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The pine tree symbolizes the Tree of Peace.

The branches provide protection and the white
roots spread in the four directions of the earth.

The eagle on top is a spiritual being that warns of
impending danger and is a symbol of strength. The
eagle watches over all and is a connection to the
creator. The colours of the sun can be a sunrise ora
sunset which gives us hope.”

EOLFN ADVISORY COMMITTEE, SIX NATIONS OF THE GRAND RIVER TERRITORY




Palliative Approach to Care

The foliowing diagram, An Integrated Paliative Approach to Care for First Mations Communiies,
ilustrates how a paliative appmach to care can be incorporated at different stages of a person's
chionic iliness.  This diagram was developad by the EOLFN project and adaptad from the Canadian
Hospica Palliative Cane Associstion model of care.

AN INTEGRATED PALLIATIVE APPROACH TO CARE

Focus of Care

Tima Advanced Diseazs /- Bereavement

) n Life Threataning
2 Mb‘:ﬂim Patient
- B"lllh care
Prasentationffiagnusis with ey e

chronicAsrminal dizesss

An Integrated Palliative Approach to Care
for First Nations Communities

In relation to the diagram, the pallistive approach {which is depicted in the lower right hand section)
i5 implermnented at diagnosis and extends o end-of-life and through bereavemant. Ower time, thare
is a gradual transition in the focus of a person's care from diagnesis to end-oflife. As the individud's
disease progresses, the focus of care gradually shifts. The primary care team of health care providers
i the community provide the majority of the paliative care; however, occasional consultation and
support from pallistive care esparts may be bensficial.

Initialy, there is a greater focus on therapies to modify the disaasa. Later, the focus shifts o the
palliative approach, relieving suffering and improving quality of . Treatment for the disease and
the palliative approach oocur at the same time throughout the coursa of the liness. In the last year
of life therm is particular emphasis on the pallistive approach to care.

6§ Istreductien




PROCESS OF PALLIATIVE CARE PROGRAM DEVELOPMENT
SEQUENTIAL PHASES
OF THE CAPACITY
DEVELOPMENT MODEL
Advocating for
Individual and Families
Promoting Education
Providing Care 5) Crowing the Palliative Care
Program
Building External Linkages
Strengthening
Community Relationships 4) Croating the Paliative Care
3) Exparisacing a Catalyst
Community Infrastructure Empowerment
Collaboration Vision for change 2) Having Community Readiness
Health Services Local Leadership
1) Erounding the Development
Individual, Family, Community and Culture in Comaunity Valuss asd
Princigles
8 Intreduction




Grounding the
Program in
Community
Values and
Principles

There are people that are very sick in

our community and we want to help

them, and we know that is their wish to

stay at home for as long as possible and

that is what we want to do.”

INTERNAL HEALTH CARE PROVIDER, NAOTKAMEGWANNNG ARST NATION




Grounding the Program in
Community Values and Principles

% .when a person would pass
on, they [the community]
celebrated, they weren't sad.
They were happy for that
person, because they knew
that, you know, it wasn’t

the end of life, like there was
life after, kind of thing ina
spirit world. They knew that’s
where they, the spirit, came
from. How we went home. So
instead of being sad they were
happy for that person going
to the spirit world. So people
weren't sad when someone
passed on, they were happy
for them, they envied them
kind of thing.”

Traditional Knowledge Carrier,
Naotkamegwanning First Nation

PHASE 1: Grounding the
Program in Community
Values and Principles

In developing a paliative cara program in a First Nations community,
the first phase of the process Grounding the Program in Community
Values and Principles acknowledges and respects that the program
neads to grow out of the roots of individual, famiy, community
and culture. What this maans is that each community has unique
values, beliefs, and philosophy which are based on Indigenous
understandings of health, ilness, birth, and death. These differ
across communities and linguistic groups and they need to be
recognized, honoured, and valued.

The following principles need to be undearstood and respected when
developing a palliative care program in a First Nations community:

* Palliative care delivery in a First Nations community may be
different than westemized, medcalized or urban modek of
paliative carg;

* The program needs to be based on local confrol and engage
community members;

inC ity Valuss and Principlss
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Community
Readiness
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age [for comm ies] would be is
you have to start where you are at, and
then look to see where you can go, and some
communities may not get to where they need
to because they lack resources....so different
communities will have different goals.”
COMMUNTY LEAD, SIX NATIONS OF THE GRAND RIVER TERRITORY




Community Readiness

Characteristics that Influence Community Readiness:

1. Community Infrastructure - having erough commu-
nity infrastructure (2.g. housing, clean wabar, frans-
partation, good communication techrology). These
communiy factars impact how chalenging it wil be
o provide home care for paople who are wary sick.

2. Health Servicas - having encugh local community
health sericas and health care prosiders (2g.
health centre, Elders cenire, dociors, nurses, home
and communty care program). The tatal rumber
of services and prosidars avaiable is less important
than whether or not that number is sufficient to
provide cormmunity members with paliative cars at
hame when it & required.

w

Collaboration - having heatth care providers who
are abk o work wel together and are committed
o collaboraie in order to meet new and important
communiy nesds. Clients i the palletive care
program will require services from more than one
program or ofganization, and good quality care will
require many people within the community and
autside the community towork: well tagether.

4. Empowerment - hawing a sense of community
ampowearment o take action and resporsibilty
o solve lecal problems by drawing on family and
communiy support networks. The pallidive care
program must ba initiated by local pecple ard
desvaloped by community mambers who are wiling
fowork hard to achieve their vision.

Vision far Change - having a viEion o provide better
home care for people who are sarously il andfor
Ederly =0 that they can receive gualty paliative
care in the community 1o tha end of ther lives. tis
the wiion of the community that will guide the work
of the lkeaders and community membsrs.

DCESS OF PALLIATIVE CARE

PROGRAM DEVELOPMENT

Awooaling foe
il s Wi

Proematng Liaalion
Praviding Car

Building Extarral Linkages

Gommen . -
S e A S
Cammunity Infrastruztce Empawerment
Cellkoration isic far changa

Health Sarvices Lacal Laadarzhn

Inzisideal, Family, Commmiy ed Coture

The six characterietics are shown in the diagram
as the rocts of the trae.

“ _what I'd like to see_.is for everybody
to be on board with a shared .- vision,
tike a goal. Then once that's in place,
wrhen you kmmp someone is Comting
home, just moke @ call and everybody .
has a role and knows their role.”

Community Member, Naotiamegwanning
First Nation

Deelzping Palbative Cars Pegrams i Fiest Matioss Communities |9




Community Readiness cont...

6. Local Leadership - having strorg local keadership
to initete and guide the community development
process. There needs to be ane very strong leader,
usually a health care prowder, who is supported in
the wark by a group of cther community leaders
from all areas the communty.

These six characteretics form the roots for paliative

care program development and must be strong encugh
o provide a solid foundation for developing a local

program.

The keys o successfu dewelopment in this phase
ndude: working in @ small community where pecple
know and care about one another; working togather as
ateam ar group; and being community-focused.

20 PHASE 2: Having Community Resdiness




Phase 3

Experiencing a
Catalyst

and | also went over

s going home... take me home, I'm
not staying | ! have never stay)
al before. I'm aiso not ta any
me on, I'm not. I'm not taking the white
man medicine, | never did that. Can you take
me home please?
COMMUNITY MEMBER, NAOTKAMEGWANNING FIRST NATION




Catalyst

The description of the Community Lead mk is
included in the tools; please see the foder Phase
3 - Experiencing a Catalyst. The folder includes
the following templates a5 editable Microsoft Word
documents that can be adapted and customizad to
your First Mation comimunity:

1. Community Lead Description Template
2 E)I:IFampln EOLFM Community Lead Description

Onca identified, the Community Lead engagad with
other community members to form an Advisory
Committee that would guide the remainder of the
community development process, This Advisory
Committees consisted of a small group of individuals
who worked together to stat the process of
developing paliative care. They were kay peopke in
the community who could ereate community change.
Having the Advisory Committes also demaonstrated
the community's involverment and commitmant to
change, which is why it is recommended that this
committes be established.

The specific membership of the Advisory Committes
s at the discretion of the Community Lead. Advisory
Committee members should be individuals who are
highly respected, krows how to get things done, and
have a commitment to improving end-of-life care

24 PHASE 3 Experioncing = Catalyst

for commurity members. Within the EOLFM
project, Advisory Committes members included:
the health director, home and community care
coordinator, Elders’ worker, Elders/Knowledge
Carriers,  represenfatives of  community
kadership, managers of health programs,
community  heafth  educators, home  car/
support workars, and administrative staff. The
Community Lead invited the appropriste people
to a meeting, introduced them to pallistive cang,
gave them some backgmound information, and
obtained their commitment to work together 1o
develop a palliative care program.

At this stage n the progmm development,
it i highly recommended that the Advisory
Committea be smal in numbear, for exampla 5-10
people. A smaler group i easier to organizez and
create manageable plans. A a later date, after
some iniial work is dong, a larger committes
called the Leadership Team will be developed.
The Leadership Team will imclde a much
broader scope of pecple from both within and
outside tha community. Forming the Leadership
Team is explained later in the workbook.

The Advisory Committee  members  are
fundamental to getting the paliative care
program off the ground. The committze will mest
as frequartly as needed and may be formal or
somewhat informal. They will work on gtting
someone to become their Community Facilitator
and focus on community engagement. They will
also start tolook at community needs and identify
key people to bs interviewed and sureyed. They
will deselop the community recommendatians
and work plan. These activities are describad
latar in the workboak.




Phase 4

Creating the
Palliative Care
Program

You hear everyone say,; well they passed
away at home in their bed. And that just
makes you feel so good ... that was nice,

it happened the way they wanted it. But
some of us don’t have that choice; we're
taken away tco socon.”

KNOWLEDGE CARRIER, SIX NATIONS OF THE GRAND RIVER TERRITORY




PHASE 4: Creating the
Palliative Care Program

Indeveloping a paliative care program in FirstNatiors
communities, the fourth phase of the process is
caled Creating the Palliative Care Program. In this
phass, commurnity members begn to formaize
the process of creating a paliative care program.
This phase pulk together all the preparatory work
the community has done to get organized and get
community members on board with the goal.
This phase comes after, and emerges out of the
catalyst phase.
In the premous phase, the Community Lead was
identified and the Adwvisory Committee was put
in place. In this phase, the Community Lead and
Adwisary Commitiee tumn their attention to completing
the following seven steps we recommend to create a
local paliative care program:

1. Hire a Community Facilitator

2. Create a Timeline

3. Understand Community Needs and Perspectives

4. Develop the Work Plan

5. Form the Leadership Team

6. Create Palliative Care Guidelines

7. Address Outcomes

26 PHASE 4: Cresting the Pellistive Cars Program




Developing the Workplan

4. Developing the Work Plan

The Advisory Committes next develops their work plan. |t is this work plan that will guide
tham to implement the recommendations identified in the Community Nesds and Perspactives
report To assist the Advisory Committes with the task of developing the work plan, the ECLFN
project has created three worksheets that can be used and adapted. The Advisory Committas
meets as a group to discuss and completa thesa worksheets,

Workshest #1: Community Resources Chart

The first worksheat that the Advisory Committes works on is the Community Resources
Chart to decurmant all of the community resources that could help somaons who is receiving
palliative care at hame, or their family. This chart lists all of the pregrams and sarvices within
the community including: health services (such as the Home and Community Care program,
diabetes or nutritional programs), mental health programs, social programs and supports
(baraavement and adwocacy groups), community supports (hospitals, police, funeral homes),
spiritual andfor cultural care (traditicnal healing programs and churches), and other programs
in the community (for exampla fransportation sarvices). The Advisory Committee mests as a
group and fills in the chart with all the required information.

Worksheat #2: Readinass

The second workshest that the Advisory Committas completes is Community Readiness. The
Advisory Committes mests as a group and fills in the following charts:

* Assessing community heatth infrastructure & palliative care sandces;

+ ‘Whare paliative care services are now baing provided (includes location of services, st of
services and gaps);

* [Aszossing community strengths;

* Assessing & priontizing gaps in services and chalenges to owercome; and

# Plan for Action {goals, actions, imelines and who is resporsible).

Workshest #3: Community Development Phase

The last workshest that the Advisory Committee works on is the Community Development Phase
termplata. Completing this chart helps the Advisory Committee think about where they and their
community are in the process of developing their local palliative care program.

To get the worksheats, please see folder Phase 4 — Creating the Palliative Care Program under
the sub-folder Developing the Work Plan. The fokder includes the following Microsoft Word
documents that are templates which can be customized to your First Mation:

1. Community Resources Chart Template
2. Community Readiness Worksheets Template
3. Community Development Phase Worksheet Template

Devaloping Palative Care Proprams im First Nations Communities 37




Creating Palliative Program

Guidelines

6. Creating Palliative Care Program Guidelines

The Leadership Team starts working on the devalopmeant of Palliative Care
Program Guidelines. These guidelines describe the pallistive care program in
detail and how it works in the community.

The Leadership Team creates a working group, refemed to as the Clinical
Teamn, of internal and external health care providers. The Clnical Team
craates the Care pathway lor Path of Care) and the required consent or
treatment documents.

The EOLFM project created a template for a First Mation Palliatve Care
Pragram that the Leadership Team can use as a todl o help create local
program guidelines. The Paliative Care Program template outines the
following components of a sucoessful pallistive care program:

= Mission Statemant and Vision

* Specific Services

= Screening and Training of StaflVolurtears
» Care pathway (or Path of Care)

= Consent or Treatment documents

Mission Statement and Vision

The paliative care program has a mission statement and a vision. The mission
is the program's reason for existence, and vision is what it wants to be.

A mission statement is a statement of the purposa of the program. The
mission staterment should guide the actions of the program, cleary outline
its owerall goal, provide a path, and guide decision-making, 1t provides the
framiework or conbast within which the program's strategies are formulated.

A vision statement defines the way a program will lock in the future, Vision
iz a long-tarm view, sometimes descriing how the program would like the
world 1o be inwhich it operates.

List of Specific Services

The specific services that are offerad within the program nesd to ba clearly
defined and ariculated. This i a written description of the services,
including: goals, objectives, and relevant policies, procedures, and protocoks.
It also includes methods to reduca risk and monitor outcomes and eligiilty
requirements.

“Having a palliative
care program allows for
that community to bring
their loved ones home,
to die where they were
born...Certainly in an
Aboriginal community
that is one thing that is
key. to be born on the
territory and fo pass
away an the territory.
Having a palliative care
program helps them to
feel comfortable leaving
the hospital.”
Community Facilitator, Six
Mations of the Gmnd River
Territory

Dewaloping Palstive Cars Programes in First Rstionz Communitier 4 ]




ase 5 — Growing the Program

Growing the
Palliative Care
Program

the community members will

ir ted in perpetuating that, and assisting

And hopefully itlf be a reciprocating process
where, [the program] can be established
and grow and to become something that is
appropriate for the community.”

EXTERNAL HEALTH CARE PROVIDER, NAOTKAMEGWANNING FIRST NATION




Growing the Program

PHASE 5: Growing the Palliative

Care Program

In developing a Paliative Care Program in First Nations communities, the fifth
and final phase of the process is caled Growing the Palliative Care Program.

The Palliative Care Program was created by

the Leadership Team during Phase 4. Now PROCESS OF PALLIATIVE CARE PROGRAM DEVELOPMENT
the Leadarship Team is ready to extend

paliative care out into tha community and a
put the program into practica. _

Extending the Palliative Care Program info Ivsiadog or
the community invalves working on five [y
strategies that are listed balow:

» Strengthening Community Rebtionships
» Buiding External Linkages

* Promoting Education

* Providing Care

* Advocating for Individuaks and Famiies

The diagram illustrates that the Growing the
Paliative Care Program phase emernges out

of the previous phase. The five strategies
in the phase are seen among the branches.
of the free. All strategies are important and
they need o be warked on at the same o2t Servees Lesal Laateesip
time.

Ingiéust, Fandly, Commanty and Cibwes

The major goals in the phase are:
strengthaning the local resources; engaging
the regional health care providers; engagirg regional palliative care experts; and
sustaining the program by intagrating the paliative approach o care nto existing
community services.

The kays to success in this phase are: remaining community-focused; educating
community providers; working togetherftearwark; having local leadership; and
feeling pride in the community's accomplishments.

45 PHASE . Crowing the Pallistive Progrem




Wiisokotaatiwin Program (NFN)

as a contact person for Naotkamegwanning Home and
Communty Care and ths coordinator participated in care
conferances as needed. For more information please contact
Tuja Puras, Chief Executive Officer, Northwest CCAC at
Tuip.Puras@nw.ccac-ont.ca

b. Wiisokotaatiwin Care Program received Pilot Funding from the
Northwest Local Health Integrated Network (LHIN)

Similar ©o a provincial heath authority, the Northwest LHIN is
resporeible for planning, integrating and funding many local health
services in Narthwestemn Ontario. Nactkarmegwanning First Nation
applied to the LHIN for pilot project funding for ther palliative care
program which & called the Wisokotaatiain program. The application
was completed using the required LHIN format Health Services
Improvement Pre-Proposal form (HSIF) and the program was
funded for 10 months. The purpose of the Wiisckotaatiwin program
is o gve people Iming with advanced chronic or ferminal iiness
the choice o receive paliative care in their home. Clients recaived
a comprehensive palliative care assessment and participated in
a case conference wih care providers to develop a ccordinated,
indmdualzed care pbn in the comfort and securty of ther own
home. Expert consuftation was ako available o them. Additional
after hours nursing and Personal Support Worker (health care
aide) support wes provided during the evening and weakends. The
Home and Community Care Coordinator and Nurse were on call via
telephone for cients and families who were on the Wisokotaatimin
program. The program ako provided families with nformational
and emational support in their caregiving role and respie care.

The Wiisokotaatisin program model addresses the gap for palliative
home care sarvices in Frst Nations communities. A unique featurs
is the enhanced colaberation between federally and provincialy
funded health care sarvices. There was no duplication in sarvices. A
formal evaluation was conducted by the EOLFN project that can ba
aocessed by cortacting Dr. Mary Lou Kelley at ectin@lakeheaduca

You will find the PDF wersion of the LHIN proposal in the folder
Phase 5 Growing the Program in the sub-folder Building External
Linkages.

1. Naot} ing Wiisokotaatiwin HSIP Proposal

Dewslzping Puliative Care Programs I F




Education for Health Care Providers

Education for Health Care Providers
» Paliative Care for Frort-Line Waorkers in First Matiore Communities

This waorkshaop is based an the cumiculum Palalfive Care for Font-fine
Wonkers in First Nafions Communities devaloped by the Centra for
Education and Research on Aging & Health {CERAH) at Lakshead
Uniwersity in partnership with First Mations Commurities. The purpose
af this curiculum is to provide an infreduction o the philosophy
ard principles of paliatie care far front-ine care providers in First
Matiors communities. The education presanted inthis curricuum is a
support to the development of pallistive care services in First Nations
communiies. The cumiculum uses the halistic teaching concepts of
the medicine wheel combined with the halistic focus of paliative care.
The curiculum utlizes a manuwal called Caring for the Termnaly i
Henowring the Choicas of the Pegpde 1o enhance the material coverad
in this program. This manual can be found on the CERAH website at
www.cerah.lakeheadu.ca
Stagt gy N s N, e e b, GO
5 a & curriculum col icros r Pairt slide dec
ﬁTﬂiﬁfm@H b-e more l_:l.ltl.rdljl and mmrrunityappmpria_m_. Thesa slidede_d(s ane
o C nchded in the workbaok a= a sample of paliative care aducation. The
ERp IR s curmicuum inchdes the folowing 7 modules:

Iinfernal Health Care Meaduke 1: Creating Confext
Providar, Paguis First
Mation Meazdule 2: Warking with Families
Meadule 3: Pain and Sympiom Management
Madule 4: Whan the Time is Near
Madule 5: Grief and Bareavement
Madule &: Helping Relatiorehips
Madule 7 Community Care Teams
“fou will find the editable Microsoft Power Point termplates for Paliative
Care for Fronf Line Worers in First Nations Communiies in the
folder Phase 5 — Growing the Palliative Care Program in the sub-
folder Promoting Education, section 1 - Palliative Care far Front Line
Workers in First Mations Communities.
1. PCFM Maodule 1 Creating Comtext Template
2. PCFM Madule 2 Working With Families Template
3. PCFN Maodule 3 Pain and Symptom Managemant Template
4, PCFN Module 4 When the Time is Near Template

54 PHASE 5 Growing e Pallistie Prgram




Community & Family Education

You will find the ECLFM PDF example faciltator guide and power
pont presertation for the Grief and Loss warkshop in the falder Phase
5 —Growing the Palliative Care Program in the sub-folder Promoting
Education, section 2 — Finding our Way Through: Navigating Loss
and Grief in First Mation Life.

1. Grief and Loss Facilitator Manual
2. EOLFN Grief and Loss Power Paint

Education for Family and Community Members

Education for family and community members £ impartant ta
increase understanding and acceptance of the palletive care

T think fanly involement program. Tools and resources thak were developed and used in the

:B"Hg thing, Iﬁﬂm First Mation commurities are described below:
imrolverment means anything
from how to toilet someone, = Paliative Care in First Matiore Communities Brochures

T Six brachures were developed n collabration with First Naticns
o ket to cook, ’.'f"_ﬁﬂ'fm community membsars. They use clkar and simple language for the
bepm’emi,hm l'ogiwol_:l' gereral public.
medications, you know, I — What i Paliative Car
someone in lots of Iots of pain _ Living with & Tanm
at po m the morming, well . . .
ids are aot T - wtmm;Tmﬂm&mhhﬂaw

staff member mrailable. I mean —  Caring for Someone with 2 Terminal Wress: What fo Expact
unless there s someone on call. ~ Supporting the Carsgiver and the Family
ut fumly it kind of all felis “fou wil find the EDLFN PDF brochures series Paliative Care in First
CoY T S e T Nations CormmiLnities slong with the Micrasoft Word tarmplates of the
this... text in the faldar Phase 5 — Growing the Palliative Care Program in
Community Member, the guh-FnlderI“rpmmin; Education, saction 3-Pallistive Care in First
Maotkame gwanning First Nation Mations Community Brochures.

1. What i= Palliative Care Template

2. Example EOLFN What is Pa liative Care

3. Living with a Terminal liness Template

4. Example EOLFN Living with 2 Termina/ finess
5

. Caring for Someone with a Terminal lliness Care for the
Caregiver Template

. Example EOLFN Caring for Someons with 5 Terminal Diness
Care for the Caragiver

. Caring for Someans with a Terminal liness What to Expact
Template
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Program Forms — Examples & Tools

Plaase find examples and templates found in folder Phase 5 - Growing the Palliative Care
Program in the sub-folder Providing Care, section 1- Naotkamegwanning Wiisokotaatiwin
Program Naotkamegwanning Wiisokotaatiwin Program.

. Client Referral intake Form Template

. Client Program Assessment Form Template

Program Care Plan Form Template

Program Checklist for Home Passing Template

Example NFN Client Brochure

Example NFN Palliative Performance Scale

Example NFN Wiisokotaatiwin Program Assessment Form

. Example NFN Wiisokotaatiwin Program Care Plan Form

9. Program Checklist for Home Passing Template

10. Example NFN Wiisokotaatiwin Program Checklist for Home Passing

11. Example NFN Wiisokotaatiwin Client Referral Intake Form
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Shared Care Qutreach Team
(SNGRT)

Shared Care Palliative Outreach Team in partnership with Stedman Hospice and HNHB LHIN

Shered care teams are a group of health care providers who work fogether fo proside
unified, multi-discipinary, quality paliative care to patients in their homes. The teams
are available 24/7 and wsually include a paliative care physician, nurse, and socia
warker. The main goals of the shared care team are to provide education, symptom
management, and organize care and support services for patients.

The Six Natiors of the Grand River Territory Shared Care Paliatve Outreach Team
was deweloped by the Advisory Commitiee and Leadership Team with suppart from
the regioral heakh care prowiders. It included an Aboriginal physician, Clnical Nurse
Speciaist, and Psychosocial/Spritua/Bareavement Courselor who providad care to
people iving in the community. The team was funded by the provincial health system
and worked as part of the Regional Paliative Care Program that wes based at Stedman
Hospice. (See Building Exterral Linkages for related information about the MOU)

Community members of Six Nations of the Grand River Territory have benefited greatly
from the Shared Care Palliative Outreach team. These benefits include:

A detaied care pathway for clients who need paliative care.

Care i provided inclient's hormes by a teamn that includes a First Nation physician, nurse
and psycheeocial/spiritualbereavernent counselor who are communiy members.

There are more home deaths, as compared to hospital or hospice deaths.

There is improved acoess to palliative care education and mentorship for local health
care prowders.

Haudenozaunes Philosophy is incorparated in supporting clents and staff around death,
dying, grief and loss.

For more information, please contact Lori Monture, Manager of Six Nations Long-term
Care/Home and Community Care, Six Nations Health Services at Imonture@somations.ca.
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Tools & Resources




First Nations Palliative Care
Brochures




Palliative Care Program Guideline
Booklets

Fort William First Nation
Palliative Care
Resource Booklet

WIISOKOTAATIWIN PROGRAM
GUIDELINES

NETAAWGONEBIIK HEALTH SERVICES
HOME & COMMUNITY CARE

(807) 6%&;‘22‘02 AND LONG-TERM CARE
oniey 807-226-2864




First Nations Advanced Care
Planning Resources

WHY ADVANCE '
CARE PLAN?

It reduces unwanted health
treatments, care or healings.

It can lessen your loved ones
and your community's stress,
anxiety and guilt.

g Presentation for First Nation Communities

ilitators Guide

4
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Contact Information

Dr. Mary Lou Kelley
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Phone (807) 766-7270
Email eolfn@lakeheadu.ca

Melody Wawia
Research Coordinator
Phone (807) 766-7274

Email: eolfn@lakeheadu.ca

www.eolfn.lakeheadu.ca


EOLFN_Powerpoint_Template.pptx
EOLFN_Report_Template.docx

