South Carolina Nurses Association

Application for Provider Unit Approval (2009 Criteria)

DIRECTIONS:  Please review Chapter 2 of the Provider Manual for additional information to complete the provider application. Some of the information will be typed directly on the form, some will be attached. If more space is needed than provided on the form in any section, clearly identify where to find the continuation.

[image: image1.wmf]Submit three complete typed, collated copies of the provider unit application packet and the application fee. Each copy of the application must include a table of contents and have pages clearly numbered consistent with the table of contents. Bind your application securely. Comb binding is recommended. Please do not use 3-ring binders, rubber bands, or clips.

A.  Demographic Data

Date of this application:      
Name of organization:      
Provider #:      
Address:      
Identify the person with whom SCNA should correspond.

Contact person:
     
Title or position:
     
Role in provider unit:  FORMCHECKBOX 
Administrator   FORMCHECKBOX 
 Primary Nurse Planner   FORMCHECKBOX 
 Other (Specify)

Phone Number including area code:      
Fax Number:      
Email Address:      
Has this activity been revoked or denied by SCNA or another approver/accrediting body?  
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, please explain when, why, and by what approver/accrediting body?      
Does your provider unit have a website?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   

If yes, the address is:      
For those provider units transferring from another approver unit: 

· Name of previous provider unit:       

· Submit a composite list of each activity from the past 6 months including title of event, date approved, date(s) presented, assigned provider number (if applicable) and number of contact hours awarded for each activity. Found on page      .

B.  Criterion: Mission Statement

The documented beliefs and goals of the provider unit reflect the importance of continuing education for nurses and the needs and characteristics of the provider unit’s potential learners. The provider unit is clearly defined and, in multi-focused organizations, supported by the administrative structure.

I.  Key Element:  Beliefs and goals
Beliefs and goals of the provider unit are relevant and appropriate to prospective learners.

A. Our provider unit’s prospective learners are:


 FORMCHECKBOX 

Employees of our organization


 FORMCHECKBOX 

Nurses in our community


 FORMCHECKBOX 

Other: describe     
B. 
To meet the needs of our prospective learners, our provider unit believes that:      
C. The current goals of our provider unit are to:      
D. The outcomes we hope to achieve are:


 FORMCHECKBOX 

Learner satisfaction


 FORMCHECKBOX 

Change in participants’ knowledge


 FORMCHECKBOX 

Change in participants’ practice


 FORMCHECKBOX 

Change in patient outcomes

 FORMCHECKBOX 

Other: describe:       
E. We measure achievement of these outcomes by:

 


 FORMCHECKBOX 

Learner satisfaction surveys


 FORMCHECKBOX 

Testing


 FORMCHECKBOX 

Return demonstrations


 FORMCHECKBOX 

Performance and/or process improvement initiatives


 FORMCHECKBOX 

Follow-up surveys of previous participants


 FORMCHECKBOX 

Other:       
F. Our provider unit is:


 FORMCHECKBOX 

A free-standing organization (omit the next question)


 FORMCHECKBOX 

Part of a larger organization: the organization does more than provide continuing 



education (answer the next question)

G. The beliefs and goals of our provider unit link with the mission, goals, and purpose of the 
larger organization by:      
H. 1.
If based in South Carolina, the geographic range of our provider unit is (where we 
target more than 50% of our marketing):

 FORMCHECKBOX 

Our facility

 FORMCHECKBOX 

Our city

 FORMCHECKBOX 

Our county

 FORMCHECKBOX 

Our state

 FORMCHECKBOX 

Our region (South Carolina, North Carolina, Tennessee, Kentucky, Georgia, 


Mississippi, Alabama, Florida)


2. 
If based outside of South Carolina, the geographic range of our provider unit is (where 
we target more than 50% of our marketing):

 FORMCHECKBOX 

Our facility

 FORMCHECKBOX 

Our city

 FORMCHECKBOX 

Our county

 FORMCHECKBOX 

Our state

 FORMCHECKBOX 

Our region (check www.hhs.gov/about/regionmap.html for the identification of your region plus the states contiguous to your region)
NOTE: If you target the marketing for more than 50% of your learning activities to people outside this region, you are NOT eligible to apply as a provider. Please contact the SCNA CEAC for additional information.

I. Our usual target audience includes:

 FORMCHECKBOX 

RNs

 FORMCHECKBOX 

Advanced Practice RNs

 FORMCHECKBOX 

Multidisciplinary participants

 FORMCHECKBOX 

Other (describe)      
J. Our usual content areas are:


 FORMCHECKBOX 

Clinical topics: describe


 FORMCHECKBOX 

Nonclinical topics: describe


 FORMCHECKBOX 

Other: describe     
K. The types of educational activities we typically offer include:

 FORMCHECKBOX 

Face-to-face / real-time learning (conferences, workshops, webinars, etc.)

 FORMCHECKBOX 

Independent studies 

II.  Key Element:  Organizational Structures

Organizational structures and lines of authority support the operation of the provider unit.

A. An organizational chart for the provider unit is on page      . This chart shows both:


 FORMCHECKBOX 

The organizational structure of the provider unit


 FORMCHECKBOX 

Names and credentials of the people in each position

B. If our provider unit is part of a larger organization, an organizational chart of the whole organization, showing how the provider unit links with the rest of the system, is on page      .

C.  Criterion:  Educational Design

The provider unit has a clearly defined process for assessing need, planning, implementing, and evaluating continuing nursing education. Adult learning principles, professional education standards, and ethical considerations guide the way educational activities are conducted. There are procedures for protecting educational content from bias, providing learners appropriate information and documentation related to their participation, and maintaining records in a secure and confidential manner.

Key Elements I-X:  Learning activity development, implementation, and evaluation
Submit documentation for three sample activities. Each activity must be at least one hour in length. Include:

· Documentation form with all required attachments – bio forms, marketing sample, certificate, evidence of disclosures, co-provider agreement if applicable, commercial support/sponsorship agreement if applicable

· 
Summative evaluation

NOTE FOR FIRST TIME APPLICANTS ONLY: If you are a first time applicant for provider status, submit:

· Copies of 3 activities that have been approved by the CEAC or meet the criteria for approval by the 
CEAC
· A copy of the certificate that was given to learners for each of these 3 activities

· A summative evaluation for each of these 3 activities
· Include all required attachments – bio data forms, marketing sample, certificate, evidence of 
disclosures to be made, commercial support/sponsorship agreement if applicable. The marketing 
material and certificate should contain the provider statement that will be used by your organization 
once provider status has been achieved.

· The sample certificate that you will use once you become an approved provider unit. The provider 
statement must be included on the certificate.
XI.  Key Element: Record Keeping

Documentation for each educational activity, as noted in the provider manual, Chapter 2, is kept in a secure, confidential, and retrievable manner for six years.
A. We assure the consistent collection of all required documents & information by using the 
forms provided by SCNA CEAC and following the directions to include additional required 
information in the files.  



 FORMCHECKBOX 

Yes



 FORMCHECKBOX 

No

B. 
We assure maintenance of all required documentation for six years through (check all that 

apply):



 FORMCHECKBOX 

File checklist



 FORMCHECKBOX 

Regular file audits


 FORMCHECKBOX 

Other: describe     
C. Security of files is maintained by (check all that apply):

 FORMCHECKBOX 

Locked file cabinets

 FORMCHECKBOX 

Locked offices

 FORMCHECKBOX 

Restricted access

 FORMCHECKBOX 

Computer passwords

 FORMCHECKBOX 

Other: describe     
D. Confidentiality of files is maintained by:



 FORMCHECKBOX 

Access only by (describe who)      

 FORMCHECKBOX 

Following facility policy 


 FORMCHECKBOX 

Other: describe:      
E. Files can be retrieved by:


 FORMCHECKBOX 

Request of nurse planner


 FORMCHECKBOX 

Other (describe)      
F. The physical address where files are maintained is:      
XII.  Key Element: Co-providership

Co-provided activities are conducted with the approved provider maintaining responsibility for:
· Determination of educational objectives and content

· Selection of content specialist planners & activity presenter(s) 

· Awarding of contact hours

· Recordkeeping procedures

· Evaluation methods and categories

· Management of sponsorship and/or commercial support

A. Our provider unit co-provides continuing education activities.


 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes (answer next question)

B. We maintain responsibility for the above activities by:


 FORMCHECKBOX 

Standard co-provider agreement signed by all parties which identifies responsibilities 
of each party (required)


 FORMCHECKBOX 

Additional actions, if any:      
APIE PROCESS: Describe (or attach a page) the process of assessment, planning, implementation and evaluation (APIE) that you use in planning and providing CE activities.      
D.  Criterion:  Unit Operations

The provider unit ensures the quality of continuing nursing education by following an established process involving a qualified nurse planner for developing, delivering, and evaluating the effectiveness of the educational activities it offers. Adequate resources are provided and utilized to support the provider unit’s full range of functions.

I.  Key Element:  Nurse Planner
A. Our lead nurse planner is: (name and credentials)      
B. The qualifications of our lead nurse planner include:


 FORMCHECKBOX 

BSN (required)


 FORMCHECKBOX 

Higher degree in nursing


 FORMCHECKBOX 

Higher degree in another field


 FORMCHECKBOX 

Certification in nursing professional development


 FORMCHECKBOX 

Other: describe     
C. The functions of the lead nurse planner are to:

 FORMCHECKBOX 

Assess, plan, implement, and evaluate continuing nursing education activities 


 FORMCHECKBOX 

Oversee the work of other nurse planners 



 FORMCHECKBOX 

Coordinate evaluation of the provider unit (required

 FORMCHECKBOX 

Manage the continuing education office/department


 FORMCHECKBOX 

Other: describe     
D. The lead nurse planner maintains awareness of current criteria/rules through:


 FORMCHECKBOX 

Attending provider update workshops or other relative workshops

 FORMCHECKBOX 

Reading relevant journals

 FORMCHECKBOX 

Participating in internal educational activities related to the planning.


 FORMCHECKBOX 

Other: describe     
E. A copy of the position description for the lead nurse planner is on page      or listed here      
F. There are additional nurse planners in our provider unit.


 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes (answer next question before proceeding to next key element)

G. The lead nurse planner assures that other nurse planners are prepared, oriented, and updated to function in the nurse planner role by:


 FORMCHECKBOX 

Sharing information from provider update workshops


 FORMCHECKBOX 

Encouraging participation of other nurse planners in provider updates


 FORMCHECKBOX 

Sharing relevant journal articles

 FORMCHECKBOX 

Conducting regular internal workshops


 FORMCHECKBOX 

Doing inter-rater reliability analyses


 FORMCHECKBOX 

Other: describe     
II.  Key Element:  Resources
A. The position description, including qualifications, for the nurse planner role (in addition to lead nurse planner already addressed above (if applicable) is on page     
B. Names and credentials for other nurse planners are:      
C. Biographical forms for current nurse planners and the lead nurse planner are on pages      . (Use SCNA CEAC biographical form)

D. Other key personnel in our provider unit include:


 FORMCHECKBOX 

Administrative assistant


 FORMCHECKBOX 

Other: describe     
E. Names of these other key personnel are     
F. Position descriptions for other key personnel are on pages      .

G. Biographical form for other key personnel are on pages      .

H. Material resources that support the provider unit include:


 FORMCHECKBOX 

Computers and other technology support


 FORMCHECKBOX 

Adequate office space


 FORMCHECKBOX 

Conference / meeting rooms


 FORMCHECKBOX 

Other: describe     
I. Sources of financial support include:


 FORMCHECKBOX 

Registration fees from learners


 FORMCHECKBOX 

Internal department funding


 FORMCHECKBOX 

Funding from larger organization


 FORMCHECKBOX 

Commercial support and/or sponsorship


 FORMCHECKBOX 

Other: describe     
J. We anticipate that financial support for the provider unit will be sustained throughout the period of approval by:


 FORMCHECKBOX 

Continuation of above source(s) of funding


 FORMCHECKBOX 

Other: describe     
K. Our organization receives commercial support from companies producing or selling products that are used in patient care.


 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes (answer the following questions)

L. The amount of commercial support that has been received during the current provider approval period is approximately $     
M. The frequency with which commercial support has been received is:


 FORMCHECKBOX 

Less than 10% of our learning activities


 FORMCHECKBOX 

10-25% of our learning activities


 FORMCHECKBOX 

26-50% of our learning activities 


 FORMCHECKBOX 

51-75% of our learning activities


 FORMCHECKBOX 

76-100% of our learning activities

III.  Key Element:  Business Practices

Our provider unit complies with all applicable local, regional, state, and national laws and regulations and operates its business in an ethical manner.

Our provider unit complies with all ANCC Commission on Accreditation criteria and SCNA CEAC rules as specified in the current Provider Manual.

As the nurse planner, I agree with both compliance statements listed here.

Signature of nurse planner (required):      
Other signatures appropriate to provider unit (if any):       
E.  Criterion:  Provider Unit Evaluation
The provider unit engages in an ongoing evaluation process to analyze its overall effectiveness in fulfilling its beliefs, goals, and functions, and in providing quality continuing nursing education. Plans and goals for the provider unit’s future development in continuing nursing education are identified and re-evaluated on a regular basis.

I.  Key Element:  Provider unit evaluation process 

Our sample 4-column evaluation plan includes:

· What is evaluated

· When evaluation occurs

· Who participates

· Findings (results) of most recent evaluation, including what needed changed. If no changes were needed, the rationale is stated.

· The date of the most recent evaluation.
SAMPLE PROVIDER UNIT EVALUATION PLAN
	WHAT IS EVALUATED
	WHEN IT IS EVALUATED
	WHO 

PARTICIPATES
	FINDINGS OF MOST RECENT EVALUATION & DATE DONE

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


II.  Key Element:   Provider unit evaluation participants
People who participate in evaluation of our provider unit include:


 FORMCHECKBOX 

Lead nurse planner (required)


 FORMCHECKBOX 

Other nurse planners


 FORMCHECKBOX 

Other organizational representatives (identify)


 FORMCHECKBOX 

Learners


 FORMCHECKBOX 

Faculty / content experts


 FORMCHECKBOX 

Others (describe)      
III.  Key Element:  Provider unit evaluation results

Describe how the findings/results have been used to confirm, expand, and improve the operations of your provider unit. (What changes have you made based on these findings?) If no changes were made, explain why not.       
IV.  Key Element:  Provider unit goals for improvement 

A. 
The provider unit’s goals for improvement over the past three years (or 6 months for first time applicants) have been addressed by:


 FORMCHECKBOX 

Regular meetings of provider unit staff


 FORMCHECKBOX 

Performance improvement / process improvement initiatives


 FORMCHECKBOX 

Changes in learning activities


 FORMCHECKBOX 

Changes in provider unit personnel and/or roles


 FORMCHECKBOX 

Other (describe)
B.
We have made the following progress in achieving these goals:       
C.
We have identified new goals for improvement. These are:       
D.
Plans to achieve these new goals are:      
Thank you for completing this application for provider unit approval. Submit the application form, along with your three sample activities, to the South Carolina Nurses Association, CEAC, 1821 Gadsden Street, Columbia, South Carolina 29201. You will receive confirmation that your materials have been received at SCNA and will be notified if any additional information is needed before review by the Continuing Education Approver Committee. Once the committee has met, you will be informed of the action on your application.  See the provider manual, Chapter 1, for a more detailed explanation of this process.

Summary:  Attach the following to the application:
· Organizational chart for the provider unit with names and credentials

· Organizational chart for the larger organization, showing “fit” of provider unit (if applicable)

· Description of APIE process

· Bio forms for provider unit personnel

· Three sample activities for current provider units

· For first time applicants, three activities that were approved by SCNA CEAC or meet the criteria for approval by the CEAC.
Faculty Directed Planning Documentation Form for Approved Provider Units based on 2009 Criteria

Note:  Documentation is to be completed as part of the planning process, not retrospectively.

Demographic Data: 

Date Form Completed: 
Title of Event/learning activity: 
Date of event: 
Contact hours to be awarded: 
Is this continuing education? Does it enable the learner to acquire or improve knowledge or skills that promote professional or technical development to enhance the learner’s contribution to quality health care and pursuit of professional career goals?

 FORMCHECKBOX 
 
Yes  



 FORMCHECKBOX 
 
No  If No, Stop.  An activity for nursing contact hours must be CE.

Contact person for this activity.  Note:  If this person is also on the planning committee, be sure to include his/her name in the Planning Committee list.
Name & Credentials:  
Contact Information:   
I.  Key Element:  Assessment of Learner Needs

A.  
What needs assessment method was used to plan this event? (Check all that apply)


 FORMCHECKBOX 
 
Written Needs Assessment


 FORMCHECKBOX 

Learners/Management Requested Event


 FORMCHECKBOX 
 
Quality Studies/Performance Improvement Activities 


 FORMCHECKBOX 
 
Trends in Literature, Law & Health Care 


 FORMCHECKBOX 
 
Other:   Describe:   
B.  
Identify the target audience expected to attend: 


 FORMCHECKBOX 
 
All RNs 


 FORMCHECKBOX 

APNs


 FORMCHECKBOX 
 
RNs in Specialty Areas (Identify) :   

 FORMCHECKBOX 

Other:  Describe:   
C.
Describe the source of the supporting evidence for the needs assessment and target audience identification.  (Check all that apply.  Your provider unit should be able to access this data if called upon)


 FORMCHECKBOX 

Annual employee survey


 FORMCHECKBOX 

Periodic surveys of stakeholders or learners


 FORMCHECKBOX 

Written evaluation summary requests


 FORMCHECKBOX 
 
Requests (e.g., via phone, in person or by email)


 FORMCHECKBOX 
 
Other:  Describe:   
D.  
Describe how objectives, content and teaching methods reflect the needs assessment.  (Check all that apply)


 FORMCHECKBOX 
 
Nurse planner and planning committee reviewed needs assessment data.


 FORMCHECKBOX 

Nurse planner and planning committee formulated the objectives based on the data.

 FORMCHECKBOX 

Faculty worked with nurse planner and planning committee to develop objectives, content and teaching methods.

 FORMCHECKBOX 

Other:  Describe:  
II.  Key Element:  Qualified Planners and Faculty

For each person listed on the planning committee, please list name, educational degrees and credentials (e.g., RN, LPN, etc.) here.  Planning committee members must fulfill the three roles:  1) knowledge of CE process (nurse planner); 2) representative of the target audience; and 3) content expertise.  There must be at least two people on the planning committee; one person can fill one or more of these roles.  

A.
Planning Committee:
1.
Designated nurse planner (responsible for adherence to ANCC/SCNA CEAC criteria):  
2.
This nurse planner is current on CE criteria through:

 FORMCHECKBOX 

Reviewed the most current SCNA Provider Manual

 FORMCHECKBOX 

Reads relevant (e.g., adult education, continuing education) journals 

 FORMCHECKBOX 

Attended SCNA Provider Update conference in past year

 FORMCHECKBOX 

Updated by Primary nurse planner for the Provider Unit.

3.   
Target Audience Representative (name, degrees, credentials):  
4.   
Content Expert (name, degrees, credentials):  
5.   
Others (name, degrees, credentials):  
 FORMCHECKBOX 

Bio form including conflict of interest/conflict resolution for each planning 
committee member is attached.

B.  
The nurse planner and other planning committee members are involved in the process of ensuring the quality of our continuing education activities through:


 FORMCHECKBOX 

Regular planning meetings


 FORMCHECKBOX 

Email correspondence


 FORMCHECKBOX 

Review of literature and/or evidence based practice standards


 FORMCHECKBOX 

Collaboration with faculty/content experts


 FORMCHECKBOX 

Review of regulatory, accreditation or other relevant requirements


 FORMCHECKBOX 

Other:  Describe:  
C.  
The provider unit assures that the performance of the nurse planner for this event meets the 
requirements of the provider unit and expectations of ANCC and CEAC by:


 FORMCHECKBOX 

Oversight by the lead nurse planner


 FORMCHECKBOX 

Inter-rater reliability review if there are multiple nurse planners in the provider unit


 FORMCHECKBOX 

Participation of the nurse planner in CEAC Provider Updates


 FORMCHECKBOX 

Participation of the nurse planner in updates within the organization’s provider unit

 
 FORMCHECKBOX 

Nurse planner’s response to monitoring requests from CEAC

 FORMCHECKBOX 

Individual consultation and/or educational session with CEAC
D. Faculty/presenters – in addition to listing names below and on page 7 per objective /content area, attach the completed bio form for each presenter.

E.   
Presenter Name(s), degrees and credentials:


1.
     

2.
     

3.
     

 FORMCHECKBOX 

Bio form with conflict of interest, conflict resolution & off-label use declaration for each presenter is attached.  

F.
Manner in which the needed qualifications of faculty is identified:  (Check all that apply).

 
 FORMCHECKBOX 

Content expertise


 FORMCHECKBOX 

Demonstrated comfort with teaching methodology(ies) (e.g., web-based, etc.)


 FORMCHECKBOX 

Presentation skills


 FORMCHECKBOX 

Familiarity with target audience


 FORMCHECKBOX 

Other:  Describe:  
G.
Planning committee assured the qualifications of the faculty are appropriate and adequate by:  (Check all that apply)

 FORMCHECKBOX 

a.
Review of resume/CV of faculty.

 FORMCHECKBOX 

b.
Recommendation by colleagues.

 FORMCHECKBOX 

c.
Review of literature written by faculty.

 FORMCHECKBOX 

d.
Observation of previous presentation by faculty.

 FORMCHECKBOX 

e.
New faculty being mentored by:  
 FORMCHECKBOX 

f.
Other.  Describe
III.  Key Element:  Effective Design Principles

A.1
Purpose/Goal:  
A.2.  
Explicit, measurable educational Objectives – document in column 1 of 5 column format.
B.
What is missing (gap in knowledge, skills, practice based on the needs assessment) that tells you there is a need for this activity?:  
C.   
Content and time frames:  List the content for each objective in column 2 of 5 column format.  Content must be congruent with goal/purpose and objectives.  List the time frame for each objective in column 3 of 5 column format.

D.
Teaching-Learning Strategies:  List the methods, strategies, materials and resources to be used by faculty to cover each objective in 5 column format.  They must be congruent with objectives and content.

E.   
Learner Feedback:  Check the best description or describe how learners will be provided feedback.


 FORMCHECKBOX 
 
Question and answers during activity.


 FORMCHECKBOX 

Return results of testing.


 FORMCHECKBOX 

Provide certificate.


 FORMCHECKBOX 

Follow-up communication.


 FORMCHECKBOX 

Other:  Describe:   
F.
Successful Completion:   (Consistent with the goal/purpose, objectives and teaching and learning strategies)

1. Criteria for successful completion include:  (Check all that apply) 



 FORMCHECKBOX 

Attendance at entire event or session.



 FORMCHECKBOX 

Attendance for at least 80% of event.



 FORMCHECKBOX 
 
Attendance at 1 or more sessions.



 FORMCHECKBOX 

Completion/submission of evaluation form.



 FORMCHECKBOX 
 
Achieving passing score on post-test.



 FORMCHECKBOX 

Return demonstration



 FORMCHECKBOX 

Other:  Describe:   
2. Rationale for method selected to determine the criteria for successful completion: (Check all 
that apply)



 FORMCHECKBOX 

Goal or purpose of event indicated what was needed to successfully complete 


the activity



 FORMCHECKBOX 

Category of evaluation selected



 FORMCHECKBOX 
 
Importance of content knowledge



 FORMCHECKBOX 

Importance of content application



 FORMCHECKBOX 

Required by employer or organization



 FORMCHECKBOX 
 
Other: Describe:  
G.  
Verify Participation



 FORMCHECKBOX 

Attendance/participation will be verified at the event through sign in sheets/registration 


form.



 FORMCHECKBOX 

Signed attestation statement by participant verifying completion of entire activity.



 FORMCHECKBOX 
 
Other: Describe:  
IV.  Key Element:  Awarding Contact Hours

Include an agenda or schedule for the entire event if it is more than 2 hours.   Clearly state time spent on welcome, introductions, pre/post tests, presentation, clinical experience, breaks and evaluation.  

If the activity is two hours or less, a schedule is not needed.  Be sure to include evaluation time.   A contact hour is a 60 minute hour.  Activities must be a minimum of 30 minutes (0.5 contact hours).   The contact hour may be taken to the hundredths; but may not be rounded up (e.g.  2.75 or 2.7, not 2.8)

V.  Key Element:  Evaluation

A.
Check or describe the methods of evaluation to be used: (Check all that apply)

 FORMCHECKBOX 
 
Evaluation Form  (Required.  Evaluate the achievement of each objective and the 

effectiveness of each faculty).  (Attach copy)



 FORMCHECKBOX 
 
Pre and/or Post-test (Optional – (attach a copy if testing is to be used)



 FORMCHECKBOX 
 
Return Demonstration (attach a copy of the demonstration evaluation tool)



 FORMCHECKBOX 
  
Other: Describe:  
B.
Categories of Evaluation



1.
The category of evaluation to be used for this activity and completed by the end of the 



learning experience: (Check all that apply here and designate for each objective)



 FORMCHECKBOX 
 
Learner satisfaction (simplest; e.g.  standard evaluation form) (Required)



 FORMCHECKBOX 
  
Knowledge enhancement (e.g.  testing, participation, etc.) 



 FORMCHECKBOX 
  
Skill and attitude change (e.g.  return demonstration) 


2.
Do you plan to include the following advanced categories of evaluation? If yes, 


describe how and when the data will be collected.




 FORMCHECKBOX 
 
Change in practice/performance (usually done 3 months after learning; e.g.  


self-report of change, observation of performance, audits, etc.)




 FORMCHECKBOX 
  
Relationship of the practice change to quality of service (most complex, 



usually done 6 months after event; look at final outcomes)


Description of how and when the data will be collected for categories listed in B.2.: 
VI.  Key Element:  Approved Provider Statement as Noted on Advertising.

A.
 Include a copy of the advertising material including relevant pages of the web site (if applicable).   Ensure that the approval statement stands alone and is worded as noted in the most current CEAC Provider Manual.

(Name of approved provider) is an approved provider of continuing nursing education by the South Carolina Nurses Association an accredited approver by the American Nurses Credentialing Center’s Commission on Accreditation.

B.
Type of advertising: (attach copy)


 FORMCHECKBOX 

Flyer/brochure


 FORMCHECKBOX 

Memo/Letter


 FORMCHECKBOX 

Meeting Notice


 FORMCHECKBOX 

E-mail


 FORMCHECKBOX 

Web site—Give web site address_______________________________________


 FORMCHECKBOX 

Other: Describe 
VII.  Key Element:  Documentation of Completion

Include a copy of the completed certificate to be awarded to learners.

Document/certificate to include:

  
Name of learner

  
Name & address of provider unit


Title & date of completion of educational activity


Official approved provider statement (See statement listed in VI.  Key Element above)


Number of contact hours awarded 

VIII.  Key Element:  Commercial Support and Sponsorship

· A commercial interest is defined by ANCC as any entity either producing, marketing, re-selling, or 
distributing health care goods or services consumed by, or used on, patients or an entity that is 
owned or controlled by an entity that produces, markets, re-sells or distributes health care goods or 
services consumed by, or used on, patients.  Exceptions are made for non-profit or government 
organizations and non-health care related companies.
· Commercial Support is financial, or in-kind, contributions given by a commercial interest, which is used 
to pay all or part of the costs of a CNE activity.

· A sponsor is identified as an organization that does not meet the definition of commercial interest.  
Sponsorship is financial, or in-kind, contributions given by an entity that is not a commercial interest, 
which is used to pay all or part of the costs of a CNE activity.

If no commercial support or sponsorship received, check #A.  

If commercial support or sponsorship is received, complete items B, C, D and E and attach the signed agreement(s).

A.  FORMCHECKBOX 
 
This activity has no commercial support or sponsorship.  

B. Commercial support/sponsorship has been provided by the following: (List name of organization(s) providing commercial support or sponsorship.) 
C.
Content integrity has been/will be maintained by: (Check all that apply)


 FORMCHECKBOX 
    
a. 
Our commercial support/sponsorship policy/procedure has been discussed with those 


providing commercial support or sponsorship.


 FORMCHECKBOX 

b. 
Our commercial support/sponsorship policy/procedure has been shared in writing with 


those providing commercial support/sponsorship.


 FORMCHECKBOX 
  
c. 
Faculty have been informed of our policy/procedure re: commercial support and 



sponsorship and agree to not promote the products or entity providing the financial or in-


kind services.


 FORMCHECKBOX 
  
d. 
In conjunction with a-c, the session will be monitored & violators of policy will not be 

asked to present again.  


 FORMCHECKBOX 
 
e. 
Other: Describe:  
D.
The following precautions have been taken to prevent bias in the educational content.


 FORMCHECKBOX 

a.
Our position on commercial support/sponsorship and bias has been discussed with each 



presenter.


 FORMCHECKBOX 
     
b.
Each presenter has signed a statement that says s/he will present information fairly and 



without bias.


 FORMCHECKBOX 
 
c.  
In conjunction with a-b, the session will be monitored & violators of policy will not be 


asked to present again.  


 FORMCHECKBOX 

d.
Other: Describe: 
E.
 FORMCHECKBOX 

Signed commercial support or sponsor agreement attached.

IX.  Key Element:  Conflict of Interest

A. Documentation of conflict of interest or disclosure of absence of conflict of interest for planners and presenters is included on attached bio forms.  
B. Procedures used to resolve conflict of interest or potential bias if applicable for this activity: (Check all that apply)


 FORMCHECKBOX 

1.
Not applicable since no conflict of interest.


 FORMCHECKBOX 
 
2.  
Have discussed this conflict with individual who is now aware of and agrees to 

our policy.


 FORMCHECKBOX 

3.
Presenter has signed a statement that says s/he will present information fairly 

and without bias.


 FORMCHECKBOX 
 
4.
In conjunction with B.  1 & 2, nurse planner or designee will monitor session to ensure 

conflict does not arise.


 FORMCHECKBOX 
 
5.
Other: Describe:       
 C.
In reviewing the bio forms did the nurse planner and/or planning committee suspect that there 
might be COI and/or bias for any planning committee members and/or faculty?



 FORMCHECKBOX 

Yes   



 FORMCHECKBOX 
  
No


If yes, what was the concern?  

What did you do to resolve it?   
X.  Key Element:  Written Disclosures Provided to Activity Participants

Learners must receive written disclosure of required items prior to beginning the learning activity.  Disclosures are required to be provided for items A through D for all learning activities.  Disclosures for items E and F apply only in relevant situations.  Describe methods used to inform activity participants of:

A.
Goal/purpose, objectives and criteria for successful completion (Note: Not applicable is not an 
acceptable response)

 FORMCHECKBOX 

Information on advertising material.  


 FORMCHECKBOX 

Written information on handouts.  (Attach copy)

 FORMCHECKBOX 

Other: Describe:  
B & C.
Conflicts of interest or lack thereof for planners and presenters, including financial relationships, and resolution of such:   (NOTE: Not Applicable is not an acceptable response)


 FORMCHECKBOX 

Information provided on advertising.


 FORMCHECKBOX 

Information provided on handouts.   (Attach copy)


 FORMCHECKBOX 

Signs placed inside or outside of presentation room.    (Attach copy)


 FORMCHECKBOX 

Other: Describe:  
 D.  
Commercial support/sponsorship  (NOTE: Not Applicable is not an acceptable response)


 FORMCHECKBOX 

Information provided on advertising.


 FORMCHECKBOX 

Information provided in handouts.    (Attach copy)

 FORMCHECKBOX 

Signs placed inside or outside of presentation room.  (Attach copy)


 FORMCHECKBOX 

Other: Describe:  
E.
Non-endorsement of products displayed in conjunction with this activity.


 FORMCHECKBOX 

No products are being displayed.   (No statement needed.)


 FORMCHECKBOX 

Information provided on advertising.  (Statement to be used: “Approved provider 


status does not imply endorsement by the provider, ANCC or SCNA of any products 

displayed in conjunction with an activity.”)


 FORMCHECKBOX 

Information provided in handouts.  (Attach copy)


 FORMCHECKBOX 
 
Other: Describe:  
F.  
Discussion of off-label use:

        
 FORMCHECKBOX 

Faculty have attested that they will not discuss off-label usage of products.  (No statement needs to 

be made.)


 FORMCHECKBOX 

Information will be provided in the handouts or on the slides.    (Attach copy)


 FORMCHECKBOX 

Other: Describe:  
XI.  Key Element:  Recordkeeping


 FORMCHECKBOX 

Records will be kept according to provider unit policy, as documented in the provider 
application.

XII.  Key Element:  Co-providership

If not co-providing, check #A.   If co-providing, answer #B, C and D and attach signed agreement.


A.
 FORMCHECKBOX 
This activity will not be co-provided.  


B.
Co-providership of this activity has been arranged with: (List organization name) :  



C.  
 FORMCHECKBOX 
As the approved provider, we will maintain responsibility for determination of educational 

objectives and content, selection of content specialists and activity presenters, awarding of 

contact hours, record keeping procedures, evaluation methods and categories, and 


management of any commercial support or sponsorship.  


D.
 FORMCHECKBOX 
The signed, written co-provider agreement is attached.

Summary: Attach the following to the documentation form:

· Bio forms for planning committee members and faculty

· Agenda/schedule if event is more than 2 hours long

· Evaluation form and any other evaluation tools used (e.g., post-test)

· Advertising material/flyer/email announcement

· Certificate/documentation of completion

· Signed commercial support or sponsorship agreements if applicable

· Disclosures if not included on advertising; internet or intranet posting

· Signed co-provider agreement(s) if applicable

Education Activity Form
	OBJECTIVES
	CONTENT (Topics)
	TIME FRAME
	PRESENTER
	TEACHING METHODS/

CATEGORIES OF EVALUATION

	List learner’s objectives in behavioral terms
	Provide an outline of the content for each objective.  It must be more than a restatement of the objective.
	State the time frame for each objective
	List the Faculty for each objective.  
	Describe the teaching methods, strategies, materials & resources for each objective


	1. 
	
	
	
	
Check category of evaluation to be used:

 FORMCHECKBOX 
 Learner Satisfaction

 FORMCHECKBOX 
 Knowledge enhancement

 FORMCHECKBOX 
 Skill & attitude change

	
	
	
	
	
__________________

Check category of evaluation to be used:

 FORMCHECKBOX 
 Learner Satisfaction

 FORMCHECKBOX 
 Knowledge enhancement

 FORMCHECKBOX 
 Skill & attitude change

	
	
	
	
	
Check category of evaluation to be used:

 FORMCHECKBOX 
 Learner Satisfaction

 FORMCHECKBOX 
 Knowledge enhancement

 FORMCHECKBOX 
 Skill & attitude change











Total Minutes _______ divided by 60 = _____ contact hour(s)
South Carolina Nurses Association
Biographical Data Form (2009 Criteria)

Instructions: If you are a planner for this activity, complete Sections 1, 2, 4, 5 & 7.  If you are a speaker/ content expert for this activity, complete Sections 1, 3, 4, 5, 6 and 7.  Return this form to the nurse planner by the date specified.  If there is a perceived conflict, the nurse planner will discuss with you how the conflict will be resolved before your continued participation in this learning activity.

Date:        
Section 1: Demographic Data

Name, Degrees & Credentials:       
If RN, nursing degree(s):



 FORMCHECKBOX 

AD  



 FORMCHECKBOX 

Diploma


 FORMCHECKBOX 
  
BSN


 FORMCHECKBOX 

Masters



 FORMCHECKBOX 

Doctorate

Please list all institutions of higher learning from which you have received a degree or degrees.   Please list all residencies and fellowships which you have completed.   Use additional space if needed.

	Name of Institution
	Year and Degree Awarded

	
	

	
	


Home Address OR Business Address:     
Day Telephone:      





Email Address:      



Present Position (Title) & Employer:      
Section 2: Planner Information:    Describe your familiarity/expertise with the following:

I am knowledgeable about the nursing CE process through:  (Describe):       
I  represent the target audience by: (Describe):       
I have content expertise in this topic by: (Describe):       
Other: (Describe):       
Section 3: Faculty/Content Expert Information:  Describe your expertise in this topic:        
Planner, Faculty and Content Specialist Conflict of Interest Statement

If you are in a position to control the content of this educational activity (planner, faculty presenter, content specialist), you must disclose whether or not you have a conflict of interest.  Conflict of interest disclosure identifies the presence or absence of any potentially biasing relationship of a financial, professional or personal nature.  A perceived conflict of interest would occur, for example, if you have or a member of your family has, within the past 12 months, received a salary, royalty, speaking honorarium, research appointment, board of directors remuneration, or consulting fee from an organization whose product or service is being discussed in the learning activity or if you or a family member own stock in such a company.  Conflict of interest would also occur if you have any potential to benefit personally or professionally from the presentation (work for a proprietary company presenting the learning activity, have written a book about the topic, provide consulting services related to the topic, etc.)  All information disclosed must be shared with the audience on the program handouts, advertising and/or audiovisual presentation.

Section 4: Conflict of Interest

Is there a perceived financial, professional or personal conflict of interest (self or family)? 


 FORMCHECKBOX 
 Yes  


 FORMCHECKBOX 
 No 

If yes, describe the perceived conflict:      


Section 5: Resolution of Conflict
Procedures used to resolve conflict of interest or potential bias if applicable for this activity: (Check all that apply)


 FORMCHECKBOX 
 
1.  
I have discussed this conflict with the nurse planner and agree to the provider unit’s policy.


 FORMCHECKBOX 
 
2.

I have signed a statement that says I will present information fairly & without bias.


 FORMCHECKBOX 
 
3.
In conjunction with 1 & 2, I understand that the nurse planner or designee will monitor 


session to ensure conflict does not arise.


 FORMCHECKBOX 
 
4

Not applicable since no conflict of interest.


 FORMCHECKBOX 
 
5.

Other: Describe:      
Section 6: Off-label Use

Presenter/Content Specialist discussion of off-label uses:




 FORMCHECKBOX 
 Yes  


 FORMCHECKBOX 
  No 


If yes, you must disclose this information during your presentation.  How will you do this?


 FORMCHECKBOX 
 
1.
Information provided on handouts


 FORMCHECKBOX 
 
2.
Information provided in audiovisuals (slides, overhead, powerpoint, etc.)


 FORMCHECKBOX 
 
3.
Other: Describe:

Section 7

Signature: _________________________________________   Date: _______________

Note to nurse planner: Electronic Signature acceptable.  If signature is not obtained, describe how this data was collected:      
South Carolina Nurses Association Independent Study Planning Documentation Form for Approved Provider Units based on 2009 Criteria
Note: Documentation is to be completed as part of the planning process, not retrospectively.

Demographic Data: 
Date Form Completed:     
Title of learning activity:     
This activity will be accepted as an independent study for   FORMCHECKBOX 
3 months
 FORMCHECKBOX 
 6 months   FORMCHECKBOX 
12 months   FORMCHECKBOX 
24 months


 FORMCHECKBOX 
 Other (describe)      

(Remember to place the expiration date on the advertising and on the directions for the activity)

Contact hours to be awarded:     
Is this continuing education? Does it enable the learner to acquire or improve knowledge or skills that promote professional or technical development to enhance the learner’s contribution to quality health care and pursuit of professional career goals?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
   No  If No, top.  here.  An activity for nursing contact hours must be CE.

Contact person for this activity.  Note: If this person is also on the planning committee, be sure to include his/her name in the Planning Committee list.

Name & Credentials:      
Contact Information:      
I.  Key Element :  Assessment of Learner Needs:

A.   
What needs assessment method was used to plan this activity? (Check all that apply)


 FORMCHECKBOX 

Written Needs Assessment


 FORMCHECKBOX 

Learners/Management Requested Event


 FORMCHECKBOX 

Quality Studies/Performance Improvement Activities 


 FORMCHECKBOX 

Trends in Literature, Law & Health Care 


 FORMCHECKBOX 

Other:  Describe:

B.   
Identify the target audience expected to participate: 


 FORMCHECKBOX 
  
All RNs 


 FORMCHECKBOX 
  
APRNs


 FORMCHECKBOX 
  
RNs in Specialty Areas (Describe):       

 FORMCHECKBOX 
  
Other: Describe:       
C.   
Describe the source of the supporting evidence for the needs assessment and target audience identification.  (Check all that apply.  Your provider unit should be able to access this data if called upon)


 FORMCHECKBOX 
  
Annual employee survey


 FORMCHECKBOX 
  
Periodic surveys of stakeholders or learners


 FORMCHECKBOX 
  
Written evaluation summary requests


 FORMCHECKBOX 
  
Requests (via phone, in person, or by email)


 FORMCHECKBOX 
  
Other: Describe:       
D.
Describe how objectives, content and teaching methods reflect the needs assessment.  (Check all that apply).  


 FORMCHECKBOX 
  
Nurse planner and planning committee reviewed needs assessment data.


 FORMCHECKBOX 

Nurse planner and planning committee formulated the objectives based on the data.


 FORMCHECKBOX 

Content Specialist worked with nurse planner & planning committee to develop 
objectives, content & teaching methods.


 FORMCHECKBOX 

Other: Describe:       
II.  Key Element:  Qualified Planners and faculty/authors

For each person listed on the planning committee, please list name, degrees & credentials here.  Planning committee members must fulfill the three roles – knowledge of CE process (nurse planner); representative of the target audience; content expertise.  There must be at least 2 people on the planning committee; one person can fill one or more of these roles.

A.   
Planning Committee:


1.   
Designated nurse planner (responsible for adherence to ANCC & CEAC criteria):       

2.   
This nurse planner is current on CE criteria through:



 FORMCHECKBOX 
  
Reviewed the most current CEAC Provider Manual



 FORMCHECKBOX 

 Attended CEAC Provider Update conference in past year



 FORMCHECKBOX 

 Updated by Primary nurse planner for the Provider Unit.


3.   
Target Audience Representative (name, degrees, credentials):       

4.  
Content Expert (name, degrees, credentials):       

5.  
Others (name, degrees, credentials):       


 FORMCHECKBOX 
  
Bio form including conflict of interest/conflict resolution for each planning committee 



member is attached.

B.
The nurse planner and other planning committee members are involved in the process of ensuring the quality of our continuing education activities through:


 FORMCHECKBOX 
  
Regular planning meetings


 FORMCHECKBOX 
  
Email correspondence


 FORMCHECKBOX 
  
Review of literature and/or evidence based practice standards


 FORMCHECKBOX 
  
Collaboration with faculty/content experts


 FORMCHECKBOX 
  
Review of regulatory, accreditation or other relevant requirements


 FORMCHECKBOX 
  
Other: Describe:      
C.
The provider unit assures that the performance of the nurse planner for this event meets the requirements of the provider unit and expectations of ANCC and CEAC by:


 FORMCHECKBOX 
 
Oversight by the lead nurse planner


 FORMCHECKBOX 
  
Interrater reliability review if there are multiple nurse planners in the provider unit


 FORMCHECKBOX 
  
Participation of the nurse planner in CEAC Provider Updates


 FORMCHECKBOX 
  
Participation of the nurse planner in updates within the organization’s provider unit


 FORMCHECKBOX 
  
Nurse planner’s response to monitoring requests from CEAC

 FORMCHECKBOX 
  
Individual consultation and/or educational session with CEAC
D.
Content specialist/authors and feedback personnel – in addition to listing names below, attach the completed bio form for each content specialist/author.


Content specialist/author name(s), degrees and credentials:



a.        


b.        


c.        


 FORMCHECKBOX 

Bio form with conflict of interest, conflict resolution and off-label use declaration for each 


content specialist/author is attached.

E.
Feedback personnel are those individuals who will provide feedback to the learner.   Names and 
credentials:



a.        


b.        


 FORMCHECKBOX 

Bio form with conflict of interest and conflict resolution for each feedback person is attached.

F.   
Manner in which the needed qualifications of faculty is identified: (Check all that apply).


 FORMCHECKBOX 
  
Content expertise


 FORMCHECKBOX 
  
Demonstrated comfort with teaching methodology(ies) e.g.  web-based, etc.)


 FORMCHECKBOX 
  
Presentation skills


 FORMCHECKBOX 
  
Familiarity with target audience


 FORMCHECKBOX 
  
Other: Describe:      
G.
Planning Committee assured the qualifications of the content specialist/author are appropriate and adequate by:


 FORMCHECKBOX 
  
a.   Review of resume/CV of content specialists/author.


 FORMCHECKBOX 
  
b.   Recommendation by colleagues.  

 FORMCHECKBOX 
  
c.   Review of literature written by content specialists/author.


 FORMCHECKBOX 
  
d.   Observation of previous presentation by content specialist/author.


 FORMCHECKBOX 
  
e.   Personal knowledge of expertise of content specialist.


 FORMCHECKBOX 
  
f.   New content specialists/author being mentored by:      

 FORMCHECKBOX 
  
g.   Other.  Describe:      
III.  Key Element: Effective Design Principles

A.  
1.   Purpose/Goal:       
   
2.   Explicit, measurable educational objectives – document in column 1 of 3 column education activity form.
B.
What is missing (gap in knowledge, skills, practice based on the needs assessment) that tells you there is a need for this activity?        
C.
Content:  List the content for each objective in column 2 of 3 column education form.  Content must be congruent with goal/purpose and objectives.

D.   
Teaching-Learning Strategies:  List the methods, strategies, materials and resources to be used by faculty to cover each objective in 3rd column of education form.  They must be congruent with objectives and content.

E.   
Learner Feedback: Check the best description or describe how learners will be provided feedback.


 FORMCHECKBOX 
  
Return results of testing.


 FORMCHECKBOX 
 
Provide certificate.


 FORMCHECKBOX 
  
Follow-up communication.


 FORMCHECKBOX 
  
Other: Describe:       
F.    
Successful Completion (Consistent with the goal/purpose, objectives and teaching and learning 
strategies).  


1.   
Criteria for successful completion include: (Check all that apply)



 FORMCHECKBOX 

Completion/submission of evaluation form.



 FORMCHECKBOX 
 
Achieving passing score on post-test.  (Passing score is:  


 FORMCHECKBOX 

Other: Describe:       

2.
Rationale for method selected to determine the criteria for successful completion: (Check 


all that apply)


 FORMCHECKBOX 

Goal or purpose of activity indicated what was needed to successfully complete this 


activity.



 FORMCHECKBOX 
 
Category of evaluation selected



 FORMCHECKBOX 

Importance of content knowledge



 FORMCHECKBOX 

Importance of content application



 FORMCHECKBOX 

Required by employer or organization



 FORMCHECKBOX 

Other: Describe:       
H.  
Verify Participation


 FORMCHECKBOX 

Participation will be verified through registration form.


 FORMCHECKBOX 

Signed attestation statement by participant verifying completion of entire activity.


 FORMCHECKBOX 

Sign in log


 FORMCHECKBOX 

Other: Describe:       
IV.  Key Element:  Awarding Contact Hours

A.
Effectiveness of Study:

1.   
Describe how the effectiveness of the independent study was assessed:      
       
2.   
Describe the results of the assessment:      
       
3.   
Describe the changes made based on the assessment prior to making the study available to 
learners:      
B.
Contact Hour Calculation:  

1. What was the method for calculating the contact hours: (Check the best description that 
applies)



 FORMCHECKBOX 
  Pilot Study



 FORMCHECKBOX 
  Historical Data



 FORMCHECKBOX 
  Complexity of content and data



 FORMCHECKBOX 
  Other: Describe:       
2. Show evidence of how contact hours were calculated (“show” the math).        
V.  Key Element:  Evaluation

A. Check or describe the methods of evaluation to be used: (Check all that apply)


 FORMCHECKBOX 

Evaluation Form   (Required: Evaluates 1) each objective and 2) length of time to complete 
the study) (Attach copy)


 FORMCHECKBOX 

Pre and/or Post-test (Attach a copy if testing is to be used)

 FORMCHECKBOX 
 
Other: Describe:        (Attach a copy)

B.   
Categories of Evaluation


1.
The category of evaluation to be used for this activity and completed by the end of the 
learning experience: (Check all that apply here and on page 7)



 FORMCHECKBOX 

Learner satisfaction (simplest; e.g.  standard evaluation form) (Required)



 FORMCHECKBOX 

Knowledge enhancement (e.g.  testing) 



 FORMCHECKBOX 

Skill and attitude change (e.g.  return demonstration) 


2.
Do you plan to include the following advanced categories of evaluation? If yes, describe how 

and when the data will be collected.



 FORMCHECKBOX 
 
Change in practice/performance (usually done 3 months after learning; e.g.  self-



report of change, observation of performance, audits)



 FORMCHECKBOX 

Relationship of the practice change to quality of service (most complex, usually 



done 6 months after event; look at final outcomes)

3. Description of how and when the data will be collected for B.1-2:       
VI.  Key Element:  Approved Provider Statement as Noted on Advertising.

A. Include a copy of the advertising material including relevant pages of the web site (if applicable).   Ensure that the provider statement stands alone and is worded as noted in the most current CEAC Provider Manual.
(Name of approved provider) is an approved provider of continuing nursing education by the South Carolina Nurses Association an accredited approver by the American Nurses Credentialing Center’s Commission on Accreditation.

B. Type of advertising:  Attach copy.


 FORMCHECKBOX 

Flyer/brochure


 FORMCHECKBOX 

Memo/Letter


 FORMCHECKBOX 
 
Meeting Notice


 FORMCHECKBOX 

E-mail


 FORMCHECKBOX 

Web site address ______________________________


 FORMCHECKBOX 

Other: Describe:       
VII.  Key Element:  Documentation of completion.  
Include a copy of the completed certificate to be awarded to learners.

Document/certificate must include:

Name of learner

Name & address of provider unit

Title & date of completion of educational activity

Official approved provider statement (see statement in Key Element 6 – A)

Number of contact hours awarded 

VIII.  Key Element:  Commercial Support and Sponsorship

· A commercial interest is defined by ANCC as any entity either producing, marketing, re-selling, or distributing health care goods or services consumed by, or used on , patients or an entity that is owned or controlled by an entity that produces, markets, re-sells or distributes health care goods or services consumed by, or used on, patients.   Exceptions are made for non-profit or government organizations and non-health care related companies.
· Commercial Support is financial, or in-kind, contributions given by a commercial interest, which is used to pay all or part of the costs of a CNE activity.

· A sponsor is identified as an organization who does not meet the definition of commercial interest.  Sponsorship is financial, or in-kind, contributions given by an entity that is not a commercial interest, which is used to pay all or part of the costs of a CNE activity.

If no commercial support or sponsorship received, check A.  

If commercial support or sponsorship is received, complete items B, C, D and E and attach a copy of the signed agreement.

A.
 FORMCHECKBOX 
  This activity has no commercial support or sponsorship.

B.
Commercial support/sponsorship has been provided by the following: (List name of organization(s) providing commercial support or sponsorship.):      
C.
Content integrity has been/will be maintained by: (Check all that apply)


 FORMCHECKBOX 
  
a. Our commercial support/sponsorship policy/procedure has been discussed with those providing 
commercial support or sponsorship.


 FORMCHECKBOX 
  
b. Our commercial support/sponsorship policy/procedure has been shared in writing with those 

providing commercial support/sponsorship.


 FORMCHECKBOX 
  
c. Content expert has been informed of our policy/procedure re: commercial support and 
sponsorship 
and agree to not promote the products or entity providing the financial or in-kind services.


 FORMCHECKBOX 
  
d. In conjunction with a-c, the Nurse Planner will review the independent study to ensure that 
content integrity is being maintained.  


 FORMCHECKBOX 
  
e. Other: Describe:       
D.   The following precautions have been taken to prevent bias in the educational content.

 FORMCHECKBOX 
  
a. Our position on commercial support/sponsorship and bias has been discussed with each presenter.

 FORMCHECKBOX 
 
b. Each presenter has signed a statement that says s/he will present information fairly and without 
bias.

 FORMCHECKBOX 
  
c. In conjunction with a-b, the nurse planner will review the independent study to ensure that there 
is no bias.  

 FORMCHECKBOX 
  
d. Other: Describe:      
E.
 FORMCHECKBOX 

Signed commercial support or sponsor agreement attached.

IX.  Key Element :  Conflict of interest (COI)
A. Documentation of conflict of interest or disclosure of absence of conflict of interest for planners and content specialists/authors is included in the bio form.  
B.
Procedures used to resolve conflict of interest or potential bias if applicable for this activity: (Check all that apply)

 FORMCHECKBOX 
  
1. Have discussed this conflict with individual who is now aware of and agrees to our policy.


 FORMCHECKBOX 
  
2. Content specialist/author has signed a statement that says s/he will present information fairly 
and without bias.


 FORMCHECKBOX 
  
3. In conjunction with 1 & 2, nurse planner planning committee will review the independent study  
to ensure conflict does not arise.


 FORMCHECKBOX 
  
4. Not applicable since no conflict of interest.


 FORMCHECKBOX 
  
5. Other: Describe:      
C.
In reviewing the bio forms did the nurse planner and/or planning committee suspect that there might be COI and/or bias for any planning committee members or content specialist/author?    


 FORMCHECKBOX 

Yes   


 FORMCHECKBOX 

 No


If yes, what was the concern?        

What did you do to resolve it?        
X.  Key Element: Written Disclosures Provided to Activity Participants

Learners must receive written disclosure of required items prior to beginning the learning activity.  Disclosures are required to be provided for items A through D and G for each activity.  Disclosures for items E and F apply only in relevant situations.  Attach copies of documents or describe methods used to inform activity participants of:

A.   
Goal/purpose, objectives and criteria for successful completion (Note: Not applicable is not an acceptable response)

 FORMCHECKBOX 
  
Information on advertising material.  


 FORMCHECKBOX 
  
Written information on handouts for activity/directions.  (attach copy)

 FORMCHECKBOX 
  
Other: Describe:        (attach copy)
B & C.   Conflicts of interest or lack thereof for planners and content specialists/authors, including financial relationships, and resolution of such:   (NOTE: Not Applicable is not an acceptable response)


 FORMCHECKBOX 
   
Information provided on advertising.


 FORMCHECKBOX 
   
Information provided on handouts or in directions.   (attach copy)


 FORMCHECKBOX 
   
Other: Describe:       (attach copy)

D.
Commercial support/sponsorship  (NOTE: Not applicable is not an acceptable response)


 FORMCHECKBOX 
  
Information provided on advertising.


 FORMCHECKBOX 
  
Information provided in handouts.    (attach copy)

 FORMCHECKBOX 
  
Other: Describe:        (attach copy)
E.
Non-endorsement of products described or displayed in conjunction with the activity.

 FORMCHECKBOX 
  
No products are being discussed in material.   (No statement needed.)


 FORMCHECKBOX 
  
Information provided on advertising.  (Statement to be used: (Approved provider status 
does not imply endorsement by the provider, ANCC or SCNA of any commercial products 
displayed in conjunction with an activity.”)


 FORMCHECKBOX 
  
Information provided in handouts.   (attach copy)


 FORMCHECKBOX 
   
Other: Describe:       (attach copy)

F.   
Discussion of off-label use:


 FORMCHECKBOX 

Content specialists/authors have attested that they will not discuss off-label usage of products.  


(No statement needs to be made.)


 FORMCHECKBOX 
  
Information will be provided in the handouts.   (attach copy)

 FORMCHECKBOX 
  
Other: Describe:       (attach copy)
G.
Expiration date for awarding contact hours for enduring materials:


 FORMCHECKBOX 

Information provided on advertising.  (Required) (attach copy)  

 FORMCHECKBOX 
  
Information provided on directions page.  (Required)  (attach copy)

 FORMCHECKBOX 
  
Other: Describe:       
XI.  Key Element:  Recordkeeping


 FORMCHECKBOX 
   
Records will be kept according to provider unit policy, as documented in the provider 


application.

XII.  Key Element:  Co-providership

If not co-providing, check A.   If you are co-providing, answer #B, C and D and attach signed agreement.

A.   
 FORMCHECKBOX 
  
This activity will not be co-provided.  

B.   
Co-providership of this activity has been arranged with: (List organization name)       
C.  
 FORMCHECKBOX 
  
As the approved provider, we will maintain responsibility for determination of educational objectives 

and content, selection of content specialists planners and activity presenters, awarding of contact 


hours, record keeping procedures, evaluation  methods and categories and management of any 


commercial support or sponsorship.  

D.   
 FORMCHECKBOX 
  
A signed, written co-provider agreement is attached.

E.   
Expiration date for awarding contact hours for enduring material


 FORMCHECKBOX 
  
Information provided on advertising.  (Required) (attach copy)  

 FORMCHECKBOX 
  
Information provided on directions page.  (Required)  (attach copy)

 FORMCHECKBOX 
  
Other: Describe:       
Summary (Remember to attach the following to the documentation form)
· Bio forms for planning committee members and content specialists

· Evaluation form and any other evaluation tools used (e.g.  post-test, etc.)

· Advertising material/flyer/email announcement: internet or intranet posting

· Certificate/documentation of completion

· Signed commercial support or sponsorship agreements if applicable

· Disclosures if not included on advertising

· Signed co-provider agreement(s) if applicable

Independent Study Education Activity Form

	Objectives
	Content (Topics)
	Teaching Methods & Categories of Evaluation

	List learner’s objectives in behavioral terms
	Provide an outline of the content for each objective.   It must be more than a restatement of the objective.
	Describe the teaching methods, strategies, materials & resources for each objective.

	
	
	

	
	
	Check category of evaluation to be used:

___Learner Satisfaction

___Knowledge enhancement

___Skill &/or attitude change

	
	
	

	
	
	Check category of evaluation to be used:

___Learner Satisfaction

___Knowledge enhancement

___Skill &/or attitude change

	
	
	

	
	
	Check category of evaluation to be used:

___Learner Satisfaction

___Knowledge enhancement

___Skill &/or attitude change

	
	
	

	
	
	Check category of evaluation to be used:

___Learner Satisfaction

___Knowledge enhancement
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For office use only – date received                 


Amount received:   ____________________


Check number:  _______________________


Credit Card (check if yes):                                  


Invoice (check if yes):                                         Card (check if yes):                                  


Invoice (check if yes):                                         
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