WASHINGTON STATE NURSES ASSOCIATION
Continuing Education Approval & Recognition Program (CEARP)

Application for Provider Unit Approval – 2012
DIRECTIONS:  Please review the Provider Unit Guidelines for additional information to complete this Provider Unit application. Some of the information can be entered directly onto this form, some can be attached.  If more space is needed than provided on this form in any section, clearly identify where to find the continuation. Attached information must be labeled and titled in accordance with the outline, divided clearly and numbered in sequence.  
Each copy of the application must:

· Have a table of contents; 
· Pages numbered consistent with the table of contents;
· Application bound securely. Binder clips are recommended. Do not use comb binding, three ring binders, staples or rubber bands.  
Submit three complete, collated, typed, single-sided copies of the application packet with the $900 application fee. 
NOTE:  These guidelines/forms are periodically updated, therefore, check that you are using the most current Guidelines located on the WSNA website:  www.wsna.org. 
Demographic Data

Date application submitted:       
Name of Provider Unit (as appears in advertising materials):       
Name of organization (if different):       

Address:      
Phone number including area code:       
For reapplying Provider Units:  CEARP-PA #      
The Primary Nurse Planner must be the primary contact during the application review process. 
Name:       
Phone Number including area code:      
Fax Number:       
Email Address:      
Is there another contact person during the approval period?  YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

Name:       
Phone:
     
FAX:
     
EMAIL:       
Does your Provider Unit have a website that offers any information about the Provider Unit/CNE Activities?  Intranet    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No                                Internet   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   

If yes, the URL address is:      
Check types of activities you plan to or do offer:   FORMCHECKBOX 
 Faculty Directed    FORMCHECKBOX 
 Independent Study

For computer-based programs, list the web site address for the activities provided:      
For First-Time Provider Unit Applicant:  
1.
Date of first activity approved by WSNA CEARP:       
2.
Date first implemented ANCC and/or WSNA CEARP criteria:       
3. Attach a composite list of all activities provided during the past six months utilizing the ANCC and/or WSNA CEARP CNE criteria including title, date(s) presented, contact hours awarded for each activity.  Found on page:        
For Reapplying Provider Unit Applicant:

A.
Please answer the following questions regarding your last three approval years:   

1.
Describe how all Nurse Planners are kept current on ANCC and WSNA CEARP requirements/ application changes:      
2.
Please check (all that apply) if your Lead Nurse Planner(s) read or attended the following:

 FORMCHECKBOX 
 
Provider email Updates 
 FORMCHECKBOX 
 
HIGHLIGHTS newsletter
 FORMCHECKBOX 
 
Attended WSNA CEARP Provider Update Conference; Date        

 FORMCHECKBOX 
 
Other:  (Describe:)       
3.
Based on your organization’s experience these past three years, identify two trends in nursing practice that have implications for CNE?  
a)
     
b)
     
4.
Attach a composite list of all CNE activities provided during the three year approval period including:  title, date(s) delivered, contact hours awarded number of attendees, etc as required on Use the  ‘Demographic Information and CNE Summary’ blank form and attach to this application form.  Found on page     
5. Upon receipt of the application, the CEARP Reviewer will select a minimum of two completed CNE activities for review from the composite list. Applicant Submit the two requested files to the WSNA office within a week of notification by the Reviewer.
NOTE:  It is suggested the applicant read the PU Guidelines section “Criteria for Approval as a Provider Unit (PU)” as it corresponds with the remainder of this application form.  
Criterion 1: STructural capacity    
The capacity of the approved PU is demonstrated by the documented beliefs/philosophy and goals of the Provider Unit which reflect the importance of CNE and the needs and characteristics of the Provider Unit’s potential learners. The Provider Unit is clearly defined, consistently named and, in multi-focused organizations, supported by the administrative structure.
Key Element 1: Demographics

Submit a description of the features of the PU, including but not limited to 

size, geographical range, target audience, content areas and type(s) of educational activities offered, expected outcomes (e.g.: frequency of offerings, numbers of attendees) and how the PU anticipates measuring those changes and outcomes.
A. Describe the beliefs and goals of the Provider Unit and, if applicable, how it links with the mission, goals and purpose of the larger organization by:        Not part of larger organization:       
B. Our Provider Unit’s prospective learners are:

 FORMCHECKBOX 

Employees of our organization

 FORMCHECKBOX 

Nurses in our community

 FORMCHECKBOX 

Other: describe       
C. Our usual target audience includes:

 FORMCHECKBOX 

RNs

 FORMCHECKBOX 

Advanced Practice RNs

 FORMCHECKBOX 

Multidisciplinary participants

 FORMCHECKBOX 

  Other: describe      
D. Describe how beliefs and goals of the PU are relevant and appropriate to the needs of prospective learners.      
E. To meet the needs of our prospective learners, our Provider Unit believes that:      
F. Our usual content areas will be:

 FORMCHECKBOX 

Clinical topics: describe      
 FORMCHECKBOX 

Nonclinical topics: describe      
 FORMCHECKBOX 

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

 FORMCHECKBOX 

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

 FORMCHECKBOX 

Independent studies 

H. The outcomes we hope to achieve with our CNE activities are:   
 FORMCHECKBOX 

Learner satisfaction

 FORMCHECKBOX 

Change in participants’ knowledge

 FORMCHECKBOX 

Change in participants’ practice

 FORMCHECKBOX 

Change in patient outcomes

 FORMCHECKBOX 

Other: describe
:      
I. We measure achievement of these outcomes by:
 FORMCHECKBOX 

Learner satisfaction surveys

 FORMCHECKBOX 

Testing (pre and post)
 FORMCHECKBOX 

Return demonstrations

 FORMCHECKBOX 

Performance and/or process improvement initiatives

 FORMCHECKBOX 

Follow-up surveys of previous participants

 FORMCHECKBOX 

 Other:      
J. If Provider Unit is part of a larger organization, describe the relationship of the scope dimensions of the PU and how it links with the goals, mission and functions of the total organizations.         
K. Describe how the organization’s leadership is committed to supporting the goals of the approved PU.       
L. Describe how the PU assures ongoing adherence to ANCC and WSNA CEARP criteria during the approval period.       
Key Element 2:  Lines of Authority and Administrative Support

Organizational structures and lines of authority support the operation of the Provider Unit.
A. List the names, credentials, positions and titles of the Primary Nurse Planner, other Lead Nurse Planners (if any) and all key personnel in the PU on the application.       
B.
Attach an organizational chart depicting the structure of the PU, including the Primary Nurse Planner, any Lead Nurse Planners (if any) and all key personnel.  On page        
C.
If part of a larger organization, attach an organizational chart or similar image that depicts the organizational structure and the PU’s location within the organization. Be as clear as possible in describing the PU on this chart.  This will help the reviewer understand the relationship and scope of the PU to the larger organization.       
Criterion 2: Educational Design PROCESS
The Provider Unit has a clearly defined educational design process for assessing needs as the basis for planning, implementing, and evaluating CNE activities.   Adult learning principles, professional education standards, and ethical considerations guide the way educational activities are conducted. There are procedures in place 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.

The Primary Nurse Planner monitors each learning activity on a regular basis to assure that all components of the activity remain relevant and appropriate and meet WSNA CEARP approval criteria. This is a quality assurance process, not an approval process. The Provider Unit does not approve activities. The Provider Unit must not use the words “approval, applicant, or application”.

Describe the process for assessment, planning, implementation and evaluation (APIE) that you use prior to providing and evaluating each CNE activity.         (or attach a page)

Refer to Key Element 3 on the Faculty Directed and Independent Study Activity Documentation Guidelines/forms for the principles guiding an Effective Educational Design.

	NOTE FOR FIRST-TIME APPLICANTS ONLY: If you are a first-time applicant for Provider Unit status, submit:
	NOTE FOR RENEWING APPLICANTS ONLY:  Submit documentation for one completed activity which must be at least one hour in length. 

	· Acknowledgement and approval letters for the 3 activities WSNA CEARP or other ANCC accredited approver has approved within the last six months. 


	· The documentation form with all required attachments including: bio data forms, objectives, summative evaluation, marketing sample, certificate, evidence of disclosures, co-provider agreement if applicable, commercial support/sponsorship agreement if applicable (refer to 1-10 key elements)

	· A summative evaluation for each of these 3 activities
	· Summative evaluation of this activity

	· Documentation for an activity that has been planned and reviewed, and will be presented after Provider Unit status has been achieved.  Include all required attachments:  completed documentation form, bio data forms, objectives, evaluation tool, marketing sample, certificate,  required disclosures to be made, commercial and/or sponsor support agreements, if applicable, post-activity QI tool.  The marketing material and certificate should contain the Provider statement that will be used by your organization once Provider Unit status has been achieved. This will be reviewed for prior approval before it can be offered.
	· Sample Certificate of completion that will be used once approved with the required approved PU statement.  

	· The sample certificate that will be used once Provider Unit is approved. The required Provider Unit statement must be included on the certificate. (Key Element 7)

     Note:  This activity will be reviewed by the          CEARP reviewer to assure adherence to all ANCC and WSNA CEARP criteria.
	· Post Activity Quality Improvement (QI) form 




Key Element 12: Co-Provided Activities are conducted with the approved Provider Unit maintaining responsibility for the following required elements:

· 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 CNE activities.  (See Appendix H for details)
 FORMCHECKBOX 

No 
 FORMCHECKBOX 

Yes 
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) See Appendix H-1 for Sample Agreement
 FORMCHECKBOX 

Additional actions, if any:      
Criterion 3: Unit Operations

The Provider Unit ensures the quality of CNE by through an established process involving a qualified Primary 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.

Key Element 1:   Primary Nurse Planner (PNP)
The Primary Nurse Planner has qualifications, authority and responsibility to assure adherence of the PU to ANCC and WSNA CEARP approval criteria in the provision of CNE activities.   
A.
Submit a position description for the PNP, reflecting required qualifications and job function as PNP.  (See Appendix G for PU role descriptions.)      
B.
The PNP maintains awareness of current WSNA CEARP approval criteria through:

 FORMCHECKBOX 

Attending provider update workshops

 FORMCHECKBOX 

Reading provider newsletters

 FORMCHECKBOX 

Participating in internal educational activities related to the planning and review processes.

 FORMCHECKBOX 

Other: describe      
C.
The PNP assures that all Lead Nurse Planners are prepared, oriented, and updated to function in the Lead Nurse Planner role by: (Check all that apply.)
 FORMCHECKBOX 

Sharing information from provider update workshops

 FORMCHECKBOX 

Encouraging participation of other Nurse Planners in provider updates

 FORMCHECKBOX 

Sharing provider newsletters

 FORMCHECKBOX 

Conducting regular internal workshops

 FORMCHECKBOX 

Doing inter-rater reliability analyses

 FORMCHECKBOX 

Other: describe      
Key Element 2: Resources

Sufficient human, material and financial resources are available to carry out the administrative, educational and supportive functions of the PU.
A. List the names and credentials for other Lead Nurse Planners in the PU below:
     
B. Attach position description(s) that clearly reflect required qualifications for the Lead Nurse Planner(s) and roles relative to CNE that are consistent with those of the WSNA CEARP. (See Appendix G).        
C. Describe the material resources that support the functions of the PU.  Check all that apply:
 FORMCHECKBOX 

Computers and other technology support

 FORMCHECKBOX 

Adequate office space

 FORMCHECKBOX 

Conference / meeting rooms

 FORMCHECKBOX 

Other: describe      
D. Describe the PU’s current sources of financial support and how it will be sustained throughout the approval period.  Check all that apply:
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      
E. 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      
F.
Our organization receives commercial support from companies producing or selling products that are used in patient care.

 FORMCHECKBOX 

No (proceed to key element 3)

 FORMCHECKBOX 

Yes (answer the following questions before proceeding to key element 3)

G.
The amount of commercial support that has been received during the current Provider Unit approval period is approximately $     
H.
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

Key Element 3.  Recordkeeping & Storage System

Documentation for each educational activity as delineated in Criterion Two in the PU Guidelines is kept in a secure, confidential, and retrievable manner for six years. 

A. We assure the consistent collection of all required documents and information by using the forms provided by WSNA CEARP 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:

 FORMCHECKBOX 

File checklist

 FORMCHECKBOX 

Regular file audits

 FORMCHECKBOX 

Other: describe      
C.
Security of files is maintained by:

 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 Primary Nurse Planner

 FORMCHECKBOX 

Other (describe)      
F.
The physical address where files are maintained is:      
Key Element 4:  Business Practices

The PU must adhere to all regional, state and national laws and regulations as they relate to human resources, financial affairs and legal obligations of the business and management policies of its CNE program.

A.
Our Provider Unit complies with all applicable local, regional, state, and national laws and regulations and operates its business in an ethical manner.  A signed attestation statement must be signed by the responsible leader(s) of the PU.  Please sign:         

(Electronic Signature of Administrator acceptable.)
B.
Our Provider Unit complies with all ANCC Commission on Accreditation and WSNA CEARP criteria as specified in the current Provider Guidelines. Please sign:       


(Electronic signature of Primary Nurse Planner acceptable.)
Criterion 4: Provider Unit Evaluation

The Provider Unit engages in an ongoing evaluation process to analyze its overall effectiveness in fulfilling its goals, and operational requirements to provide quality CNE. Plans and goals for the PU’s  future development in CNE are identified and re-evaluated on a regular basis.

Key Element 1: Provider Unit Evaluation Plan  
A. The PU must have an evaluation plan in place to evaluate its overall effectiveness as a PU.  The evaluation plan must address, at a minimum, each of the following components of the PU:

1.
Achievement of PU goals 

2.
Implementation of operations with sufficient resources;

3.
The educational design of activities including the post activity quality improvement review mechanism to measure the effectiveness of the PU in delivering quality CNE;

4. Description of how the evaluation process resulted in the development or improvement of an identified quality outcome measure; how the process used confirmed, expanded and/or changed approved PU operations.
NOTE:  Additional items may be added to the evaluation plan

B.
Indicate on the form:   

1. What is evaluated

2.
When evaluation occurs

3.
Who participates

4.
Date(s) and findings of most recent review of evaluation plan and needed changed. If no changes are needed, the rationale is stated.

Refer to Appendix F for a suggested format for the PU Internal Evaluation Progress Reporting Form.  

Attach the completed PU Plan to this application.  Page(s):       
Key Element 2: Provider Unit Evaluation Participants
The PU includes a variety of stakeholders, those with a vested interest in PU outcomes in the evaluation process:  Identify all stakeholders involved in the evaluation of the PU:  Check all that are involved and why these specific stakeholders were selected to participate in the evaluation process.  
 FORMCHECKBOX 

Primary Nurse Planner (required); Explain why selected:       
 FORMCHECKBOX 

Lead Nurse Planners including other Nurse Planners; Explain why selected:       
 FORMCHECKBOX 

Other organizational representatives (identify); Explain why selected:       
 FORMCHECKBOX 

Learners; Explain why selected:       
 FORMCHECKBOX 

Faculty/ content experts; Explain why selected:       
 FORMCHECKBOX 

Others; Describe and explain why       
Key Element 3: Provider Unit Goals for Improvement 

A. Efforts toward improvements include addressing issues, identifying strategies for working on targeted goals, evaluating progress toward goals and revising or establishing new goals. 
Describe how input from stakeholders resulted in an improvement in process, outcome or goals for the PU.       
Key Element 4:  Value/Benefit to Nursing Professional Development

Evaluation data indicate how the PU has influenced development of it nurse learners.

Describe how, during the past six or 12 months (as applicable), the PU has enhanced nursing professional development including but not limited to:  cost savings, volume of participants, volume of activities, satisfaction of learners, change in practice, change in developing format of CNE activities, patient outcomes and staff retention.      
Key Element 5: Provider Unit Evaluation Results
Evaluation data are used to confirm, expand or change the operations of the PU.  Describe how evaluation findings 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.       
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:      
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 internal review process;

· Description of APIE process;

· Bio data forms for Provider Unit personnel;

For first time applicants:

1. A composite list of all completed activities, 
2. In addition submit:

· Acknowledgement and approval letters from WSNA CEARP for the 3 activities WSNA CEARP has approved 

· A summative evaluation for each of these 3 activities

· Documentation for an activity that has been planned and will be reviewed and presented after Provider Unit status has been achieved.  Include all required attachments:  bio data forms, objectives, evaluation tool, marketing sample, certificate, evidence of disclosures to be made, commercial support/sponsorship agreement if applicable, post-activity QI tool.  The marketing material and certificate should contain the required Provider statement that will be used by your organization once Provider Unit status has been achieved.

· The sample certificate that you will use to acknowledge completion of an  activity, once you become an approved Provider Unit. The Provider Unit statement must be included on the certificate. (Key Element 7 in the activity documentation guidelines.).

For reapplying applicants:
· A composite list of all completed CNE activities with titles, dates presented and contact hours provided in the past three (3) years.

· A complete file for one CNE activity implemented during the prior three-year approval period, including completed application, objectives, signed bio forms, advertising materials, review check lists, post activity QI form, evaluation summaries and changes made as a result of evaluations must also be included.
· Upon receipt of the application, the CEARP Reviewer will select a minimum of two completed CNE activities from the composite list and request submission of the completed files for the two completed CNE activities selected.

· Application Fee of $900. 
Thank you for completing this application for Provider Unit approval. Submit three copies of your completed application to:
Washington State Nurses Association

CEARP

575 Andover Park West, Suite 101

Seattle, WA 98188

You will receive written confirmation that your materials have been received at WSNA CEARP within seven calendar days of receipt of the application.  You will be contacted by your reviewer within 14 calendar days of receipt and informed of the status of your application.  Your Reviewer will let you know if any additional information is needed during the review process.  Refer to the Provider Unit Guidelines, for a more detailed explanation of this process. 

For office use only


Date Received:  _______________________





Amount received:  ____________________





Check number:  _______________________





Credit Card (check if yes):  _________________





Provider #:  _____________________________


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


Invoice (check if yes):                                         
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