go for surgery, they want to go for their CT scans 
and blood work, but they just can't due to cognitive issues, frailty, weakness, they're not 
able to get there, they need help getting into a taxi or, you know, whatever that means, you 
know. 

Even like, showing up at the front of a large Toronto hospital, like many large cities 
around the world, that's complicated, because it's like, where do you go, you know? 
Literacy, reading the signs, there's so many assumptions we make in healthcare, when 
people get to that fourth floor, tertiary quaternary specialty clinic, like you got to know that 
people who made it there are very health literate, they're probably have, you know, 
support, they probably have income, like, you know, you know, generally speaking, and so, 
um, we got to think about the people who don't get there. And a lot of the folks we care for, 
they're dying, not because the disease they have is meant to... like they're meant to die. 
It's because they just can't access care. They have trouble taking their meds, trouble 
getting to clinics, trouble getting into hospitals, and we've had many PEACH clients who 
survived because of PEACH care, and we discharge them because they got the care they 
needed. And that's a really sad state of affairs and kind of speaks to how we need to 
remove barriers to accessing health care, low threshold low barrier so people get what 
they need.

Julian 54:57
So I'm just emphasising this because it's a one that is kind of dear to my heart, is that if we 
think about palliative care, like, if you and I think about palliative care, everything, physical, 
social, psychological, spiritual symptom assessments, we identify the deficits, and then we 
give them the thing that they need that is going to make them healthy and whole. But what 



you're talking about is chuck all that stuff out the window. And let's start again. And let's 
just let's just see what matters most to these people, this person in front of us, let's re-shift 
how we think about what we do, and meet the person where they're at, and deliver support 
to them in a way that is meaningful to them. It's a, it's a turns the whole thing on its head 
and go we are the servant, we're not the master, you know, it's here. 

Naheed 55:59
It is the other day, I heard you mentioned at one of your talks that, you know, that, um, you 
know, palliative care has this obsession with, you know, where people end up dying. And I 
think that's somewhat related, you know, to metrics and a quality measure of some sort

Julian 56:17
Exactly

Naheed 56:17
But I also think I agree with that, and I don't understand why there's this, like, very strong 
obsession with that. I think we also have to think about other things, like the percent of 
time that a person spends where they want to be, because it's really hard to ask people to 
die at home when they live in a shelter, when they have extreme poverty when they don't 
have any family members. But if there's an intervention, like the PEACH programme, that 
can support someone, you know, 99% of their journey for two years to stay at home. And 
on the last two days of their life, they go to the ER, that shouldn't be a mark against them. 

But like even zooming out from that, I think this speaks to the fact that palliative 
care needs to kind of zoom out. And it's time that we start engaging with the kind of topics 
in our communities that people care about, like compassionate communities, but also 
there's a lot of discourse happening about, you know how to support people who use 
drugs, harm reduction. And what is Palliative care's role in that? Because a lot of people 
are experiencing morbidity and mortality in the community of people who use drugs, how 
are we supporting people who experience mental illness? How are we you know, involved 
in ending homelessness in Canada? There's an ageing public out there, who is 
experiencing a weakening social safety net, and ending up on the streets and in shelters. 
How are we addressing that? I think we need to, like really zoom out and get away from 
palliative care exists, we did it, we're there. Now, how are we gonna be relevant to the 
hearts minds of people?



Julian 57:51
Brilliant, brilliant. That's a great description. And I'm just going to just mention a point that 
you mentioned, that you spoke about, because you talked about harm reduction. And it's a 
phrase that health clinicians may not be familiar with, as well as a public but essentially, 
the principles of public health palliative care founded on watching new public health, and 
those principles are prevention, harm reduction, early intervention, and that in the context 
of harm reduction, that was something that's really been developed in the field of 
addiction, because this is about accepting that there are some people who are just not 
interested in giving up, don't want to give up. And yet things can be done to somehow 
modify the severity of their experiences. 

And that was my next question for you, about for those people who are not 
interested in stopping their addiction, but want to continue with it because it's a source of 
refuge and familiarity for them or for whatever reason. How do you not alienate those 
people with the assumptions Oh, you're a bad person, because you never give up? I think 
you've answered it from harm reduction. And but it's worth exploring a bit more.

Naheed 59:19
So no problem. It's about again, meeting people where they're at. And we've seen 
evidence and research to show that abstinence based approaches where people use 
drugs just don't work. We've tried it people have used drugs since the dawn of time, and 
they will continue to use them. And what we find is that we do better with people around 
their emotional well being, their physical well being, and at a population health level, if we 
just support them by reducing the harms of using drugs while people use drugs, centring 
on human rights and a person's goals in that in that moment. And so, you know, we see 
examples of harm reduction around us all the time. 

Do your listeners wear bike helmets when they're bicycling, do they wear seatbelts 
when they're driving? You know, do people wear condoms when having sex. This is an 
example of harm reduction. So harm reduction is very well accepted in our society. It's just 
that there's a stigma when it comes to people who use drugs. And what we've seen  in 
places like Canada and countries around the world, is that when we just meet people 
where they're at and support them, while they use drugs and still provide care 
compassionately, they do better. Who would have thought right? 

Examples of this include in supervised consumption sites, so if you're ever 
interested, the insight project in Vancouver, world renowned for being one of the world's 
first supervised injection sites where people can come inject drugs, with supervision. And 
that project showed that people did better, there were less ER visits and hospitalisations, 



less communicable disease, less police calls, less vandalism, that kind of thing. We now 
have overdose prevention sites and those kinds of sites across Canada, there's still an 
evolution and there needs to be a lot of advocacy around that. There's examples of alcohol 
harm reduction, like the Manage alcohol programme, that I talked to you about, clean 
needle exchange programmes, we see, you know, opioid, you know, substance use 
disorder. You know, I know a lot of people know about methadone. But Suboxone is also 
something that's talked about. And in palliative care, there's not been a lot of uptake by our 
medical practitioners, mostly to support harm reduction. And I'm firmly believe that this is 
due to stigma around people who use drugs, I also think it's because the drugs we use in 
palliative care are often the drugs that that people use on the streets. And there's fear, 
there's fear of repercussions, there's fear of damage and harm. But when you know what 
the result is, that most people around the world who use drugs, because of this don't have 
access to gold standard palliative care. And that's sad. That's really, really sad, we need to 
do better. 

Julian 1:01:51
Yeah this is a great conversation. And Allan Kellehear and I are editing the first Oxford 
textbook of public health palliative care, and specifically to address these issues, that we 
have a chapter on the new public health, the fact that historical innovations that have 
happened, which talk about how embedded prevention, harm reduction, early intervention 
is in practically every disease, that we would care to look at. These are public health 
priorities. And specifically, we have individual chapters on those three topics. So this is 
absolutely embedded into the approach, and I hope that we have a wide variety of 
listeners, but the professional ones, I hope their ears are flapping because what you're 
talking about is these principles are actually applicable to palliative care in general. They're 
not just to the homeless, it's every time we see somebody, we should be thinking about 
these things, we should be contextualising our care into a way that is meaningful for the 
person in front of us. 

And one of the one of the bizarre things about Palliative care is that if you search in 
the literature for what does living a good life, forget a good death, life, what does living a 
good life mean? In the context of terminal illness, not just for the person with the illness, 
but for the whole social network, that that whole kinship group, the literature isn't your 
sparse, it's absent, which is amazing. And so we are making assumptions that the care 
that we give is the right care for that person. And this is absolutely not the case and until 
we start doing what you're doing, which is asking about what matters most, what what is a 
good life conversation for somebody,  what do they value most in life, what are their major 
issues? Now, until we start doing that, we're going to keep on repeating the same mistakes 
over and over and over again. So I love to hear about what you're doing. It's a it's a, it is 



absolutely public health palliative care, and it is absolutely based on compassion. 
Absolutely recognises the importance of compassionate communities, social networks, it's 
just great work.

Naheed 1:04:31
Thank you so much. I really appreciate that.

Julian 1:04:34
The next thing is that I am sure that you have loads of resources which are available to a 
wide variety of people and I am also sure that the that the palliative care people who are 
listening to this podcast are going to want to find out more. So where do they go?

Naheed 1:04:55
For sure. You can always keep up with what we're up to on On my social media on twitter 
@naheedD, and on Instagram @naheedD, but also on our website at the Inner City Health 
Associates www.icha-toronto.ca. We recently have published some, some articles and 
research that I can leave with Julian as well, hopefully for some show notes. And really 
look forward to connecting to a worldwide community that I know is really interested in his 
work. This is truly a global health issue, and one that we we all need to really invest in 
worldwide, so that no person falls through the cracks. If Palliative care is truly a human 
right, we will do this, we will we will work hard at this and make it happen.

Julian 1:05:45
And in addition that, that you have used your early interest in journalism and your 
advocacy skills, and making sure that your voice is heard in a wide variety of different 
settings. So people might come across you in media in different places. And I think you're 
often contacted by news media about all of this work and can find YouTube clips etc. Okay, 
is that it's that's that's a terrific journey that you've described. Are there things that we've 
missed out that really need to be said?

Naheed 1:06:25
I think any conversation like this that doesn't address the deep roots of systemic racism, in 
healthcare and in palliative care really misses the mark, I think, I want people to recognise 
that we, you know, work in an area in palliative care where if you're racialized, if you're 
black or brown, you're much less likely to be treated with opioid pain control. We know that 



there's research to show that black people receive less, you know, pain management in 
emergency departments. There's research to show that ethnic minorities with 
gynaecological cancers are three times less likely to be treated for pain control when 
dealing with metastatic cancer. And so the evidence is there. I don't know that the 
discourse is there, though. And we need to really rethink our approaches and, and really 
rethink what anti racist palliative care can look like. But maybe that's a that's some content 
for a future episode.

Julian 1:07:19
I look forward to that. And Allan Kellehear and I and a couple of our friends have written a 
paper called Palliative Care Access, which is under review at the moment, and that we 
talked deliberately about diversity. And we talked deliberately about the structural racism 
that's present in palliative care. And it's hard for people to accept that until you can accept 
it, you do nothing about it, you become part of the problem. You're even, if you look at the 
colour of the faces of the people who provide palliative care, that's incredibly revealing. 

You know, and Allan tells a great story of visiting a hospice that was embedded in a 
Vietnamese community in Australia. And and they were complaining that the Vietnamese 
community never access their services. And his comment was, have you looked at 
yourself? It's so revealing. These are hard, deep rooted problems that we have to address. 
And I think we'll be returning to them again and again on the podcast, because I think they 
are not sufficiently spoken about. And we've had some fantastic examples, not the least of 
which Diane Roberts, from Canada, who does legacy projects about exploring people's 
pasts and Meena and Dipankar who run the Pangea world theatre, just down the road 
from where George Floyd was killed, and these are hard issues for us to face. And guess 
what? It's compassion that lies at the heart of this all about how are we going to get out of 
it. Are there other things that you would like to mention?

Naheed 1:09:04
No, I think I think I'm good too. And I just want to thank you so much for all the work that 
you do, and the leadership you show locally clearly, but also around the world for people 
like me, just to really pave the way of what this work needs to look like and how we need 
to expand our thinking and all the learning and unlearning we really need to do to get 
there. So thank you for all your contributions and for this conversation.

Julian 1:09:25



Well, I'm in awe of what you've done, because it's amazing, and it's a model that that 
should be replicated the world over. So I'm just a messenger, you're the person who's 
really doing the work. So I have three questions that I asked all my guests and unlike other 
guests, you've not had warning of these questions. But you know, on the other side of it is 
that your media savvy and so yeah, being asked the unexpected. So the first question is, 
tell me about a moment when the smallest thing made the biggest difference?

Naheed 1:10:12
I'd have to say that we, I tried do outreach to connect with a client who is dealing with 
severe mental illness and clearly was getting weaker, having falls and was dealing with 
end stage kidney disease, he had stopped his hemodialysis, but due to his progressive 
mental illness just wasn't able to fully show capacity or recognise the importance of you 
know, the homing community kind of palliative care that we provide through the PEACH 
programme. So we tried, we go out and reach out, you know, go out outreach and he'd tell 
us to go away, it was very difficult. But then when we learnt more about him, we learned 
that he loved chocolate brownies. And so we brought a chocolate brownie to the visit, and 
handed him the chocolate brownie. And it was really incredible to see how just him getting 
access to this brownie and totally, like, he chowed down and loved. It was a key to the 
door to his heart and it opened things up. And I can't say it's like that all the time when 
dealing with people who have experienced trauma and have structurally you know, 
structurally lack access to health care, but sometimes the smallest thing can be the 
biggest thing ,and I thank him and I thank that brownie because it allowed us to be able to 
centre care around him and support him for his end of life journey, where he wanted to be 
and he lived what he thought was a good death. And, and, you know, yeah, that was, 
yeah, that's something I'm thinking about.

Julian 1:11:44
That's a terrific story, the chocolate brownie story. I think there's a there's a blog to be had 
about that. We got one of the previous stories of James and the lemon drizzle cake that 
Angela Fell told us about and how the lemon drizzle cake opened up a world of 
community. So yeah, perfect. The second question is what is your favourite public moment 
of compassion?

Naheed 1:12:10
I would say that one of my most favourite public moments of compassion was the day that 
we started an agreement with a local agency there called Haven, Toronto. And they are a 
drop in centre for men who are all elder older elders who experience homelessness in the 



city. And we worked very hard to start a new programme called the Good Wishes project. 
And we recognise there's a lot of people who are dealing with their their palliative care 
journeys in community, and want a gift or something like the Make A Wish Foundation that 
exists for children in many countries, right like around the world. I know it's called different 
things in different places. But we wanted to create something like that for the client to be 
cared for. 

And the The Haven Toronto team teamed up with the team at Inner City Health 
Associates and the PEACH programme to hold this public event and announced the 
launch of the Good Wishes programme, that was several years ago. The Good Wishes 
programme has been instrumental in supporting people, from getting people dinner with 
friends, to getting people a guitar to play an old Led Zeppelin riff that they really enjoy, to 
even some people moving, who move into housing, getting things like a shower curtain 
that they just need to survive. For example it's not all been these like fairy tale gifts, it's 
been things just around survival too, including food in groceries too. So I'm really grateful 
when organisations break down their silos and coalesce and integrate work to make things 
happen. And I think that's a really practical example that's helped a lot of people.

Julian 1:13:50
Brilliant, lovely. And the last question is what matters most to you in your life?

Naheed 1:13:57
I think if there's one thing that I hope to take from this work and the work that my 
colleagues who do incredible work at the PEACH programme is is that to really, I don't 
want to sound corny here, but to really showcase that we can derive compassion by 
design in our healthcare community and communities. I'm not just saying that because 
you're here, I would say that anywhere. And and I know that vibes with you and so I'm 
happy about that. One of the reasons I'm glad we had this conversation because I think 
sometimes in healthcare sometimes in our communities, we can very quickly forget what 
compassion looks like. In a world where we are you know, we're focused on bureaucracies 
and administration and funding streams and, and rules right? That it's not a wild thought to 
go above and beyond for people and that by design, in health care and social care in 
communities, we can design our world, our institutions, our programmes, and and design, 
you know, the way that we operate in a way that meets people where they're at, to derive 
compassion consistently. 

And so there's a lot of advocacy, there's a lot of anger in the work I do for sure, you 
know, fighting for the people I care for. But what underlies all that is the compassion and 



rethinking and redesigning, and transforming how we think about society, so that no 
person has to fall through the cracks, so that we can go from equality, where people get 
the same things to be happy and healthy, to equity, what people get, where people get 
what they need to be happy and healthy, to justice, health justice, where people have the 
opportunities to make their own healthcare decisions with the resources that they need, 
when they want how they want around happy and healthy lifestyles. And I think that's the 
framing for this and every conversation today.

Julian 1:15:45
That's a great message. And we will revisit because I think the... that I'm interested in the 
structural racism story, and I think we need to dig down. So you will find me knocking on 
your email door to to ask again. And just to remind everyone, to sign up to the elevate 
compassion Summit Series, you'll find the web address of that name, and it's free. And you 
can hear Naheed and I and Cormac Russell and Julianne Holt-Lundstad and other great 
speakers talk about these, these real events of re-questioning, repositioning, you know, 
and listening to the great work that is already going on in Frederick Riley talking about 
what happens at Weave, it's a terrific lineup. So thank you so much. It's been an absolute 
pleasure. I've thoroughly enjoyed talking to you and we'll definitely talk again.

Naheed 1:16:47
Thank you so much once again and take care.

Outro  1:16:51
Thank you for listening to Survival of the Kindest. To join in the conversation, email us on 
compassion.pod@gmail.com or follow us on Twitter and Instagram at sotk_pod. Please 
join us next week for another compassionate chat.

END OF TRANSCRIPT 

This podcast was transcribed using Otter.ai and was edited by Cerise Abel-Thompson, our 
podcast editor and producer. If you have any feedback, or problems please email us on 
compassion.pod@gmail.com or contact us on Twitter or Instagram. 

http://www.twitter.com/sotk_pod
http://www.instagram.com/sotk_pod

