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Delaware Nurses Association
Continuing Education Committee

Learner Paced Educational Activity Application
	A. Demographic Data

Title:      
Date of event if presentation:      
Date to be offered if not presentation:      
Applicant Name:      
Contact Hours Requested:      
Fee enclosed:      
Type of Activity:

 FORMCHECKBOX 
 Distance Learning via Computer

 FORMCHECKBOX 
 Distance Learning via Tele/Audio 

 FORMCHECKBOX 
 Learner Paced Self Study Program

 FORMCHECKBOX 
 Journal Article

 FORMCHECKBOX 
 Other:      
	DIRECTIONS: The step-by-step explanation for the application process will be found in the preceding section. The form may be copied in its entirety.

ALL INFORMATION ON PAGES 1-5 MUST BE COMPLETED IN THIS FORMAT TO BE CONSIDERED FOR REVIEW.
Please send 3 complete, typed, collated copies of the entire application and all attachments.


B. Contact Person

1. Person Administratively Responsible: Provide the following information for the person responsible for administering this activity. 
Name & Credentials:      
2. Contact Information:
Address:      
(This address will be used for all mailings)

Daytime Phone Number: (     )   -    Ext:      
Fax Number: (     )   -     E-Mail:      
 FORMCHECKBOX 
 BIOGRAPHICAL DATA FORM INCLUDED
C. Assessment of Learner Need

Identify the target audience:      
Check best description of type(s) of needs assessment used: (Check all that apply)
 FORMCHECKBOX 
 Annual Needs Assessment

 FORMCHECKBOX 
 Learners/Management Requested Event

 FORMCHECKBOX 
 Quality Studies/Incident Reports Indicated Need

 FORMCHECKBOX 
 Trends in Literature, Law and Health Care Indicated Need

 FORMCHECKBOX 
 Other - Describe:      
D. Qualified Planners

1. Designated Nurse Planner
· Registered Nurse

· BSN or higher degree in nursing

· Experience in education and/or adult learning principles

Planning Committee: Must include 1 RN with a minimum of BSN. For each person on the planning committee, please list name, degrees and credentials here and attach a biographical data form with the additional required information.
RN with a minimum of BSN:      
Others:      
Planning committee member representing following areas:

Content expert:      
Target audience:      
Responsible for adhering to DNA/ANCC criteria:      
 FORMCHECKBOX 
 BIOGRAPHICAL DATA FORMS FOR EACH PLANNING COMMITTEE MEMBER is attached.
E. Learning Objective (Purpose)
1.      
2.      
3.      
4.      
F. Qualified Faculty/Presenters
List the names, degrees & credentials of each faculty/ contributor below. Attach the completed biographical data forms for each faculty/ contributor.
Presenter Name, Degrees and Credentials:
1.      
2.      
3.      
4.      
 FORMCHECKBOX 
 BIOGRAPHICAL DATA FORMS FOR EACH FACULTY/ CONTRIBUTOR are attached.

Each presenter has declared if they have any conflict of interests on the bio form.

For the following items use a column formal as shown in the attached example to provide this information for live provider directed presentations.
G. Objectives
Indicate what the participant will be able to do at the conclusion of the activity. An average of 1-2 objectives per hour is realistic. It is also recommended that objectives be numbered sequentially.

1.      
2.      
3.      
4.      
H. Content
Itemize key points that will be addressed with each objective. Content must be more than a restatement of the objective and must be related to the objective.

1.      
2.      
3.      
4.      
I. Teaching Methods, Strategies, Materials and Resources
List the methods, strategies, materials and resources to be used by faculty to cover each objective.

1.      
2.      
3.      
4.      
J. Verifying Participation and Successful Completion
1. Participation will be verified at the event by:
 FORMCHECKBOX 
 Sign-in sheets
 FORMCHECKBOX 
 Internet Registration

 FORMCHECKBOX 
 Other - Describe:      
2. Criteria for successful completion include: (Check all that apply)
 FORMCHECKBOX 
 Completion of the entire event
 FORMCHECKBOX 
 Completion/submission of evaluation form
 FORMCHECKBOX 
 Achieving passing score on post test
 FORMCHECKBOX 
 Other - Describe:      
K. Awarding Contact Hours

For learner directed studies: 
What was the method for calculating the contact hours: (Check the best description(s) that applies)?
 FORMCHECKBOX 
 Pilot Study

 FORMCHECKBOX 
 Peer Review

 FORMCHECKBOX 
 Historical Data

 FORMCHECKBOX 
 Complexity of content and data

 FORMCHECKBOX 
 Merenger Formula

 FORMCHECKBOX 
 Other: Describe:      
Provide supportive documentation of the rationale used to determine the number of contact hours to be awarded:

L. Activity Evaluation
1. Check or describe the methods of evaluation to be used: (Check all that apply)
 FORMCHECKBOX 
 Evaluation Form (Required for all events.)

 FORMCHECKBOX 
 Pre and/or Post test (Optional). ) (If post-test is used, what is passing score?     )

 FORMCHECKBOX 
 Return Demonstration (Optional).

 FORMCHECKBOX 
 Other - Describe:      
2. Effectiveness of study: Describe how the effectiveness of the learner paced activity (independent study) will be evaluated, how the results of the evaluation will be used, and the changes to be based on the evaluation.

     
3. Submit a copy of the evaluation tool(s) to be used for this activity. It must include, at minimum achievement of objectives.  FORMCHECKBOX 

4. Check the best description or describe how evaluation data will be used to:

 FORMCHECKBOX 
 Refine future presentations of this course
 FORMCHECKBOX 
 Create new programs
 FORMCHECKBOX 
 Discontinue the activity
 FORMCHECKBOX 
 Decide whether or not to change this faculty or facility
 FORMCHECKBOX 
 Other - Describe:      
5. 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:      
M. Approval Statement

This continuing nursing education activity was approved by Delaware Nurses Association, an accredited approver by the American Nurses Credentialing Center’s Commission on Accreditation.

This approval statement must stand alone. In other words, it must begin and end on a line free of other text.

N. Documentation of Completion
 FORMCHECKBOX 
 A completed sample of the certificate is included. Remember to include name of learner; number of contact hours awarded; name and address of the provider of the educational activity; title & date of the educational activity, DNA approval number, and official approval statement:
O. Sponsorship and Commercial Support

If no, check #1. If yes, complete items 2, 3, 4 and 5 below.

 FORMCHECKBOX 
 1. This activity has no sponsorship or commercial support.
 FORMCHECKBOX 
 2. Sponsorship or Commercial support has been provided by the following: (List name of representative and company).
     
 FORMCHECKBOX 
 3. Written Sponsorship and Commercial Support Agreement signed and included.
 FORMCHECKBOX 
 4. Sponsorship or Commercial support provided by these organizations does not influence the objectives and content of the activity. Explain how educational integrity is maintained:
     
 FORMCHECKBOX 
 5. Describe how precautions taken to prevent bias.
     
P. Conflict of Interest

 FORMCHECKBOX 
 Conflict of interest forms for planners and faculty included.
 FORMCHECKBOX 
 Describe how conflict of interests were resolved if any.      
Q. Disclosures

Disclosures are provided to activity participants, including:

· Criteria for successful completion

· Conflicts of interest/resolutions

· Relevant financial relationships and mechanism to identify and resolve

· Commercial support/sponsorship

· Non-endorsement of products

· Off-label use

· Expiration date for awarding contact hours

Learners will be informed of disclosures by:

 FORMCHECKBOX 
 Information provided on advertising.

 FORMCHECKBOX 
 Information provided on handouts.

 FORMCHECKBOX 
 Other – Describe:      
 FORMCHECKBOX 
 Submit a copy of the statement of disclosures.
R. Record Keeping

All correspondence, complete copy of application and all attachments and corrections, records of attendance, summative evaluation(s) & contact hours will be maintained in a retrievable file which is accessible to only authorized personnel for six years.
 FORMCHECKBOX 
 Records will be maintained confidentially.

 FORMCHECKBOX 
 Records will be filed and stored at (list location)      
 FORMCHECKBOX 
 Other -Describe:      
S. Co-Providership
If not co-providing, check #1; if yes, answer #2 and #3.

 FORMCHECKBOX 
 This activity will not be co-provided.

 FORMCHECKBOX 
 Co-Providership of this activity has been arranged with: Name of Co-Provider, Address
As the approved applicant we will maintain responsibility for determination of objectives and content, selection of faculty/presenters, awarding of contact hours, record keeping and evaluation. I have included a written agreement with the co-providers, which outlines the above.
T. Advertising Material

 FORMCHECKBOX 
 A copy of the advertising material is included.

Type of Advertising:

 FORMCHECKBOX 
 Flyer/Brochure

 FORMCHECKBOX 
 Memo/Letter

 FORMCHECKBOX 
 Meeting Notice

 FORMCHECKBOX 
 E-mail (print hard copy to include with your application)

 FORMCHECKBOX 
 Web site (print hard copy to include with your application)

 FORMCHECKBOX 
 Other - Describe:      
If a mock-up is sent with this application, the final copy will be sent as soon as it is printed.

If advertising is via the web site, include the web address so that reviewers can find this information.
The web address is:      
 FORMCHECKBOX 
 Copies of the relevant pages of the web site are included with each copy of the application.
BEFORE SENDING THIS APPLICATION TO THE DELAWARE NURSES ASSOCIATION; HAVE YOU REMEMBERED TO INCLUDE THE FOLLOWING?
 FORMCHECKBOX 
 Fee

 FORMCHECKBOX 
 3 copies of the application (typed, collated) Include one copy of all attachments with each copy of the application.
 FORMCHECKBOX 
 Biographical data forms for the administratively responsible person, planners, and ALL Faculty.
 FORMCHECKBOX 
 Completed conflict of interest statements.
 FORMCHECKBOX 
 Evaluation form

 FORMCHECKBOX 
 Sponsorship/Commercial Support agreement, if applicable.
 FORMCHECKBOX 
 Co-Provider agreement, if applicable.
 FORMCHECKBOX 
 Completed Certificate
 FORMCHECKBOX 
 Program Schedule
 FORMCHECKBOX 
 Advertising material

LEARNER PACED (INDEPENDENT STUDY) ACTIVITY

Copy and use to provide information on Criteria 
	OBJECTIVES
	CONTENT (Topics)
	METHODS

	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.


teaching method, /strategy, materials, resources used for each objective

	
	
	

	
	
	

	
	
	

	
	
	


 FORMCHECKBOX 
 Planners
 FORMCHECKBOX 
 Faculty/Presenters
Biographical Data Form

Name: 
     
(Name, Degrees and Credentials)

Home Address OR Business Address:

     
(Number and Street) (City, State, Zip)
Day Telephone: (   )    -    Ext. E-Mail Address:      
Present Position (Title) & Employer:      
Education: (include the basic preparation through highest degree held)

	DEGREE
	INSTITUTION
(Name, City, State)
	MAJOR AREA OF STUDY
	YEAR DEGREE AWARDED

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Planners/Administrative Staff: Describe your familiarity with the target audience:

     
Faculty/Presenters: Describe your expertise in this topic:

     
Conflict of Interest Statement

Having an interest in an organization does not prevent a speaker from making a presentation, but the audience must be informed of this relationship prior to the start of the activity and any potential conflict must be resolved. In order to ensure balance, independence, objectivity and scientific rigor at all programs, the planners and faculty must make full disclosure indicating whether the planner or faculty and/or his/her immediate family members have any relationships with sources of commercial support, e.g. pharmaceutical companies, biomedical device manufacturers and/or corporations whose products or services are related to pertinent therapeutic areas. All planners and faculty participating in CE activities must disclose to the audience any:

Relationship with companies who manufacture products used in the treatment of the subjects under discussion;

Relationship between the planner and faculty and commercial supporters(s) of the activity and/or

Intent to discuss unlabeled uses of a commercial product, or an investigational use of a product not yet approved for this purpose.

All information disclosed must be shared with the audience either on the program handouts, advertising and/or audiovisual presentation.

A. Is there a relationship with companies who manufacture products used in the treatment of the subjects under discussion?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If Yes, list company(ies) with relationship:      
Relationship

 FORMCHECKBOX 
 Research Support

 FORMCHECKBOX 
 Speaker’s Bureau

 FORMCHECKBOX 
 Consultant

 FORMCHECKBOX 
 Shareholder

 FORMCHECKBOX 
 Other Support

 FORMCHECKBOX 
 Large Gift(s)

B. Is there a 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 
 Verbal statement during the presentation
 FORMCHECKBOX 
 Information provided on handouts

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

 FORMCHECKBOX 
 Other: Describe other:      
How will any conflict of interest be resolved?

     
Signature






Date
4-2009 edition

7
2009 version



Learner Paced Educational Activity Application


