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)

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

Expected
date of
completion

Date
completed

By December 1st, 2024, | will
increase my knowledge in End
Stage Chronic Obstructive
Pulmonary Disease and Advanced
Heart Failure as it relates to
palliative care. The palliative care
unit | work on is seeing a larger
proportion of end stage organ failure
patients. Increasing my own
knowledge in these areas will allow
me to provide care informed by best
available evidence and research for

this population. | will complete this
nnal hv readinn near-raviewead

Review 1 Journal Article each month from
January - October 2024.

1. January 2024

Kowalczys A, Bohdan M, Wilkowska A,
Pawtowska I, Pawtowski L, Janowiak P,
Jassem E, Lelonek M, Gruchata M, Sobarnski
P. (2022). Comprehensive care for people
living with heart failure and chronic obstructive
pulmonary disease-Integration of palliative
care with disease-specific care: From
guidelines to practice. Front Cardiovasc Med.

Retrieved from https://pmc.ncbi.nim.nih.gov/
articlac/DMCARR11NA/

Type: Subject Matter Expert Consultation

In my review of end stage COPD and heart
failure, | consulted 3 separate palliative care
physicians to discuss their perceptions in care
for this patient population, as well as an
occupational therapist who specializes in this
area. The palliative care physicians were able
to provide insight into the particular
challenges for this patient population in
Manitoba, specifically the criteria in Manitoba
to have a life expectancy of only 6 months for
enrollment on program.

Type: Other

On our works Learning Management System,
I completed the following courses related to
COPD:

- COPD: Non Pharmacological Management
- COPD: Action Plans

XXXX XX, 2041

XXXX XX, 2024

XXXX XX, 2024

XXXX XX, 2024

XXXX XX, 2024

XXXX XX, 2024
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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.

When | started out with my self-directed learning goal in 2024, | had a lot of questions related to how to approach
patients with non-oncologic end of life illnesses such as end stage COPD & CHF. In particular, | wondered if there
should be a different approach to palliative care for these patients versus patients who suffered from oncological
diagnoses.

Reviewing the articles, with each passing month | gained more insight into the specific challenges that individuals with
CHF and COPD face in their end-of-life care. Notably, the pattern of decline can be unpredictable and differs greatly
from oncologic end of life illness. There can be patterns of decline, which can be defined as exacerbating-remitting. This
differs from oncologic illness which often shows preserved functionality, and then a rapid decline weeks to days before
death. When caring for individuals on the palliative unit suffering from COPD exacerbations with a rapid functional
decline, I now regularly utilize the knowledge of end of life trajectory in both educating families as well as staff that | work
with on the unit. For example, a family member came to me after a loved one recovered from a particularly stressful
COPD exacerbation. She expressed her exhaustion as a caregiver ™| never know what's going to happen™. |
empathized with her, and provided her with caregiver information related to COPD that | had obtained from UpToDate at
her request. | was aware of this resource because of my literature review activities and the article | read in April 2024. In
addition, | discussed with her the trajectory for end of life and COPD patients. The caregiver expressed she was thankful
for the education. She said she took comfort in the knowledge that this experience of exacerbating-remitting iliness was
a pattern, and experienced by most people with COPD. She relayed that she had been worried that her and her spouse

had been ""doing something wrong™".

The learning activity also allowed me to think critically about how patients access palliative care. In the literature, it's
supported that patients with ESHF, ESCOPD are more likely to be hospitalized on admission to program - meaning that
the patient themselves and families may require more education about the palliative approach to care and what this
means. | had many patients this year, that after reading the literature, | was able to recognize quickly there was
presumably a large information gap, and allowed extra time on admission for both patient and family to ask questions,
and specifically went over what palliative care approach looks like.

In addition, the non pharmacological strategies course helped me with direct patient care. | was able to deploy these non
pharmacological strategies into practice. There was one patient who came in, and was acutely distressed. | was waiting
prn medications to arrive. | utilized the non pharmacological strategies to help to alleviate some distress, with good
effect.
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	Learning Goals 1: By December 1st, 2024, I will increase my knowledge in End Stage Chronic Obstructive Pulmonary Disease and Advanced Heart Failure as it relates to palliative care. The palliative care unit I work on is seeing a larger proportion of end stage organ failure patients. Increasing my own knowledge in these areas will allow me to provide care informed by best available evidence and research for this population. I will complete this goal by reading peer-reviewed journal articles, UpToDate articles, with the goal of reading one article each month until October 2024. I will also complete the COPD: Non Pharmacological Management Learning Management System Module.

	Learning Activity 1: Review 1 Journal Article each month from January - October 2024. 

1. January 2024 
Kowalczys A, Bohdan M, Wilkowska A, Pawłowska I, Pawłowski L, Janowiak P, Jassem E, Lelonek M, Gruchała M, Sobański P. (2022). Comprehensive care for people living with heart failure and chronic obstructive pulmonary disease-Integration of palliative care with disease-specific care: From guidelines to practice. Front Cardiovasc Med. Retrieved from https://pmc.ncbi.nlm.nih.gov/articles/PMC9551106/ 

2. February 2024 
Lee JH, Hwang KK. (2022). End-of-Life Care for End-stage Heart Failure Patients. Korean Circ J. 52(9):659-679. Retrieved from https://pmc.ncbi.nlm.nih.gov/articles/PMC9470494/ 

3. March 2024 
Allen, L. (2024). Palliative care for patients with advanced heart failure: Indications and systems of care 
Retrieved from: https://www.uptodate.com/contents/palliative-care-for-patients-with-advanced-heart-failure-indications-and-systems-of-care 

4. April 2024 
Reinke, L., Janssen, D., Sullivan, D. (2024). Palliative care for adults with nonmalignant chronic lung disease. Retrieved from https://www.uptodate.com/contents/palliative-care-for-adults-with-nonmalignant-chronic-lung-disease?search=palliative%20care%20and%20COPD&source=search_result&selectedTitle=1%7E150&usage_type=default&display_rank=1 

5. May 2024 
Iyer AS, Sullivan DR, Lindell KO, Reinke LF. (2022). The Role of Palliative Care in COPD. Chest. 161(5):1250-1262. Retrieved from https://pmc.ncbi.nlm.nih.gov/articles/PMC9131048/ 

6. June 2024 
Akbarian-Rokni M, Mardani-Hamooleh M, Abbasi M, Seyedfatemi N, Pezaro S. (2023). Nurses' perceptions of the challenges involved in providing of end-of-life care to people with heart failure: a context-based study. BMC Palliat Care. 22(1):180. Retrieved from https://pubmed.ncbi.nlm.nih.gov/37968669/ 

7. July 2024 
Chow J, Senderovich H. (2018). It's Time to Talk: Challenges in Providing Integrated Palliative Care in Advanced Congestive Heart Failure. A Narrative Review. Curr Cardiol Rev. 14(2). Retrieved from https://pmc.ncbi.nlm.nih.gov/articles/PMC6088451/#:~:text=Deciding%20when%20to%20involve%20palliative,failure%20is%20a%20terminal%20diagnosis. 

8. August 2024 
Bonares MJ, Mah K, MacIver J, Hurlburt L, Kaya E, Rodin G, Ross H, Zimmermann C, Wentlandt K. (2020). Referral Practices of Cardiologists to Specialist Palliative Care in Canada. CJC Open. Retrieved from https://pubmed.ncbi.nlm.nih.gov/34027349/ 

9. September 2024 
Lowey SE. (2018). Palliative Care in the Management of Patients with Advanced Heart Failure. Adv Exp Med Biol. Retrieved from https://pubmed.ncbi.nlm.nih.gov/29030806/ 

10. October 2024 
Bostwick D, Wolf S, Samsa G, Bull J, Taylor DH Jr, Johnson KS, Kamal AH. (2017). Comparing the Palliative Care Needs of Those With Cancer to Those With Common Non-Cancer Serious Illness. J Pain Symptom Manage. Retrieved from https://pubmed.ncbi.nlm.nih.gov/28457746/
	Exp Date of Completion 1: xxxx xx, 2041
	Date Completed 1: xxxx xx, 2024
	Date Completed 2: xxxx xx, 2024
	Learning Goals 2: 
	Learning Activity 2: Type: Subject Matter Expert Consultation

In my review of end stage COPD and heart failure, I consulted 3 separate palliative care physicians to discuss their perceptions in care for this patient population, as well as an occupational therapist who specializes in this area. The palliative care physicians were able to provide insight into the particular
challenges for this patient population in Manitoba, specifically the criteria in Manitoba to have a life expectancy of only 6 months for enrollment on program.

The other subject matter expert I consulted with is an Occupational Therapist from a Chronic Respiratory Care Unit. They emphasized the importance of keeping
individuals active in quality of life.
	Exp Date of Completion 2: xxxx xx, 2024
	Date Completed 3: xxxx xx, 2024
	Learning Goals 3: 
	Learning Activity 3: Type: Other

On our works Learning Management System, I completed the following courses related to COPD:
- COPD: Non Pharmacological Management
- COPD: Action Plans

	Exp Date of Completion 3: xxxx xx, 2024
	Impact on my Nursing Practice: When I started out with my self-directed learning goal in 2024, I had a lot of questions related to how to approach patients with non-oncologic end of life illnesses such as end stage COPD & CHF. In particular, I wondered if there should be a different approach to palliative care for these patients versus patients who suffered from oncological diagnoses. 

Reviewing the articles, with each passing month I gained more insight into the specific challenges that individuals with CHF and COPD face in their end-of-life care. Notably, the pattern of decline can be unpredictable and differs greatly from oncologic end of life illness. There can be patterns of decline, which can be defined as exacerbating-remitting. This differs from oncologic illness which often shows preserved functionality, and then a rapid decline weeks to days before death. When caring for individuals on the palliative unit suffering from COPD exacerbations with a rapid functional decline, I now regularly utilize the knowledge of end of life trajectory in both educating families as well as staff that I work with on the unit. For example, a family member came to me after a loved one recovered from a particularly stressful COPD exacerbation. She expressed her exhaustion as a caregiver ""I never know what's going to happen"". I empathized with her, and provided her with caregiver information related to COPD that I had obtained from UpToDate at her request. I was aware of this resource because of my literature review activities and the article I read in April 2024. In addition, I discussed with her the trajectory for end of life and COPD patients. The caregiver expressed she was thankful for the education. She said she took comfort in the knowledge that this experience of exacerbating-remitting illness was a pattern, and experienced by most people with COPD. She relayed that she had been worried that her and her spouse had been ""doing something wrong"". 

The learning activity also allowed me to think critically about how patients access palliative care. In the literature, it's supported that patients with ESHF, ESCOPD are more likely to be hospitalized on admission to program - meaning that the patient themselves and families may require more education about the palliative approach to care and what this means. I had many patients this year, that after reading the literature, I was able to recognize quickly there was presumably a large information gap, and allowed extra time on admission for both patient and family to ask questions, and specifically went over what palliative care approach looks like. 

In addition, the non pharmacological strategies course helped me with direct patient care. I was able to deploy these non pharmacological strategies into practice. There was one patient who came in, and was acutely distressed. I was waiting prn medications to arrive. I utilized the non pharmacological strategies to help to alleviate some distress, with good effect.
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