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Part B: Self-Development Plan

Instructions:
1. Set at least one self-directed learning goal to enhance your RN practice.
2. Complete at least one learning activity related to your goal.
3. Identify how your learning impacted your RN practice. 

Tip: It is recommended that your self-development plan be SMART (Specific, Measurable, Attainable, Relevant  
and Timely). Check out the CCP Guide for details.

Learning Goal(s) and Activity(ies)

Learning goal(s) Learning activity(ies)  
(be as specific as possible)

Expected 
date of 
completion

Date  
completed
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Impact on my Nursing Practice

How did completing your learning activities impact your RN practice? Include at least one specific example. If you are not 
currently working, anticipate how your learning will impact your practice when you return to work.   


	Learning Goals 1: I will enhance my knowledge related to promoting, supporting and providing improved palliative care services for the community members of the TataskweyakCree Nation (Split Lake), while maintaining a culturally sensitive approach.
	Learning Activity 1: 1) Networking with subject matter experts: I will contact the Cancer Navigation Services, Nurse Navigator in Thompson to obtain specific information regarding their role in assisting HCPs, family members and clients in First Nations communities to provide in home/in community palliative care services.2) Read the following articles:i- Developing palliative care programs in Indigenous communities using participatory action research: a Canadian application of the public health approach to palliative care.ii - Palliative Care - Indigenous perspectives on end of life
	Exp Date of Completion 1: xxxx xx, 2023
	Date Completed 1: xxxx xx, 2023
	Date Completed 2: xxxx xx, 2023
	Learning Goals 2: 
	Learning Activity 2: 3) Review the WHRA/NRHA - Guidelines for discharge planning for First Nations patients returning to home community for Palliative care.4) Arrange for an in-community in-service with the Cancer Navigation Services, Nurse Navigator - include my self, the TCN Chief & Council, the TCN Health Director, elders, clergy, Community Health Nurses, HCCP, community MDs, and the community Mental Health Therapist.
	Exp Date of Completion 2: xxxx xx, 2023
	Date Completed 3: xxxx xx, 2023
	Learning Goals 3: 
	Learning Activity 3: 5) Engage in discussions with the TCN Chief & Council, the TCN Health Director, and TCN elders, clergy , CHNs, HCCP, and the community MDs - to gain perspective what is culturally appropriate palliation based on First Nations culture and beliefs. To discuss the incorporation of culturally appropriate palliative care measures while adopting the NRHA Cancer Navigation resources and services.6) Engage in discussions with ISC- FNIHB education and practice consultants to assist with the development of culturally appropriate palliative care order sets and procedures for First Nations communities (TCN community ).
	Exp Date of Completion 3: xxxx xx, 2023
	Impact on my Nursing Practice: My understanding and my ability to provide palliative care services to TCN community members within their community and in their home, is limited. As a Community Health Nurse/Nurse in charge in the First Nations community of Split Lake (TCN), I want to enhance my know ledge related to promoting, supporting and providing improved palliative care services for the community members of the Tataskweyak Cree Nation (Split Lake). During my time in Split Lake as aCHN/NIC, I have been involved with a great number of clients w ho have had to be admitted to the Thompson General Hospital for palliation, as opposed to being able to stay in their home to receive culturally appropriate palliative care. Factors that inhibit my ability (including (HCP's, client's and family member's ability ) to provide this service in Split Lake, include several barriers. Several of these barriers include: a lack of my understanding and allied HCP's understanding of palliative care, a lack of resources to prov ide palliative care within the community , a disconnect between Cancer Navigation Services and community , a lack of advocacy and promotion of in-home and in-community palliation, and non defined community palliative care policies and procedures. As a result, HCPs, families, and the TCN leadership are not equipped to care for clients in the community and in their home. Consequently, palliative care clients are palliated in Thompson, often times away from their family and friends.I recently had a 67 year old client with a diagnosis of pancreatic cancer who's wish w as to remain at home during his palliative stages. Unfortunately, due to the significant gaps in palliative care resources, this client was transfered to the Thompson General Hospital for the remainder of his palliation. My objective in completing my learning plan is to promote, support and to be able to provide palliative care to the community of TCN. My goal is to be a strongadvocate for this invaluable service, for those who wish to remain in their community and home to receive their palliative care. I understand that this will be a collaborative process with several stakeholders.IMPACT ON MY PRACTICE: Despite not being able to complete all my learning activities, I was able to advocate and provide palliative care in the community for several clients since I identified my learning goal. As I previously identified, this was a collaborative process. I was able to achieve my goal due to the engagement of Cancer Navigation Services, the engagement with TCN leadership and elders, the knowledge I gained from my readings, and my engagement withallied HCPs.
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