
Introduction
Injury or trauma resulting from
domestic violence is a frequent rea-
son for healthcare visits, but the
signs are going unnoticed by
healthcare professionals, so says the
literature and John M. Harris, Jr,
MD, President of Medical Direc-
tions, Inc. (MDI), an education
company working to promote
change in this area. The changes
are for good reasons: there is 
a high societal cost associated 
with failing to address domestic 
violence, and experts in the field
agree that healthcare professionals
who deal with domestic violence
issues need to improve skills and
build confidence when encounter-
ing a situation in practice.

Harris noted, “The best approaches
to domestic violence by healthcare
systems seem to involve profes-
sional education along with case
management and systems solutions
that anticipate needs and reduce
the burden of response on individ-
ual healthcare professionals.” 
Of course, they also need to reach
a multitude of physicians. Here 
is where an Internet-based domes-
tic violence CME program offers
promise. 

Changing Behavior 
Through Education
Harris knows the value of the 
Internet. “There is no other
medium out there that lets so 
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Changing Physician Behavior With an
Online Program in Domestic Violence

With this comes an entirely different
approach to designing, implement-
ing, and evaluating CME, because it
starts with understanding where the
problems are in the provision of
healthcare. With a shift toward
improvement in healthcare out-
comes, CME providers would work
backward from outcomes to the
appropriate learning experiences for
the individual and/or the healthcare
team, rather than starting with the
activity itself. As an example, Green
noted that CME is likely to revolve
around activities relevant to physi-
cian self-assessment of their compe-
tencies. “These are the kinds of
things we need to do,” he said. 

And others agree. “We need to
shift from offering episodic live meet-
ings to a more multifaceted

Continued on page 3

CMEBRIEFING
CME Leadership in the 21st Century:
Preparing for a Different CME
According to current leaders, CME is in for a radical change. Although
not a particularly new insight, it has been gaining momentum lately.
Those who plan to lead CME in the future need to know what that future
will be. An intense leadership program is helping people understand 
the nature and scope of the change, how the change can affect CME
providers, and how leaders can be most effective in the new CME system.

CME: A New View
So what will the future be? According to Joseph Green, PhD, Associate Dean for
CME at Duke School of Medicine, Durham, North Carolina, “The bottom line
of CME in the past has been the activities we produced—how many, how much
they cost, how many people came.” In essence, CME was more activity-oriented
than learner-oriented. “Not only do you have to focus on the learner,” explained
Green, “you have to focus on the learner in the context in which they are learn-
ing, which is the healthcare environment where they practice medicine.”

Continued on page 4
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AMA PRA Booklet Is Available

The American Medical Association Physician’s Recognition Award 
(AMA PRA) Information Booklet for CME Providers Version 3.2 is avail-
able. The PRA certificate and credit system was established by the AMA to
recognize those physicians who stay current in the field by taking part in
CME activities. The AMA PRA Booklet provides in one convenient source
the standards that must be applied for CME activities designated for AMA
PRA category 1 credit—a vital tool for all accredited providers. 

To obtain a PRA booklet, application, or other information, visit 
www.ama-assn.org/go/pra, or send an email to pra@ama-assn.org, or 
call 1 (312) 464-4672.

Bulk copies of the booklet or application may be ordered from the 
AMA by calling 1 (800) 621-8335. 

Is there a new statement that can be
used by CME providers prior to 
receiving official notification by the
American Academy of Family 
Physicians (AAFP) of CME credit 
determination?

Yes. In June 2002, the AAFP’s 
Commission on Continuing 
Medical Education approved the
statement CME providers can 
use prior to receiving official 
notification of AAFP CME credit
determination but only after 
the application for CME credit has
been received by the AAFP for
review. The statement must 
be printed as follows and the sec-
ond sentence must appear in bold:
“Application for CME credit has
been filed with the American 
Academy of Family Physicians.
Determination of credit is 
pending.”

Is it true that some of the accrediting
organizations have “joined forces” in
their application process for providers
seeking accreditation?

Yes. In an effort to consolidate docu-
mentation for accreditation that is
essentially the same, the Accreditation
Council for Continuing Medical Edu-
cation (ACCME), the American
Council on Pharmaceutical Education
(ACPE), and the American Nurses
Credentialing Center (ANCC) have
developed a unified self-study report
for accreditation, which means that
providers seeking accreditation status
from two or more of these accreditors
can get some relief in the accredita-
tion process. The new unified report
will be field-tested through Septem-
ber 2003. For more details, interested
providers should visit the websites for
these organizations: www.accme.org,
www.acpe-accredit.org, www.nursecre-
dentialing.org.

Just Ask
To begin a network among readers and to address some of the practical
issues facing those who work in continuing medical education, 
CME Briefing is starting a column of commonly asked questions and
answers. If you have a question about CME issues, Just Ask. Contact
PPSCME-Editor@pwcg.com. Here’s a sample of what you can expect in
coming issues of CME Briefing. 
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many people interact with each
other,” he said, “and that’s the
power of it.” He sees it as a golden
opportunity for a program on this
topic.

The online CME program on
domestic violence started in 1999.
At this time, MDI worked with Dr
Zita Surprenant and Dr Roland
Maiuro, experts in these issues, to
create scenarios that would engage
primary care physicians in the
medical aspect of a case, and then
offer a trigger or clue that some-
thing is not right or that a situation
of domestic violence could be sus-

pected. The program provided a
specific educational message
around the mnemonic “RADAR” to
help physicians better manage
domestic violence patients: Rou-
tinely screen female patients, Ask
direct questions, Document your
findings, Assess patient safety, and
Review options and referrals.

The program communicated key
behavioral messages, guided physi-
cians through the office screening
process, and offered downloadable
tools to be used as office aids. Hun-
dreds of physicians took part, 
giving many positive responses to
this version of the program, which
is being updated and expanded for

specific specialty groups.
Harris emphasizes, “CME really

is about changing behavior
through education–about doing
something different, doing it 
better.” But he also knows behavior
may not change without an 
accompanying change in attitudes,
beliefs, and knowledge (see 
Figure).

The Logistics of All This
Harris calls domestic violence a
CME “orphan,” standing with some
other social issues not associated
with a drug and, therefore, not
always benefiting from traditional
sources of grant support.

A resource his company used for
the program’s development was the
government’s Small Business Inno-
vation and Research (SBIR) pro-
gram. The National Institutes of
Health funds the program to allow
small businesses to develop innova-
tive projects that deal with health-
care. The SBIR process includes
three phases: the first phase pro-
vides a grant for “proof of con-
cept”; the second provides a grant
for development of a product and
testing (evaluation); the third (not
funded by SBIR) is commercializa-
tion of the product.

MDI used a Phase 1 grant in
2000 to improve and evaluate the
online domestic violence program.
This work was detailed in a 2002
Family Medicine article. When MDI
studied the effects of the online
program, it measured the pro-
gram’s results in changing physi-
cian attitudes and beliefs using a
survey developed at the University
of Washington. Surprisingly, the

online program showed better
results than had been achieved by
researchers at the University of
Washington in a live 2-day course.

Based on these strong findings,
MDI received a second SBIR grant
in 2002 to measure actual changes
in physician performance after par-
ticipation in the program, as
demonstrated by increased screen-
ing and an improved ability to
refer patients to appropriate com-
munity resources. In other words,
the grant will enable MDI to look
for very specific behavior outcomes
to see if physicians, after participat-
ing in this program, are better at
screening and referring patients.
“The way physicians can improve
the health outcome in domestic
violence,” Harris said, “is by screen-
ing for it, and when they find it, by
doing the right thing.” 

Under the second grant, MDI
will conduct two studies on online
CME in domestic violence in four
cities. One of the studies will be
done in Phoenix, Arizona, and
Kansas City, Kansas. MDI will be
working in Phoenix with Prime-
Care, a physician network managed
by Banner Health, a large hospital
system, and in Kansas City with a

local medical society, to recruit
physicians from several primary
care specialties and randomly
assign them to the online program
(education arm) or not (control
group, no education). 

The 3-year study will evaluate
physician offices of the education
and control arms before and imme-
diately following the education
program to determine if the prac-

Changing Physician
Behavior With an 
Online Program in
Domestic Violence
Continued from page 1

Change in attitudes and beliefs

Change in behavior

Change in performance

Change in outcome

Figure. The Sequence 
of Events
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Continued on page 10

“CME really is about
changing behavior through
education–about doing
something different, 
doing it better.”

“The best approaches to
domestic violence by
healthcare systems seem 
to involve professional
education along with case
management and systems
solutions that anticipate
needs....”
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approach of nontraditional education
interventions, based heavily on physi-
cian self-assessment,” said Bruce Bel-
lande, PhD, Executive Director of the
Alliance for CME, Birmingham,
Alabama. He noted many of the fac-
tors in the CME environment that are
driving this new focus (Figure).
Robert E. Kristofco, MSW, Director of
CME at the University of Alabama in
Birmingham, also has a good idea
about physician needs. According to
Kristofco, “We have to pay attention to
activities that are going to change the
landscape of CME, including resi-
dency training, maintenance of com-
petence, and recertification.” Echoing
the sentiments of many, Kristofco
added, “How we get from where we
are today to where we need to be is
where leadership comes in.”

How leaders can move the current
system of CME toward its new future is
what the Leadership Conference was
all about.

CME Leadership in the 21st Century:
Satisfying a Current Need
One major problem with cultivating a
new generation of leaders to guide,
direct, and implement the profound
and significant changes facing CME is
that there are no established pro-
grams to do so. Green noted, “We
don’t have any mechanism for train-
ing the next generation of CME lead-
ers, not in a formal systematic way.” 
While Green was uncovering this
need, Murray Kopelow, MD, MSC,
FRCPC, Chief Executive of the
Accreditation Council for Continuing
Medical Education, Chicago, Illinois,
had been considering a program for
physician leadership in CME. Accord-
ing to Kopelow, “Physician leaders in
CME need to know about education,
they need to know about education in
the context of quality improvement,
and they need to know system issues
across the healthcare and health edu-
cation system in order to conceptual-
ize their role.” In fact, there was really

no difference between the needs of
the physician leaders and nonphysi-
cian leaders in this regard. They both
need the same thing—a need that this
conference clearly satisfied. 

Helping Leaders Improve and
Expand the World of CME
The 4-day conference, CME Leadership
in the 21st Century, held in September
2002, brought together potential and
future leaders in CME to prepare
them for the challenges ahead. Green
served as cochair, with Bellande,
Kopelow, and Kristofco (among oth-
ers; see Leadership Conference Faculty,
page 7) serving as faculty members.
The conference utilized group discus-
sions, panel debates, case-study work-
shops, and mentoring sessions on topics
that included the healthcare environ-
ment, physician learning, and the future
CME system. The conference was
cosponsored by the Duke Office of Con-
tinuing Medical Education and Thom-
son Professional Postgraduate Services®,
Secaucus, New Jersey.

Green, along with cochair Marty
Cearnal, President and Chief Execu-

tive Officer, Thomson Physicians
World, wanted the conference to be
real-world oriented—practical, prag-
matic, and applicable. Green adminis-
tered a leadership challenge form up
front for participants to identify their
greatest obstacles. Participants were
encouraged throughout the program
to keep their leadership challenge top
of mind and to think about how they
would apply what they were hearing at
the sessions to their challenge. An
implementation plan, also a require-
ment for participants, asked them to
state what they gained from the meet-
ing and how they would be applying it
“back home.” Participants have also
agreed to take part in an evaluation 3
to 4 months after the program. 

The real value of the conference,
noted Bellande, was that it made the
participants aware of the scope and
significance of the changes facing
CME, and it provided an opportunity
for experts to present the new vision
of CME and the implications of that
vision. (See Synergizing Resources for a
Better CME, page 5.) According to Bel-
lande, “The meeting will send forth a

CME Leadership in the 21st
Century: Preparing for a
Different CME
Continued from page 1

Deaths related to medical errors are increasingly apparent, calling into 
question patient safety and whether CME is addressing physicians’ true needs

Organized medicine focuses on the use of CME in maintaining 
physician core competencies (ie, ABMS, FSMB, AMA, CMSS)

Relationship between the healthcare professional and industry is
addressed (ie, PhRMA Code, OIG Draft Guidance)

CME community focuses on obtaining tangible evidence of physician 
behavior change, and on content validity (use of evidence-based CME vs
alternative medicine or practice not supported by qualified research findings)

CME system overhaul likely to address the need for physician 
self-assessment and maintenance of competency (all players)

ABBREVIATIONS
ABMS = AMERICAN BOARD OF MEDICAL SPECIALTIES; FSMB = FEDERATION
OF STATE MEDICAL BOARDS; AMA = AMERICAN MEDICAL ASSOCIATION;
CMSS = COUNCIL OF MEDICAL SPECIALTY SOCIETIES; PhRMA = PHARMA-
CEUTICAL RESEARCH AND MANUFACTURERS OF AMERICA; OIG = OFFICE
OF THE INSPECTOR GENERAL.

Figure. Driving Factors in CME: An Environmental Scan



cadre of new leaders to help us
move the profession forward and
help their colleagues better under-
stand how CME is changing, in what
direction it is changing, and the new
skill set that leaders must possess.”
(See Leadership Skill Set for a Future
CME, page 7.)

Adding to the meeting dynamics
was a good cross-section of partici-
pants. Said Kristofco, “The cross-sec-
tion made a difference, because par-
ticipants could appreciate other
dimensions of their concerns.” 

“Taking the time to find out
about all of the players in the CME
arena” is an important aspect of suc-
cessful leadership, noted Maureen
Doyle-Scharff, conference partici-
pant, and Director of Professional
Affairs, Pharmacia, Washington,
New Jersey. Doyle-Scharff is head of
a division that works closely with
professional associations at the
national and state levels in support-
ing medical education for their
members. Pharmacia was one of the
supporters of the Leadership Con-
ference, which is not surprising
given its history in CME. Noted
Doyle-Scharff, “Pharmacia, our
legacy company The Upjohn Com-
pany, and Searle take pride in being
some of the forerunners in defining
the role of industry in working with
accredited CME providers.” (See
Achieving Success in the Partnership of
Industry and CME Providers, page 6.)
Pharmacia also supports other CME-
related endeavors. 

For Doyle-Scharff, the valuable
aspect of the conference was the
opportunity to hear from her men-
tors and, for her own professional
development, verification that she is
on the right track in her thinking
about CME. For Mila Kostic, Director
of Continuing Medical Education at
the University of Pennsylvania
School of Medicine, Philadelphia,
this was a rare opportunity to
exchange experiences and ideas
with colleagues and faculty in a
small group setting.

In talking about what the Leader-
ship Conference achieved, Kopelow
said, “Maybe we have germinated
conceptually the development of the

CME professionals, and it will
spread.” And perhaps it should. In a
March 2002 Task Force Report, the
Council of Medical Specialty Soci-
eties noted 16 recommendations for
the repositioning of CME to be in
line with the maintenance of physi-
cian competence. One of those rec-
ommendations is: The CME enter-
prise should encourage the
development of educational oppor-
tunities for CME providers to
engage in continuous learning and
professional development, to
acquire the skills and competency
necessary for effective implementa-
tion of the new system proposed
herein. “The Leadership Confer-
ence,” said Kopelow, “was exactly the
implementation of that recommen-
dation.” 

Under the New System, Should
CME Leaders Be Certified?
“The leadership in CME,” Kostic
noted, “is facing increasing demands,
and these changes require constant
personal and professional improve-
ment and growth.” With such a heavy
focus on CME leadership skills and
abilities in the new CME system, an
obvious question arises: Should CME
leaders be certified? 

Bellande has asked this question
before, specifically in a 2-year study
conducted among the membership of
the Alliance for CME. In assessing the
data, Bellande and the Alliance
learned that those with less experi-
ence, lower education levels, and
shorter tenure placed more value on
certification for themselves than those
with more experience, education, and
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Synergizing Resources for a Better CME

Mila Kostic, Director, Continuing Medical Education, 
University of Pennsylvania School of Medicine

With previous CME experience in medical education and communication,
I recently assumed responsibility for leading the CME office of the Univer-
sity of Pennsylvania Medical School. My challenges are no different than
those we all face at this time, most importantly, how to motivate stakehold-
ers around me to change the ineffective and inefficient practices in CME,
and how to energize physician educators in a large health system to
become partners in developing meaningful, engaging, highly targeted
CME offerings that make sense for today’s diverse group of practicing
physicians. An even greater challenge is how to integrate this so that the
CQI department (continuous quality improvement), P&T Committee
(Pharmacy and Therapeutics), educators, researchers, and clinicians start
communicating effectively. 

One of the roles I see for our CME office is to be a cohesive element in
this patchwork, because isolated CME offices (of whatever background)
cannot do it alone anymore. It takes expertise from a number of different
fields to develop a CME system that will truly serve physicians. This system
should accommodate individualized educational needs and learning pref-
erences, which means we need to start with individual assessment of a
physician’s skills and competencies and offer a multitude of educational
interventions in a variety of formats that can translate into more effective
targeted education, and increase the quality of healthcare at all levels. 

The solutions are in partnerships, and the leaders in the field must have the
vision and talent to synergize the resources. It will take regulatory and gov-
ernment healthcare agencies, specialty boards and societies, academic med-
ical centers, large healthcare systems, the pharmaceutical industry, communi-
cation companies, publishers, individual researchers and clinicians, and
interactive learning systems, among others, to make the qualitative leap. 



tenure. When respondents were asked
if they were willing to invest the time
and money needed for certification,
the level of interest fell dramatically.
“From the association perspective,”
Bellande said, “we did not see the
need to pursue certification, given the
lack of evidence from the data.”

The process of certification itself
comes with its share of problems, as
noted by Kristofco, who also is not
convinced that a certificate or designa-
tion program could add value in this
arena or encompass a broad enough
spectrum to prepare people for their
responsibilities and challenges. 

But both Bellande and Kristofco
agree that if a designation program
of some kind were to be instituted, a
program like the Leadership Con-
ference has the energy it takes to
serve as a centerpiece program. The
conference went well beyond that of
passing along interesting informa-
tion or discussing the requirements
for job performance.

Paralleling what is going on now
at the graduate medical education
level, the model for such a designa-
tion program would:
• Identify the core competencies 

of the CME provider
• Define the skill set for CME 

providers across different venues
• Develop provider-specific 

curricula based on the skill sets
• Recognize competence of 

CME providers
Bellande noted, “Once we have

identified, created, and defined the
elements toward recognition, then
certain types of education experi-
ences could be applied to different
areas, where applicable, and this
includes the Leadership Conference.”

A Future for the Leadership
Conference Begins
Despite the uncertainty of a formal
certification program for CME profes-
sionals, the future for the Leadership
Conference is strong. Plans to repeat

the conference are already in place,
with a new date set for October 2003.
(See For Your Calendar.) An extensive
debriefing at the first conference is
helping to guide some revisions to
the program that can enhance the
experience. The cosponsors are con-
sidering longer times for participant
sessions with their personal mentors,
and a slightly different format for
case studies, where team members
remain the same throughout the
conference. Also under construction
now is a website that will serve not
only as an information resource for
future conferences, but also as a
source for presentations made by
faculty, and a place where alumni of

the conferences can continue dia-
logue and exchange.

After attending the conference,
Kostic noted, “I learned that those of
us in CME have an important role to
play in one of the biggest problems
facing our society—the improvement
of the quality of healthcare. We now
have an opportunity to become lead-
ers and promoters of the desired
change.” Bellande voiced what every-
one involved with the conference
knows to be true as they face the new
vision for CME. In terms of cultivat-
ing the next generation of CME
leaders, “The time is right to pursue
this.” CME Leadership in the 21st 
Century will be part of that pursuit.
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CME Leadership in the 21st
Century: Preparing for a
Different CME

Achieving Success in the Partnership 
of Industry and CME Providers: 
A Conversation With a Member of Industry

Medical education is true learning where those who attend gain knowledge, 
apply it to their profession, and then continue to practice it. It is reinforced by 
various programs that they participate in, or reminder systems that are put 
in place, so that their behavior changes for the better, which ultimately manifests 
as better patient care and better patient outcomes. 

Maureen Doyle-Scharff, Director, Professional Affairs, Pharmacia

The greatest challenge for the CME provider and industry supporter
working together is a true appreciation for the partnership and for the
worlds both entities work in. Many companies within industry have
become so conservative that they are almost paralyzed. We are losing cre-
ativity. In the past we took “creativity” too far, at the expense of good,
solid education. It was short-term gratification versus an investment in the
education of those we are trying to reach. But you can be creative and
innovative, and still work within the guidelines and standards. The per-
ception is that in order to do this well, the CME provider and industry
supporter “boxes” don’t overlap, but they in fact do overlap considerably. 

We need to change the paradigm of using medical education as a means
to bombard physicians with information we want them to know, and shift it
to providing them with information that truly meets their needs and posi-
tively impacts patient care. The worst-case scenario is that, if we cannot self-
regulate, the government could (and some might say should) get involved.
Government regulation and oversight are likely to negatively affect the
ability of physicians who are seeking information to improve themselves
and their practice. Innovation—and patient care—would ultimately suffer.
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Leadership Skill Set
for a Future CME
CME seeks new kind of
leader for successful future.
Must be:
• Attuned to what’s happening

in the healthcare environment
in which the physician works

• Knowledgeable about all the
players in the arena

• Informed on the politics and
financing of healthcare

• Familiar with the research on
how physicians learn and
change behaviors

• Analytical, with an ability to draw
conclusions from research find-
ings

• Able to think “outside the
box” and collaborate with rep-
resentatives from credential-
ing, quality assurance, and
quality improvement 

• Computer literate, and informed
about information technology
and online education

• Intellectually curious 
• Innovative
• Flexible to change
• A risk-taker
• A good listener
• Open-minded
• Enthusiastic
• Supportive to colleagues as

they deal with change
• A tough critic of their own

performance

“With this new vision of
CME, we have to look at 
the competency of CME
providers. To do this, we
need a concerted effort to
define a new skill set.”

Bruce Bellande, PhD
Executive Director,
Alliance for CME

Leadership Conference Faculty Member 

Joseph Green, PhD
Program Cochair
Duke University School 
of Medicine

Marty Cearnal
Program Cochair
Thomson Physicians World

Kathryn Andolsek, MD, MPH
Duke University School 
of Medicine

Bruce Bellande, PhD
Alliance for Continuing 
Medical Education

Nancy Davis, PhD
American Academy of 
Family Physicians

Robert Fox, EdD
University of Oklahoma

Harry Gallis, MD
Carolinas HealthCare System

Debra Gist, MPH
Duke University School 
of Medicine

John Kessler, PharmD
Duke University Medical Center

Murray Kopelow, MD, MSC,
FRCPC
Accreditation Council for 
Continuing Medical Education

Robert Kristofco, MSW
University of Alabama School 
of Medicine

James Leist, EdD
Duke University School 
of Medicine

James Melton, MBA
Duke University Health System

J. Lloyd Michener, MD
Duke University School 
of Medicine

Don Moore, PhD
Vanderbilt University School 
of Medicine

Howard Robin, MD
Sharp Memorial Hospitals

Mark Schaffer, EdM
Thomson Professional 
Postgraduate Services®

Jeffrey Taekman, MD
Duke University School 
of Medicine

LEADERSHIP CONFERENCE FACULTY

A survey conducted by the AMA found that nearly two
thirds of physicians access the Internet daily.

Answer : True.

Read more about the AMA survey on physicians’ use of the
Internet at: 

The AMA’s website: 
http://www.ama-assn.org/ama/pub/article/1616-6473.html

The Alliance for CME website: 
www.acme-assn.org, under Resources, Almanac
Newsletter–2002 archives, October 2002 issue

TRUE OR FALSE?



T he National Lipid Education

Council (NLEC®) was estab-

lished in 1995 to increase aware-

ness among clinicians of the diag-

nosis, treatment, and management

of lipid disorders, and the impor-

tance of treating to target guide-

lines to help control dyslipidemias

and their consequences. Educa-

tional guidance and direction for

the initiative are provided by a

Steering Committee of physicians

representing the areas of cardiol-

ogy, endocrinology, family medi-

cine, preventive medicine,

women’s health, pharmacology,

and lipoprotein research. Since its

inception, the NLEC has reached

many thousands of physicians

through a variety of educational

activities, formats, and venues,

including lipidhealth.org, an

online resource for healthcare pro-

fessionals and winner of the 2002

eHealthcare Leadership Platinum

Award for Best Site Design.

The NLEC and its website are

sponsored by Thomson Profes-

sional Postgraduate Services®

(PPS), Secaucus, New Jersey, and

supported by an unrestricted 

educational grant from Pfizer Inc.

The site offers cutting-edge CME

activities, including virtual and

interactive case studies. Incorpora-

tion of interactive diagnostic 

tools in the case studies (such as

angiogram, chest x-ray, intravascu-

lar ultrasound, echocardiogram)

offer real-life learning experiences

for users, more so than other CME
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Excellence in online CME was recognized at the November 2002
Forum in Healthcare Strategists’ Internet and Technology Conference,

when the winners of the Third Annual eHealthcare Leadership
Awards were announced. The Leadership Awards are presented 
by eHealthcare Strategy & Trends, a monthly publication and online
resource for Internet news, trends, and technology that considers
the perspectives of both Internet authorities and healthcare 
practitioners.

There were more than 1,000 entries for this year’s awards from 
a variety of healthcare entities, including hospitals, healthcare 
systems, centers of excellence, medical practices, health maintenance
organizations, professional societies, communication/education
companies, pharmaceutical companies, and business improvement
initiatives. Eighty judges evaluated entries in several award categories.

Winning the platinum award—the highest honor—in the group 
classification for Physician/Clinician-Focused Site were the following:

Award category: Best Health/Healthcare Content

Criteria: Extensive, balanced, up-to-date, well-organized, 
credible material that can be tailored to individual needs

Organization/site: MDLinx Inc., for MDLinx.com

Award category: Best Interactive Site

Criteria: Focus on the site’s interactive features and technologies 
in the delivery of healthcare information; in establishing ongoing 
relationships via personal Web pages, e-newsletters, e-mail alerts;
and in facilitating community groups

Organization/site: Temple University School of Medicine, for gas-
trotherapy.com

Award category: Best Overall Internet Site

Criteria: Delivery of strong health content, interactivity, medical care
support, strength of site design, and ease of navigation

Organization/site: Salu, Inc., for salu.com

Award category: Best Site Design

Criteria: Engaging design that facilitates access to key site information
and with excellent usability

Organization/site: National Lipid Education Council™, for lipidhealth.org

Be sure to visit these sites and see what makes them powerful online
resources in healthcare, and winners in online CME.

WINNERS OF THE 2002 eHEALTHCARE LEADERSHIP AWARDS

Online Programs That Are 
Making a Difference

A Website With a
Winning Design
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courses, as noted in the feedback

from those applying for CME

credit.

Those who prefer traditional CME

offerings can access the LipidMan-

agement™ newsletter, a publication

of the NLEC. Also on the site is an

extensive library of more than 

300 downloadable slides based on

the latest research and guidelines

on lipids and cardiovascular dis-

ease; updates from the current

clinical literature; related links to

medical societies, web-based jour-

nals, and more; and patient-educa-

tion materials. The site also

includes listings of NLEC events

and other medical meetings.

Design considerations for the site

included maintaining cohesiveness

across the elements of the site, sim-

ple navigational aspects, and the

ability to access maximum informa-

tion with a minimum number of

clicks. Together, these features are

working to make this a valuable

resource for clinicians. The site

has 22,000 registered users, with

more than 6,500 new registrants 

in the past year. In September,

more than 35,000 user sessions

were reported, and the number 

is climbing. 

Organizers of the site at PPS will

continue to build on success.

Looking ahead, the site will offer

more interactive features within

the case studies, it will incorporate

“webcasts,” and it will include a

mechanism for users to “build”

their own presentation by clicking

on slides in the slide library.

Board of Directors Expanded
As NAAMECC continues to grow
with new members, so does its gov-
erning board. At the September
2002 General Meeting, NAAMECC
announced the new members of its
Board of Directors:

Kurt J. Boyce
Healthways Communications Inc. 
(2 years*)

James T. Magrann
Lippincott Williams & Wilkins (3 years)

Robert F. Orsetti
University of Medicine and Dentistry of
New Jersey (1 year)

Eric D. Peterson
CoMed Communications, Inc. (2 years)

Jane Ruppenkamp
Strategic Implications International 
(3 years)

*To begin an orderly rotation of
Board members, those members
elected in 2002 will serve different
staggered terms, as determined 
by random lot. 

Become a Member of NAAMECC
The 2003 NAAMECC membership
dues are $1,200 for new members. 
You and the organization can bene-
fit by your membership! Join today
by contacting:

Jane Ruppenkamp
Chair, Membership Committee
Phone: 1 (703) 821-8400
jruppenkamp@SIIWEB.com

Now Online
Visit www.naamecc.org to learn all
about the organization or to
become a member.

Next Up for NAAMECC
NAAMECC will host its interim
meeting on Friday, January 31, 2003,
in conjunction with the Annual
Alliance for CME Conference, to 
be held at the Hyatt Regency in 
Dallas, Texas. The Educational 
Session of the evening program,
which will consist of two panel dis-
cussions, including a discussion 
of the Office of the Inspector Gen-
eral (OIG) Draft Guidance, is open
to nonmembers for a nominal
charge. For additional information,
visit the NAAMECC website or 
contact:

Rick Rodes
Chair, Program Committee
Phone: 1 (215) 283-5374
rrodes@edcomm-pdi.com

January 31, 2003
7:00–8:30 AM

NAAMECC Board of 
Directors Meeting

Evening
NAAMECC Association Meeting
5:30–6:30 PM Educational Session
6:30–7:00 PM Business Meeting

News From NAAMECC
Noteworthy news and updates from North American Association 
of Medical Education and Communication Companies, Inc. 
(NAAMECC) President, Jacqueline Parochka, EdD
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tice increases screening for domes-
tic violence and provides more
domestic violence resources to
patients. Site visits will be repeated
at 6, 12, and 18 months. A study
will also be conducted in two
smaller cities to see if a commu-
nity-wide online CME program
increases use of local domestic 
violence resources.

Harris’ ultimate goals are to
develop an online CME program
on domestic violence issues that
improves patient health outcomes
and has demonstrable benefits 
that would appeal to organizations
with similar interests. In the
future, the data may also be used
in working with a health mainte-
nance organization, hospital 
system, or physicians’ group to
incorporate the program into an
overall quality improvement initia-
tive, making online CME an 
important part of the solution to
the problem of domestic violence.

Changing Physician
Behavior With an 
Online Program in
Domestic Violence
Continued from page 3

To read more about improving
physician skills and confidence
with an interactive, case-based,
online program in domestic
violence, see:

Harris JM Jr, Kutob RM, Sur-
prenant ZJ, Maiuro RD, Delate
TA. Can Internet-based educa-
tion improve physician confi-
dence in dealing with domestic
violence? Fam Med. 2002;34:287-
292. Methods for Continuing 
Medical Education section.

28th Alliance for CME
Annual Conference 

January 29–February 1, 2003
Dallas, TX

For more information, contact:
Alliance for Continuing 
Medical Education

Phone: 1 (205) 824-1355  
Fax: 1 (205) 824-1357

Interim Meeting of the
North American Association
of Medical Education and 
Communication Companies,
Inc. (NAAMECC)

January 31, 2003
Dallas, TX

For more information, contact:
Rick Rodes
Chair, Program Committee

Phone: 1 (215) 283-5374
Email: rrodes@edcomm-
pdi.com

The 14th Annual 
Conference of the 
National Task Force on 
CME Provider/Industry 
Collaboration

September 8–11, 2003
Chicago, IL

For more information, contact:
Regina Littleton

Phone: 1 (312) 464-4637
Email: regina_littleton@
ama-assn.org

Duke University Office 
of Continuing Medical 
Education and Thomson 
Professional Postgraduate
Services®

“CME Leadership in the 21st
Century: A Case-Based Conference
for Current and Future Leaders in
Continuing Medical Education”

October 25–29, 2003
Durham, NC

For more information, contact:
Duke University Office of 
Continuing Medical Education 

Phone: 1 (800) 222-9984  
Fax: 1 (919) 681-7462

F O R Y O U R C A L E N D A R
Upcoming CME Meetings for CME Professionals


