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CHECKLIST

Discharge of First Nations, Metis and Inuit Patients
Returning to Remote Home Communities for End of Life Care

Action Completed

Patient / Family meeting held with facility care team (including Attending Physician /
CRN / Allied Health / Interpreter / IHS Discharge Facilitator or Kivalliq Inuit Services
Discharge Coordinator / PC Consult Team) and local community care team (Home and
Community, Nursing Station / Community Health Center Staff / Local Physician)

Discharge to home community determined to be feasible

Equipment required for care identified, accessible and available

Oxygen (If needed) — Ordered, approved, available, and safety teaching completed

Medications — Minimum two week supply ordered, approved, dispensing pharmacy
identified, and safety concerns addressed

Care in Home — Providers identified, training available, and support available

Transportation to home community arranged and approved

Documentation Completed:

o Letter of Anticipated Death — Faxed to Medical Examiner and local law
enforcement

e Advance Care Plan + / - Health Care Directive

Contact information available to facility team members and home community team
members

Plans for care after death reviewed including care and handling of body after death

Care plan completed including plans for current and anticipated symptoms (e.g. loss
of oral route)

Follow up meeting / phone call arranged
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