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Educational Planning Document, Part II of the Request for Review (RfR)
USUHS Continuing Education for Health Professionals 

Planning a Continuing Education (CE) Activity:  INSTRUCTIONS

· Your Initial Inquiry form must be approved by the Office of Continuing Education (CE) prior to completion of this Educational plan. Plan early……plan early…….plan early!   DEADLINES for submission of the Initial Inquiry form are:

# OF LIVE SESSIONS      


DEADLINE (from activity start date)

       1   -      8





5 months

      9    -     25





8 months

      26   -    50                                    


11 months

      50+






14 months

· If you have not already met with the Director, please call USUHS CE Office at 301-295-0962 to schedule a one-hour consultation.  We will assist you in completing this document and provide help in the areas that are challenging or unclear.  
EDUCATIONAL PLANNING*
The goal of this CE plan is to improve practice. Please complete the following 6 sections (needs analysis, educational plan, materials, support, and budget), and use the checklist to confirm attachment of all required documents.  If you need additional space, add or attach pages.   

Before proceeding, please note if your activity has all of the following required characteristics for physician education:

 FORMCHECKBOX 
 Content is based on evidence that constitutes “best practices”



 FORMCHECKBOX 
 A Gap exists between current and best practices


 FORMCHECKBOX 
 Closing the gap will result in improvement in the health and/or outcomes of patients  

 FORMCHECKBOX 
 The proposed educational intervention will result in changes in current practice

1. Needs analysis. 

	1.a. Current practice

	


a. Current Practices: What can be improved from the current state of affairs?  You may want to think in terms of:

· Patient care scenarios that are difficult to manage or resolve? 

· Key issues or obstacles to care you, your colleagues, and/or your anticipated learners encounter

· Areas of practice in your MTF, hospital or clinical practice setting need improvement? 

· In what areas of practice is there broad variation among your providers? 

· Which clinical situations make you uncomfortable or keep you awake at night? 

· Other worrisome or challenging situations?

*Appreciation is expressed to Jack Dolcourt MD for assistance in development of this educational planning document.

	1.b.1.  Root Cause/educational need  

(if profession-specific, please note profession)
	1.b.2.  Exact practice for improvement
	1.b.3. Desired Results
	1.b.4.  Possible impact on patients

	Knowledge (factual information)                     OR


	
	
	

	Competence (able to apply the knowledge to practice and achieve the result desired) OR


	
	
	

	Performance  “hands-on” skill, technique, actually used in practice)                          OR
	
	
	

	Possible barriers interfering with or preventing the desired result from happening

· Individual barriers (within the learner):
· System/organization/institutional barriers: 


b. 1.  Keeping in mind your responses above, try to identify what may be the root cause of the current practice.  Is there a gap in knowledge, competence, or performance?  Is it a systems issue or barrier to desired care or practice?  Barriers may be at the individual level (ex: resistance to change) or at the system or institutional level (inadequate supplies/staff/resources, poor communication/physical obstacles)   

b.2.   What is the exact practice that makes the current state of affairs less than ideal?  Describe the practice that needs improvement; the practice that is currently done but differs from the ideal or desired practice or outcome.   

b.3.    Please explain and also describe 1 or more desired results this activity is intended to accomplish and 

b.4.    Note what the potential impact on the patient might be if your desired results are attained.  
c. What indicates or supports your belief that the situation needs improvement?  
	Source pointing to need for improvement 
	Please specify the evidence or reference citation and attach supporting documentation  (or cite the  exact reference and location)

	 FORMCHECKBOX 
 Data*
	

	 FORMCHECKBOX 
 Best Practices 
	

	 FORMCHECKBOX 
 Other:
	

	 FORMCHECKBOX 
 Other:
	

	 FORMCHECKBOX 
 Other:
	


*DATA:  Note: government or military requirements are not sufficient data to demonstrate the problem without underlying evidence of the need for a change in practice or performance.  It is not sufficient to state that this was mandated by a government or military organization. Examples of data are QI/QA data, audit of patient care review, admission/discharge data, Mortality/Morbidity Data, Epidemiological Data, Database Analyses (e.g., Rx Changes, Diagnosis), Infection Control, Patient Safety (preventable adverse events).
BEST PRACTICES: Practice guidelines, peer-reviewed literature, research findings, and recommendations from authoritative sources.
OTHER: Lay or popular press, advice from authorities in the field, formal or informal requests from target audience, evaluation of impact of training on practice, etc
d. Incorporating performance improvement into the curriculum*: 
	Aspect of performance improvement


	Planned content

	Patient safety and quality

	

	Decrease in unnecessary expenses
	

	More appropriate assessment or care,
	

	Implementation of best practices
	

	Improved communication
	

	Evidence-based care
	

	Reduction in medical error
	

	Remove/address barriers to change 
	


*Can you incorporate opportunities for addressing patient safety and quality, a decrease in unnecessary expenses, more appropriate assessment or care, implementation of best practices, improved communication, or a reduction in medical errors?
2. EDUCATIONAL PLAN

Expected Result: 

What do you expect will be the results (minimum 1, maximum 3) from this activity in terms of changes in competence, performance or patient outcomes?, Please explain and check all that apply:

 FORMCHECKBOX 
  Improved Competence       FORMCHECKBOX 
  Performance-in-Practice (skills)       FORMCHECKBOX 
  Patient Outcomes
a. Overall performance objective

Provide your OVERALL ACTIVITY learning objective/purpose/goal describing what your learners will do differently after participation in your education.  These should be suitable for use in an outcome survey as well as in all of your promotional materials.  Include each aspect of a well written objective: WHO (THE LEARNER) defined (required if audience consists of multiple professions or areas of specialty); WILL DO WHAT? (STATE THE CONTENT OR ACTION) stated in terms of performance; CONDITION (the relevant circumstances); STANDARD measurement (yardstick) of objective achievement.  Please see http://www.usuhs.mil/che/cheactivityplan.html “Step 1 (application) Forms”-“Objectives (Optional Tool)” for detailed help with writing objectives.

	#1:


	#2:



b. Please describe your intended learners’ current or future scope of professional practice.  How have you incorporated their self-identified learning needs in your plan?  For example, do you have a representative of each target audience on your planning committee?  Did you survey them for content or faculty suggestions?  What did you incorporate into this activity that you learned from prior participants in the same or a similar activity?

c. What additional organizational partners or institutions might contribute to the success of this education in achieving the desired outcomes?  What other stakeholders might be brought in through collaboration and cooperation? 
d. Which desirable competencies or attributes will this education address?

 ACGME/ABMS 




OASD/HA Skill Domains

	 FORMCHECKBOX 
Military Medical Readiness

	 FORMCHECKBOX 
Leadership & Organizational Management

	 FORMCHECKBOX 
Health Law & Policy

	 FORMCHECKBOX 
Health Resources Allocation

	 FORMCHECKBOX 
Ethics

	 FORMCHECKBOX 
Individual & Organizational Behavior

	 FORMCHECKBOX 
Performance Measurement & Improvement  


 FORMCHECKBOX 
 Patient Care

 FORMCHECKBOX 
 Medical Knowledge

 FORMCHECKBOX 
 Practice-based learning & Improvement

 FORMCHECKBOX 
 Interpersonal & Communication Skills

 FORMCHECKBOX 
 Professionalism

 FORMCHECKBOX 
Systems-Based Practice

Other?_____________

	e. Educational Methods and Tools

	Competence

(knowledge applied to practice) 
	Performance

(skills in practice)
	Patient Outcomes

	 FORMCHECKBOX 
 Lecture with Q&A

 FORMCHECKBOX 
 Discussion

 FORMCHECKBOX 
 Panel 

 FORMCHECKBOX 
 Case presentation/discussion*
 FORMCHECKBOX 
 Scenarios*

 FORMCHECKBOX 
 Videos

 FORMCHECKBOX 
 Automated audience response system

 FORMCHECKBOX 
 Programmed instruction

 FORMCHECKBOX 
 Televideo conferencing
	 FORMCHECKBOX 
 Demonstration

 FORMCHECKBOX 
 Simulated patient*

 FORMCHECKBOX 
  Individual instruction and     feedback*

 FORMCHECKBOX 
 Small group work*

 FORMCHECKBOX 
 Dyads/triads work*

 FORMCHECKBOX 
 Clinical preceptors*

 FORMCHECKBOX 
 Role play

 FORMCHECKBOX 
 Sensitivity training
	 FORMCHECKBOX 
  Performance improvement activity

 FORMCHECKBOX 
 Audit of patient data pre and post activity

 FORMCHECKBOX 
 Other: 


f. Can you incorporate any other educational tools or devices to support change?  Examples: audience response system, patient educational materials applicable to the practice, email reminders to the learners, algorithms, check lists, etc.   ACCME C17

	


	1. PLANNING COMMITTEE*   


	Name  Degree     Rank     Agency      Title    Email/phone   Profession*   Role**   Relevant commercial relationship***(yes or no)

	

	

	

	


* Please ensure you have a representative of each profession for whom you are requesting credit (see #9 above: physician for CME, etc).  

    For nurses, you must include our nurse planner to ensure adherence to ANCC criteria.  

   For psychologists, you must include at least one PhD level psychologist and attach Curriculum Vitae (CV)  

** Note each person’s role in the planning process (content expert, chair, logistics, admin, etc).   

**All individuals in a position to influence content (planners, faculty, etc) must complete the Disclosure form.  Failure to do so will result in exclusion from participation.
Psychologist content requirements  (APA D.1.)
( Check the applicable box and provide a narrative. Briefly describe how the program content meets the specified criterion providing relevant references or up to 5 representative citations (where applicable) from peer reviewed sources.  Content must be relevant to psychological practice, psychological education and/or psychological science.
 □  Program content has obtained credibility, as demonstrated by the involvement of the broader psychological practice, education, and science communities in studying or applying the findings, procedures, practices, or theoretical concepts.

□  Program content has been studied according to established procedures of scientific scrutiny that can be reasonably relied upon.

□  Program content has peer reviewed, published support beyond those publication and other types of communications devoted primarily to the promotion of the approach.

□  Program content is related to ethical, legal, statutory or regulatory policies, guidelines, and standards that impact psychology.

Narrative: Briefly describe how the program content meets the criterion checked above:
References: up to 5 representative citations (where applicable) from peer reviewed sources: 

	g. Speakers/Moderators/Authors

	Name
	Rank
	Degree
	Job title and Affiliation
	Content Area of demonstrated expertise 
	Relevant commercial relationship reported? (yes or no)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


* If you are requesting CE for psychologists, attach Curriculum Vitae (CV) for all faculty  

 All individuals in a position to influence content (planners, faculty, etc) must complete the Disclosure form.  Failure to do so will result in exclusion from participation.  Please see www.usuhs.mil\che\che_ind.html “CE Planners”-“Forms”.
	h. Final Agenda, session objectives, and presenters/authors: 
This section does not need to be completed if you are using the six-column activity form (below) required for nursing continuing education.   Session content must be provided by each presenter in the presentation workshet and all content must be approved by the Activity director for content validity and freedom from commercial bias.

	Session Title
	Target Time Frame 
	Length minutes or hours

	Session Performance Objective


	Presenter/

Moderator/

Author

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	TOTAL TIME
	
	_______
	
	


Total Minutes________ ÷ 60=
 _______ CME/CNE/ACHE/SW credits/ APA for psychologists _____ rounded down to nearest .25

OR Six Column Outline

	

	

	<Insert name of Education Activity>                                                                                                      <Insert Date (s)>
Location of the Program:

	OVERALL CONFERENCE OBJECTIVES

	1.

	2.

	3.

	OBJECTIVES 

List objectives in operational or behavioral terms.  

Objectives address competence, performance or patient outcome. 

The participant will:
	CONTENT OUTLINE 
List each topic area to be covered & provide a description of the content to be presented in sufficient detail to determine consistency with objectives & appropriate with time allotted.

Reference from Professional Journals:

(1) Reference
	Time Frame

&

Minutes
	FACULTY/PRESENTER
provide name, degree, &

TEACHING METHOD
(lecture with Q&A, case conference, panel, video, simulated patient, practicum, online, small group, interactive or participatory, etc)
	EVALUATION METHODS

Standard evaluation form, Pre/post test ,
Skill demonstration,

Simulated patient,

Case scenario, Commitment to change, self efficacy rating, other
Follow up outcomes survey (at 3,6 or other months)  
	CE  requested
CME __

CNE __

APA __

ACHE _

SW___

ACPE _

	INDIVIDUAL SESSION OBJECTIVES

	Day and Date

	Session #/Title: 

<insert objective(s)>
	
	
	
	
	

	Session #/Title: 

<insert objective(s)>
	
	
	
	
	

	Session #/Title: 

<insert objective(s)>
	
	
	
	
	

	TOTAL MINUTES
	
	
	
	
	


Total Minutes________ ÷ 60=
 _______ CME/CNE/ACHE/SW credits/ APA for psychologists _____ rounded down to nearest .25

	3. Evaluation:  activities must evaluate the effectiveness of the activity in meeting the identified educational needs.  How will you know if you have been successful?  In addition to the standard USU evaluation form, what else can you incorporate?

	Competence Measure (prior to or at   activity)
	Performance ( prior to or at activity)
	Patient Outcomes

	 FORMCHECKBOX 
 Pre-test 

 FORMCHECKBOX 
 Post test

 FORMCHECKBOX 
 Pretest and post test 

 FORMCHECKBOX 
 Case study or scenario

 FORMCHECKBOX 
  Commitment to change

 FORMCHECKBOX 
 Self efficacy measure

 FORMCHECKBOX 
 Case vignettes
 FORMCHECKBOX 
 Other (describe:____
	 FORMCHECKBOX 
 Demonstration by learner

 FORMCHECKBOX 
Skills practice with observation recorded/scored

 FORMCHECKBOX 
Simulated performance/surrogate patient

 FORMCHECKBOX 
 Actual performance

 FORMCHECKBOX 
  Commitment to change

 FORMCHECKBOX 
 Self efficacy measure
 FORMCHECKBOX 
 Other:
	 FORMCHECKBOX 
 Self report of audit

 FORMCHECKBOX 
 Organization or facility reports 

 FORMCHECKBOX 
 QA/QI, M&M reports



	Competence Measure (post activity)
	Performance
	Patient Outcomes

	 FORMCHECKBOX 
 Outcome survey

 FORMCHECKBOX 
 Simulation

 FORMCHECKBOX 
 Pre-test 

 FORMCHECKBOX 
 Post test

 FORMCHECKBOX 
 Pretest and post test 

 FORMCHECKBOX 
 Case study or scenario

 FORMCHECKBOX 
  Commitment to change

 FORMCHECKBOX 
 Self efficacy measure

 FORMCHECKBOX 
 Case vignettes
 FORMCHECKBOX 
 Other:
	 FORMCHECKBOX 
 Demonstration by learner

 FORMCHECKBOX 
Skills practice with observation recorded/scored

 FORMCHECKBOX 
Simulated performance/surrogate patient

 FORMCHECKBOX 
 Actual performance

 FORMCHECKBOX 
  Commitment to change

 FORMCHECKBOX 
 Self efficacy measure
 FORMCHECKBOX 
 Other:
	 FORMCHECKBOX 
 Self report of audit

 FORMCHECKBOX 
 Organization or facility reports 

 FORMCHECKBOX 
 QA/QI, M&M reports



	Do you plan to do any other evaluation of this education?

	


Every activity must have a minimum of two methods of evaluation. The choice of the outcomes measurement tool and the specific questions and/or data selected for review is related to the result you desire to achieve. (this text courtesy of Derek Dietze, president of Improve CME.)  
	4. Materials planned
	Required CE information for learners:

	 FORMCHECKBOX 
 Agenda 

 FORMCHECKBOX 
 List of faculty and planners

 FORMCHECKBOX 
 Syllabus

 FORMCHECKBOX 
 Abstracts booklet

 FORMCHECKBOX 
 Handouts

 FORMCHECKBOX 
  Non-educational tools (algorithm, ARC, checklists, pocket guides, etc)

 FORMCHECKBOX 
 Other:
	 FORMCHECKBOX 
 Accreditation and credit designation statements

 FORMCHECKBOX 
 Attestation of participation by learners
 FORMCHECKBOX 
 Written disclosure to the audience prior to the event 
 FORMCHECKBOX 
 List of all commercial supporters (not displayers)

 FORMCHECKBOX 
 Evaluation forms
 FORMCHECKBOX 
 Other, as required by specific CE body or by USU



	5. Continuing Education Support:  includes preparation/planning meetings, file management and review for continuing education credit.  What additional continuing education support are you requesting?

	 FORMCHECKBOX 
 Evaluation design 

 FORMCHECKBOX 
 Evaluation summary compilation

 FORMCHECKBOX 
 Handout duplication

 FORMCHECKBOX 
 On-site support (explain)      
 FORMCHECKBOX 
 Syllabus preparation

 FORMCHECKBOX 
 Assistance with educational design
 FORMCHECKBOX 
 Assistance with evaluation design




	6. Budget Worksheet: Provide your anticipated income and expenses for this educational activity, including estimated dollar amounts for each category below.   Be sure to include any honorarium greater than $2000.


	Income / Source of Funds

	Item
	Dollar Amount / Quantity

	USUHS Funds (donated) 
	$0

	Other federal funds
	$0

	Registration Fee (per participant)
	$0

	# of Participants
	0 

	Vendor Fees
	$0

	Grants
	$0

	Membership Dues, Donations, and other income:
	$0

	
	$0

	Commercial Supporters (list, or note “none”)
	

	
	$0

	TOTAL
	$0

	


	Anticipated Expenditures

	Item
	Dollar Amount

	Facility and Audiovisual Resources
	$0

	Speaker FTE / Travel / Per diem / Lodging
	$0

	Staff FTE / Travel / Per diem / Lodging
	$0

	Honoraria greater than $2000 (Please list names below):
	

	
	$0

	
	$0

	Honoraria, other (provide total amount)
	$0

	Meals, Refreshments, Catering
	$0

	Event Planning / Event Management
	$0

	Other Expenditures:
	

	
	$0

	
	$0

	TOTAL
	$0

	S:\P\FORMS\CURRENT\Budget\Fezforms 8-08\Ancitipated Activity Budget.xls 8-20-08

	Comments:


Commercial Vendor Displays or Product Promotion 

Must be separated from the educational activity presentation.   Will any products be promoted?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

If yes, how will you keep this promotion separate from the presentations?   (____

Signature: Activity Director

I hereby attest that I will be responsible for fulfillment of all USU continuing education requirements , including the following:

1. I will ensure that all content fulfills the content validity requirements,  and that this educational activity adheres to all commercial support requirements.

2. I will ensure learners are informed at the beginning the location of the written disclosure information and the methods for monitoring attendance, evaluation and certificates.

7. Checklist of all required documents 

 FORMCHECKBOX 
  Individual items:

 FORMCHECKBOX 
  2 documents of evidence of need for improvement, or cite the exact references and locations (#1.c)

 FORMCHECKBOX 
  Combo form for all presenters and planners (Cover letter/presentation worksheet/disclosure form/ biodata )
 FORMCHECKBOX 
  Agenda  OR   FORMCHECKBOX 
  Completed 6-column outline (required for CNE/nurses).  
 FORMCHECKBOX 
  Materials to participants (drafts):  FORMCHECKBOX 
  syllabus   FORMCHECKBOX 
 handouts    FORMCHECKBOX 
program booklet  FORMCHECKBOX 
other:
 FORMCHECKBOX 
  Evaluation/measurement plan: (Pre/post tests, …..) 
 FORMCHECKBOX 
  All promotional materials (draft or final):

 FORMCHECKBOX 
  Printout of website pages (provide url:______________)

 FORMCHECKBOX 
  Brochure draft    FORMCHECKBOX 
 Email invitations  FORMCHECKBOX 
Fliers   FORMCHECKBOX 
 Ads  

 FORMCHECKBOX 
  Posters    FORMCHECKBOX 
Other
 FORMCHECKBOX 
 Other required if information if you did not insert it within this request form

 FORMCHECKBOX 
  Agenda or Six column outline
 FORMCHECKBOX 
  Planning committee list if revised from Initial inquiry form  
 FORMCHECKBOX 
  Faculty list  

 FORMCHECKBOX 
  Budget 

Deadline:______________________(as provided by Office of Education contact)
Upon completion, forward this document and related attachments by email to your CE office contact or to Deputy Director, Office of Continuing Education for Health Professionals at continuingeducation@usuhs.mil.
For assistance, contact 301.295.0962.
==================CHE INTERNAL USE ONLY==========================
CHEC Approval Date_____


Activity Approval Period: Start date___________   End date   ________   ( 1 Year (  2 Years    ( 3 Years    

Sponsorship:  (Direct (DoD)  (Joint:_______________________

Commercial support? 
( Yes ( No ( Unsure 
  CHE staff attend?  ( yes#____ (no    ( unsure   

Comments:

Program Code FY 10 ___________ Program Code FY 11 ___________     Program Code FY 12 __________

Other _____________________

Other activity dates and locations: _

Activity Manager FY 10   _______________
Activity Manager FY 11 _____________________
Activity Designed to change: ( competence  ( performance  ( patient health     

Designed to measure:           ( competence  ( performance  ( patient health     
Outcome evaluation to be performed:  ( yes: ______ (no    ( unsure   

Anticipated cost for CE: $ ________   Cost recovery to be charged for our services?  
(Yes ( No    

Submitted By: ___________
Date: _______
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