Program No:  2020 – __________
 





     CME Office, Department of Medical Education

St Luke’s University Health Network 





   Estes Building, 800 Ostrum Street, Bethlehem, PA 18015

484-526-2392 or 484-526-4860

Continuing Medical Education
Application for AMA PRA Category 1 Credits(s)
Mission:  The Continuing Medical Education (CME) program of St. Luke’s University Health Network (SLUHN) strives to achieve ongoing improvement of its medical staff to provide appropriate, high-quality, cost-effective health care consistent with the SLUHN mission.  (CME activities must align with mission). 
I. GENERAL INFORMATION:
	Application Submission Date:
	
	Start/Date(s) of Activity:
(Submit schedule if applicable)
	

	Sponsoring Department(s):
	
	Day(s) of Week
	

	Physician Activity Director:
	Name:   
Title:      
Phone:  
Email:    
	Time of Activity (ex. 8-9am):

	Location of Activity:


	Program Title:
	

	Frequency:
	 FORMCHECKBOX 
 Once     FORMCHECKBOX 
Repeated     FORMCHECKBOX 
Monthly     FORMCHECKBOX 
Weekly     FORMCHECKBOX 
 Quarterly      FORMCHECKBOX 
Other: 

	#CME Credit Hrs Requested (per event) (estimated Education hours excluding introductions/breaks) 
	

	Activity Contact:   (Person responsible for managing attendance records and submitting documentation)

Name: 

Phone Number:  
Email: 


II. TYPE OF ACTIVITY: Please attach an agenda that lists activity objectives, topic, time schedules, and faculty.
	 FORMCHECKBOX 
  Regularly Scheduled Series / Grand Rounds  –  activities that occur on a regular basis 

	
	 FORMCHECKBOX 
Grand Rounds     FORMCHECKBOX 
Tumor Board      FORMCHECKBOX 
M&M        FORMCHECKBOX 
 Case Review     FORMCHECKBOX 
 PI/Safety  FORMCHECKBOX 
 Other (please specify) _____________

	 FORMCHECKBOX 
  Live Activity – single or multi-day meeting presented once or repeated.

	 FORMCHECKBOX 
  Enduring Material - a non-live, printed, recorded, or computer-based CME activity that “endures” over time.  

       Description:  ______________________________________________________________________________

	 FORMCHECKBOX 
  Performance Improvement CME    Description:  __________________________________________________                              

	 FORMCHECKBOX 
  Maintenance of Certification            Description:  __________________________________________________

	 FORMCHECKBOX 
  Journal Club                                    Description:  __________________________________________________

	 FORMCHECKBOX 
  Direct Providership (Activities solely provided by SLUHN)     FORMCHECKBOX 
Joint Providership (Activities provided by SLUHN and external partner)
          If Jointly Provided, provide contact information for the non-ACCME accredited entity and describe its role in program development and execution:  ______________________________________________________________________________________________________

          _______________________________________________________________________________________________________________


III. TARGET AUDIENCE:  This CME activity is designed to match the current or potential scope of practice of the following learners who are experiencing the gap/need identified. Check all that apply. (C-4)
	 FORMCHECKBOX 
 Primary Care Physicians

	   FORMCHECKBOX 
 Specialists/Subspecialists (specify):      

	 FORMCHECKBOX 
 Pharmacists
	   FORMCHECKBOX 
 Residents/Fellows

	 FORMCHECKBOX 
 Physician Assistants
	   FORMCHECKBOX 
 Nurse Practitioners

	 FORMCHECKBOX 
 Nurses
	   FORMCHECKBOX 
 EMS

	  FORMCHECKBOX 
 PT/OT/ST
	 FORMCHECKBOX 
 Other Healthcare Professionals (specify):      


IV.  PLANNING COMMITTEE:  Individuals involved in planning the activity, completing all pre/during/post CME paperwork, and in control of content. Activities should have a physician activity director and at least one other relevant planner.  (C-7)
**All members of planning committee must complete a disclosure of relevant financial relationships.  No credit will be awarded until this is completed.
	Full Name & Credentials (MD/DO, PA, NP, RN, etc.)
	Title
	Role (e.g. leader, planner, patient, etc.)
	Email/Contact Info 
	Disclosure Form

	     
	     
	Physician Activity Leader
	              
	 FORMCHECKBOX 
  Completed

	     
	     
	Planner
	
	 FORMCHECKBOX 
  Completed

	     
	     
	Planner
	
	 FORMCHECKBOX 
  Completed

	     
	     
	Planner
	
	 FORMCHECKBOX 
  Completed


V. PROPOSED FACULTY:  Complete the grid below for all individuals who may/will serve as faculty for this activity. (C-7)
**All faculty must complete a disclosure of relevant financial relationships. Attach a completed disclosure form for each member. No credit will be awarded until this is completed. (Add rows as needed)
	Faculty Name / Credentials
	Address/City/State/Zip
	Phone
	Email
	Honorarium/Amount

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  $     
 FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  $     
 FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  $     
 FORMCHECKBOX 
 No


VI. PROFESSIONAL PRACTICE GAPS:   “The difference between health care processes or outcomes observed in practice and those potentially achievable on the basis of current professional knowledge”.  A practice gap is a problem that indicates an educational need on the part of the learner.  Desired results are what you expect the learner to do in his/her practice setting.  How will the information presented impact the clinical practice and/or behavior of the learner?  (C-2, C-3)
· Knowledge 

= Learners need to know about something (gain new knowledge)
· Competence 
= Learners need to learn how to do something (gain new abilities and skill)
· Performance 
= Learners need to change something they do in their practice (modify their practice / improve patient care)
	Educational Need Description
	Instructional Objectives
	Practice Gap That Activity is Designed to Change

	What are the problems/issues occurring in practice that you want to affect/change with this activity?  What is the education need in the learner audience?  
	What do you want your learners/target audience to take away?  What should your learners be able to demonstrate as a result of participating in this activity? 
	 FORMCHECKBOX 
 Competence (Knowledge & strategy)

 FORMCHECKBOX 
 Performance in Practice

 FORMCHECKBOX 
 Patient Outcomes 

	Reasons for the gap could be: 
Lack of early recognition of...

Inappropriate management of...

Challenging to stay current with rapid advances in the field, new drugs, etc.

Lack of experience in managing or treating...

Lack of education or training; training is inadequate/out of date

Condition is poorly understood
	Objectives could be:
Recognize signs and symptoms of ...

Identify appropriate evidenced-based protocols for  …

Review current pharmacotherapy and advanced treatment options for ….
Demonstrate how to …….

Explain how to ……

Discuss etiology, disease progression and new approaches to diagnosis and treatment for …….


	 FORMCHECKBOX 
 Competence (Knowledge & Strategy)
 FORMCHECKBOX 
 Performance in Practice

 FORMCHECKBOX 
 Patient Outcomes

	Professional Practice Gaps - Description
	Instructional Objectives
	

	
	
	 FORMCHECKBOX 
 Competence (Knowledge & strategy)

 FORMCHECKBOX 
 Performance in Practice

 FORMCHECKBOX 
 Patient Outcomes

	
	
	 FORMCHECKBOX 
 Competence (Knowledge & strategy)

 FORMCHECKBOX 
 Performance in Practice

 FORMCHECKBOX 
 Patient Outcomes

	
	
	 FORMCHECKBOX 
 Competence (Knowledge & strategy)

 FORMCHECKBOX 
 Performance in Practice

 FORMCHECKBOX 
 Patient Outcomes


VII.  NEEDS ASSESSMENT DATA SOURCES:  How did you determine that this education is needed?  Please indicate any data sources that helped determine that your learners are experiencing the gap/need(s) identified above.  
Check all that apply and provide documentation for the boxes checked.  (C-2)
	 FORMCHECKBOX 
 Request from Medical Staff or Administration
	 FORMCHECKBOX 
 External Requirements (NCQA, JCAHO, CMS, Licensure or MOC requirements, Professional Society, etc.)

	 FORMCHECKBOX 
 Prior Program Evaluation Data
	 FORMCHECKBOX 
 New Medical Information

	 FORMCHECKBOX 
 Recent Literature Review
	 FORMCHECKBOX 
 Recommendation of Experts

	 FORMCHECKBOX 
 Public Health or Informatics Data
	 FORMCHECKBOX 
 Advances in Technology or Medical Research

	 FORMCHECKBOX 
 Hospital or Performance Improvement Initiative

	 FORMCHECKBOX 
 Legislative, Regulatory, Quality or Organizational Changes effecting patient care

	 FORMCHECKBOX 
 Formal Survey, Assessment, or Internal Research Studies
	 FORMCHECKBOX 
 Other (specify):


VIII. ACTIVITY GOALS:  The provider develops activities/educational interventions in the context of desirable physician attributes (Institute of Medicine (IOM) competencies, Accreditation Council for Graduate Medical Education (ACGME) competencies, American Board of Medical Specialties (ABMS) competencies, and Interprofessional Education Collaborative (IPEC) competencies, or other applicable competencies.)  As a result of participating in this activity to help address the identified practice gaps, the target audience should see improvement in the following competencies.  Check all that apply.  (C-6)
	ABMS/ACGME Competencies:

 FORMCHECKBOX 
Patient Care and Procedural Skills (compassionate, appropriate, effective care for treatment of health)
 FORMCHECKBOX 
Medical Knowledge (established and evolving biomedical, clinical and cognate sciences)
 FORMCHECKBOX 
Practice-based Learning and Improvement (investigation and evaluation of own patient care)

 FORMCHECKBOX 
 Interpersonal and Communication Skills (effective information exchange and teaming with patients/families/   healthcare providers)

 FORMCHECKBOX 
 Professionalism (commitment to carrying out professional practice, adherence to ethical principles)

 FORMCHECKBOX 
Systems-based Practice (awareness of and responsiveness to the larger context and system for health care and the ability to call on system resources to provide care that is of optimal value) 

	Institute of Medicine Competencies:  
 FORMCHECKBOX 
Provide Patient-Centered Care (identify, respect, and care about patients’ differences, values and needs)
 FORMCHECKBOX 
 Work in Interdisciplinary Teams (cooperate, collaborate, communicate and integrate care in teams)

 FORMCHECKBOX 
 Employ Evidence-based Practice (integrate best research with clinical experience for optimum care)

 FORMCHECKBOX 
Apply Quality Improvement (identify errors and hazards in care, implement basic safety design principles)

 FORMCHECKBOX 
 Utilize Informatics (support decision making using information technology)

	Interprofessional Education Collaborative Competencies:

 FORMCHECKBOX 
Values/Ethics for Interprofessional Practice (professionalism, humanism, morality)

 FORMCHECKBOX 
Roles/Responsibilities (how professional roles and responsibilities complement each other in patient-centered care)

 FORMCHECKBOX 
 Interprofessional Communication (displaying interest, active listening, conveying openness, willing to discuss among professionals)

 FORMCHECKBOX 
 Teams and Teamwork (team development processes, team functioning, outcomes of team-based care)

 FORMCHECKBOX 
 Competencies other than those listed above: Describe _____________________________________
For more detail on interprofessional competencies:  https://www.aacom.org/docs/default-source/insideome/ccrpt05-10-11.pdf?sfvrsn=77937f972

	Patient Safety/Risk Management:

 FORMCHECKBOX 
 Improving medical records and record keeping
 FORMCHECKBOX 
 Reducing Medical Errors
 FORMCHECKBOX 
 Professional Conduct and Errors
 FORMCHECKBOX 
 Improving Communications

 FORMCHECKBOX 
 Preventative Medicine

 FORMCHECKBOX 
 Healthcare Quality Improvements


IX.
FORMAT:   What format(s) or strategies will be utilized for this CME activity as the best way to transmit the material to learners and meet learning objectives?  Check all that apply. (C-5)  
	 FORMCHECKBOX 
 Workshops/hands on sessions
	   FORMCHECKBOX 
 Multimedia (videos) 

	 FORMCHECKBOX 
 Case Studies
	   FORMCHECKBOX 
 Round Table or Small Group Discussions

	 FORMCHECKBOX 
 Panel Discussion
	   FORMCHECKBOX 
 Didactic presentation/powerpoint

	 FORMCHECKBOX 
 Simulation, Standardized Patients or Role Playing
	   FORMCHECKBOX 
 Audience Response Systems to promote learner engagement

	 FORMCHECKBOX 
 Demonstrations of New Techniques
	   FORMCHECKBOX 
 Other (specify):      


X. EVALUATION:   How will you determine if your activity made a difference?  What mechanism will you use to measure the effectiveness of the expected outcomes?  All CME activities require a performance or outcomes measure. (C-11)
	Measure Knowledge & Competence
	Measure Performance
	Measure Outcomes

	 FORMCHECKBOX 
 Post Activity Evaluation
	 FORMCHECKBOX 
 Performance Improvements
	 FORMCHECKBOX 
  Patient Surveys (e.g. HCAHPS)

	 FORMCHECKBOX 
 Pre/Post Tests
	 FORMCHECKBOX 
 Chart Audits
	 FORMCHECKBOX 
  Growth

	 FORMCHECKBOX 
 Follow-up Check-In Test  
	 FORMCHECKBOX 
 Direct Observation Study
	 FORMCHECKBOX 
  Quality

	 FORMCHECKBOX 
 Follow-up Skills Survey  
	 FORMCHECKBOX 
 Interviews or Focus Groups
	 FORMCHECKBOX 
  Financial     

	 FORMCHECKBOX 
 Other (specify):           
	 FORMCHECKBOX 
 Other (specify):           
	 FORMCHECKBOX 
  Other (specify):           


XI. BARRIERS:   What real or potential barriers do you anticipate the learner will face when trying to implement changes this activity is designed to address? (C-18, C-19)
	 FORMCHECKBOX 
 Cost
	   FORMCHECKBOX 
 Patient Compliance Issues

	 FORMCHECKBOX 
 Lack of Time (prepare, research condition, Assess or Counsel Patients, etc.)
	   FORMCHECKBOX 
 Lack of Consensus on Clinical Practice Guidelines

	 FORMCHECKBOX 
 Lack of Resources
	   FORMCHECKBOX 
 Lack of Experience

	 FORMCHECKBOX 
 Insurance or Reimbursement Issues
	   FORMCHECKBOX 
 No Relevant Barriers

	 FORMCHECKBOX 
 Lack of Opportunity
	   FORMCHECKBOX 
 Other (specify): 

	Please describe how you will attempt to address these identified barriers in the educational activity: 

(Example: If the identified barrier is cost, you would attempt to address the barrier by stating “The agenda will allow for the discussion of cost effectiveness and new billing practices”.)




XII. ADDITIONAL STRATEGIES/TOOLS TO REINFORCE AND SUSTAIN LEARNING GOALS:  What “non-CME strategies” will you utilize to address these barriers and/or to support the goals of your CME activity?  (C17)
	 FORMCHECKBOX 
 Physician Incentives
	  FORMCHECKBOX 
 Post activity reminders

	 FORMCHECKBOX 
 Policies/Procedures/System interventions
	  FORMCHECKBOX 
 Embedded notifications in Electronic Medical Record

	 FORMCHECKBOX 
 Posters, Signs, Stickers, Pocket Guides, Newsletters, etc.
	  FORMCHECKBOX 
 Regular Reporting of Quality and/or Performance Data

	 FORMCHECKBOX 
 Follow-up Coaching Sessions
	  FORMCHECKBOX 
 Nothing Planned at this Time (but interested in exploring)

	 FORMCHECKBOX 
  Job Aids, Algorithms
	  FORMCHECKBOX 
  Other (specify):      

	 FORMCHECKBOX 
  Patient information packets/handout materials
	


XIII. COLLABORATION WITH OTHER STAKEHOLDERS:  The ACCME recognizes that CME provides many opportunities for planners to collaborate with other stakeholders, such as quality departments and other departments within the system, as well as external partners such as specialty medical societies, etc., to participate in the planning process and activity in order to enhance the education for the learners and patient outcomes .  Please list collaborations you plan to engage in to enhance this activity.  (C-20)
[image: image1.wmf]


XIV. INSTITUTIONAL OR SYSTEMS FRAMEWORK FOR QUALITY/PATIENT SAFETY:  
All CME activities should focus on integrating and contributing to healthcare quality improvements. Indicate below any quality connections you intend to address within your CME activity that will improve patient safety or outcomes. (C-21)
	 FORMCHECKBOX 
 Hospital Goals/Initiatives
	  FORMCHECKBOX 
 Hospital QI

	 FORMCHECKBOX 
 Departmental Quality Goals
	  FORMCHECKBOX 
 Maintenance of Certification (MOC)

	 FORMCHECKBOX 
 National Quality Initiatives
	  FORMCHECKBOX 
 Other, specify:  _____________________________________


XV. BUDGET/EXPENSES:  How will you pay for program expenses? Please list all revenues and expenses associated with this CME activity. If no budget for this event, please leave blank.  Note: Alcoholic beverages will NOT be reimbursed.
	Program Revenue
	Amount
	Program Expenses
	Amount

	Registration or Fees                        FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No
	     
	Honorarium
	

	Commercial Supporters (Specify)   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No
	     
	Travel  and Hotel Expenses
	     

	Exhibitor Fees (Specify)                  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No
	     
	Food & Beverage Expenses (no alcohol)
	

	Hospital Support                             FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No
	     
	Room Rental
	     

	Medical Staff Contribution               FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No
	     
	Supplies & Equipment
	     

	Other Gifts or Grants (Specify )      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No
	     
	Advertising
	     

	Total Revenue
	     
	Total Expenses
	

	Cost Center to be used if expenses exceed revenues:    _____________________________________________________


XVI. COMMERCIAL SUPPORT/EXHIBITORS:  Will this CME activity receive financial support from a pharmaceutical, medical device or other commercial entity?  Support includes financial and in-kind grants and donations.  Exhibit fees are NOT considered commercial support.  All financial support given from a commercial interest to fund a Category 1 CME activity must comply with the ACCME Standards for Commercial Support and must be paid in the form of an educational grant to St. Luke’s University Health Network.
Are you applying for commercial support for this educational activity?                             FORMCHECKBOX 
 Yes        FORMCHECKBOX 
No
If yes, list specifics below:
	Company
	Amount
	Description (grant or exhibit)
	Company Rep Name
	Address/City/State/Zip
	Phone
	Email

	     
	     
	     
	     
	     
	     
	     


Are there exhibits or advertisements associated with this activity?             

 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
No        

If yes, list specifics below:
	Company
	Amount
	Company Rep Name
	Address/City/State/Zip
	Phone
	Email

	     
	     
	     
	     
	     
	     


**All exhibitors must complete the vendor agreement form and return to the CME office with payment PRIOR to the activity.  Exhibitors will not be allowed at the activity unless agreement form and payment have been received and approved by CME office.

If you anticipate Commercial Support or Exhibitor Payments:

· If a company is supporting your event with an educational grant, the complete name of the company, address, representative’s name, telephone number and email must be provided. ONLY, the CME office or CME designee will contact the representative to complete a “Commercial Support Letter of Agreement”. 
· If a company wants to purchase exhibit space during your event, the complete name of the company, address, representative’s name, telephone number and email must be provided. ONLY, the CME office or CME designee will contact the representative to complete an “Exhibitor Letter of Agreement”.   Note: exhibitor payments are NOT considered commercial support.

· ALL agreements with companies must be signed by the CME office or CME designee. 
· ALL agreements must be fully executed at least ONE WEEK prior to the activity.

· ALL educational grants and exhibitor payments will be deposited in (and expenses paid out of) St. Luke’s CME Account.  

· ALL educational grants or department funds earmarked to pay CME Speakers must be deposited or transferred into St. Luke’s CME Account, so that ALL honorarium and expenses can be paid directly to speakers by the CME Office. 

· ALL brochures and advertising must be received and approved by the CME office at least 14 days (2 weeks) PRIOR to publication launch date. They must contain the approved Pennsylvania Medical Society Statements.
XVII.  MARKETING:  The CME office must review and approve all marketing materials (including advertisements, web postings, etc. prior to distribution). The accreditation statement must appear on all CME activity materials and brochures distributed by accredited organizations, except that the accreditation statement does not need to be included on initial, save-the-date type activity announcements. Such announcements contain only general, preliminary information about the activity such as the date, location, and title. If more specific information is included, such as faculty and objectives, the accreditation statement must be included. 
How do you intend to market your activity? (Check all that apply)
	 FORMCHECKBOX 
 Brochure/Flyer
	 FORMCHECKBOX 
 Web Site  
	 FORMCHECKBOX 
 Advertisement  (list sources):  _______________________________  

	 FORMCHECKBOX 
 Email
	 FORMCHECKBOX 
 Direct Mail  
	 FORMCHECKBOX 
 Other _______________________  


XVIII.  ACTIVITY LEADER AGREEMENT: I understand and will follow these guidelines to the best of my ability:
As the Activity Director I understand the Continuing Medical Education Policies and Procedures and find this program to be in compliance with all requirements.  Compliance requirements include (but are not limited to) the following;

· I am responsible for ensuring compliance with the ACCME Standards for Commercial Support

· I am responsible for identifying and resolving all conflicts of interest in accordance with ACCME requirements prior to the beginning of the CME activity

· If the conflict cannot be resolved or the speaker/author/planning committee member has failed to submit a Disclosure Form, the individual is recused from participating in the CME activity

· I  am responsible for ensuring that the commercial interests of speakers and others involved in the planning of the CME activity are disclosed to the audience prior to the activity

· The Office of Continuing Medical Education must be advised of all funding for the CME activity

· I am responsible for submitting all marketing materials to the CME office for approval prior to production/dissemination.

· I understand that any funds remaining after completion of this activity may be held in the CME account for future programs. Funds from educational grants must be used toward expenses for that particular CME activity unless other arrangements are made. A funder may request a refund of the excess funds.  I further understand that any shortfall in funding is the responsibility of the Department or the Partner if this is a jointly provided activity.

 Upon CME Office APPROVAL:
· Any speaker who HAS NOT signed a disclosure form within the calendar year, or who has new financial relationships to disclosure (that are relevant to a topic), must sign and submit a Disclosure Form to the CME Office 7 days (1 week) prior to the event when a speaker is on St. Luke’s Medical Staff, and 14 days (2 weeks) if a speaker is NOT on St. Luke's Medical Staff.  In addition, the CV is required for all speakers NOT on St. Luke's Medical Staff.

· After each activity attendance sheets, learning objectives, and speaker introduction forms must be submitted to the CME Office within 14 days (2 weeks) in order for attendees to be awarded CME credit.  CME credit will NOT be awarded if submitted after this period.  

· After each activity, send all CME paperwork to the CME office, Estes Building, 800 Ostrum Street, Bethlehem, PA.

· All CME activities require an evaluation on the impact of your program.

	As Activity Director for this educational activity, I am aware of the requirements of St. Luke’s Continuing Medical Education Office and accept responsibility for compliance.

An “X” in the box below serves as the electronic signature of the Activity Director and attests to the accuracy of the information given above.


☐   Electronic Signature 


Signature (Name and Credentials):  Click here to enter text.

Date:  Click here to enter text.




CONTINUING MEDICAL EDUCATION  APPROVALS:

Reviewed and final approval by CME Manager

Signature:  _________________________
Date:
_________________________
AMA PRA Category 1 Credits Awarded:   _________________________
Expiration Date:  _________________________
Form Revision:  Nov 2019

An “X” in the box below serves as the electronic signature of the person who completed this planning document and attests to the accuracy of the information given above.





	☐   Electronic Signature 





	Signature (Name and Credentials):  Click here to enter text.


	


	Date:   Click here to enter text.
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