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Abstract

Context: Needs assessment is an important part of planning effective continuing
medical education (CME) programs. The Kaiser Permanente National CME Committee
(KPNCME) was formed in 1998 to accredit and provide oversight and assistance
to Kaiser Permanente (KP) national CME programs and to provide expertise on an as-
needed basis to regional and local KP CME efforts.

Objective: To develop, distribute, and analyze a CME needs assessment survey of
Permanente physicians.

Design: Cross-sectional survey completed by Permanente physicians on paper or
online during September 2000 through December 2000.

Main Outcome Measures: Physician motivations for, preferences about, and

perceived barriers to participating in CME programs.

Results: Of 10,959 surveys distributed to KP physicians, 1976 (19.1%) were
completed. Survey responses showed that Permanente physicians choose topics on the
basis of self-perceived need and tend not to be influenced by objective performance
data. Survey respondents preferred evidence-based, clinical CME topics that address
a major aspect of their practice and that potentially provide an opportunity to learn
new skills. Respondents preferred CME programs delivered in group format, although a
subset of respondents found the computerized format valuable. In choosing a CME
program, respondents were influenced more by program location than by time of day
at which programs were scheduled.

Conclusions: At all levels—from individual to national—CME planning should
incorporate objectively determined quality, program utilization, and other objective
data as well as more subjectively determined need as perceived by individual
physicians and CME experts. Live programs delivered onsite should use interactive
format. The need for clinicians to develop cultural competence and effective
communication skills should be framed in clinical context. Locations of KP national
CME programs should periodically be rotated to make these programs more
accessible to prospective attendees from all KP Regions.

Introduction

The Kaiser Permanente National
Continuing Medical Education Com-
mittee (KPNCME) was formed in
1998 to help provide continuing
medical education (CME) opportu-
nities and CME credit for Kaiser
Permanente (KP) physicians through
a variety of methods, including na-
tional conferences and enduring
materials (eg, journals, Internet mod-
ules, CD-ROM). The KPNCME pro-
tects the “brand image” of the KP
name by accrediting national KP
conferences and by assuring that they
adhere both to internal standards and

to standards set by the Accreditation
Council for Continuing Medical Edu-
cation (ACCME). KPNCME members
serve as liaisons to national CME con-
ferences, seek to improve quality of
program development, and serve as
resources for design and delivery of
CME programs. The KPNCME also
provides a venue for members of the
Permanente Medical Groups nation-
wide to share innovative CME ideas
and programs. The KPNCME mission
statement is included in Appendix A.

Needs assessment is an important
part of planning CME programs. This
assessment is used to develop objec-

tives for educational programs by
linking learners’ goals with quality,
utilization, or other performance
data; with local and regional initia-
tives; and with emerging medical in-
formation. Needs assessment can
also be conducted to evaluate gen-
eral preference for future topics of
meetings; for preferred schedule and
location of programs; and for pre-
ferred educational format. To lever-
age resources, the KPNCME devel-
oped a programwide, general needs
assessment designed to provide in-
formation to regional and national
CME planners. We present national
aggregate data collected from the first
KP national CME needs assessment
(Regional Directors of CME have re-
ceived data on their respective medi-
cal groups). These national results
generally reflect regional results.

Methods
Survey Tool for Assessing
KP Clinicians’ CME-Related
Needs

For a subset of physicians of
known length of experience and
medical specialty, a survey was de-
signed to assess motivation for at-
tending CME programs; barriers to
CME program participation; pre-
ferred format for CME; preferred
schedule and location of national
CME programs; and preferred future
topics of CME programs.

Survey Development
and Distribution

The initial hard-copy survey was
developed in 1998 and was pilot-
tested among Permanente physi-
cians in the KP Colorado and North-
west Regions. Internal correlations
were made to reduce redundancy
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and shorten the questionnaire. A available online to PMG physicians  to complete and return the survey, 3
pilot version of the revised survey  nationwide from November through — a drawing for a $25 gift certificate
was also posted on the KP North-  December 2000. In addition, paper ~ was held in each medical group for
west Region’s Physicians and Sur-  copies of the survey were mailedto  physicians returning a completed
geons Web site from July through  PMG physicians nationwide in No-  paper survey; for physicians who
September 2000. After Web masters,  vember 2000. Physicians were given — completed the online survey, a
Web site coordinators, and educa-  the option of responding to the pa-  drawing for a $100 gift certificate was
tion staff refined their interoffice  per version of the survey or to the  held in each medical group.
workflow, the survey was made survey on the Internet. As incentive Responses to the online survey
Table 1. Location of Permanente Medical Group physicians returning survey
No. of surveys Return rate (%) Percentage of all
KP Region Sent Returned for Medical Group surveys returned
Northern California 4900 776 15.84 39.27
Southern California 3500 722 20.63 36.54
Colorado 535 127 23.74 6.43
Northwest 600 118 19.67 5.97
Mid-Atlantic 614 88 14.33 4.45
Hawaii 350 75 21.43 3.80
Ohio 240 41 17.08 2.07
Georgia 180 25 13.89 1.27
Kansas City 40 4 10.00 0.20
Table 2. Department or medical specialty of survey respondents*
Department or specialty No. (%) Department or specialty No. (%)
Internal medicine 338 (17.1D) Allergy 21 (1.06)
Pediatrics 274 (13.87) Pulmonology 21 (1.06)
Family practice 216 (10.93) Hematology/oncology 18 (0.9D
Other 168 (8.50) Endocrinology 16 (0.81)
Obstetrics/gynecology/pelvic 134 (6.78) Nephrology 16 (0.81)
surgery
Mental health/chemical 80 (4.05) Trauma/urgent care 16 (0.8D)
dependency
Eye care/retinal surgery 71 (3.59) Administration (medical group) 15 (0.76)
Surgery (general) 63 (3.19) Perinatology/neonatology 12 (0.61)
Emergency medicine 59 (2.99) Physical/occupational therapy 10 (0.5D
Radiology/nuclear medicine 46 (2.33) Plastic surgery 10 (0.5D
Pathology/clinical laboratory 45 (2.28) Preventive medicine 8 (0.40)
Cardiology 37 (1.87) Rheumatology 8 (0.40)
Head & neck surgery/audiology 37 (1.87) Neurosurgery 6 (0.30)
Dermatology 35 (1.77) Surgery (vascular) 6 (0.30)
Urology 34 (1.72) Surgery (cardiothoracic) 5(0.25)
Infectious disease 31 (1.57) Reproductive endocrinology 2 (0.10)
Orthopedic surgery 30 (1.52) Research & development 2 (0.10)
Neurology 29 (1.47) Call center/clinic phone advice 1 (0.05)
Physiatry 29 (1.47) Health Plan administration 0 (0.00)
Gastroenterology 27 (1.37) Pharmacy (clinical) 0 (0.00)
°Of 1976 respondents, 505 (25.62) had 0-5 years of experience practicing their current medical specialty; 382
(19.38) had 5-10 years of experience; 372 (18.87) had 10-20 years of experience; 483 (24.51) had =220 years of
experience; and 234 (11.62) did not provide this information.
The Permanente Journal/Winter 2002/ Volume 6 No. 1 77



health systems

... results shown
in Table 3
suggest that we
are missing the
opportunity to
use our readily
available
physician
performance
data to design
CME programs
and to help our
physicians select
CME programs.

were automatically captured in
a Microsoft Access database be-
fore conversion to a Microsoft
Excel file. Results of the paper
survey were manually entered
directly into the Microsoft Excel
database. National and regional
data were then analyzed and re-
ported.

Statistical Analysis

The Statchek Statistical Analysis
Program, version 1986 (Detail
Technologies, Inc, Princeton, NJ)
was used to determine the accu-
racy of the survey results.

Results
Survey Return Rates
and Demographics of
Respondents

Of 10,959 surveys distributed to
PMG physicians, 1976 surveys
(1351 paper, 625 online) were re-
turned for an overall return rate of
19.1% (Table 1). On the basis of
sample size and return rate, pref-
erence of Permanente physicians
was determined to within 2%
(95% confidence leveD).

Table 2 depicts medical spe-
cialty and years in practice for
survey respondents. No national

database of KP physicians exists
for comparison, but distribution
of specialty is considered gener-
ally representative of KP physi-
cians nationwide. The category for
anesthesiology was inadvertently
omitted from the survey instru-
ment; as a result, many respon-
dents who described their medi-
cal specialty as “other” are anes-
thesiologists. The next national
needs assessment will correct this
oversight.

Table 3 summarizes responses of
physicians when asked to rate in-
fluence of several factors on their

Table 3. Factors influencing respondents’ choice of CME programs

Percentage of respondents rating

influence of factor
Strong No Mean

influence® influence” | of scale
Topic 94.84 0.25 5.65
The topic area is a significant part of my practice 83.06 1.82 5.22
Desire to learn a best practice/new information/new technology 78.20 2.38 5.10
in the topic area
Location of the program 73.09 3.29 4.99
Potential for implementing new skills T might learn in the program 68.13 3.09 4.85
Desire to improve patient outcomes in topic area 67.27 4.25 4.82
Time of day program is offered 54.78 11.23 4.45
Day of week program is offered 52.50 9.36 4.44
Material presented at the educational activity is evidence-based 52.20 7.38 4.44
Reputation of faculty 46.33 7.13 4.33
Need to verify that my practice in the topic area is up-to-date 49.77 11.63 4.30
Coverage in my department 46.13 13.56 4.23
Program format (workshop, lecture, etc) 37.58 9.36 4.13
Need to function as health care team member in providing care 40.11 15.68 4.01
in topic area
I have already changed my practice in topic area and need additional 24.23 24.18 3.47
information
Patients are demanding more of me related to care in the topic area 23.22 30.70 3.35
Dissatisfaction with my practice in the topic area 23.72 34.04 3.27
Recent regulations, policies, or guidelines require that I do things 20.84 34.90 3.21
differently in the topic area
My performance in topic area is an important part of my performance 17.25 44.87 2.90
evaluation
Data on my performance in the topic area suggest I need improvement 17.20 56.40 2.62
Pressure from a colleague or supervisor to improve my 7.23 67.27 2.18
performance in the topic area

*Corresponds to response score of 5 or 6 on a 6-point scale.
PCorresponds to response score of 1 or 2 on a 6-point scale.
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Table 4. Most frequent areas of interest listed by survey respondents

Adult primary Alternative
care medicine Dermatology Neurology | Miscellaneous | Pediatric topics
Asthma Acupuncture Alopecia Headache Fibromyalgia Antibiotics
Chronic Herbal Atopic Multiple Myofascial Asthma
obftructive medicine dermatitis sclerosis pain syndrome Attention deficit

ulmona ) tivi
Sisease Y Minor surgery Parkinson’s g?’wpeé“mlty

. techniques disease isorder

Congestive o Cardiology
heart failure Psoriasis Syncope

: Dermatology
Diabetes Learning
Gastroenterology disabilities
Hypertension Otitis media
Pharmacotherapy Urgent care
update

choice of CME programs accord-
ing to a six-point scale ranging from
least influential (score of one) to
most influential (score of six). Re-
sponses showed that Permanente
physicians choose CME on the ba-
sis of self-perceived need and tend
not to be influenced either by per-
spectives held by peers or by per-
formance feedback. Permanente
physicians also select topics related
to attaining new skills that repre-
sent a major part of their practice
or that provide an opportunity to
improve clinical outcome. Choice
of CME program is influenced more
by location of program than by time
of day at which the program is of-
fered.

Topics of greatest interest to re-
spondents are listed in Table 4. Be-
cause more than 40% of responses
received were submitted by inter-
nists, pediatricians, and family phy-
sicians, preference reflected in these
responses indicates the broad na-
ture of primary care practice.

When asked to rate, using a five-
point scale, their preference for
CME format on the basis of format
utility and effectiveness, KP physi-
cians expressed strong preference
for group learning activities (Table
5). Most respondents indicated that
they do not yet view newer, com-
puter-based CME format (eg, CD-

ROM, Internet) as useful. However,
29% of all respondents and 40% of
the 625 online respondents (data not
shown) indicated that online format
was “most useful.” One in five re-
spondents overall and 27% of online
respondents (data not shown) rated
floppy disk- or CD-ROM-based for-
mat as “most useful.” We will be
interested to reassess the usefulness
of the computer-based CME format
over time as our physicians increas-
ingly use computers (eg, for access
to the KP National Computerized In-
formation System and the
Permanente Knowledge Connec-
tion) in the workplace.

Asked to assess, using a four-point
scale, effectiveness of various types
of CME format in helping change
or improve their practice, physicians
stated that they preferred interactive
sessions and perceived these ses-
sions as the best way to gain knowl-
edge and improve practice (Table
5). Compared with physicians re-
sponding to the paper version of the
survey, physicians responding
online were more likely to rate the
online format (59% of respondents)
or the floppy disk or CD-ROM for-
mat (44% of respondents) as “almost
always” helpful for changing their
practice (data not shown). These
results were consistent with respon-
dents’ stated preference rated on the

basis of format utility (Table 5).

Asked to identify, using an eight-
point scale, barriers to their par-
ticipation in CME programs, most
respondents indicated that pro-
gram location, schedule, and cost
are the greatest barriers to partici-
pation (Table 6). Responses seemed
to show positive experience with
CME as well as belief that CME is
valuable, important, and helpful for
career advancement.

Asked to rate, using a three-point
scale, broad categories of CME as
they relate to helping clinicians
provide patient care, respondents
indicated that they valued topics
relating to evidence-based medi-
cine and clinical guidelines and did
not assign high priority to CME
programs designed to enhance
presentation skills, office-based
teaching of students and residents,
or cultural competence (Table 7).

Asked their preference for sched-
ule and location of KP national CME
programs, nearly 60% of respon-
dents stated that they had not at-
tended any of these programs and
favored rotating the time of year
and location of KP National CME
programs to facilitate attendance by
the largest number of clinicians
(Table 8). Respondents stated that
they were willing to travel to at-
tend national CME programs and

The Permanente Journal/Winter 2002/ Volume 6 No. 1
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Lectures ... must
be combined
with more
interactive
learning format
to allow
participants to
practice new
skills and discuss
how to
implement new
practices and
behavior.

agreed that these programs should
be designed to accommodate fam-
ily and relaxation time.

Discussion

Results of this survey offer valu-
able information for planning fu-
ture CME programs. Specifically,
although consistent with the pub-
lished findings that self-perceived
need is a powerful motivator for
physicians to attend CME,? results
shown in Table 3 suggest that we
are missing the opportunity to use
our readily available physician per-
formance data to design CME pro-
grams and to help our physicians
select CME programs. Individual
physicians and their supervisors
may not perceive that data regard-
ing quality of care, medical utiliza-
tion, and feedback from peers or
patients are connected to CME.
Partly for this reason, CME might

not be included in routine evalua-
tion of physician job performance.
Providing “hard data” can comple-
ment self-perception in helping cli-
nicians develop individual CME
programs designed to improve
practice outcomes, clinical knowl-
edge, and physician comfort.
Table 5 shows that KP physicians
strongly prefer lecture and other
group activities and that physicians
feel the lecture format can help
change medical practice. This pref-
erence for the lecture format might
be a consequence of physicians’
long familiarity with the format
(dating back to college and medi-
cal school) and the opportunity the
format provides them to interact
with colleagues. However, by
themselves, CME lectures rarely
lead clinicians to change their be-
havior or lead to improved patient
outcomes.>” Nonetheless, the lec-

ture format has been suggested as
valuable for raising awareness—
in particular, awareness of new in-
formation—and for helping clini-
cians to decide on practice
changes.” Lectures can continue
to be used selectively—especially
in these ways—but must be com-
bined with more interactive learn-
ing format to allow participants to
practice new skills and discuss
how to implement new practices
and behavior. Tools for facilitating
and reinforcing behavioral change
should therefore be designed for
use before and after completion
of CME programs so that clinicians
may improve their chances of
achieving desired practice out-
Comes.3,4,677,10,11

We were not surprised to find
that physicians perceive evidence-
based medicine and clinical guide-
lines as most valuable for provid-
ing clinical care (Table 7). Presen-
tation skills and office-based teach-

Table 5. Respondents’ preference for CME format ing and precepting are more likely
Percentage of respondents with to be important to the minority of
preference based on format utility respondents who are organiza-
Strong No Mean Lo 3
influence’ | influence” of scale tional leaders, CME facplty, or
p pep regular teachers of medical stu-
Format preferred on basis of utility: .
dents and residents. That customer
Lecture 88.47 1.32 4.31 ) L
— service, communication, and cul-
Workshop 78.60 5.56 4.11
1 - =03 T8 % tural competence were the CME
Jour.m Sf MOnosrapis BEk - 5.6 topics considered least valuable
Audio/videotapes 31.82 32.78 2.96 highlights the gap between the
Intranet/Internet 29.34 34.24 2.89 importance of these topics as per-
Floppy disk/CD-ROM 21.50 43.85 2.62 ceived by clinicians and the im-
Format preferred on basis of effectiveness: portance of the topics as perceived
Lecture 88.87 0.30 3.38 by administrators who select or-
Real-time interaction with colleagues 85.53 1.42 3.34 ganizational initiatives. To help
Hands-on demonstration/workshop 82.85 1.37 3.31 close this gap, we suggest that
Small-group presentation/case discussion 80.53 1.21 3.16 these topics be incorporated into
Panel discussions 75.77 2.38 3.02 clinical curricula at the “examina-
Individual training with preceptor 75.72 5.51 3.19 tion room” level. For example, in-
Written material (journal, monograph, etc) 65.40 2.68 2.82 stead of teaching physicians how
Videotape/audiotape 50.53 10.37 251 to be “culturally competent,” a more
Online (Intranet, Internet) 41.02 17.60 2.32 appropriate strategy might be to
CD-ROM/floppy disk-based 35.00 20.18 2.21 incorporate into a clinical context

use of skills specifically related to

*Corresponds to response score of 4 or 5 on 5-point scale ) . )
diverse populations. By relating

PCorresponds to response score of 1 or 2 on 5-point scale
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Table 6. Barriers to respondents’ participation in CME programs

Percentage of respondents

Strongly Strongly Mean
agree* disagree” | of scale

The dates of the program are not convenient 62.87 2.43 6.08
The location takes too much time to reach 52.25 5.560 6.21
The location is too costly 50.63 6.78 6.09
CME scheduling interferes with my personal or family 18.11 17.35 4.67
responsibilities
CME scheduling interferes with my patient care 17.70 17.55 4.01
responsibilities
I don’t receive enough information about CME 11.79 23.52 4.07
opportunities
I don’t have the energy for more professional activities 9.36 29.44 3.82
outside of work
CME topics are not relevant to my practice 12.09 33.59 3.09
A majority of my learning needs are satisfied through my 2.48 20.25 3.53
practice
Catching up on my clinical responsibilities is too hard 4.96 40.36 3.22
after attending CME programs
CME programs don’t match my personal style of learning 3.14 38.59 3.15
CME does not help advance my career 2.63 49.67 2.79
CME does not help me improve care of my patients 2.23 57.97 2.52
Many of my past experiences with CME have been 1.11 57.06 2.47
negative
Sometimes I lack confidence in my ability to learn new 0.46 71.22 2.04
skills or techniques
CME is not a requirement for my job 1.32 71.32 2.02

That customer
service,
communication,
and cultural
competence
were the CME
topics
considered least
valuable
highlights the
gap between
the importance
of these topics
as perceived by
clinicians and
the importance
of the topics as

“*Corresponds to response score of 7 or 8 on 8-point Likert scale. perceived by
PCorresponds to response score of 1 or 2 on 5-point Likert scale. administrators
who select
Table 7. Importance of CME topics for helping respondents to provide patient care Ol‘ga.n'ilc’!. tional
Percentage of respondents rating Initiatives.
importance of topic
Topic very Not Mean

Topic important’ | important” | of scale

Evidence-based medicine 62.77 3.19 2.64

Clinical guidelines 61.70 3.82 2.58

Quality improvement 40.92 9.31 2.32

Medical-legal/regulatory issues 35.66 9.71 2.26

Computer skills 37.68 14.01 2.24

Time management 37.68 16.24 2.22

Data interpretation 34.40 14.72 2.20

Communication/conflict resolution/behavior 33.84 16.84 2.17

change skills

Utilization management (eg, laboratory, imaging, 29.44 14.11 2.17

pharmacy, hospital, referrals)

Customer service 28.28 21.80 2.07

Negotiation skills 24.08 23.01 2.01

Presentation skills 22.96 24.89 1.98

Cultural competence 19.22 21.24 1.98

Office-based teaching/precepting (students, residents) 20.08 27.52 1.92

*Corresponds to response score of 3 on 3-point scale.

PCorresponds to response score of 1 on 3-point scale.
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skills directly to patient care, phy-
sicians will increasingly find rel-
evance in topics such as customer
service and cultural competence.

Next Steps for the
KPNCME Committee

As a result of this needs assess-
ment, the KPNCME Committee has
developed several follow-up steps
for enhancing CME programs:

1. A subcommittee of the
KPNCME Committee has been
working with the Care Man-
agement Institute and staff of
the Permanente Knowledge
Connection to develop and
refine online CME modules.
The subcommittee will re-
quire continual input on how
to make these programs more
accessible and user-friendly.
As more of our clinicians use
computers in the workplace,
the subcommittee will moni-
tor usefulness of computer-
ized CME format over time.

2. Acknowledging that gender
may be an important deter-
minant of preference for CME
format and content'*"*—and
that we did not analyze re-

sponses by gender—the next
version of the national KP CME
needs assessment will assess
effect of gender on preference
for schedule and location of
national conferences as well as
other potential gender differ-
ences in learning preference
among our physicians.

. Table 5 shows that many of

our physicians continue to
value written CME materials.
The KPNCME Committee will
work to strengthen our exist-
ing relationship with The
Permanente Journal and will
cultivate new relationships
with the Care Management In-
stitute to develop case-based,
written educational materials
on topics of programwide
importance to KP.

. Results of the needs assess-

ment are consistent with find-
ings published in the CME lit-
erature and underscore the im-
portance of using multiple dif-
ferent educational formats to
meet the needs of a wide
range of learners. The
KPNCME Committee will con-
tinue working with conference

planners and other key KP
stakeholders to develop and
provide educational opportu-
nities that meet KP organiza-
tional goals as well as the
needs of individual learners.

Recommendations

On the basis of these results, the
KPNCME Committee has developed
the following recommendations:

Recommendations for CME
Planners and Organizational
Leaders

Explicit, strong links should be
created between CME planning
(individually, locally, and nation-
ally) and measures of quality and
utilization as well as other objec-
tively measured data.

At all levels—from local depart-
ment chiefs to Regional Medical
Directors—Permanente leaders
should encourage physicians to
select CME programs on the basis
of individual performance data and
subjectively perceived need. One
strategy for accomplishing this goal
would be for each physician’s
regular performance evaluation to
incorporate discussion of com-

Table 8. Respondents’ opinions on dates and locations of Kaiser Permanente
National CME programs
Percentage of respondents
giving opinion
Strongly Strongly Mean
agree® disagree® | of scale
Vary geographic location from year to year to facilitate 65.60 3.29 4.91
attendance by different clinicians
Allow time for relaxation and family time as well 64.19 5.87 4.86
as CME time
Vary program dates from year to year to facilitate 62.32 4.70 4.81
attendance by different clinicians
Hold at resorts or other locations conducive to 63.43 5.77 4.80
relaxation and wellness
For convenience, hold at locations near my medical 36.42 16.79 4.03
office

Corresponds to response score of 5 or 6 on 5-point Likert scale.
PCorresponds to response score of 1 or 2 on 5-point Likert scale.
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pleted and planned CME activities.

Local, regional, and national CME
program planners should incorpo-
rate high-level quality and utiliza-
tion data into selection of topics
for CME programs.

When designing group educa-
tional events or interventions, CME
planners should, whenever pos-
sible, provide opportunities for in-
teraction among learners and be-
tween CME faculty and learners.
Conferences should incorporate
multiple teaching formats, includ-
ing lectures (to introduce new in-
formation) and small, skill-based,
interactive groups (to provide
structured opportunity for practic-
ing skills, networking, and shar-
ing ideas).

Skills such as cultural compe-
tence, customer service, and pa-
tient-physician communication
should be taught in the context of
“clinical curriculum” by teaching
how these specific skills relate to
care of patients with specific prob-
lems. This approach will show the
practicality and utility of these skills
for physicians and will increase the
likelihood of implementing new
skills in medical practice. CME
planners should consider formally
evaluating how practice and pa-
tient outcomes are affected by this
method of teaching these skills.

To reach a broader potential au-
dience, KP national CME programs
should be given at rotating loca-
tions and on various dates.

Recommendations for
Physicians as Learners

To enhance their learning expe-

rience, physicians can:

e Use feedback they receive
about individual quality, uti-
lization, patient satisfaction,
and other elements of health
care practice to help select
educational opportunities and

other opportunities for profes-
sional development;

e Select interactive educational
formats (eg, workshops, dem-
onstrations, case-based pro-
grams) for most CME in or-
der to increase the likelihood
of improving or changing
practice;

e Select lecture only to verify
alignment with current prac-
tice, to learn about new ma-
terial, or to help decide
whether to implement a prac-
tice change. [J
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APPENDIX A

Kaiser Permanente National CME Program Mission Statement

Purpose

The Kaiser Permanente National CME Program
seeks to improve the skills and effectiveness of indi-
vidual clinicians in the clinical encounter and physi-
cian leaders in the development and management of
the care delivery system so that patients receive high
quality, caring, affordable health care. By providing
learning opportunities designed to improve the clini-
cal, behavioral, and leadership skills and knowledge
of physicians and physician leaders, the National CME
Program supports the organization’s national strat-
egy to improve the health of Kaiser Permanente
members and the health of the communities which
are served by Kaiser Permanente.

With a National CME Program in place, Kaiser
Permanente will be well positioned to realize the
organizational vision of becoming the world’s leader
in improving health through high quality, caring, af-
fordable, integrated health care.

Content Areas

In addition to focusing on clinical and behavioral
competencies in the provision of care to patients,
we believe it is critical for physicians to receive rel-
evant training in leadership and management tools
and strategies. Therefore, the scope of the National
Permanente CME program will focus on three areas:
Clinical skills (cognitive and technical); service be-
havior skills (both clinician-patient communication
as well as interpersonal relationship skills); and lead-
ership and management skills (business knowledge
and skills, systems thinking, problem-solving, etc).

Target Audience

Permanente physicians practice in many states. Our
program is designed to offer CME activities to all
Permanente physicians in the United States as well
as to affiliate medical group physicians and to indi-
vidual practitioners with whom we contract to pro-
vide care to Kaiser Permanente members. The edu-
cational activities are suitable for including other
members of the health care team as appropriate.

Types of Activities Provided

We will provide educational activities to improve
the clinical, technical, behavioral, and leadership skills

of Kaiser Permanente physicians. These activities will
support the communication of new scientific infor-
mation and clinical guidelines; acquisition of tech-
nical, behavioral, medical informatics skills; dissemi-
nation of clinical and delivery system innovation
and best practices; and development of leadership
knowledge and skills.

We will develop and implement activities using a
variety of learning modalities, such as conferences,
workshops, symposia, videoconferencing, self-admin-
istered and enduring materials such as videotapes,
CD-ROM, and Internet-based CME activities.

Expected Results

We expect our educational activities to improve the
care delivered by Kaiser Permanente physicians and
by associate providers in the following ways:

e Clinicians will enhance clinical skills and effec-

tiveness in caring for patients.

e Clinicians will implement tools from new tech-
nologies, practice guidelines, clinical innovations,
and best practices to improve patient care.

e Clinicians will use effective communication and
interpersonal skills to increase patients’ satisfac-
tion with their care experience.

e Clinicians will use effective collaboration and
teamwork skills to increase continuity of care and
patients’ satisfaction with the care experience.

e Clinicians will acquire leadership skills in the
development and management of care delivery
systems to enhance member health and satis-
faction.

Ultimately, educational activities should improve
health outcomes, patient satisfaction with the care
received, clinicians’ satisfaction with their work, and
effectiveness of the delivery systems to support the
care provided to patients. Although the impact of
any individual educational activity on these out-
comes cannot be easily determined, the Kaiser
Permanente National CME Program seeks to ensure
that educational activities are planned with these
results as goals.

Reproduced by permission of: Jill Steinbruegge, MD, AED
Sfor Physician Development, The Permanente Federation,
Oakland, CA.
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