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Short of Breath: A Winter’s Tale
of Asthma, COPD & Homelessness

hat do tobacco, trucks and cockroaches have in common?
To Health Care for the Homeless providers, the answer is

obvious—they trigger or exacerbate asthma, emphysema and
chronic bronchitis in susceptible individuals, and help to account for
the disproportionately high prevalence of these chronic lung dis-
eases among impoverished people who are without a home.

Asthma is a chronic inflammatory
disease of the airways that has been on
the rise for the past 40 years throughout
the industrialized world.1,2 In the United
States, the incidence of asthma has

increased by 75% since the 1980's, with no plateau in sight.3 Preva-
lence rates are significantly higher among the urban poor, and higher
still for homeless people. Heightened exposure to environmental pol-
lutants and other allergens elevates their risk of developing asthma.1,2

Restricted access to appropriate treatment increases their morbidity.4,5

Ongoing, untreated bronchial inflammation in children can lead to
asthma and chronic obstructive pulmonary disease (COPD) in
adults—a condition characterized by chronic bronchitis and emphy-
sema, most commonly seen in heavy smokers.6 Although the patho-
genesis of COPD remains uncertain, experts agree that tobacco use
is by far the most important risk factor, and smoking cessation is the
best way to change the course of the disease.6  The high prevalence
of smoking among homeless people compounds their risk for air-
ways reactivity, an element of both asthma and COPD.6

Cold weather, crowded shelters, increased exposure to respiratory
infections and reduced activity—all are factors that contribute to
exacerbations of chronic lung disease in winter.  The following arti-
cles offer practical tips for homeless service providers, clients and
advocates to prevent and ameliorate these debilitating conditions.
Clinicians quoted here call for education, appropriate treatment, and
environmental controls—that all may breathe fresh air. n

Pediatric Asthma: An Urban Epidemic
 homeless child is three to six times
more likely to have asthma than the

average American child.  Nationwide, 20% of
homeless children have asthma compared to
7% of all US children.5 Several cities have
reported rates as high as 30% or more.3  A
1998 study in New York City found that
nearly 40% of homeless children in shelters
suffered from asthma, and that over 90% of
those with persistent asthma did not receive
appropriate medical care.3 Children living in
poorer neighborhoods have higher  rates of

hospitalization for asthma—often an
indicator of inadequate

preventive care.4

PATHOGENESIS There is a genetic predispo-
sition to asthma that is activated by certain
environmental ‘triggers’ including cigarette
smoke, diesel exhaust, dust mites and cock-
roach feces, explains Dr. Shawn Bowen, a
pediatrician with the Childhood Asthma Ini-
tiative at The New York Children’s Health
Project, Montefiore Medical Center, in the
Bronx. To reach homeless children who need
his help, Dr. Bowen visits shelters in a large,
blue mobile health van.

“Shelters tend to be located in the most envi-
ronmentally polluted parts of town, which
also have the highest rates of asthma,” ob-
serves Dr. Scott Schroeder, a pediatric pul-

monologist at Montefiore to whom the most
intractable cases are referred. “Part of the clini-
cian’s task is to try to reduce the allergen load and
curb maternal smoking,” he says. “If a mother
smokes while she has a growing fetus, her child has
twice the risk of developing asthma.”  Smoking
during pregnancy is strongly linked to low
birthweight (LBW), affecting 17% of chil-
dren born to homeless women—twice the
rate of children nationally.5 LBW may also
make asthmatic children more susceptible to
the air pollutant ozone.7 Second-hand smoke
further narrows children’s airways, notes
Schroeder, and is associated with a 50% in-
crease in a child’s average number of winter
colds, common triggers of childhood asthma.
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ASTHMA CONTROL IN SHELTERS

1. Put allergen-impermeable mattress covers on
shelter beds; wash sheets weekly in water over

140°F to kill dust mites.

2. Encourage parents to wear a poncho when
smoking and remove it afterwards. Promote ac-

cess to smoking cessation programs.

3. Stop leaking faucets. Keep humidity below 50%

to reduce proliferation of vermin & molds.

4. Don’t allow eating in sleeping areas. Move head

of bed 6 inches from wall to avoid cockroaches.

5. Be sure all dishes are cleaned, dried and put
away after use; that all food is stored in air-tight

containers.
Scott Schroeder, MD

New York Children’s Health Project

Wheezing caused by respiratory infections,
particularly the common respiratory syncytial
virus (RSV), may be mistaken for asthma in
children under age six, most of whom do not
go on to develop chronic asthma,8 says pe-
diatrician Peter Sherman, MD, Medical
Director of the HCH project at Montefiore.
“But if several episodes of wheezing occur in
babies under a year old, diagnose it as asthma
and treat it accordingly,” he advises. “If RSV
is suspected in premature infants, consult a
specialist.”

UNDER-TREATMENT Recommended treat-
ment for asthma depends on the level of se-
verity and persistence of the disease.1 “Often
asthma is not diagnosed at its true level of
severity, resulting in under-treatment, multi-
ple trips to the emergency department, and
unnecessary hospitalizations,” observes Dr.
Bowen. “Lacking
a medical home,
homeless kids
typically rely on
hospital ERs,
which stabilize
them after asthma
attacks but don’t
offer appropriate medications to control chronic
illness.”  It isn’t unusual for these children to
receive serial prescriptions for prednisone, he
says, which can have many adverse side ef-
fects when taken for a prolonged period of
time. Lack of appropriate anti-inflammatory

medication (e.g., daily-inhaled steroids) re-
sults in frequent asthma exacerbations and,
over time, permanent airway narrowing and
obstruction.

Bowen recommends using “step-down” ther-
apy where possible—begin with the strongest
medications needed and gradually decrease
dosage as patients improve. His primary con-
cern is the disruption of peoples’ lives caused
by uncontrolled asthma, which interferes with
sleep and educational performance, raises
already high stress levels for homeless families,
and threatens children’s emotional health.5

RECOMMENDATIONS Montefiore pediatri-
cians contend that the HCH clinician’s most
important goals in asthma care are to reduce
morbidity, prevent excessive emergency
room use and unnecessary hospitalization,
reduce the repeated use of predisone, and
minimize family disruption. Here’s how:
• Become familiar with the National Heart,

Lung and Blood Institute guidelines for
appropriate asthma treatment.1

• Develop an asthma action plan in partner-
ship with the patient.

• Establish a model of care and teach
asthma control strategies in shelters.

• Test patients’ judgment about how to take
prescribed medications properly.

• Teach patients to use “rescue prednisone”
after consulting their physician on the tele-
phone, as an alternative to going to the ER.

• Persist in follow up. Help patients buy into
appropriate treatment.

• Find a medical home for every child.
Educate parents to know what good care is
and to ask for it.

• Partner with drug companies and other
corporations to defray the cost of more ex-
pensive treatments.

Even the best care in the world won’t solve
the epidemiological problem of asthma, Dr.
Schroeder reminds us. “As a society, we
don’t have the intestinal fortitude to clean up
our environment. Those who live in highly
polluted environments are at highest risk for
asthma. The ultimate preventive medicine is
pollution control. Otherwise, we’re just
pumping kids full of medications.” n

Coping with COPD in Homeless Adults
hronic obstructive pulmonary disease (COPD) is the fourth
leading cause of death in the United States, affecting over 16

million people.6  It occurs at a rate six times higher among homeless
people than among persons who are housed.9 Most COPD patients
have been heavy cigarette smokers, and many continue to smoke
despite their respiratory impairment. Some also have asthma. Pri-
mary treatment goals are to minimize the effects of reversible lung
damage and improve quality of life.6

TREATMENT CHALLENGES COPD is one of the most common
conditions seen in homeless adults who come to the Stout Street
Clinic in Denver, Colorado, because so many of them are smokers,
reports Jenny Scanlon, FNP. But it is rarely an isolated medical
problem for these clients, she says. “That makes treatment a real
challenge. Mental illness and substance abuse often interfere with
treatment adherence, as do the loss or theft of medications—a com-
mon occurrence for persons who sleep outside or in shelters.”

A subsidiary of the Colorado Coalition for the Homeless, this busy
HCH project is fortunate to have free access to all standard medica-
tions and a pulmonology consult at Denver Health Medical Center,
the city/county public hospital. But because the clinic is under-
funded and short on staff, clients often have to wait all day to be
seen. Conflicting subsistence priorities sometimes make this impos-
sible for them. As a result, COPD patients may appear only when they
are completely out of medication, with serious exacerbations.

“Patient education is key in minimizing COPD exacerbations,” says
Scanlon. “We talk with people about the importance of taking medi-
cations consistently, explain how to use inhalers properly, and ask
clients to demonstrate their use at every visit. We also do our best to
optimize nutrition, tell patients to stay hydrated to break up chronic
bronchitis, help them choose to be treated for substance abuse, and
do what we can to get them housed,” adds Scanlon.  “One of our
biggest challenges is finding a place where homeless people with
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advanced COPD can receive continuous oxygen therapy. Once they
qualify for disability assistance, clients can usually afford a place to
stay; but even though all hypoxic patients meet SSI eligibility crite-
ria in Colorado, there is often a significant lag time before they are
enrolled. We end up using medical respite beds for oxygen
therapy, sometimes for months at a time.”

EXPERT ADVICE Philip Corsello, MD, pulmonologist
at National Jewish Hospital, a renowned respiratory
care center in Denver, offers the following advice to
clinicians who are struggling to help homeless persons
cope with COPD:

Antibiotics “I strongly favor the use of antibiotics for COPD exacerba-
tions that are characterized by increased cough and a change in sputum
amount and color. There is good evidence that antibiotics shorten both
the duration and intensity of the illness.10 Broad-spectrum antibiotics
such as amoxicillin, tetracyclines or sulfonamides are just as effective as
more expensive drugs for patients with simple COPD (<4 exacerbations
per year, no comorbid illness and mild-moderate airways obstruction).
In patients with complicated COPD (>age 65, FEV1<50% of predicted,
or >4 exacerbations per year) and/or suspected antimicrobial resistance,
more vigorous antibiotic therapy is required.”10

Steroids “I don’t recommend the use of  (anti-inflammatory) corticoster-
oids for patients with stable COPD, unless there is thought to be an
asthmatic component to the disease—suggested by either a history of
antecedent asthma, a marked bronchodilator effect or observed wheez-
ing. A pulmonary function test isn’t necessary to confirm asthma. Only
12%–15% of persons with COPD benefit from long term inhaled or
systemic steroids, and sustained benefits have rarely been demonstrated
for persons with pure COPD without asthma.11  Adverse side effects of
systemic steroids (osteoporosis or steroid myopathy) mitigate against
their long term use; but systemic steroids can reduce the severity and
duration of acute exacerbations.”11

Bronchodilators “Combivent is effective for moderate-severe cases, but is
expensive. Its components, albuterol and ipatropium/Atrovent, can be
used separately at less than half the cost but without the convenience,
which could affect adherence. With either option, these drugs should be

taken four times daily.  Albuterol can be prescribed as
needed in addition to Combivent without toxic effect.
There is good evidence that the long-acting bronchodilator
salmeterol is also helpful in treating COPD. Taken
morning and evening, it lasts 8–12 hours. Expect a new
drug (tiatropium) to be released within a year or so. An
improvement on Atrovent, it has a duration of 24–36
hours that will allow for once a day dosing and, almost
certainly, will result in improved adherence.”

MDIs vs SVNs “Small Volume Nebulizers (SVNs) aren’t necessary for
the vast majority of COPD patients, and are expensive. There is
evidence that they are seldom more effective than properly used
Metered Dosed Inhalers (MDIs). Teaching patients to use MDIs
correctly is time well spent. Spacers make current propellant inhal-
ers easier to use for 90% of patients. Good spacers cost about $10,
but last a long time.”

Oxygen Therapy “HCH clinicians might consider using portable oxy-
gen tanks that could be filled by a large supply tank (“the cow”) in
shelters willing to house it. In this way, homeless patients could fill
up portable tanks that last 4–8 hours at a time, enabling them to am-
bulate freely indoors or outside; but it’s uncertain whether these de-
vices would work well for sustained periods of time in severe cold
weather.”

Preventive Care “All patients with COPD should receive the influenza
vaccine annually and the pneumococcal vaccine every 8–10 years.
For these patients, getting the flu or pneumonia is life-threatening.”
To minimize the spread of respiratory infections, wash hands fre-
quently and keep shelters well ventilated, advise HCH clinicians. n

Smoking Cessation: What HCH Projects Are Doing
ne year ago, the University of

Pittsburgh School of
Pharmacy’s Program for
Pharmaceutical Care to

Underserved Populations
surveyed the local homeless population to
find out how many were smokers and what
their interest was in smoking cessation. HCH
Pittsburgh and The Program for Health Care
to Underserved Populations collaborated in
this project. “We learned that 69% of 275
homeless adults over age 18 were current
smokers, compared to 25% of the general US
population, and that 88% of these individuals
wanted to quit smoking,” reports assistant
professor Sharon Connor, PharmD. If a

smoking cessation program were available,
76% said they “definitely” or “probably”
would participate. This evidence compares
with smoking prevalence rates reported in other
homeless populations (69%–73%),12 and con-
tradicts the popular assumption that homeless
smokers aren’t highly motivated to quit, she says.

Even if clients are reluctant to quit, it’s im-
portant not to give up on them, insists Carol
Jenkins, RN, of Stout Street Clinic in Den-
ver, especially if they have COPD. “Remind
them that it still helps to cut down, even after
there is lung damage,” she advises. Rising
tobacco costs are an effective deterrent for
her patients, who can’t afford to buy as many

cigarettes. HCH clinicians practice one-on-
one tobacco counseling at every patient visit
and offer free nicotine patches or chewing
gum. Zyban/buproprion isn’t used as much
because it is more expensive. Clinic staff
distribute educational materials and share tips
from clients about reducing tobacco use.
Although classes are known to make smoking
cessation aids more effective, they aren’t
accessible for most clients, who are working
or scrambling to get a meal when classes are
offered. Night or weekend sessions would be
better, says Jenkins, but they aren’t available.

HCH Milwaukee’s Recovery Community
Support Program offers informal group ther-
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apy for substance abuse including smoking
cessation. “All participants smoke cigarettes.
Most are interested in at least cutting down, if
not quitting entirely,” says clinical coordina-
tor Lisa Kadlec, MSW, CICSW. “We edu-
cate them about nicotine and use motivational
techniques to promote readiness for change.”
[See June 2000 issue of Healing Hands.]

Case managers handle individual counseling.
“Primary care physicians often tell clients to
quit smoking and then expect them to do it on
their own, but it rarely works,” she says.
Homeless people can't afford nicotine patches
(about $30 for a two-week supply). Title IX
covers only Zyban, which had intolerable
psychiatric side effects for one mentally ill
patient. Nevertheless, peer support, refresh

ments and program flexibility keep folks
coming back to weekly group meetings.
“Find out how best to assist your clients with
their perceived needs,” Kadlec advises.
“Meet them where they are.”

Insufficient staffing and limited budgets pre-
vent most HCH projects from initiating com-
prehensive smoking cessation programs.
National tobacco settlement money may
change that in some states, including New
Mexico. Albuquerque HCH has received
grant money to implement a two-tiered
smoking cessation program, reports Amalia
Torrez, CDA: screening and brief interven-
tions based on a National Cancer Institute
model, and a treatment program based on an
American Lung Association model.

Michael Fiore, MD, MPH, directs the Cen-
ter for Tobacco Research and Intervention at
the University of Wisconsin Medical School.
He chaired the US Public Health Service
panel charged with updating the Smoking
Cessation Clinical Practice Guidelines,13 re-
leased in October. “Tobacco dependence
treatment should be part of every clinic visit
with every patient,” he urges. “As with other
chronic diseases, clinicians should take a
broad, long-term approach to smoking cessa-
tion, assuming periods of relapse. Sustained
remission is possible, but patients have to be
committed to the process and share responsi-
bility for it. The issue of how to motivate them
to do so is a major focus of the guidelines.” n
[Clinical advice contained in these articles
should not be construed as recommendations of
the National Health Care for the Homeless
Council.]
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