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Surviving the Comet 
Headed Our Way
Over the past decade, numerous 
industries have been profoundly 
affected by the dramatic changes that 
have come about because of advances 
in technology and information 
systems. Two illustrative examples 
include print journalism and the 
music recording industry . . .
[READ THE FULL ARTICLE ON PAGE 2]

THE WORLD OF EDUCATION IS CHANG-

ING RAPIDLY—SOME PEOPLE PREDICT 

UNIVERSITIES WON’T EVEN EXIST IN 10 

YEARS. GEORGE MEJICANO, MD, FACEHP, 

SPECULATES ON SEVERAL FUTURE SCE-

NARIOS IN THE WORLD OF EDUCATION.
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Surviving the Comet Headed Our Way
George Mejicano, MD, MS, FACEHP 
Senior Associate Dean for Education 
School of Medicine 
Oregon Health & Science University

collective return on investment over 
the past few decades. We continue to 
focus on time spent learning instead 
of application, performance and health 
outcomes. We enroll learners in short, 
episodic continuing education (CE) 
activities instead of insisting on lon-
gitudinal experiences that are more 
likely to close practice gaps. We persist 
in utilizing passive teaching methods 
in the face of mounting evidence that 
active learning formats produce better 
results. And we continue to use a “one 
size fits all” philosophy that assumes 
individuals have the same educational 
needs, learn in the same way, and prog-
ress at the same rate as individuals who 
work in vastly different systems. 

The comet headed our way is bear-
ing down on us! New ideas and new 
methods have taken hold in higher 
education. Companies like Coursera 
and Udacity use the web to deliver 
vast amounts of content—for free—
to people all over the world. These 
companies scale educational delivery 
to unprecedented heights, allowing a 
professor teaching in a Massive Open 
Online Course (MOOC) to reach 
literally tens of thousands of learners 
in one fell swoop. More importantly, 
they threaten to completely upend the 
time-honored business model of high-
er education because they allow unfet-
tered access to content. Indeed, some 
top notch universities are giving away 
content and only bill enrolled stu-
dents for assessment of what they may 
have learned. In many CE circles, this 
would equate to charging health pro-
fessionals only for taking a post-activity 
quiz. The paradigm may have changed 
before our very eyes and perhaps we 
need to change our taxonomy to reflect 
this new, emerging reality: assessment 
of skills and a focus on what someone 
does is far more important than what 
one has learned. It’s not continuing 
education that matters but periodic 
assessment that has the most value. 

Over the past decade, numerous in-
dustries have been profoundly affect-
ed by the dramatic changes that have 
come about because of advances in 
technology and information systems. 
Two illustrative examples include print 
journalism and the music recording in-
dustry. In these two cases, the groups 
who controlled product distribution 
struggled to adapt to rapid changes 
in format, development, digital dis-
semination, and consumption of con-
tent. Business models and standard 
operating procedures were turned on 
their heads as (1) a commodity that 
was thought to be relatively scarce 
proliferated at astounding rates, and 
(2) consumers were able to access that 
commodity anytime and in virtually 
any format. Most thought leaders in 
both print journalism and the music 
recording industry did not heed the 
warning signs. They saw the prover-
bial comet light up the evening sky 
but could not imagine that it was 
headed directly towards them. As a 
result, many newspapers have gone 
out of business and the record labels 
have lost millions of dollars over the 
past decade. What does this have to 
do with continuing education in the 
health professions? It turns out that 
the same disruptive innovations that 
sent shock waves through journalism 
and the music recording industry are 
also putting stress on the medical ed-
ucation industrial complex. And there 
are many signs that suggest that we are 
not in an ideal position to survive the 
impact headed our way. The proverbi-
al night sky is revealing a threatening 
celestial body heading towards us. Will 
we survive?

Each year, enormous resources are 
poured into the coffers of our edu-
cational systems. Tuition in the USA 
has risen at a faster rate than healthcare 
expenditures. However, the outcomes 
from this enormous investment are 
distressingly poor. Whether it is K–12 
education or continuing professional 
development in the health profes-
sions, it is very difficult to justify the 

mailto:acehp@acehp.org
mailto:acehp@acehp.org
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Another disruptive organization is 
the Kahn Academy which incorporates 
evaluation tools that embrace adaptive 
learning concepts. Based loosely upon 
game theory, the design of their ed-
ucational modules incorporates rapid 
feedback, systems that provide hints 
“on demand,” and nested levels of 
content that become available only 
after a learner achieves predetermined 
mastery by solving specific problems or 
completing a series of tasks. In essence, 
these systems generate individualized 
learning plans in real time. Similar 
to the examples describe above, the 
Kahn Academy content is available at 
no charge.

As a result, institutions of higher 
learning are under great stress. State 
support is drying up and the cost of 
education continues to rise. Faculty 
members at academic medical cen-
ters are under duress because federal 
research funding is so hard to obtain. 
In addition, the average age that an in-
vestigator obtains independent fund-
ing continues to increase. Further, the 
value of a graduate degree has arguably 
decreased because the nation’s univer-
sities are awarding too many degrees 
(i.e., there is now more supply than de-
mand). The pressure on clinical faculty 
is no less problematic as departments 
demand ever increasing productivity in 
the clinic, the wards and the operating 
room. The end result is that the ed-
ucational mission suffers as resources 
dwindle and faculty time is eaten up 
by other needs. 

At a time when simulation, blend-
ed learning techniques, faculty de-
velopment and more sophisticated 
assessment approaches should be pro-
liferating, many academic programs 
are making cuts and planning for a 
reduction in student support services. 

Some of this is due to the rising cost 
in administration but some of it is also 
fueled by the increasing demand for 
clinical sites and educational attention 
brought forth by expansion in class 
size, new health professions schools 
coming on line, and the added num-
ber of advanced learners that require 
supervision across the professions. 

Despite these challenges, however, 
there is hope that we will not go the 
way of the dinosaurs. After all, educa-
tion is a force for positive change. In-
formation continues to exponentially 
grow and society will continue to need 
people who can solve problems. By 
using technology to extend the work 
of faculty (e.g., a digitally captured 
lecture can be accessed multiple times 
in an asynchronous fashion); shifting 
more responsibility to the learners so 
they can access learning resources by 
themselves; using learning resources 
across institutions and adopting stan-
dardized curricula across the nation; 
and most importantly, embracing a 
competency-based educational system; 
we can overcome these challenges and 
survive the comet’s impact. 

What is meant by a competen-
cy-based educational (CBE) system? 
At a fundamental level, CBE focuses 
on what a learner does and not what 
a learner knows. Our traditional sys-
tem produces variable outcomes while 
keeping time on task constant (e.g., 
four years for the MD degree, three 
years for a residency in internal med-
icine, sixteen credits for a classic two 
day CME conference). In CBE, the 
outcomes are fixed while time is vari-
able. Further, CBE replaces the pow-
er hierarchy of traditional education 
with a learner-instructor partnership 
that allows individuals to enter the 
educational arena at different places, 

advance at different speeds and focus 
on problems faced in real life situa-
tions. CBE has transformed the world 
of graduate medical education and is 
rapidly being accepted in other arenas. 
It has the potential to destabilize the 
world of continuing education because 
it emphasizes assessment and learner 
progression across milestones, com-
petencies and entrustable professional 
activities. 

The typical Alliance for Continuing 
Education in the Health Professions 
member is well versed in activity plan-
ning, accreditation requirements, adult 
learning principles and the operation-
al aspects of modern day continuing 
education. The knowledge, skills and 
attitudes that underpin the Alliance 
competencies together with the high 
stakes examination created by the Na-
tional Commission for Certification 
of CME Professionals have raised the 
bar for individuals who work in our 
field. However, most of us are poorly 
prepared to navigate through the new 
universe of psychometrics, perfor-
mance measures, educational badges, 
game theory, simulation, electronic 
portfolios, and interprofessional col-
laborative practice. 

One small example of how CE pro-
fessionals might need to change is the 
incorporation of something known as 
the triple jump assessment in CE activ-
ities. In a triple jump assessment, learn-
ers are first given a minimal amount 
of information, followed by a phase 
that allows them to obtain enough 
information to determine what other 
resources might be needed to solve a 
particular problem. The second phase 
involves a search of learning resourc-
es and the active process of tapping 
into those resources, followed by the 
last phase whereby learners synthesize 
what they have learned, apply it into 
practice and seek feedback. Such com-
plex activities take time, resources, and 
skills that many of us simply don’t have 
at this time. But that is exactly the type 
of skill that we will need to survive the 
sunless sky that follows a major colli-
sion of celestial bodies. The technolo-
gy and information comet is headed 
our way. Are we prepared—either as 
individuals or as an organization—pre-
pared for the dark days ahead?

Call for Alliance Board Nominations Open
NOW THROUGH AUGUST 28
On behalf of the Governance Committee, all members are invited to participate in the call 
for nominations for the Board for Directors. The Alliance’s Board members are the stewards 
of the association, providing leadership, a shared vision, a sense of mission and ensuring 
fiscal health of the organization. If you or someone you know would be a great addition to 
the Board, visit the Alliance website to download information on the nomination/election 
process and the nomination form. Nominations must be received no later than September 
12, 2014. Questions? Contact us at board@acehp.org.

mailto:board@acehp.org
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Update on the Physician Payments Sunshine Act
Thomas Sullivan, President, Rockpointe; Editor, Policy and Medicine 
Matthew Chandler, JD, Research Director, Policy and Medicine

Pharmaceutical and device manu-
facturers have been busy working 
through the first reporting year under 
the Physician Payments Sunshine Act. 
June 30, 2014 marked the deadline 
for companies to submit detailed re-
ports to the Centers for Medicare and 
Medicaid Services (CMS) regarding 
payments and items of value given 
to physicians and teachings hospitals 
during 2013. On September 30, 2014, 
CMS will publish the majority of the 
information contained in these reports 
on a searchable website. 

This article discusses a number of as-
pects of the Physician Payments Sun-
shine Act, including recent proposed 
changes to the CME exemption of the 
Sunshine Act, the data submission and 
dispute resolution process, state-ac-
credited CME programs, and recent 
answers to frequently asked questions 
(FAQs) from CMS. 

Recent Proposed Changes 
to the CME-Exemption in 
the Sunshine Act
The original Final Rule of the Sunshine 
Act provided manufacturers a specific 
reporting exemption for speaker pay-
ments if (1) the CME event at which 
the healthcare professional speaks 
meets the accreditation or certifica-
tion requirements of the ACCME, 
AAFP, ADA, AMA, or the AOA; (2) 
the manufacturer does not pay the 
covered recipient speaker directly, and 
(3) the manufacturer does not select 
the speaker or provide the third party 
(such as a continuing education ven-
dor) with a distinct, special rule for 
payments related to CME programs.

On July 3, 2014, CMS proposed 
to remove this CME exemption, 
§403.904(g) of the Final Rule, 
"in its entirety.” [http://thornrun.
com/action-center/?vvsrc=%2fcam-
paigns%2f36776%2frespond ] CMS 
notes that since the Final Rule, other 
accrediting organizations had request-
ed that payments made to speakers at 
their events also be exempted from 
reporting. "These organizations have 
stated that they follow the same ac-

creditation standards as the [five] 
organizations specified in the Final 
Rule.” CMS states that their “apparent 
endorsement or support to organiza-
tions sponsoring continuing education 
events was an unintended consequence 
of the final rule."

Furthermore, other stakeholders 
have recommended removing the ex-
clusion because removal would "allow 
for consistent reporting for compensa-
tion provided to physician speakers at 
all continuing education events, as well 
as transparency regarding compensa-
tion paid to physician speakers."

Based on the surrounding language 
in their new proposal, CMS continues 
to recognize the firewalls in place at 
accredited CME. Most notably, CMS 
states that they will consider speaker 
payments to be excluded from Sun-
shine reporting "when an applicable 
manufacturer or applicable GPO pro-
vides funding to a continuing educa-
tion provider, but does not either:

1.	 select or pay the covered 
recipient speaker directly, or

2.	 provide the continuing 
education provider with 
a distinct, identifiable set 
of covered recipients to 
be considered as speakers 
for the continuing 
education program."

Notice these are the exact same re-
quirements as (2) and (3) in the original 
rule. In other words, the proposal seems 
to be essentially the same as the cur-
rent speaker/faculty policy, except CMS 
isn't specifically mandating that educa-
tion events must be accredited by one 
of the specific five bodies. In explaining 
its rationale for the change, CMS states: 
"This approach is consistent with our 
discussion in the preamble to the final 
rule, in which we explained that if an 
applicable manufacturer conveys 'full 
discretion' to the continuing education 
provider, those payments are outside 
the scope of the rule." 

CMS stated that part of its motiva-
tion in proposing to remove the CME 
exclusion is to avoid the “redundancy 
in another section of the Final Rule. 

CMS is essentially proposing to re-
place the well-defined CME language 
with §403.904(i)(1) of the Final Rule, 
which excludes indirect payments or 
other transfers of value where the ap-
plicable manufacturer is "unaware" of 
the identity of the covered recipient 
during the reporting year or by the end 
of the second quarter of the following 
reporting year. 

The key issue is that CMS has not 
yet offered a specific definition of 
"indirect payments" or "awareness." 
CMS' classification of “awareness” 
could lead to a case where a manufac-
turer supporting an accredited pro-
gram finds out that about a physician 
attendee at a sponsored event a full 
year after the event itself. Would they 
have to report this because now they 
are “aware” of the physician’s identity? 

This proposed change to the Sun-
shine Act impacts planning that has 
occurred over the past 18 months 
since the Final Rule. While much of 
the Sunshine Act remains mired in 
confusion, CMS' continuing edu-
cation exemption specifically stated 
the accrediting criteria for companies 
looking to develop well-defined pol-
icies surrounding CME programs. 
This actually offered companies and 
physicians certainty that many other 
Sunshine Act provisions could use. 

There are concerns that CMS’ pro-
posed policy, instead of encouraging 
CME programs, will have the opposite 
effect. Manufacturers may be inclined 
to over-report in the face of ambiguity; 
this could chill physician participation 
in important educational activities.

CMS is accepting comments on this 
new policy, but only through Septem-
ber 2, 2014. This is an important issue 
for CME stakeholders, so providers 
should look closely at CMS’ proposal 
and comment accordingly. 

Troubles with Data 
Submission
In the weeks leading up to the June 
30 reporting deadline, many compa-
nies struggled with registration and 
uploading data to Open Payments. 

http://thornrun.com/action-center/?vvsrc=%2fcampaigns%2f36776%2frespond
http://thornrun.com/action-center/?vvsrc=%2fcampaigns%2f36776%2frespond
http://thornrun.com/action-center/?vvsrc=%2fcampaigns%2f36776%2frespond
http://policymed.typepad.com/files/2014-proposed-rule---open-payments-revisions.pdf
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CMS' timeline for data submission did 
not leave much room for error. From 
June 9 to June 30—16 business days—
companies were required to finish the 
second step of Phase 2, which included 
submitting detailed data reports and 
attesting to the information’s accu-
racy. However, glitches in the Open 
Payments system set companies back 
during the process. 

Due to the difficulties, many stake-
holders petitioned CMS to extend 
the time period for manufacturers to 
complete the data submission process. 
CMS ended up offering companies an 
extra week: “In order to help ensure 
the accuracy and completeness of final 
data submission and attestation in the 
Open Payments system,” they stated, 
“CMS will not enforce penalties for 
reporting non-compliance until after 
July 7.” [http://policymed.typepad.
com/files/cms-open-payments-email-
--penalty-delay.pdf ]

Review and Dispute By 
Doctors
Before the public has access to the da-
tabase, healthcare professionals have a 
45-day window to review their reports 
and challenge payments they believe to 
be inaccurate or misleading. The start 
date of this period continues to be a 
mystery. As of July 8, CMS continues 
to state that physicians will have ac-
cess to the Sunshine data within CMS’ 
Open Payments website starting in 
“mid-July.”[http://www.cms.gov/Reg-
ulations-and-Guidance/Legislation/
National-Physician-Payment-Trans-
parency-Program/Physicians.html]

Prior to being able to check their data, 
physicians must register with CMS’ En-
terprise Portal, EIDM. Physicians can 
register with EIDM now, and the pro-
cess can take several weeks to complete. 
EIDM matches information entered by 
users to information provided by Expe-
rian. “Out of Wallet” questions are also 
used to verify identity—these ask for 
private data and contain information 
pulled from your credit report such as: 
mortgage lender name, previous em-
ployer name, auto lender name.

Communicating with 
Physicians
We encourage companies to let physi-
cian clients know that they can register 
with CMS’ EIDM1 system. Physicians 
should also be encouraged to check the 
NPPES database to make sure their 
information is correct. Manufactur-
ers’ reporting obligations are based on 
National Provider Identifiers (NPIs), 
so accuracy is of upmost importance. 
CMS has just clarified that applica-
ble manufacturers may rely on NPI 
information in NPPES as of 90 days 
before the beginning of the reporting 
year. While it is not possible to keep 
past “versions” of NPPES due to the 
continual updates, each provider en-
try is date-stamped to include the date 
the entry was created, as well as the 
date of each update, which establishes 
the information available at any given 
time. [https://questions.cms.gov/faq.
php?id=5005&faqId=10094]

Physicians working at universi-
ties must also be aware that because 
manufacturers will be disclosing their 
payments on a public website, there 
is now a possibility of discrepancies 
in self-reporting forms. A strong em-
phasis must be placed on accurate 
conflict of interest disclosure forms to 
ensure that physician faculty are prop-
erly disclosing all relationships. In the 
future, the Sunshine Act will provide 
CME companies the ability to check 
payment information submitted from 
CME speakers as well. 

Accredited CME 
Exemption From Sunshine 
Reporting—State Medical 
Societies Included
The revisions to the CME exemption 
have created uncertainty surrounding 
how companies will handle reporting 
for accredited education. However, as 
noted above, the current Final Rule of 
the Sunshine Act includes an exemp-
tion for activities produced by CME 
providers accredited by the Accredita-
tion Council for Continuing Medical 
Education (ACCME), which adhere to 
ACCME’s Standards for Commercial 
Support. ACCME accredits organi-
zations that offer CME primarily to 
national or international audiences, 
and also recognizes state and territory 
medical societies (SMS) as accreditors 

for organizations that offer CME pri-
marily to learners from their state or 
contiguous states.

In order to dispel some confusion 
about whether state accreditors were 
also exempt under the Sunshine Act 
Final Rule, ACCME published in 
their Executive Summary of the March 
2014 Meetings of the ACCME Board 
of Directors an article entitled “CMS 
Open Payments: Communicating the 
Equivalency of the ACCME and SMS 
Systems.”[http://www.accme.org/sites/
default/files/2014_03_Executive_
Summary.pdf ]

ACCME states: “Within the AC-
CME system, all accredited providers 
meet one set of standards and are ac-
credited using an ACCME-determined 
process. All the accredited CME gen-
erated by a provider within the ACC-
ME system (i.e., ACCME-accredited 
CME) meets the same requirements 
and standards.” According to the 
statement, “[o]perationally, within the 
ACCME system, there is a distribution 
of responsibility for accreditation be-
tween the ACCME and its recognized 
state and territorial accreditors, based 
on the target audience of the provid-
ers (i.e., the ACCME conducts the 
accreditation of providers that have a 
national audience and the state medi-
cal societies conduct the accreditation 
of providers of CME for their state or 
contiguous states).” 

ACCME clearly states: “The accred-
itor is the only difference between AC-
CME-accredited providers and state 
medical society accredited providers. 
All the accredited CME events/ac-
tivities presented by these providers 
are ACCME-accredited CME, and all 
ACCME-accredited CME is required 
to meet the same ACCME require-
ments. The ACCME has processes in 
place to ensure this identity and has 
data that verifies this identity.” 

Notably, while speaker payments—
including lodging, travel, and meals—
from national and state accredited 
providers are exempt from reporting 
requirements, other aspects of the 
Sunshine Act are less clear. For ex-
ample, meals for attendees at CME 
programs are generally not exempt 
unless the CME provider serves only 
buffet style meals at a communal ta-
ble. Reporting is also not required if 

http://policymed.typepad.com/files/cms-open-payments-email---penalty-delay.pdf
http://policymed.typepad.com/files/cms-open-payments-email---penalty-delay.pdf
http://policymed.typepad.com/files/cms-open-payments-email---penalty-delay.pdf
http://www.cms.gov/Regulations-and-Guidance/Legislation/National-Physician-Payment-Transparency-Program/Physicians.html
http://www.cms.gov/Regulations-and-Guidance/Legislation/National-Physician-Payment-Transparency-Program/Physicians.html
http://www.cms.gov/Regulations-and-Guidance/Legislation/National-Physician-Payment-Transparency-Program/Physicians.html
http://www.cms.gov/Regulations-and-Guidance/Legislation/National-Physician-Payment-Transparency-Program/Physicians.html
https://questions.cms.gov/faq.php?id=5005&faqId=10094
https://questions.cms.gov/faq.php?id=5005&faqId=10094
http://www.accme.org/sites/default/files/2014_03_Executive_Summary.pdf
http://www.accme.org/sites/default/files/2014_03_Executive_Summary.pdf
http://www.accme.org/sites/default/files/2014_03_Executive_Summary.pdf
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the CME provider segregates physi-
cian-paid attendance fees to cover the 
cost of food and beverages, whereby 
the physicians are essentially purchas-
ing their own meals. Additionally, 
meals under $10 per person also do 
not require reporting. However, even 
if the payment for a meal is exempt 
(under $10), it still should be tracked 
in case the aggregate amount for the 
year exceeds the $100 limit. 

Frequently Asked 
Questions
With just one week left for submission, 
CMS offered a long list of answers to 
Frequently Asked Questions (FAQs) 
to assist companies with the process. 
Many of the answers dealt with tech-
nical operations involved in the data 
submission process. 

The following list represents only a 
few of the 27 FAQs, but they highlight 
some important aspects of the law go-
ing forward. 

If an applicable manufactur-
er or applicable GPO later 
determines an error across all 
payments or other transfers 
of value for meals provided to 
a specific physician, could an 
applicable manufacturer or 
applicable GPO submit a neg-
ative value record to offset the 
error for all payment records 
regarding meals for the specif-
ic physician?
No, the Open Payments system will 
not accept a negative value for a 
payment or other transfer of value 
amount. Applicable manufacturers 
and applicable GPOs are responsible 
for submitting corrected information 
regarding their annual report in accor-
dance with 42 C.F.R. § 403.908(h)
(1). [https://questions.cms.gov/faq.
php?id=5005&faqId=10054]

How does CMS plan to han-
dle the dispute process from 
an IT perspective?
Physicians and teaching hospitals will 
be able to initiate data reviews and 
disputes through the Open Payments 
system during the review and dispute 
period, which follows the data submis-
sion period (and will begin in mid-Ju-
ly, 2014). Applicable manufacturers 
and applicable GPOs will be able to 
review disputed records and take ac-
tion to correct the records and resolve 
any issues directly with physicians and 
teaching hospitals.

Any discussions pertaining to the 
resolution of a disputed record must 
take place outside of the Open Pay-
ments system between the applica-
ble manufacturer/applicable GPO 
and physician/teaching hospital. For 
more information on the review and 
dispute process and timing, review 
the Open Payments website. [https://
questions.cms.gov/faq.php?id=5005&-
faqId=10130]

Are attestations required as 
part of corrected record resub-
missions?
If any records are resubmitted, the 
entirety of the data for the program 
year must be attested to again. [https://
questions.cms.gov/faq.php?id=5005&-
faqId=10124]

Is an applicable manufacturer 
company that dissolves or is 
purchased by another compa-
ny responsible for reporting in 
Open Payments?
If a company meeting the definition of 
an applicable manufacturer dissolves, 
it is still responsible for reporting in 
Open Payments for the period when it 
was an applicable manufacturer.

For example, if Company A meets 
the definition of an applicable manu-
facturer and is purchased by Company 
B, then Company A is responsible for 
reporting in Open Payments for the 
period prior to the purchase. However, 
if Company B meets the definition of 
an applicable manufacturer upon the 
purchase of Company A, it too is re-
sponsible for reporting in Open Pay-
ments beginning with the date of the 
purchase. [https://questions.cms.gov/
faq.php?id=5005&faqId=10076]

REFERENCES
1 EIDM is the acronym for CMS’ Enterprise 
Identity Management system which includes 
Identity Management, Access Management, 
Authorization Assistance Workflow Tools, and 
Identity Lifecycle Management functions
2 According to CMS FAQ8390, the meals excep-
tion in 42 CFR 403.904(h)(2) only applies to 
situations where an applicable manufacturer 
provides a large buffet meal, snacks or cof-
fee that are made available to all conference 
attendees and where it would be difficult to 
establish the identity of the physicians, who 
partook in the meal or snack. This exception 
does not apply to meals provided to select 
attendees at a conference where the sponsor-
ing applicable manufacturer can establish the 
identity of the attendees.

Can a physician reimburse an 
applicable manufacturer for 
payments so that no informa-
tion is reported about them in 
Open Payments?
Some payments or other transfers of 
value are excluded from reporting; 
however, no exclusion exists for pay-
ments or transfers of value that are 
later reimbursed. Review 42 C.F.R. 
§403.904(i)(1) for information on 
possible exclusions. [https://ques-
tions.cms.gov/faq.php?id=5005&-
faqId=10084]

Since NPPES data may be 
updated by physicians on an 
ongoing basis, at what point 
in time may applicable manu-
facturers rely on the data?
Applicable manufacturers may rely on 
NPI information in NPPES as of 90 
days before the beginning of the re-
porting year. While it is not possible 
to keep past “versions” of NPPES due 
to the continual updates, each provider 
entry is date-stamped to include the 
date the entry was created, as well as 
the date of each update, which estab-
lishes the information available at any 
given time. [https://questions.cms.gov/
faq.php?id=5005&faqId=10094]

https://questions.cms.gov/faq.php?id=5005&faqId=10054
https://questions.cms.gov/faq.php?id=5005&faqId=10054
https://questions.cms.gov/faq.php?id=5005&faqId=10130
https://questions.cms.gov/faq.php?id=5005&faqId=10130
https://questions.cms.gov/faq.php?id=5005&faqId=10130
https://questions.cms.gov/faq.php?id=5005&faqId=10124
https://questions.cms.gov/faq.php?id=5005&faqId=10124
https://questions.cms.gov/faq.php?id=5005&faqId=10124
https://questions.cms.gov/faq.php?id=5005&faqId=10076
https://questions.cms.gov/faq.php?id=5005&faqId=10076
https://questions.cms.gov/faq.php?id=5005&faqId=10084
https://questions.cms.gov/faq.php?id=5005&faqId=10084
https://questions.cms.gov/faq.php?id=5005&faqId=10084
https://questions.cms.gov/faq.php?id=5005&faqId=10094
https://questions.cms.gov/faq.php?id=5005&faqId=10094
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While this list is a good start, I highly recommend review of the two resources in greater detail for more in-depth direction 
and insights.

If you have found any additional evidence-based rules and resources to be of help with your question-writing, please 
let me know at derek.dietze@improvecme.com so they can be shared with Alliance members.

REFERENCES
1 American Academy of Family Physicians. AAFP Guidelines for Assessment Writing. 2013. http://www.aafp.org/dam/AAFP/documents/cme/facul-
ty_development/assessments-writing.pdf Last accessed 8/4/2014. 
2 Multiple-Choice Item-Writing Guidelines/Rules/Suggestions/Advice as Derived from 46 Authoritative Textbooks. Source: Haladyna, T.M. and Downing, 
S.M. (1989). At taxonomy of multiple-choice item-writing rules. Applied Measurement in Education, pages 37–50. http://www.nova.edu/hpdtesting/
ctl/forms/multiple_choice.pdf Last accessed 8/4/2014.

Reality CPD
Your Guide to Which Way is Up!
Derek Dietze, MA, FACEHP, CCMEP 
Associate Editor

What are some pointers on writing better multiple choice questions for assessing 
knowledge change from CME/CE activities?

An essential component of knowledge outcomes assessment is the development of high-quality multiple choice knowledge 
questions for use pre, during and after CME/CE activities. In my search for evidence-based guidance on optimal multiple 
choice knowledge question design, I have come across several articles and resources, but few have been specifically focused 
on application within the CME/CE setting. The two most practical resources I trust are “AAFP Guidelines for Assessment 
Writing” from the American Academy of Family Physicians (AAFP)[1] (a brief summary designed to help AAFP faculty 
write multiple-choice tests for CME activities), and “Multiple-Choice Item-Writing Guidelines/Rules/Suggestions/Advice 
as Derived from 46 Authoritative Textbooks”[2]. 

Below is a summary of what I consider the top 10 do’s and don’ts of multiple choice knowledge question writing. They 
are derived from the two previously-mentioned resources and informed by common problems I have found when reviewing 
(and seeing outcomes results from) thousands of pre/post questions from CME/CE activities. 

Top 10 Do’s and Don’ts of Multiple Choice Knowledge Question Writing  
for CME/CE Activities

Q
A

1.	 Base each question on a specific learning objective 
and related activity content (ensure strong linkage).

2.	 Write short questions to minimize respondent 
reading time. This is especially important 
for questions administered through 
ARS (Audience Response System).

3.	 Avoid testing knowledge of medical trivia—
keep the questions relevant to practice.

4.	 Avoid trick questions meant to mislead the 
respondent to answer incorrectly. The focus 
is knowledge assessment, not trickery.

5.	 Use either the “one best answer” or “one correct 
answer” format—avoid using “select the wrong 
answer” type questions or negative/double 
negative phrasing. Questions using negative 
phrasing can be confusing to respondents.

6.	 Avoid True/False and Yes/No questions 
(to avoid respondents getting the answer 
correct by chance half of the time).

7.	 Use four or five response options—no more, no less. 
8.	 Use response options that follow grammatically 

from the question, are related, and are similar in 
grammar, length, and complexity. Breaking this rule 
can provide correct answer cues to the respondent.

9.	 Avoid the more complex response option formats 
(i.e., A and D, A and C, All of the above, None 
of the above, A, B and C). These formats can 
be very confusing and time-consuming.

10.	Use incorrect answer options (distractors) 
that are accurate but do not fully meet the 
requirements of the question; options should 
never be implausible, trivial, or nonsensical.

mailto:derek.dietze@improvecme.com
http://www.aafp.org/dam/AAFP/documents/cme/faculty_development/assessments-writing.pdf
http://www.aafp.org/dam/AAFP/documents/cme/faculty_development/assessments-writing.pdf
http://www.nova.edu/hpdtesting/ctl/forms/multiple_choice.pdf
http://www.nova.edu/hpdtesting/ctl/forms/multiple_choice.pdf
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MOOCs: Professional Development Tools 
for CEHP Professionals
Wendy Turell, DrPH, CCMEP 
PlatformQ Health

What’s a MOOC?
Massive open online courses 
(MOOCs) and other forms of online 
open courseware have become tremen-
dously popular in recent years and 
have created quite a stir in the world of 
higher education. Through these on-
line educational platforms, non-profit 
and for-profit organizations, as well as 
universities, offer free education on 
various topics. 

The vast majority of the courses do 
not offer university credit, although 
some do offer certificates of comple-
tion. Some of these courses are avail-
able for participation on demand at 
any time, while others require partici-
pants to enroll along with a cohort of 
students, within a specific timeframe. 
MOOCs deliver information in var-
ious ways including video, graphic 
presentations, documents and power-
point style presentations. Many classes 
involve homework and other interac-
tive elements such as peer grading, chat 
features, and question and answer op-
portunities with faculty. Synchronous 
(non-archived) courses are typically led 
by “live” faculty and can mimic a uni-
versity course feel. Open courseware 
and other university-based offerings 
are more likely to include text-only 
material repurposed from universi-
ty courses. While a potentially good 

resource, these types of offerings do 
require more self-pacing and indepen-
dence from learners who may need to 
cull through material on their own, 
without guidance or thorough expla-
nation (e.g.: PPT slides without audio 
or talking points may not give a learner 
the “full picture” of a lecture).

How Can You Benefit from 
a MOOC?
MOOCs may have many students—
even tens of thousands—in one co-
hort, so don’t expect individualized 
attention from a professor. However, 
if you are a CEHP professional who is 
looking to hone scientific, business, or 
data analysis skills, MOOCs and Open 
Courseware may be tools to help you 
on your journey. Learner retention has 
been reported to be a challenge for 
MOOCs (see MOOCs: The evidence 
base, the implications, and the evolu-
tion, this issue), however for motivated 
learners, these courses can be a great 
professional development resource.

Alliance members have already be-
gun taking advantage of free online 
courses. Linda Coogle of Scitent Inc. 
informed the Almanac that she took 
part in two 6-week courses offered 
by the University of Virginia Darden 
School of Business through Coursera. 
One business strategy course, which 

included over 50,000 students in her 
cohort, delivered education through 
videos, slides, case studies, and recom-
mended readings (all of which were 
available at no cost via online links). 
Linda reported that she has passed 
on information learned through the 
courses to colleagues via in-house 
trainings, and has otherwise applied 
skills acquired through the courses in 
her professional life. 

Greselda Butler, who works in Pro-
fessional Education at Otsuka America 
Pharmaceutical, desired to learn more 
about the clinical trial process in order 
to better understand her work environ-
ment and processes. She completed the 
course Design and Interpretation of 
Clinical Trials which was offered by the 
John Hopkins Bloomberg School of 
Public Health on Coursera. She stated 
she was motivated by her curiosity for 
the topic area, which she has held for 
some time, and for a desire to perform 
well at her job. Although she found 
the lack of structure inherent in the 
MOOC less desirable than tradition-
al university style courses, she learned 
to adjust to the self-paced model by 
setting aside regular time prior to 
her workday to dedicate for the 2–3 
hours per week needed to complete 
the course material. She reported that 

Ready to join a Special Interest Group? 
Recently launched on the Alliance’s Online Community, Special Interest Groups are designed to provide you with an opportunity get 
expert advice, provide support among your peers and contribute thought leadership on five key topics areas: Research, Technology, 
Advocacy, Quality Improvement, and Interprofessional Education. SIGs are a vehicle to advance your professional development and 
connect with your colleagues on mutual interests!

Learn more and join the conversations . . .
•	 RESEARCH 	 http://community.ACEhp.org/ResearchSIG

•	 TECHNOLOGY http://community.ACEhp.org/TechnologySIG

•	 ADVOCACY 	 http://community.ACEhp.org/AdvocacySIG

•	 QIS 		  http://community.ACEhp.org/QISIG

•	 IPE		  http://community.ACEhp.org/IPESIG

You may join as many as you like!

https://www.coursera.org/course/clintrials
https://www.coursera.org/course/clintrials
http://community.ACEhp.org/ResearchSIG
http://community.ACEhp.org/TechnologySIG
http://community.ACEhp.org/AdvocacySIG
http://community.ACEhp.org/QISIG
http://community.ACEhp.org/IPESIG
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2015 ACEhp Awards
RECOGNIZING EXCELLENCE, INNOVATION & 
LEADERSHIP IN CEHP
The ACEhp Awards recognizes excep-
tional CE professionals and leaders who 
are paving the way to improve patient 
care through education. We seek those 
whose exemplary work provides a mod-
el for teaching, learning and leading 
in all healthcare professions. Have you 
or your colleagues implemented new 
learning practices or demonstrated a 
significant contribution to CE? Then 
submit an application—or nominate 
another member—for one or more Al-
liance Awards, which will be presented 
during the Awards Ceremony at the 
2015 Alliance Annual Conference in 
Texas.
Learn more!

taking the MOOC was “an excellent 
experience,” and that she is already reg-
istered for another MOOC.

Shari Dermer of Med-IQ also took 
part in two Coursera offerings: Major 
Depression in the Population, and In-
structional Methods in Health Profes-
sions Education, which were admin-
istered in conjunction with the John 
Hopkins Bloomberg School of Public 
Health and the University of Michi-
gan, respectively. She was interested in 
her own professional growth in these 
topic areas, and (as a CME profession-
al) was curious to see how the MOOC 
presented coursework and managed 
students. Although Shari’s courses were 
offered within a specific timeframe, 
during each week of the courses she 
was able to choose when to view lec-
tures, complete assignments, and ac-
cess resources. She reported that this 
semi on-demand model was a good fit 
for her lifestyle. 

Table 1 provides a list of recent and 
upcoming MOOC topics that may be 
of interest to Alliance members inter-
ested in professional development. You 
may wish to further explore the linked 
websites to discover other topics that 
may align with your professional inter-
ests. Happy learning!

HOST

Coursera 

Coursera

EdX 

Coursera

Coursera

JHSPH Open CourseWare

JHSPH Open CourseWare 

JHSPH Open CourseWare

Udacity

MIT OpenCourseWare 

Khan Academy

EdX

Khan Academy

NovoED

COURSE TITLE

Instructional Methods in Health Professions 
Education

Mathematical Biostatistics Boot Camp 1

Health in Numbers: Quantitative Methods in 
Clinical & Public Health Research

Community Change in Public Health

Diabetes: A Global Challenge

Issues in Survey Research Design

Introduction to Methods for Health Services 
Research and Evaluation

Entertainment Education for Behavior Change

Elementary Statistics

Qualitative Research Design: Design and 
Methods

Influenza

An Introduction to Global Health

Medicare Overview

Mobile Health Without Borders

TABLE 1: RECENT AND UPCOMING COURSE EXAMPLES

http://www.ACEhp.org/imis15/Awards
https://www.coursera.org/course/pmhdepression
https://www.coursera.org/course/pmhdepression
https://www.coursera.org/course/instructmethodshpe
https://www.coursera.org/course/instructmethodshpe
https://www.coursera.org/course/instructmethodshpe
https://www.coursera.org/course/instructmethodshpe
https://www.coursera.org/course/instructmethodshpe
https://www.coursera.org/course/biostats?utm_campaign=2013-july-newsletter&utm_date=1373913347&utm_source=newsletter&utm_user=1722117&utm_medium=email&utm_variant=3
https://www.edx.org/course/harvardx/harvardx-ph207x-health-numbers-354
https://www.edx.org/course/harvardx/harvardx-ph207x-health-numbers-354
https://www.coursera.org/course/communitychange
https://www.coursera.org/course/diabetes
http://ocw.jhsph.edu/index.cfm/go/viewCourse/course/surveyresearchdesign/coursePage/index/
http://ocw.jhsph.edu/index.cfm/go/viewCourse/course/HSRE/coursePage/schedule/
http://ocw.jhsph.edu/index.cfm/go/viewCourse/course/HSRE/coursePage/schedule/
http://ocw.jhsph.edu/index.cfm/go/viewCourse/course/entertainmenteducation/coursePage/index/
https://www.udacity.com/course/st095
http://mit.sustech.edu/OcwWeb/Political-Science/17-878Spring-2005/CourseHome/index.htm
http://mit.sustech.edu/OcwWeb/Political-Science/17-878Spring-2005/CourseHome/index.htm
https://www.khanacademy.org/science/health-and-medicine/respiratory-system-diseases/influenza/v/what-is-the-flu
https://www.edx.org/course/kix/kix-kiglobalhx-introduction-global-1538#.U-P_BoBdWUk
http://www.khanacademy.org/science/health-and-medicine/health-care-system/v/medicare-overview
http://venture-lab.org/mhealth
https://www.youtube.com/watch?v=AePhK6o17Ps
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Ensuring Appropriate Management of Associated Commercial 
Promotion with Live Activities
Michelle Montgomery, MA, CCMEP, Director of Continuing Education, Dannemiller, Inc.

The Accreditation Council for Continuing Medical Ed-
ucation’s (ACCME) Standards for Commercial Support, 
Standard 4: Appropriate Management of Associated Com-
mercial Promotion has been in place many years. According 
to the ACCME’s 2013 Annual Report, CME Providers’ 
income from advertising and exhibits grew more than 30 
million dollars from 2011, so perhaps this topic should re-
ceive more attention in our professional conversation. Let’s 
start with some definitions. The ACCME defines commer-
cial support as financial, or in-kind, contributions given 
by a commercial interest, which is used to pay all or part 
of the costs of a CME activity. The ACCME also says that 
commercial exhibits and advertisements are promotional 
activities and not continuing medical education. Therefore, 
monies paid by commercial interests to providers for these 
promotional activities or items are not considered to be 
commercial support.

In short, commercial support helps offset the costs of 
conducting a CME activity. This may include items such 
as faculty honorarium and travel, meeting room rental, AV 
support, food and beverage, and development of market-
ing material. Even though all of the suggestions below are 
not specifically ACCME requirements, here are some best 
practice examples of ways that providers are ensuring com-
pliance in keeping commercial promotion separate from 
education.

Internal Policies
Develop clear policies that can be provided to your staff, 
joint providers and partners that specify what is and what 
is not allowed.

Exhibitor/Advertising Agreements
Institute formal exhibitor and advertising agreements, sim-
ilar to a commercial support letter of agreement. This will 
further address SCS 4.1 in that exhibits or advertising can-
not be a condition of the provision of commercial support.

Commercial Interest Representative 
Agreements
Have all commercial interest representatives read, sign and 
agree to your onsite policies and requirements. This way 
there is no question as to what is permitted and what is 
not permitted.

Commercial Interest Monitoring 
In addition to the agreement discussed above, you can 
also provide joint provider representatives and staff with 
a “cheat sheet” of what to look for onsite to stay in com-
pliance should a CME provider representative not be able 
to attend the live activity. Make sure they understand the 
requirements beforehand, have them sign the form after 
the activity and include it in your activity file for docu-
mentation. Be prepared to handle if a commercial interest 
representative doesn’t follow the guidelines and have a clear 
process for resolving any issues of non-compliance.

Advertising restrictions
Make certain that advertising in an activity program book 
or on a website does not contain any CME content, such as 
slides or abstracts. Review all of the material in conjunction 
with jointly provided activities including meeting marketing 
or registration websites, which are often overlooked.

No competition
Be vigilant that promotional activities don’t compete with 
your CME activity. Exhibits should ideally be in a separate 
room or area and not part of the registration space or more 
importantly, the education space. Make sure your other 
promotional activities, such as product theatres conform 
to the specifications of ACCME SCS 4.2 so that they are 
kept separate from the accredited CME.

Proper signage
Provide clear notification to learners through posters and 
displays when there is a promotional activity that is not 
part of the CME activity as with corporate showcases and 
exhibits. Even further, if a non-CME satellite is included 
in your marketing brochure, include an obvious note that 
CME is not provided.

Clear definitions and acknowledgments
Call it what it is. Commercial support is received in the 
form of an educational grant from a commercial interest 
and requires disclosure to learners. Other support is a much 
broader category, which can include financial support from 
advertising, exhibits and non-commercial interest defined 
organizations. Although not required, disclosure to learners 
is still acceptable. 

In conclusion, as some organizations allow promotional 
activities associated with accredited CME activities, we need 
to keep our policies and procedures in line with these prac-
tices. Continue to review internally what can be updated 
to bring your Program into better compliance. We want to 
thank the ACCME for reviewing this article for accuracy.
REFERENCES
ACCME’s 2012 Annual Report, accessed on Dec. 20, 2013. http://www. 
accme.org/sites/default/files/630_2012_Annual_Report_20130724_2.pdf 
ACCME’s Standards for Commercial Support, accessed on Dec. 20, 
2013. http://www.accme.org/requirements/accreditation-require- 
ments-cme-providers/standards-for-commercial-support
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E-Learning Made Easy: 
Content Authoring Applications for CE Professionals
Jeremy C. Lundberg, MSSW, CEO, EthosCE Learning Management System and DLC Solutions

The rapid evolution of content authoring software has dra-
matically changed the landscape of e-learning for the better. 
Gone are the days of spending months (and lots of money) 
to plan, design, and “hard code” a single elearning mod-
ule. Today, applications, such as Articulate.com and Adobe 
Captivate, enable non-technical CE educators to create rich, 
highly interactive e-learning modules in hours right on their 
personal computers. Essentially, if you can use PowerPoint, 
you can build interactive courseware including simulations, 
virtual patient case studies, and much more. 

Considerations When Selecting a Content 
Authoring Application

•	 What is the level of technical knowledge 
required by the author?

•	 Are the application features aligned to 
our overall educational strategy? 

•	 What is the pricing model and type of 
licensing? Per administrator or learner?

•	 Does the vendor provide training and Help Desk 
(e.g., user community, video tutorials, FAQs)?

•	 Are incremental updates and 
product upgrades included?

•	 What course export formats are 
available? (e.g, SCORM, HTML5)

•	 Are courses displayed in a “mobile friendly” format? 
•	 Can the courses be hosted in a learning 

management system (LMS)?

Keys to e-Learning Success
Regardless of the software application you choose, here are 
some recommended e-learning best practices to help guide 
your development efforts:

•	 Education Plan—As with every CE initiative, 
develop a formal education plan that defines 
learning objectives, needs assessment, course 
elements, etc. This document will serve to inform 
the rest of your elearning course creation process. 

•	 Storyboard—Use PowerPoint or a similar 
application to create a complete storyboard of 
your course content, elements, and interactions. 
Have each slide represent a single screen and 
have some type of interaction at least every five 
screens to keep the learner engaged. In addition, 
you may also want to create a separate whiteboard 
flowchart to illuminate key content connections 
and interactions to your course development team. 

•	 Editorial—Have content in final, “approved” 
format before you begin any software design and 
production efforts. You will save everyone a lot 
of time and money in minimizing the number 
of rounds required for revisions and review. 

•	 Production—Once you have completed the 
above three steps, consider the content “locked” 
during your course production. Changing 
content while simultaneously programming 
will unnecessarily lengthen the production 
cycle and compromise version control. 

•	 Testing—Have your stakeholders (e.g., learners, 
faculty, staff) “kick the tires” on the e-learning 
module in a test server environment and record 
and itemize issues within a system (e.g., Basecamp.
com) to be addressed. There is nothing more 
frustrating for learners than to have course elements 
not work properly or staff not receiving the data 
points they were expecting from the courseware. 

•	 Implementation—NEVER launch on a Friday 
or as you are heading home for the day. Murphy’s 
Law dictates the something will go absolutely 
wrong and you don’t want a buggy module out 
there for all the world to see. Set a formal launch 
date for the middle of the week, design and execute 
your marketing plan, and enjoy the success of 
your new, rapidly produced e-learning module. 

E-learning opportunities are an expectation among health-
care professionals. Yet, the creation of such courseware, had 
historically been a challenge for many non-technical CE pro-
fessionals. However, significant improvements within con-
tent authoring software industry (e.g., Articulate Storyline) 
have reduced these barriers and the CE community should 
leverage these new applications to create low-cost, high-im-
pact courseware designed to advance patient care.

Accreditation Council for CME Publishes 2013 
Annual Report
ACCREDITED CONTINUING MEDICAL EDUCATION PROVIDERS OFFER A DIVERSE 
RANGE OF EDUCATIONAL ACTIVITIES TO 24 MILLION PARTICIPANTS
The Accreditation Council for Continuing Medical Education (AC-
CME®) has released their 2013 Annual Report. The report shows a 
robust, stable system with 1,950 accredited continuing medical educa-
tion (CME) providers. Accredited providers offered more than 138,000 
educational activities in 2013, comprising more than one million hours 
of instruction. These CME activities educated more than 24 million 
learners, including physicians and other healthcare professionals.

For More Information
»» ACCME Full Press Release

»» ACCME 2013 Annual Report

»» ACCME 2013 Annual Report Audio Commentary by 
Murray Kopelow, MD, ACCME President and CEO

»» ACCME Annual Reports 1998–2012

http://www.accme.org/news-publications/news/accreditation-council-cme-publishes-2013-annual-report
http://www.accme.org/news-publications/publications/annual-report-data/accme-annual-report-2013
http://www.accme.org/education-and-support/video/commentary/2013-annual-report-introduction-dr-murray-kopelow
http://www.accme.org/news-publications/publications/annual-report-data
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MOOCs: The Evidence Base, the Implications, and the Evolution
Brian S. McGowan, PhD 
ArcheMedX, Inc.

If you are like me, when it comes to innovation in educa-
tional models you might agree that substance trumps style. 
That is to say, that the buzz that surrounds an innovation 
can only tell us so much about whether the innovation is a 
bona fide improvement or not. But since it isn’t always easy 
to separate fact from fiction in the midst of innovation, it 
seems good practice to do a little bit more digging so that we 
can fully understand what the data actually tell us. With this 
context, let’s see if we can work through the evidence base 
behind what is surely the most buzz-worthy educational 
innovation in the last five year: MOOCs, or massive open 
online courses.

MOOCs were originally conceived and studied by a 
small group of educational technologists in Canada nearly 
seven years ago. The early work of Downes, Cormier, and 
Siemens led to number of very loosely structured online 
courses including: Social Media & Open Education (2007), 
Connectivism (2008), and Personal Learning Environments 
Networks and Knowledge (2010). With these courses the 
emphasis was on educators teaching other educators how 
to educate—a respectable, but not necessarily generalizable 
experience. For a more complete listing see Stephen Downes 
Partial History of MOOC’s.1 

By 2011, MOOCs began migrating to the US and were 
being piloted within higher education environments as an 
evolution of distance learning models. In several of these 
early examples learners could attend the course on campus 
for credit, or elect to be an “open participant”—partici-
pating through a patchwork of web-based videos and wiki 
projects. The idea was that a learner could join in whenever 
they liked and leave whenever they needed. Courses were 
often free (open) to anyone who wanted to take them, and 
the only requirement was an Internet-connected device.

Over time, the subject matter of the courses moved away 
from being purely ‘for and by educators’ as additional aca-
demic fields took to the task. In the fall of 2011, Stanford 
Engineering professors began offering three of the school’s 
most popular computer science courses for free online—and 

the cat was officially out of the bag. The most popular of 
these courses is what put the ‘M’ in MOOCs, attracting 
160,000 students from over 190 countries. In many cases, 
this is where the buzz began to overwhelm the substance.

Pedagogically, these earliest MOOC’s from Stanford were 
in no way innovative. Watching video lecture recordings, 
reading course materials, completing assignments, and tak-
ing quizzes and an exam was no more pedagogically sound 
than other available learning models—the courses were 
bigger, but not necessarily better. These courses simply mi-
grated campus-based didactic methods of teaching to the 
online environment. The scale of participation made it im-
possible for the educators to engage learners or for learners 
to effectively interact with each other. 

So what do we really know about MOOCs? 
In January of 2014, working papers were released which 
drew on data from 17 MOOCs offered by Harvard and 
MIT in 2012 and 2013. The first of the working papers, 
which was written jointly by researchers at both universi-
ties, provides an overview of the available data from those 
17 MOOCs (principally Level One, Moore’s). Findings 
include:2

•	 841,687 people registered for the 17 
MOOCs from Harvard and MIT.

•	 5% of all registrants earned a 
certificate of completion.

•	 35% never viewed any of the course materials.
•	 66% of all registrants already held 

a bachelor’s degree or higher.
•	 74% of those who earned a certificate of 

completion held a bachelor’s degree or higher.
•	 3% of all registrants were from 

underdeveloped countries.
What do we make of these data? For one, completions rates 
consistently demonstrate that upwards of 95% of learn-
ers who begin the MOOCs are unable (or unwilling) to 
complete them and 75–90% never engage with any of the 
course content. Moreover, any argument about course con-
tent reaching and impacting those who would have never 
previously had access to the content does not seem to hold 
much water either. While by and large the MOOC courses 
have made it possible for enrollment of millions of students 
around the world, the reality is that a vast majority of the 
students who enroll are already ‘over-educated’—raising 
concerns that MOOCs actually heighten the knowledge 
divide instead of overcoming it. As a result, academic leaders 
remain unconvinced MOOCs represent a sustainable model 
and only 30 percent of chief academic officers believe their 
faculty accept the value and legitimacy of new forms of 
online education—a rate lower than that recorded nearly 
a decade before.3

CBI’s 12th Annual Independent Medical Education 
and Grants Breakthrough Summit
SEPTEMBER 9–10, 2014 | PHILADELPHIA, PA
http://www.cbinet.com/grants
Join your supporter and provider peers to examine how evidence in 
practice can equip educational leaders and healthcare experts to connect 
and translate the highest quality education into the highest quality 
healthcare. Plus, on behalf of ACEHP, save $300* when you register by 
August 22! Simply mention promo code GRNTA3. 
*Discount expires 8/22/2014; applies to standard rates only and may not be combined with oth-
er offers, category rates (including non-profit), promotions or applied to a current registration.

https://sites.google.com/site/themoocguide/
http://harvardx.harvard.edu/harvardx-working-papers
http://odl.mit.edu/mitx-working-papers/
http://www.cbinet.com/grants
http://www.cbinet.com/register-now/PC14169
http://www.cbinet.com/register-now/PC14169
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Content dissemination does not equate to 
learning.
Unfortunately, this is where the MOOC model, like so 
many educational methodological innovations before it, 
falls short—engagement and learning lie in the complex 
workings of self-direction and motivation, something that 
no methodology can guarantee. Instead, educational mod-
eling is simply a structure along which learning may take 
place. With too little structure the learner must do all the 
work themselves, and with too much structure the learners 
disengage, expecting to passive receive new knowledge.

Seen this way, MOOCs differ little from other forms of 
online learning if they are structured as a laundry list of 
things to do and therefore appear only marginally better 
than presenting learners with a bookshelf stocked with en-
cyclopedias. As a result, we haven’t learned anything new 
about online learning from the broadly available MOOCs 
(much like those explored in the data above). Instead, 
the types of real engagement and learning we need from 
MOOCs has yet to surface. 

Learning is unequivocally a meta-cognitive experience. 
As educators therefore we are obligated in MOOCs (like 
lectures, or tumor boards, or problem-based workshops) to 
structure a learning experience that nudges learners beyond 
simple linear thinking to make connections to experiences 

and to other learners. As Morris and Stommel recently wrote, 

“When we design, or begin thinking about designing, online or 
hybrid learning, we must not take anything for granted—in-
cluding such instructional standards as the lecture, the discus-
sion, the assignment, the assessment. We must remember that 
learning happens often without these things, and so adjust our 
thinking and design to make room for a more rampant sort of 
learning.”4

In the end, it seems quite likely, given existing evidence 
that MOOCs may have a unique impact in niche situa-
tions—as described, characteristics of being ‘massive’ and 
‘open’ ensure that content is broadly available; but they do 
not necessarily equate to efficient or effective learning. 

Over time, MOOCs will evolve and we have begun to 
see innovations even within our own community. Organi-
zations such as New Jersey Academy of Family Physicians 
(NJAFP) and the American Academy of Family Physicians 
(AAFP) have begun to experiment with a virtual course 
model that, like existing MOOCs, is curriculum based 
but unlike MOOCs is delivered within a more manage-
able and restricted online classroom of no more than 50 
learners. This model of smaller online courses (SMOCs?) 
values community, connectedness, and social learning over 
‘massive’ and ‘open’—which intuitively might address many 
of the deficiencies clearly evident in the MOOCs that have 
come to date. Who’s to say where these edtech innovations 
will lead after that? As long as we continue to do our due 
diligence and remain led by evidence versus hype, we can 
ensure that educational inventions have the impact that is 
so sorely needed.

REFERENCES
1 http://www.mooc.ca/ Accessed March 22nd, 2014.
2 http://chronicle.com/blogs/wiredcampus/completion-rates-arent-the-
best-way-to-judge-moocs-researchers-say Accessed March 22nd, 2014.
3 http://www.compass-highereducation.com/survey-ten-years-of-track-
ing-moocs-and-online-education-in-the-united-states/ Accessed March 
22nd, 2014.
4 http://www.hybridpedagogy.com/journal/moocagogy-assessment-net-
worked-learning-and-the-meta-mooc/ Accessed March 22nd,2014.
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Non-clinical Leadership: A Changing Health Care Environment 
Underlines Radiologists’ Need for a New Skill Set 
By Pesha Rubinstein, MPH, CCMEP, Director of Education, American Medical Informatics Association

The Radiology Leadership Institute® 
(RLI) is a non-clinical educational 
program that the American College 
of Radiology (ACR) has been offering 
radiologists since 2012. 

After several years of assessing hun-
dreds of radiologists’ educational gaps, 
the ACR determined that among these 
specialists’ knowledge and competence 
deficits were topics that clearly fell 
outside the clinical realm. Technology 
was transforming radiology practice in 
terms of newly available professional 
tools, ethical storage and use of pri-
vate health information, and office 
management. Looming on the horizon 
were federal requirements such as the 
HITECH Act (Health Information 
Technology for Economic and Clinical 
Health) of 2009—which included pay-
ment incentives for the incorporation 
of electronic health records (EHR) and 
Meaningful Use (MU). The Affordable 
Care Act of 2010 would bring another 
set of changes for clinicians to decipher 
and implement. In addition, ICD-10 
will need to be incorporated at some 
point in the near future. 

Many of these educational gaps 
concerned strategic planning, project 
management, financial planning, and 
change management—topics more 
frequently seen in business school 
rather than in medical school curric-
ula. The ACR leadership, headed by 
Cynthia Sherry, MD, MMM, FACR, 
recognized that in order to function 
successfully in today’s health care envi-
ronment, radiologists would need sol-
id business skills; thus the Radiology 
Leadership Institute formed and now 
Dr. Sherry is the RLI’s Chief Medical 
Officer.

Dr. Sherry and her team, along with 
experienced professional development 
consultants, grouped topic areas that 

would be required by today’s most 
competent radiology leaders into sev-
en domains: 

•	 finance and economics, 
•	 ethics and professionalism, 
•	 legal and regulatory, 
•	 strategic planning, 
•	 practice management, 
•	 professional development, and 
•	 service, quality, and safety.

Organized under the seven domains 
are 151 competencies, which form 
the RLI Common Body of Knowl-
edge (CBK). The RLI deemed these 
151 competencies critical to radiology 
leadership success. The RLI designed 
the institute to offer four progressive 
levels of leadership skill, from the 
lowest level of “Leadership Funda-
mentals,” to “Leadership Proficiency,” 
to “Advanced Leadership Proficien-
cy,” and up to “Leadership Mastery.” 
Many of the courses in the Institute 
offer CME credit, but they all offer the 
Institute’s own “RLI Credits,” which 
learners accrue to achieve each of the 
four leadership levels.

Anne Marie Pascoe, the RLI’s Di-
rector, points out that because most of 
the competencies focus on non-clin-
ical skills, such as how to evaluate a 
contract between a radiology practice 
and a hospital it supports, the RLI em-
barked on partnerships with leading 
business schools, which today include 
Harvard Business Publishing, Babson 
College, and the Kellogg School of 
Management at Northwestern Uni-
versity. Pascoe says, “The secret to our 
success is that the knowledge, skills, 
and resources that a business school 
experience gives you are even stronger 
when put into a radiology context.” 
For example, the RLI/Harvard Emerg-
ing Leaders Seminar is a 12-week, 
online synchronous course in which 
a cohort of 50 radiologists meets by 
teleconference for 90 minutes each 
week. The Harvard instructors discuss 
a topic from the RLI Common Body 
of Knowledge, but the lecture is pre-
ceded by a radiologist who orients the 
participants on how the business top-
ic will relate to the radiology world in 

which they practice. Pascoe comments, 
“This filter gives participants the busi-
ness skills they can immediately apply 
to their practice.”

Currently, over 1800 radiologists 
have enrolled in the RLI, 25% of 
whom are radiology residents. Pas-
coe notes, “The residents are our next 
generation of leaders. They are very fo-
cused on what they need to complete 
Level I or Level II.” Practicing radiol-
ogists are more interested in specific 
RLI CBK topics, which they learn on 
a need-to-know basis.

The RLI has gathered its initial 
outcomes results through classic 
CME-type evaluations. Anecdotal 
feedback has been positive, too, with 
participants commenting that they are 
benefiting from the actionable lessons 
they are taking away from the courses 
to apply to their daily practice. The 
RLI plans to conduct more sophis-
ticated outcomes assessments in the 
near future, and hopes to find RLI 
participants more engaged in leading 
grass roots initiatives as well as in con-
tributing the radiologist perspective to 
health care reform initiatives.

Should other medical specialty 
societies perform needs assessments 
among their members as the ACR did, 
the finding might be that non-clini-
cal leadership is an important content 
area for these practitioners as well. As 
technology advances and legislation 
continues to bring about rapid reform 
in US health care, organizations rep-
resenting health care providers in all 
disciplines may find that studies in 
non-clinical leadership address educa-
tional gaps in their own constituencies.

For more information on the RLI, 
go to www.radiologyleaders.org.

The seven domains of the RLI Common Body of 
Knowledge are: finance and economics, ethics and 
professionalism, legal and regulatory, strategic plan-
ning, practice management, professional develop-
ment, and service, quality, and safety.

A general business course is 
preceded by a radiologist’s in-
troduction that orients the 
participants on how the busi-
ness practice will relate to the 
radiology world.

http://www.radiologyleaders.org
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Partnership and Collaboration in Executing a Successful 
Performance Improvement Initiative
Sarah Meadows, MS, CCMEP, Manager, Accreditation & Programs, National Jewish Health;  
James Heichelbech, PhD, Director of Evaluation Research, HealthCare Research Inc

Mind the Gap
In 2012 and 2013, National Jewish Health (NJH), in part-
nership with Rocky Mountain Youth Clinics (RMYC), 
conducted a performance improvement continuing medi-
cal education (PI CME) program titled Targeting the Atopic 
March: Managing Atopic Dermatitis. The initiative was fund-
ed by an educational grant from GlaxoSmithKline. 

RMYC provides comprehensive primary care and related 
services to thousands of medically underserved children and 
adolescents in the Denver metropolitan region. Healthcare 
providers (HCPs) at RMYC had identified practice gaps 
in diagnosing and treating pediatric patients with atopic 
dermatitis (AD), a chronic, relapsing skin disorder that is 
thought by many experts to be a precursor of other allergic 
diseases, namely asthma, allergic rhinitis, and food allergy. 

The purpose of the initiative was to improve the assess-
ment and treatment of RMYC patients with AD. The goals 
of the program were to provide evidence-based AD diag-
nosis and treatment education to clinicians, as well as to 
educate and activate patients toward effective self-manage-
ment of AD. Critical to achieving these goals was the part-
nership between NJH and RMYC, as well as partnership 
with the National Eczema Association (NEA), a nation-
al, patient-oriented organization governed by a Board of 
Directors and guided by a Scientific Advisory Committee 
with a mission of improving the health and quality of life 
for individuals with eczema through research, support and 
education.1

Through collaboration, several interventions were devel-
oped for the initiative:

•	 A live, multidisciplinary training led by NJH faculty
•	 In-clinic training visits by NJH health educators
•	 Clinician support tools, including 

new EHR care prompts for AD
•	 Bilingual patient AD education materials, 

including some for tablets utilized in each clinic
•	 Custom patient AD resource website 

(www.theADZone.org)
Twenty-four physician, nurse practitioner and physician 

assistant healthcare professionals were involved in the initia-
tive, as well as 39 other ancillary healthcare staff. In addition 
to the development of the activity as a PI CME initiative, 
the activity was also approved for American Board of Pedi-
atrics Maintenance of Certification (MOC) Parts 2 and 4.

Educational Resources for Sustainability
To extend the education delivered in the first interven-
tion—a live, multidisciplinary half-day course featuring 
didactic lecture, small group sessions and hands-on train-
ing—provider and patient education tools were introduced 
via nurse educator visits to each clinic within RMYC. Re-
source carts were developed for the exam room with both 
provider and patient resources.

Provider resources included an educational manual, a 
checklist of 15 indicators of quality AD care for use 
in AD patient visits, a quality of life assessment (the 
Children’s Dermatology Life Quality Index or Infant’s 
Dermatology Quality of Life),2 an itch severity scale, 
and dolls and moisturizers for hands-on demonstrations. 
The checklist was condensed over the duration of the 
initiative to eight items that were incorporated into the 
RMYC electronic medical record for ongoing care of 
AD patients:

1.	 Educational material given (Y/N)
2.	 Last ED visit for eczema (date)  
3.	 Is this an eczema f/u visit (Y/N)
4.	 Are you using any topical steroids (Y/N)
5.	 Has patient missed school days 

for eczema (number of days)
6.	 Was patient seen by a specialist 

for eczema (Y/N, date)
7.	 CDLQI/IDQoL  (score) 
8.	 Itch scale  (score)

Patient resources included booklets focused on patient 
and caregiver AD education, developed in print and also 
for tablets featuring informative videos and quick tips. 
Through the partnership with the NEA, we were able 
to provide existing NEA patient education materials, as 
well as translation of some of the materials into Spanish, 
providing a new resource for the NEA to offer national-
ly. A customized patient resource website housed the AD 
Kids Zone, a site developed throughout the initiative 
with activities and information specifically for children.3

What Worked?
On the 15-item AD Visit Forms utilized to gather data 
over the full initiative (chart audits), HCPs evaluated their 
performance of key components of AD care before (Phase 
1) and over the course of the initiative (Phases 2, 3 and 
4). Checklist data showed immediate improvement on care 
indicators following the live, multidisciplinary training and 
sustained performance throughout the program (see Table 
1, grouped into outcomes goals identified at the onset of 
the initiative.)

Participant survey data collected during and at the end 
of the initiative demonstrated that HCPs were successful-
ly engaged and motivated to make changes in how they 
managed AD patients in their practices. Significantly, in a 
self-reflection survey at the end of the initiative, all (100%, 
n=15) said they were now better able to treat AD patients 
as a result of the program. All of these HCPs reported they 
were either “extremely skilled” or “somewhat skilled” in 6 
out of 7 skills recognized as key elements of quality AD 
care. Most (60-93%) of these 15 HCPs reported that they 
had made either “some change” or “significant change” in 
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specific behaviors related to optimal management of AD 
patients as a result of the initiative. The majority (80-93%) 
of HCPs thought that the practice changes would be sus-
tainable going forward.

Key Take-Aways
In addition to data collected at multiple time points, un-
derstanding successes and barriers from other qualitative 
perspectives was important. During in-clinic training visits 
to RMYC sites, NJH educators observed whether elements 
of quality AD care were (or were not) being implemented. 
They recorded their observations and shared them with the 
NJH and RMYC AD initiative leadership. These commu-
nications helped NJH to provide customized supports to 
each clinic and served as an informal feedback mechanism 
for the clinics.

Seeking out existing resources through patient advoca-

cy groups extended the reach of this initiative, connecting 
the network of clinics to ongoing support well beyond the 
life of this particular activity. The healthcare professional 
self-assessment survey administered at the conclusion of 
the initiative showcased results congruent with the above 
observations (see Table 2): in a question addressing the im-
portance of interventions in increasing provider confidence, 
educational resources for patients rose to the top, with 80% 
saying that the patient manual was “Extremely Important” 
and all (100%) considering the patient manual “Extreme-
ly” or “Somewhat” important. Sustainable practice redesign 
relies heavily upon the provision of patient resources for the 
healthcare staff with whom we work. To provide education 
addressing identified gaps sets the stage for better patient 
care, but critical to improving performance in practice is 
access to resources for patients, and in particular resources 
that activate the patient to get involved in their own care.

TABLE 1
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TABLE 2

Upcoming Events
September 9–10, 2014
CBI’S 12TH ANNUAL INDEPENDENT MEDICAL EDUCATION 
AND GRANTS BREAKTHROUGH SUMMIT
PHILADELPHIA, PA
http://www.cbinet.com/grants

September 23–25, 2014
ALLIANCE QUALITY SYMPOSIUM
Data Driven Quality Improvement CE
BALTIMORE, MD
http://www.ACEhp.org

January 14–17, 2015
40TH ACEhp ANNUAL CONFERENCE
GRAPEVINE, TX
http://www.ACEhp.org

http://www.nationaleczema.org
http://www.dermatology.org.uk
http://www.theADZone.org
http://www.cbinet.com/grants
http://www.ACEhp.org
http://www.ACEhp.org
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4720 Montgomery Lane, Suite 900 | Bethesda, MD 20814-3451 | P: 301.683.8130 | acehp@acehp.org | www.acehp.org 

July 15, 2014 

Dear Members, 

Robin King will be leaving the Alliance to pursue new healthcare leadership opportunities after a 
2-year term as our Executive Director. Under Robin’s guidance the Alliance crossed important milestones 
in our Strategic Plan.

First, we moved our headquarters from Birmingham, Alabama to be closer to the pulse of U.S. 
healthcare policy makers and healthcare associations near our nation’s capital, in Bethesda, Maryland.

Second, we expanded the organization to address members’ needs for more advocacy, through
establishing the Coalition for Continuing Education in the Health Professions, with its own OneVoiCE
newsletter circulated beyond the current membership to an additional 1,500 regulatory leaders.  

Third, we further expanded the organization to address members’ needs for more access to 
research, quality & grants, through establishing the Foundation for Continuing Education in the Health 
Professions, with its own AdvanCE newsletter circulated beyond the current membership to an additional 
9,000 quality leaders.  

Last, we have assembled an Advisory Panel that is both inter-professional and inter-disciplinary 
to guide the development of a report to guide the most effective methods to integrate education into 
quality improvement efforts, our “QIE” program. 

As Robin transitions out of his role, we are pleased to welcome an Interim Executive Director to 
the Alliance, Mike Saxton, MEd, FACEHP, CCMEP. Mike recently retired as Chief Learning Officer of the 
American Academy of Physician Assistants and brings over 25 years of experience and contributions to 
the field from serving in education leadership roles across various types of healthcare organizations. He 
has also built a record of volunteer activities, including: the Alliance’s own Board of Directors, Chair of the 
Alliance’s 2007 Annual Conference, and Editorial Board of the Journal of Continuing Education in the 
Health Professions. He can be contacted at msaxton@acehp.org.

In his Interim role, starting July 15th, Mike will guide the organization with an eye on stability for 
members, executing on the Board’s Strategic Plan, successful delivery of Phase I of our QIE program, 
and a search for a full-time Executive Director. 

Sincerely, 

Destry Sulkes, MD, MBA 
President 
Alliance for Continuing Education in the Health Professions 
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Education advances medicine.

Grounded in science, fueled by innovation, driven to improve healthcare quality.

Medical education is the foundation of continuous 

professional development, leading to faster application of 

new science, improved practice, and better patient outcomes.

In today’s shifting healthcare environment, clinicians are expected to 
deliver higher-quality care more effi ciently, guide patients toward greater 
participation in their own health, and meet heightened performance 
requirements. Medscape Education is uniquely positioned to help 
clinicians meet these challenges, with an advanced technology 
platform and multi-screen access that make practice-critical learning 
opportunities available anytime, anywhere, on any device.

www.medscape.org

To learn more about our audiences, platform, and approach 
to instructional design, visit medcape.org/vision, or reach us 

at insights@medscape.net.

®
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