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Recertification Application for Continuing Activities

Division of CME

Wayne State University School of Medicine

Activity Number:       
Activity Title:        
Sponsoring Department:        
Activity Director:       
Planning Committee Members:  
1.
     
2.
     
3.
     
4.
     
5.
(List others – add additional pages if necessay)
* (Everyone listed must disclose commercial relationships, or lack thereof, to the audience.)  
Location:   
     







Typical attendance (approximate numbers): 

       Attendings

       Clinical faculty

  
       Fellows 

       Medical students

       Other practicing physicians     
      Nursing & Allied Health

What medical specialties attend this activity?  (More than one may be listed)
     




Can this activity be advertised by the Division of Continuing Medical Education on their World Wide Web site?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

Gap Analysis
What are the desired results related to a change in physician competence, performance or patient outcomes: (C2)

Check all that apply:

 FORMCHECKBOX 

Give participants new abilities/strategies

 FORMCHECKBOX 

Help participants modify their practice

 FORMCHECKBOX 

Help improve patient outcomes

Give a few examples where improvement in patient care parameters need to be improved: (You may use QI data, hospital compare, etc.)
Provide evidence for these gaps.  Example: bioepidemiologic data, scientific literature, data from sites such as www.hospitalcompare.hhs.gov/, utilization data from WSU/DMC, risk management information, etc. 
Please give actual hard copy numbers with trends and not just references to other sites.  Your may attach these separately at the end of the application.

 FORMCHECKBOX 

Data Attached
Desired Results:

	List the expected outcomes in terms of changed physician knowledge, skills, performance in practice and/or patient health status.

	     

	     

	     


	State objectives in terms of competencies, performance or patient outcomes.

	     

	     

	     

	     

	     

	     


Select which of the following Competencies will be addressed by this program: (May select more than one.)

 FORMCHECKBOX 

Patient Care

 FORMCHECKBOX 

Medical Knowledge

 FORMCHECKBOX 

Practice-Based Learning and Improvement

 FORMCHECKBOX 

Systems-Based Practice

 FORMCHECKBOX 

Professionalism

 FORMCHECKBOX 

Interpersonal Skills and Communication

How are learning objectives communicated to the audience?

 FORMCHECKBOX 

Hand-out materials prior to the activity.
 FORMCHECKBOX 

Powerpoint slides prior to the program.
 FORMCHECKBOX 

Verbally at the beginning of the activity.

 FORMCHECKBOX 

Written materials in advance of the activity, e.g. announcements.
 FORMCHECKBOX 

Other:       
 FORMCHECKBOX 

Not communicated.

Design
How is this CME activity structured to achieve improvement in physician competence, performance or patient outcomes? 
Check as many methods as apply.
 FORMCHECKBOX 

Case Conference

 FORMCHECKBOX 

Grand Round Lectures

 FORMCHECKBOX 

Journal Club
 FORMCHECKBOX 

Lectures followed by question periods

 FORMCHECKBOX 

Morbidity/Mortality conference

 FORMCHECKBOX 

Journal Club

 FORMCHECKBOX 

Bedside rounds

 FORMCHECKBOX 

Individual study assignments (e.g. research in literature and/or patient records on a specific diagnostic or problem category, and subsequent report to larger group)

 FORMCHECKBOX 

Other:       
PROMOTIONAL MATERIALS

ACCME accreditation requires that all promotional materials for CME activities include:

1. CME Accreditation Statement

2. Wayne State University identified as the activities’ sponsor

3. Target Audience Identified (who should attend)
4. Learning Objectives or Purpose
Submit an example of the activities’ promotional piece with this application. (Calendar, fax, email or flyer)

Promotional piece attached?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

If no, attach a written example of how the audience is informed of the:

 FORMCHECKBOX 
  CME Accreditation Statement

 FORMCHECKBOX 
  Target Audience

 FORMCHECKBOX 
  Learning Objectives

Please note:

Until these attachments are received, program approval for 2009 will be delayed.

COMMERCIAL SUPPORT

Will this CME activity involve financial support (unrestricted gift) or other contributions of material from a commercial company such as a pharmaceutical or medical device manufacturer?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
(Please note:  Commercial Support Representatives are NOT allowed to discuss products or display promotional materials in the same room as the educational activity.)
Are Commercial Agreement & Acknowledgement forms obtained from all commercial supporters?


 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
How is Commercial Support being disclosed to the audience?

 FORMCHECKBOX 

In conference materials (brochures, syllabi, flyers) distributed prior to presentations.

 FORMCHECKBOX 

Statement displayed at sign-in table.

 FORMCHECKBOX 

No commercial support.
(Commercial support must be acknowledged to participants.  If written materials are prepared, the acknowledgement should be included in the materials.)  

Are guest speakers arranged by medical education companies (MECCs)?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If yes, (MECC), is there a Letter of Agreement (LOA) that includes signatures from the WSU, the MECC and from the drug company/device manufacturer that is paying for the speaker?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If yes, (MECC), is there conflict of interest disclosure to the audience that includes the planners, speakers and also the MECC and the drug company/device manufacturer support?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
Are all commercial relationships being resolved and documented on the lower portion of the Commercial Relationship Disclosure form?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
Note: You may have a speaker with a COI, but the Division of CME, the Activity Director or Planning Committee Member  must review the presentation for this speaker in advance. 
WAYNE STATE UNIVERSITY SCHOOL OF MEDICINE

CONTINUING MEDICAL EDUCATION

2008 Continuing Activities

REVENUE SUMMARY

Activity Number:
       
Activity Director:
     
Activity Title:

     
REVENUE


Grants:  

_Commercial Grants -  Total___
$
     




__________________________
$
     




__________________________
$
     




__________________________
$
     


(Attach separate sheet if you need more space)



TOTAL GRANTS




$
     














Exhibits: 

_Exhibit Fee - Total__________
$
     
__________________________
$
     




__________________________
$
     




__________________________
$
     


(Attach separate sheet if you need more space)


TOTAL EXHIBITS





$
     

Other:  Source        
     




$
     




__________________________
$
     




__________________________
$
     




__________________________
$
     


(Attach separate sheet if you need more space)



TOTAL OTHER SOURCES



$
     
TOTAL REVENUE






$
     
COMMERCIAL RELATIONSHIPS

It is the responsibility of the Activity Director to obtain and review a “Disclosure of Commercial Relationships form” from all:

a. Speakers

b. Planning Committee Members
c. Moderators

d. Planners
All potential conflicts of interest must be resolved prior to the presentation

This must be done whether or not there is Commercial Support for this activity.  
Example: You may have a speaker with a Conflict of Interest (i.e. Speaker’s Bureau).  The Activity Director, planning committee member or the Division of CME must review the speaker’s presentation in advance.  

The Division of CME must ensure that presentations are evidence-based and promoting the best interest of patients as opposed to the commercial interest of a company.  For most situations, we are relying on the Activity Director to monitor and sign off on the "resolution" of the COI.
In addition to resolving COI’s, commercial relationships, or lack there of, (speaker, moderator, planning committee member or planners) must always be disclosed to the audience.
Check the means of Resolving Potential Conflicts of Interest:

 FORMCHECKBOX 

Pre-review of presentation slides by Activity Director or Planning Committee Member.  
 FORMCHECKBOX 

Pre-review of presentation slides by CME department.  
 FORMCHECKBOX 

Other (describe):      
Check means of Disclosing Commercial Relationships to the audience:
 FORMCHECKBOX 

In conference materials (brochures, syllabi, flyers) distributed prior to presentations. (Attach copy)
 FORMCHECKBOX 

Prior to educational activity in a brief statement (Required: The CME office must receive the text of what was announced and the name of whom disclosed the information.

 FORMCHECKBOX 

Commercial Relationship Disclosure forms displayed at sign-in table. (Required: Must be displayed PROMINENTLY or placed on top of attendance sheets when using a clipboard.
EVALUATION

In order to designate AMA PRA Category 1 Credit™, we are required to demonstrate what changes your activity has achieved relating to competence, performance or patient outcomes.
Give an example of a strategy gained from the program that improved physician competence, performance or patient outcomes:

     
The following template must be used for evaluation of CME Programs:

Standard Evaluation form:
            Educational Quality:

Objectives were met:  

1. List






1
2
3
4
5

2.






1
2
3
4
5

Rate each speaker: 

1.  List






1
2
3
4
5

2.






1
2
3
4
5

Educational quality of the activity………………… 1
2
3
4
5

Outcomes:

Has this program improved your strategies to improve patient care?  Yes

No

Please give an example of what you will do differently in your practice as a result of participating in this activity: 

________________________________________________________________________
If you attended this activity in the past, please indicate what changes, related to the program, you were able to make in your practice:

________________________________________________________________________
Commercial Bias:

Were all presentations fair, balanced and free of commercial bias?
Yes

No

If not, please describe the nature of the issue:

________________________________________________________________________
Comments:______________________________________________________________
Suggestions for future activities:___________________________________________________
You may use alternative evaluation methods, but these methods must be formatted to include the questions listed above in the Evaluation Template. (Listing changes in competence, performance or patient outcomes.)
 FORMCHECKBOX 

Pre-test / Post-test (example: Audience Response System results)
 FORMCHECKBOX 

Confirmative Evaluation: Questionnaire/survey sent 3-6 months after program (examples: “Survey Monkey”, email surveys, USPO mailed surveys)

 FORMCHECKBOX 

Quantitative Data Analysis: Pre-intervention Practice (statistics) / Post-intervention Practice statistics

Submit the evaluation tool with the CME Recertification Application

(The Office of Continuing Medical Education is available for assistance in the design of evaluation instruments.  Contact us at 577-5410 for assistance.)

Activity Number:  
Activity Title:        
Sponsoring Department:   
Approval Procedure:  

This form must be complete and submitted to the Office of Continuing Medical Education.   Approval of AMA PRA Category 1 Credit(s)™ will be sent to you after review and approval of the program. 

It is the responsibility of the Activity Director to return the all materials to the Office of Continuing Medical Education.  Credit for attendance will be given only if the continuing medical education post-conference documentation is returned in a timely fashion.
Please return completed application to Office of Continuing Medical Education, 101 E. Alexandrine, Lower Level, Detroit, Michigan  48201.

 FORMCHECKBOX 
 Submitted for AMA PRA Category 1 Credit(s)™
     
_______________________________

Activity Director (Please Print or Type)

________________________________

_______________________

Signature of Activity Director



           Date

     
________________________________



Department Chairman (Please Print or Type)


________________________________

________________________
Signature of Department Chairman




Date
PAGE  
2

