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Massachusetts Psychiatric Society’s
Activity Planning Document
for 

AMA PRA Category 1 Credit™
Please complete the attached Planning Document in its entirety and attached all requested materials.  Incomplete applications will be returned.  Only electronic submissions can be accepted at this time.

If you have questions on any section of this application, please contact the Massachusetts Psychiatric Society by phone at 781-237-8100.  Thank you.
Attachment Checklist
	· Activity Agenda – include start and end times of individual presentations  
	 FORMCHECKBOX 
  

	· Completed disclosure forms for all faculty (speakers & planners) listed on the Planning Document
	 FORMCHECKBOX 
  

	· CVs and/or bios of all faculty  
	 FORMCHECKBOX 
  

	· Meeting minutes from all planning meetings  
	 FORMCHECKBOX 
  

	· Activity budget, including all expected income and expenses  
	 FORMCHECKBOX 
  


For submissions requesting joint sponsorship
All CME activity planning documents must be submitted 3-6 months prior to the activity date to be reviewed.
Please complete this form in its entirety.  If something does not apply, please write N/A.

Submittal Date:                Date Received by MPS:       
· I understand and agree that if this activity is accepted by the Massachusetts Psychiatric Society (MPS) with the award of AMA PRA Category 1 Credit™ to physicians, I will provide all requested information.  
· If complete information, including all planner and speaker disclosure information, is not submitted, the MPS is not obligated to provide CME credit.
· I understand and agree to the financial policies of the MPS.  
· I understand that I cannot market this activity as a CME event until CME approval has been granted for the activity.  No mention of CME will be made in any promotional materials prior to approval of this application by the MPS CME Committee.
Signature: ______________________________
 Print Name:      


Date:      
Role in planning this activity:      
SECTION A:  GENERAL INFORMATION
Activity Title:

Activity Date(s):  


Activity Time (start-end): 
 COMMENTS  \* FirstCap  \* MERGEFORMAT 
Location(s):


Audience Make-up: 

     # of Proposed Attendees (approximate range):  

Activity Contact: 

Address:

Telephone/Fax: 
Ph: 

Fx: 
Email:

SECTION B:  EDUCATIONAL PLANNING

1.
To comply with ACCME Standards for Commercial SupportSM, the MPS requires that all faculty of an educational activity complete and submit a financial disclosure form.  Faculty who refuse to sign/do not return a disclosure form will be disqualified from participating in the CME activity.

The following individuals were involved with planning and/or developing this educational activity:
	Name
	Title
	Address
	Telephone/Fax Nos.
	Email 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


 FORMCHECKBOX 
  I have attached completed disclosure forms for the planners listed above.
 FORMCHECKBOX 
  I have attached a CV/bio for each planner listed above.

The following individuals are potential faculty (speakers, moderators, etc.) for this educational activity:
	Name
	Title
	Address
	Telephone/Fax Nos.
	Email 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


 FORMCHECKBOX 
  I have attached completed disclosure forms for the faculty listed above.
 FORMCHECKBOX 
  I have attached a CV/bio for each faculty listed above.
2.
List the dates of all planning meetings:  

 FORMCHECKBOX 
 I have attached copies of the minutes for all planning meetings.
3.
Describe the professional practice gap(s) that this activity will address.
NOTE:  The ACCME defines a professional practice gap as “the difference between health care processes or outcomes observed in practice, and those potentially achievable on the basis of current professional knowledge.”
4. What sources of data/references are you using to identify this gap(s)?  
(Examples might include: Peer-review Journal Articles; Hospital Quality Improvement Data;

Public Health Data; Health Plan/Carrier references; Professional liability carrier information; etc.)
5. 
What are the educational needs of your learners based on this gap?  Please identify each need as knowledge,

competence or performance.
6.
Describe how the content of this activity matches your learners scope of practice.
7.
This activity is primarily designed to change _______? 


 FORMCHECKBOX 
 Competence                  FORMCHECKBOX 
 Performance in Practice                FORMCHECKBOX 
 Patient Outcomes          
(Competence: knowing how to do something; a combination of knowledge, skills, and performance; the ability to apply knowledge, skills, and judgment in practice.  Performance:  what one actually does in practice.)
8.
List the objectives of the activity.


As a result of participating in this activity, learners will be able to: 
a.


b.


c.


d.

9. What format(s) will be used for this educational activity?

 FORMCHECKBOX 
  Lecture & Formal Group Discussion
 FORMCHECKBOX 
  Panel Discussion


 FORMCHECKBOX 
  Journal Club


 FORMCHECKBOX 
  Case-based Learning


 FORMCHECKBOX 
  Self-directed Learning

 FORMCHECKBOX 
  Web Interaction


 FORMCHECKBOX 
  Performance Improvement
 FORMCHECKBOX 
  Simulation/Standardized Patients
 FORMCHECKBOX 
  Webinar


 FORMCHECKBOX 
  Other (Explain) 

10.
Explain how the format(s) supports the objectives and desired result.
11.
Of the ACGME/ABMS competencies listed below, please select the attribute related to this activity topic.


 FORMCHECKBOX 
  Compassionate, Appropriate & Effective Patient Care
  FORMCHECKBOX 
  Interpersonal & Communication Skills

 FORMCHECKBOX 
  Medical Knowledge
  FORMCHECKBOX 
  Professionalism


 FORMCHECKBOX 
  Practice-Based Learning & Improvement
  FORMCHECKBOX 
  Systems-Based Practice
12.
What kind of non-educational strategies could additionally be used to address this issue?

 FORMCHECKBOX 
Newsletters
 FORMCHECKBOX 
Sending Reminders about Techniques/Info Discussed at Activity
 FORMCHECKBOX 
Patient Handouts/Surveys
 FORMCHECKBOX 
Other



 FORMCHECKBOX 
Follow-up Cards/Emails
 FORMCHECKBOX 
N/A
13.
The identification of CME needs was made free of the control of a commercial interest.

 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No 

14.
Will this activity address a risk management issue? 
 FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No 
NOTE: The Massachusetts Board of Registration in Medicine defines risk management study as follows – It must include instruction in medical malpractice prevention, such as risk identification, patient safety and loss prevention, and may include instruction in any of the following areas: 

• medical ethics • quality assurance • medical-legal issues • patient relations 
• participation on peer review committees • utilization review that directly relates to quality assurance 
• non-economic aspects of practice management
At least some of the instruction should focus on medical malpractice prevention, and all instruction should be in one or more of the areas described above. 
15.
Incorporating information presented above, please provide a brief (200-300 words) description of this activity.  This description will provide the CME Committee with a better understanding of the content and the expected outcomes.  This description may also be used for marketing purposes. 
SECTION C:  MARKETING/PROMOTION 

1.
How will this activity be marketed?  (Means of communication/distribution)
2.
To whom will this activity be marketed?

NOTE:  The MPS must approve all promotional fliers/brochures/e-mail notices in advance of distribution.  The terms “credit applied for” or “pending CME approval” must not appear in promotional literature.
SECTION D:  COMMERCIAL SUPPORT


1.
 FORMCHECKBOX 

I am not requesting commercial support.
2.
 FORMCHECKBOX 

I am requesting commercial support.

List Potential Commercial Supporter(s) and requested financial amount(s)
3.
Written grant agreements are required from all commercial supporters and must include the following.  

 FORMCHECKBOX 

An itemization of how the Provider will use the commercial support in the development and presentation of the CME activity

 FORMCHECKBOX 

An itemization of the organizations involved in the activity (e.g., joint sponsors, education partners, managers)
 FORMCHECKBOX 

The organizational name of the commercial interest(s) that supplied the funds 

 FORMCHECKBOX 

What funds or in-kind services will be given by the commercial supporter to support the provider’s activity
 FORMCHECKBOX 

Must be signed by the commercial interest and the accredited provider.
4.
 FORMCHECKBOX 
  Grant Agreements are attached  
Date signed by commercial supporter _____     Date signed by MPS representative _____
5.
Exhibitors will be present at this activity 
 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
  No

List Potential Exhibitor(s)
SECTION E:  FINANCE/BUDGET
1.
What are the registration fees for this activity?

2.
 FORMCHECKBOX 

I have attached the budget for this activity.
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