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Foundation of Maintenance of Certification for

Family Physicians (MC-FP)

Six Core Competencies are the foundation of MC-FP and are assessed
during medical training and throughout a physician’s career.

They have been endorsed by the Accreditation Council for Graduate
Education (ACGME) and the twenty-four members boards of the
American Board of Medical Specialties (ABMS).
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Core Competencies

1. Patient Care that is compassionate, appropriate, and effective for the
treatment of health problems and the promotion of health.

2. Medical Knowledge about established and evolving biomedical, clinical,
and cognitive sciences and the application of the knowledge to patient
care.

3. Practice-based Learning and Improvement that involve investigation
and self-evaluation, appraisal and assimilation of scientific evidence,
and improvements in patient care.




Core Competencies

4. Interpersonal and Communication Skills that result in effective
information exchange and collaboration with patients, their families,
and other health professionals.

5. Professionalism as manifested through a commitment to perform
professional responsibilities, adherence to ethical principles, and
sensitivity to a diverse patient population.

6. Systems-based Practice as manifested by actions that demonstrate an
awareness of and responsiveness to the larger context and system of
health care and the ability to use system resources to provide optimal
care.




Core Competencies

Each of the four parts of MC-FP assesses one or more of the Core Competencies.
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ABFM Maintenance of Certification for

Family Physicians (MC-FP)

Part I: Evidence of professional standing

Part Il: Evidence of a commitment to lifelong
learning and involvement in a
periodic self-assessment process

Part lll: Evidence of cognitive expertise

Part IV: Evidence of evaluation of
performance in practice

Since Our Inception in 1969
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What Exactly are the
MC-FP Requirements?

7 Modules Total

Certified/Recertified
2003-2010

7 Year Certificate

10 Year

Continuous
Cycle

50 Points

9 Modules Total Per 3-Year Stage

Certified/Recertified
2003-2010

Certified/Recertified

2011 and Beyond

Certificate without
End Date

10 Year Certificate




N . Continuous MC-FP

Changes Effective with Continuous MC-FP

* 10-year examination requirement
e 7-year certification plan no longer available
* Point system in place - 50 points required per 3-year Stage
e SAMs= 15 points
* PPMs= 20 points
e MIMMs = 15-20 points
e Certification status contingent on meeting MC-FP requirement WITHIN
each 3-year Stage (deadline December 315t of year 3 of Stage)
« Simplified financial plan

 CME requirement per 3-year Stage — 150 credits (Unchanged)



Deadline:
December 31, 2014

MC-FP Deadline

2011 Diplomates:
Complete Continuous
Stage MC-FP
Components

2007 Diplomates:
Complete Stage Il
MC-FP Components

2004 Diplomates:
Complete Stage Il
MC-FP Components




Contact the ABFM

* Support Center
— Phone: 877-223-7437
— Email: help@theabfm.org
— Live Chat

 Website
— www.theabfm.org
 ABFM

— Phone: 888-995-5700
— Fax: 859-335-5701
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Support Center Assistance

Extended Hours
Available!

8:30am -9:00 pm
(eastern)
Monday - Friday

&
9:00 am - 5:00 pm

(eastern)
Saturday

| 877-223-7437 |

eManned by ABFM Staff located IN the ABFM home office
eAble to answer questions regarding all phases of ABFM business
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Live chat available from
ABFM Home page

LIVE HELP
&
S Leave us a message-

- Send |

2 Minute Rule

Have a Question after 2 minutes?
Contact our Support Center!!
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ABFM Maintenance of Certification for

Family Physicians (MC-FP)

Part I: Evidence of professional standing

Part Il: Evidence of a commitment to lifelong
learning and involvement in a
periodic self-assessment process

Part lll: Evidence of cognitive expertise

Part IV: Evidence of evaluation of
performance in practice

Since Our Inception in 1969
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ABFM MC-FP PartlV

PPM
PPM Alternative
MIMM

MC-FP Part IV




Do you have

Continuing Patient Care?

Y,

ABFM
Approved Part
IV Activities

v

MIMM
ABFM Approved
Part IV

Self Directed
Activity without
Patient Data

Hand Hygiene
with Simulated
Patient Data
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Physician Portfolio | Log Out Support | ContactUs | Site Map |

m’\
If you have direct,
continuing patient care,

American Board
of Family Medicine

IS

€

ot X0

Initial Certification / Residency = Maintenance of Certification = Certificates of Adde

click Yes.

Physician Porfolio = My Profile > Demographics

Related Pages
tinuing care responsibilities for
you can complete to fulfill the Part [V Track Your Progress
My Requirements

Tools

» [FAQ

» Certification History

Demographics

The pathway in which you will complete the Part IV requirement for MC-FP is dependent upan your
family medicine patients and the availability of patient data. You will be provided the modules why
requirement by answering the following question.

Do you have direct, continuing care responsibilities for family medicine patients? © Yes © No

If you have NO direct,
continuing patient care

responsibilities, click NO.
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ABFM MC-FP Part 1V

MC-FP Part IV




Do you have

Continuing Patient Care?

Y,

ABFM
Approved Part
IV Activities

v

MIMM
ABFM Approved
Part IV

Self Directed
Activity without
Patient Data

Hand Hygiene
with Simulated
Patient Data

21



ABFM MC-FP Partl1lV

NO Access to Continuing Patient Care?

Methods in Medicine Modules (MIMMs)

ABFM Products
no additional charge beyond the cost of MC-FP

Current Topics: Clinical Information Management MIMM
Cultural Competency MIMM
Hand Hygiene PPM (with simulated patient data)
ABFM Self-Directed Activity
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Support Center | Contact Us | Site Map | Change text sze: DB
American Board

7 of Family Medicine o

Certification/Recertification Exam | Maintenance of Certification | Certificates of Added Qualifications | Residency Training m

Search our site:

Quality healthcare,

public (IUSL...
setting the standards in

Family Medicn

Support Center Extended Hours

The ABFM Support Center will be
open extended hours in July:

Mon - Fri6:00am - 11:00pm
Sat 6:00am — 5:00pm
Sun 6:00am — 9:00pm

If you need any assistance, please

call the ABFM Support Center at 877-

223-7437 or email us at
help@theabfm.org.

Maintenance of Certification
Modules

To begin or continue your modules for

maintenance of certification, please
login to your portfolio to the right or
click here.

News

American Board of Family Medicine
Elects New Officers and Board
Members

July 6, 2011

American Board of Famiy Medicine
Accepting PCMH 2011 for
Maintenance of Certification
Reguirements

May 26, 2011

Preventive Care Module Now
Available
March 4, 2011

Sleep Medicine (CAQ) Information

February 3, 2011

READ THE NEWS

Find a board-certified family
physician
To search our physician directory

CLICK HERE

Journal of the American
of Family Medicine

To read the latest from
JABFM

CLICK HERE

RY ™

Physician Login:

Enter ABFM Username/ID
JNEnter Password

LOGIN

Help! | forgot my password and/or
username

LIVE HELP

Start Chat >

Live Chat by

Log in to your personal

Physician Portfolio from the ABFM

Home Page.

n Join us on Facebook




Physician Portfolio | Log Out Support | ContactUs | Site Map |

My Profile w
Initial Certification / Residency Maintenance of Certification Certificates of Added Qualifications Public / Patient Find a Physician About

Track Your Progres

» Aboutthe MC-FP @ Medical Licensure

Welcome to the new website Process

» Whatis a Part Il Modul U MC-FP Modules
> isaP. 1

Whatis a IV Module @ —
v

Get Started

Make sure your information is up to date.

MC-FP Payments

My Requirements > Pavment Receiots
MC-FP User's Guide Update my Contact Information

MC-FP Examination Manage Username & Password
CAQ Examinations Current Status Email Seftings
Update National Provider Identifier
Request Verification Letter (NP
Spotlight Programs ) ) Update Name
Diplomate Stalus: Certified Training & Certification History
Affiliate ID Numbers
Demographics
CurrentCycle: 7 vear Certificate with Option to In-Training Examination
extend to 10 years Support Center & Tutorials

» Physician Quality Reporting
» Recognition of Focused Practice MCFP Status: Meeting Requirements

YOUR Physician Portfolio
The gateway to ABFM processes and products.




Physician Portfolio | Log Out Support | ContactUs | Site Map |

Initial Certification / Residency Maintenance of Certification Certificates of Added Qualifications

rogres

» Aboutthe MC-FP @ Medical Licensure
Welcome to the new website Process
i e t » Whatis a Part Il Module U MC-FP Modules
ake sure your information is up to date. > tis 2 Part IV Modu
(g; MC»FP Exam

Get Started

ly MC-FP Payments

My Requirements » Payment Receipts
MC-FP Users Guide Update my Contact Information

MC-FP Examination Manage Username & Password
CAQ Examinations Current Status Email Seftings
Update National Provider Identifier
Request Verification Letter (NP

Diplomate Status rifi S e
. 5 Update Name
Certified Training & Cedtification History

»
>
» Affiliate ID Numbers
.
»
B

Spotlight Programs

» Physician Quality Reporting
» Recognition of Focused Practice MCFP Status: Meeting Requirements

Demographics
In-Training Examination
Support Center & Tutorials

Current Cycle: 7 Year Certificate with Option to
extend to 10 years

To access modules, click on “MC-FP Modules”
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Physician Portfolio | Log Out Support | ContactUs | Site Map

- American Board
of Family Medicine

Initial Certification / Residency Maintenance of Certification Certificates of Added Qualifications Resea Ava i I a b I e

Physican Portfolio > My MC-FP > Modules

resources to assist
MG Nodues you in completing

Current Stage ||  Self-Assessment | Part IV ' ) the MIMM:
Activity Modules (Part Il) Modules .
Introduction

Roadmap

Performance in Practice Modules

Performance in Practice Modules (PPMs) consist of infroductory materials, detai
improvement (Ql) development process. The Ql implementation period is 3 &
Hygiene PPM which has a minimum of 14 days (two 7-day periods) for g2 Ql i i the
timeframes in mind when completing your MC-FP requirements.

MC-FP User's Guide

>
» Support Center
Introduction & » Chanqge Part IV Pathway

Available Topics Access Module

Hypertension PPM

Alternative Part IV Modules

Available Topics Access Module

Cultural Competency MIMM START

Hand Hygiene PPM START

Information Management MIMM RESUME

Copyright © 2013 American Board of Family Medicine, Inc. | 1648 McGrathiana Plwy, Ste. 550, Lexington, KY 40511-1247 | Privacy Policy
Phone: 859-269-5626 or 888-995-5700 | Fax: 859-335-7501 or 859-335-7509 | Email: help@thesbfm org
The ABFM is 8 member of the American Bosrd of Medical Specisities




Physician Portfolio | Log Out Support | ContactUs | Site Map

American Board

" of Family Medicine e
y Profile w

Initial Certification / Residency Maintenance of Certification Certificates of Added Qualifications Research Public / Patient  Find a Physician

Physican Portfolio > My MC-FP > Modules

MC-FP Modules

Current Stage || Self-Assessment | Part IV " External PartIV
Activity Modules (Part Il) ’ Modules Modules

Performance in Practice Modules

Performance in Practice Modules (PPMs) consist of introductory materials, detailed instructions, and an interactive quality
improvement (Ql) development process. The Ql implementation period is @ minimum of 1 days with the exception of the Hand
Hygiene PPM which has a minimum of 14 days (two 7-day periods) for the Ql implementation period. Please keep these
timeframes in mind when completing your MC-FP requirements.

To begin a MIMM click on the
“START” link next to the MIMM topic
Available Topics of your choice.

Hypertension PPM )

Alternative Part IV Modules

Available Topics Access Module

Cultural Competency MIMM START

Hand Hygiene PPM START

Information Management MIMM RESUME

Copyright © 2013 American Board of Family Medicine, Inc. | 1648 McGrathiana Piwy, Ste. 550, Lexington, KY 40511-1247 | Privacy Policy
Phone: 859-269-5626 or 888-895-5700 | Fax: 859-325-7501 or 859-335-7509 | Email: help@theabfm org
The ABFM is a member of the American Board of Medical Spedisities




ABFM MC-FP PartlV

PPM Alternatives
MC-FP Part IV




ABFM MC-FP PartlV

[ Approved Part IV Alternatives ]

(Examples of Approved Part IV Alternatives)

* American Academy of Family Physicians (METRIC)
* Multi-Specialty Portfolio Approval Program (MSPP) Sponsor organization
activities
* National Committee for Quality Assurance (NCQA)
e Physician Recognition Programs
* Approved programs: Diabetes, Heart/Stroke, Back Pain, Patient Centered
Medical Home
* Individual-level certificates of recognition in Heart/Stroke, Diabetes, Back
Pain, or PCMH (only 2011, Level 3) can be submitted for Part IV credit
e Organization-level certificates of recognition require additional physician
attestation to be considered for Part IV credit

(Bridges to Excellence programs can be considered through the Self-Directed pathway)

29



ABFM MC-FP PartlV

R
R

Visit the ABFM website for the
complete current list of

Approved Outside Vendor Activities
www.theabfm.org

(listed under the Maintenance of Certification Section—
click the Part IV Performance in Practice)

\ /

30



Part IV Alternatives Support

* Nichole Lainhart, Program Manager MC-FP
Alternatives Activities

— Phone: 877-223-7437, ext 1230

— Email: NLainhart@theabfm.org
* Support Center

— Phone: 877-223-7437

— Email: help@theabfm.org

— Live Chat
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ABFM MC-FP PartlV

MC-FP Part IV



Do you have

Continuing Patient Care?

Y,

NO Yes ‘

ABFM
Approved Part
IV Activities

PPM ABFM
Approved Part
IV with Patient
Data

Self Directed
Activity with
Patient Data

PPM Alternatives
Part IV Modules
with Patient Data

33



ABFM MC-FP Partl1lV

Access to Continuing Patient Care?

<>

Complete a Performance in Practice Module (PPM)

34



Physician Portfolio | Log Out Support | ContactUs | Site Map |

m’\
If you have direct,
continuing patient care,

American Board
of Family Medicine

IS

€

ot X0

Initial Certification / Residency = Maintenance of Certification = Certificates of Adde

click Yes.

Physician Porfolio = My Profile > Demographics

Related Pages
tinuing care responsibilities for
you can complete to fulfill the Part [V Track Your Progress
My Requirements

Tools

» [FAQ

» Certification History

Demographics

The pathway in which you will complete the Part IV requirement for MC-FP is dependent upan your
family medicine patients and the availability of patient data. You will be provided the modules why
requirement by answering the following question.

Do you have direct, continuing care responsibilities for family medicine patients? © Yes © No

If you have NO direct,
continuing patient care

responsibilities, click NO.
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1) Applied to your practice and your patients

2) Provides performance-based overview of your
practice

3) Directed and controlled by you
4) Data available only to you (non-discovery)

Physician Quality Reporting System (Diabetes) with
potential additional financial benefits available

36



: American Board
" of Family Medicine

Quality healthcare,

public (IUSL...
setting the standards in

Family Medicn

Support Center Extended Hours

The ABFM Support Center will be
open extended hours in July:

Mon - Fri6:00am - 11:00pm
Sat 6:00am — 5:00pm
Sun 6:00am — 9:00pm

If you need any assistance, please

call the ABFM Support Center at 877-

223-7437 or email us at
help@theabfm.org.

Maintenance of Certification
Modules

To begin or continue your modules for

maintenance of certification, please
login to your portfolio to the right or
click here.

News

American Board of Family Medicine
Elects New Officers and Board
Members

July 6, 2011

American Board of Famiy Medicine
Accepting PCMH 2011 for
Maintenance of Certification
Reguirements

May 26, 2011

Preventive Care Module Now
Available
March 4, 2011

Sleep Medicine (CAQ) Information

February 3, 2011

READ THE NEWS

Support Center | Contact Us | Site Map | Change text size: IZIB

Search our site:

Find a board-certified family
physician
To search our physician directory

CLICK HERE

Journal of the American
of Family Medicine

To read the latest from
JABFM

CLICK HERE

Physician Login:

Enter ABFM Username/ID
SN Enter Password

LOGIN

Help! | forgot my password and/or
username

LIVE HELP

Start Chat >

Log in to your personal

Physician Portfolio from the ABFM

Home Page.




Physician Portfolio | Log Out Support | ContactUs | Site Map |

My Profile w
Initial Certification / Residency Maintenance of Certification Certificates of Added Qualifications Public / Patient Find a Physician About

Track Your Progres

» Aboutthe MC-FP @ Medical Licensure

Welcome to the new website Process

» Whatis a Part Il Modul U MC-FP Modules
> isaP. 1

Whatis a IV Module @ —
v

Get Started

Make sure your information is up to date.

MC-FP Payments

My Requirements > Pavment Receiots
MC-FP User's Guide Update my Contact Information

MC-FP Examination Manage Username & Password
CAQ Examinations Current Status Email Seftings
Update National Provider Identifier
Request Verification Letter (NP
Spotlight Programs ) ) Update Name
Diplomate Stalus: Certified Training & Certification History
Affiliate ID Numbers
Demographics
CurrentCycle: 7 vear Certificate with Option to In-Training Examination
extend to 10 years Support Center & Tutorials

» Physician Quality Reporting
» Recognition of Focused Practice MCFP Status: Meeting Requirements

YOUR Physician Portfolio
The gateway to ABFM processes and products.




—

Maintenance of Certification Certificates of Added Qualifications Public / Patient Find a Physician About

Initial Certification / Residency

Physiaan Portfolio > My MC-FP > Modules

MC-FP Modules Related Pages

Current Stage ) Self-Assessment | Part IV " External PartIlV
‘ Modules ‘ Modules ——

Activity Modules (Part II)

Performance in Practice Modules

Performance in Practice Modules (PPMs) consist of introductory materials, detailed instructions, and an interactive quality
improvement (Ql) development process. The Ql implementation period is 3 minimum of 0 days with the exception of the Hand
Hygiene PPM which has a minimum of 14 days (two 7-day periods) for the Ql implementation period. Please keep these

timeframes in mind when completing your MC-FP requirements.
» MC-FP User's Guide

» Support Center

Introduction @ Roadmap & » Change Part IV Pathway
Available Topics Acce: x Module / \

Asthma PPM
Comprehensive PPM Available

Coronary Artery Disease PPM resources to assist
Depression PPM . °
—— E you in completing
Hand Hygiene PPM the PPM:
Heart Failure PPM Roadma P
. it RE-E: Introduction

Alternative Part IV Modules \ /

Available Topics Access Module

Tools

Information Management MIMM RESUME

Copyright ® 2013 American Board of Family Medicine, Inc | 1848 McGrathiana Pkwy, Ste. 550, Lexington, KY 40511-1247 | Privacy Policy
Phone: 859-269-5626 or 888-995-5700 | Fax: 859-335-7501 or 859-335-7509 | Email: help@theabfm org
The ABFM is 8 member of the n of Medi islti




ABFM MC-FP PartlV

PPM Choices currently available online:

 Asthma * Hand Hygiene
 Comprehensive * Heart Failure
* Coronary Artery Disease ¢ Hypertension
* Depression e Self-Directed
* Diabetes

40



Choose

Intervention in EACH
noose & EACH
Choose Chronic Care Model

(Action Resources Available)

Chronic Care

Models
Choose 1 (Change Environment)

Clinical Indicator
(Problem Area)

41



Let Your Staff Help
IMPORTANT!!!

Print Forms

Hand Out Forms
(Individual Entry Mode Only)

Input Data

42



1 Week Minimum
Ql Implementation Period Between

Pre and Post Data Collection




ABFM MC-FP Part1V

Step 3

Step 2 \ Collect Data for
Implement Your L 10 NEW patients
Ql Plan

(Final Patient
Data Collection)

44



ABFM MC-FP Part1V

There are 2 ways to submit patient data in a PPM

[Individual Entry Mode J

e Enter your data prospectively based on
individual patients

[Aggregate Entry Mode J

e Enter data retrospectively for multiple patients

e Most commonly used for physicians who have
Electronic Health Records (EHR)

45



What is the Difference Between Individual and
Aggregate Data Entry Mode?

Individual Data
Entry Mode

Aggregate Data
Entry Mode

Patient Data Collection is
Completed on Paper

Collect Patient
Data Prospectively
Via Office Visits

Enter Patient
Data into PPM Manually

Patient Data Collection is
Completed Using EHR

Collect Patient Data
Retrospectively Using EHR

Enter Data into PPM Using EHR

46



/==t American Board of

X Family Medicin
\Y/ /s

~
L This form s being used te evaluate and improve the care Diabetes Physician Indicators Instrument A
performance in : Current PPM Module ) L] Jou etene o you Gocior 1 s meant 15 e you ¥
Prack . Introduction talk with your doctor about your health. Please take a few
Tactice . T minutes to answer the first set of questions on this form
: T=l= and then hand it o your doctar or @ member of s or her 1 :?VE e 'fs'eg the Pﬁ“:’;’i‘ hem\fgbb‘n
. staff. Your doctor will answer the second set of questions. ¢ in the last & months? Select Yes or No.
. . Please answer honestly. Your responses will be kept Yes
Caery : Download PPM Indicators Instrument completly confidentil.

No

Diabetes Patient Indicators Instrument If you selected yes, what is the patient's

hemoglobin Alc value?

Please download the PPM Indicator Instrument. This instrument is based on important indicators of Diabetes care; each question represents one of these indig Hemoglobin Alc
1. Have you had your hemoglobin A'lc (a test of

and corresponding questions for the phvsioan to answer. The responses on thes form will gauge your performance on the ndicators. You should download ang how much sugar is in your blood) checked in the

last 6 months? Select Yes or N
you then may enter the results by retuming to the Diabetes PPM module in the ABFM Web portal avs’:""s lect Yes or No

2. Have you examined the patient's feet today?
Select Yes or No.

Yes
—

The mstrument is avadable n two layouts: (1) 3 twe-page version, with one page contaning the pabent questions and one contaning the physican quesbong o o o
R Patient Questionnaire

If you have not submitted th

tent data within 3 months, you will recerve 3n emad notficabon remnding you to do so.
Diabetes Physician Indicators Instrument

IDownload Diabetes Indicator Instrument

Have you tested the patient's hemoglobin A'c in the last 8 months? Select Yes or No.

Instrument Layout

No
If you selected yes, what is the patient's hemoglobin A'c value?

: . . Hemoglobin Alc

: Separate Questionnaires o

Have you examined the patient's feet today? Select Yes or No
Yes
No

be prnted on 2 separate page
If you selected yes, select each aspect of the examination that you have performed
Inspection
Wonofilament Examination
Vascular Integrity

Combined Quesﬁonnaire Have you tested the patient's urine for microalbuminuria this year? Select Yes or No.
Yes
No

Not Applicable

ment will be prted sate-by-sade on a single page.

If you selected yes, was it pasitive or negative? Select the appropriate response

i L Positive

Cumrant N Proceed Negative

: Have you counseled the patient for smoking cessation? Select the appropriate response
Yes
No
Not Applicable

er 877-223-7437

eongton, KY 40511-1247

Individual Entry Mode |-
Download PPM R
Indicator Instruments A

No

Do you have documentation that the patient had an eye exam performed by an eye care professional in
the past year?

Yes

No

Have you checked the patient's LDL value in the past year? Select Yes or No.
Yes
Ne

If you selected yes, what is the patient's blood pressure?

Questionnaires) o I —

47



Individual Entry Mode:
Diabetes PPM Example Questions:

Physician Questionnaire

Diabetes Physician Indicators Instrument

Have you tested the patient's hemoglobin Alc in the last 6 months? Select Yes or No.

Yes
No

If you selected yes, what is the patient’s hemoglobin Alc value?
Hemoglobin Alc

Have you examined the patient’s feet today? Select Yes or No.
Yes
No

If you selected yes, select each aspect of the examination that you have performed.
Inspection
Monofilament Examination
Vascular Integnty

Have you tested the patient’s urine for microalbuminuria this year? Select Yes or No.
Yes
No
Not Applicable

If you selected yes, was it positive or negative? Select the appropriate response.
Positive




Individual Entry Mode:

Diabetes PPM Example Questions:
Patient qQuestionnaire

petes Physician Indicators Instrument

ave you tested the patient’s hemoglobin

el staff_ Your doctor will answer the second set of questions Alcin the last 6 months? Select Yes or No.
Please answer honestly. Your responses will be kept Yes
-~ completely confidential. No
Diabetes Patient Indicators Instrument If you selected yes, what is the patient's
hemoglobin Alc value?
Hemoglobin Alc

1. Have you had your hemoglobin Alc (a test of
how much sugar is in your blood) checked inthe 5 Haye you examined the patient's feet today?

last 6 months? Select Yes or No. Select Yes or No.
Yes Yes
No No
2. Has your doctor checked your feet in the last 6
months? Select Yes or No. If you selected yes, select each aspect of the
Yes examination that you have performed.
No Inspection
3. Has your doctor tested your urine for signs of Monofilament Examination
diabetic kidney disease this year? Select Yes or Vascular Integrity
No.
Yes 3. Have you tested the patient's unne for
No microalbuminuria this year? Select Yes or
No.
4. Do you smoke? Select Yes or No. Yes
Yes No
No Not Applicable
If you selected yes, has your doctor talked to you
about quitting? Select the appropriate answer. If you selected yes, was it positive or
Yes negative? Select the appropnate response.
Positive



Please Note: All patient and physician data must be completed in the Grid mode before the data can be submitted. If you would like to submit single instrument data, please use one of the other available View

Not Mot Not
Apphcable Apoicable Apphcable Apoicable Apphzatie

e bV P S b SV e S, w-—/““"'““"""--—"L

Individual Entry Mode
As you and each of your patients complete the
Patient Indicator Instrument, you or a member of
your staff should enter the data into the
\_ online template of your PPM. w0




Individual Entry Mode:

Diabetes PPM Example Questions .
Faut RESPOISES Patient 1 Patient 2 Patient 3
1. Have you had your hemoglobin Alc (a test of how much  (Oves OYes OvYes
sugar is in your blood) checked in the last 6 months? Select
Yes or No.

ONo ONo ONo
2. Has your doctor checked your feet in the last 6 months?  (O)yes OYes OYes
Select Yes or No.
ONo ONo ONo
3. Has your doctor tested your urine for signs of diabetic OYes OYes OYes
kidney disease this year? Select Yes or No.
ONo ONo ONo
4. Do you smoke? Select Yes or No. OYes OvYes OYes
ONo ONo ONo
el st Se— A Ay

51



Individual Entry Mode T e —
Review the Pre-Quality Improvement |.............. =
Comparison Reports “
e Feen wesbess gy mesan wowt gk

E
1
|
i
i
AN AN e WA N AN A ach AN A A A

s

B £ = o ¢

Individual Entry Mode
Select at least 1 clinical indicator

as an area for improvement.

Click to Select

Microalbuminuria
Smoking Cessation
Eye Exam
Lipids

Blood Pressure

[Begin Quality Improvement] [




/et American Board of
, g Family Medicine
N—" -

Performance in

g Current PPM Module Introcuchon Nawganona Tutonal Rsfersrces Rocacmap
Practice Diabetes POF ew Tutona ~Te | POF ===

Please select Chronic Care Model (CCM) Categories

:  You have aiready chosen a dinical ndicator. You will now choose at least 2 components of the Chronic Care Model (CCM) to gusde you n selecting effective interventions for improvement. For more nformation on the
I COM, vist the PPM Roadmso or Improving Chronic Care.

= | ] Community Resources and Polides - Change concepts and mterventions that utilize community resources to meet the needs of patients (NCQA Physioan Practice Connecbions category-Patient Education and

DI Plan * | Support)
TIHealth System - Change concepts and interventions that areate 3 culture, organization, and mechanisms that promote safe, high-quality healthcare
I Self t - Change concepts and mterventions that empower and prepare patients to manage ther health and healthcare (NCQA Physioan Practice Connections category-Patient Education and
: | Support)
T Delivery System Desigan - Change concepts and interventions that assure the delivery of effective, efficent dirscal care and self-management support (NCQA Physioan Practice Connections category-Care
PPM Status : | Management)
xpand a1 @ -  _lDecision Sspport - Change concepts and mterventions that promote dinical care consistent with soentific ewdence and patient preferences (NCQA Physiaan Practice Connecions category- Cimecal Information

ﬁ-ﬂ © Systems/Encence-Based Medione)

FPM Process | T Clinical Information Systems - Change concepts and mterv
Festsetof 3] © Information Systems/Ewdence-Eased Medane)
cata <

- Community Resources and Policies - Change ¢%
- Information from Improving Chronic Hiness Care (ICIC)

ICIC is 2 nabienal program supported by The Robert Wood Johns Squort)

o comimd Health System - Change concepts and interventid

: [_]Self-Management Support - Change concepts a3

Individual Entry Mode ~ §°°°")

| Delivery System Design - Change concepts and it
Select at Least 2 bnagement)

Chronic Care Models | Decision Support - Change concepts and inte

(CCM) to guide you in stems/Evidence-Based Medicine)

. . . | Clinical Information Systems - Change concept
SeIeCtl_ng interventions for formation Systems/Evidence-Based Medicine)
iImprovement
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L Choose 2 of 6 Chronic Care Model (CCM) Categories J

\

e Change concepts and interventions that utilize

1. Community Resources community resources to meet the needs of patients
and Policies (NCQA Physician Practice Connections category-

Patient Education and Support)

4

\

e Change concepts and interventions that create a
2. Health System culture, organization, and mechanisms that promote
safe, high-quality healthcare

4

\

e Change concepts and interventions that empower

3. Self-Management and prepare patients to manage their health and
Support healthcare (NCQA Physician Practice Connections

category-Patient Education and Support)

4
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L Choose 2 of 6 Chronic Care Model (CCM) Categories J

~\
e Change concepts and interventions that assure the
4. Delivery System delivery of effective, efficient clinical care and self-
Design management support (NCQA Physician Practice
Connections category-Care Management)
.4
Change concepts and interventions that promote )
clinical care consistent with scientific evidence and
5. Decision Support patient preferences (NCQA Physician Practice
Connections category- Clinical Information
Systems/Evidence-Based Medicine) Y,
~\

Change concepts and interventions that organize
patient and population data to facilitate efficient and
effective care (NCQA Physician Practice Connections
category- Clinical Information Systems/Evidence-Based
Medicine)

6. Clinical Information

Systems

4
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PIYsICan portom ™

@ A Famiy Medscine:
amnmen 4 o
Sy et e Individual Entry Mode
= === " _| Choose ONE intervention category within each
izl Chronic Care Category previously chosen.

intatedhe[J - Dlabetes - Foot Exam Change conceptsgfand interventions that utilize community resources to meet the needs of pa

Hll Community Resources and Policies

1. Choogf at least 1 Intervention Category.
2. ChogEe at least 1 Intervention from each Intervention Category selected.

© Comsiged@ : | ODeterei s sevces 3. Chglbse at least 1 Intervention Item from each Intervention selected.
e | || D Ecammenty Services ené Orgenzasons
ve Logs 1| [ Dinedeation/Trestment Assstance

0 Ssveeet Groues

s [Z]referral to Services

{ Crange st s earers st s s 1o st s mcege [V] £91. Referral to Services (Links)
[J[3ADA: Diabetes Camps for Children
[V][BADA: ADA Live Online Patient Resource

|| DSewmare o cars [JBCDC: Index of State-Based Diabetes Prevention and Control Programs
¢ D Seestens

1. Choose
2. Chocee
3. Choose

enton Category pelected

[[JAAADE: American Association of Diabetes Educators Foundation

+ | O Birsvent Educatson

A E]Community Services and Organizations

[] EZlmedication/Treatment Assistance

Individual Entry Mode SRRV S
* Choose 1 Intervention.
e Choose 1 Intervention Item.

t
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Intervention Category -- Patient Care Card -- (CCM Category - Self-Management Su|

Possible Steps in Intervention Implementation Plan

O Print patient care card.
O Order patient care card.

O After training staff on using care cards, make cpef€s if necessary, a

[ Add Custom Step J

O Print patient care chart.

O Order patient care chart.

/Individual Entry Mode
Design your Quality
Improvement (Ql) Plan

Note: “Add Custom Step” is
an optional step.

distribute to patients by mail or in the office during visits.

O After training staff on using care chffrts, make copies if necessary, and distribute to patients by mail or in the office during visits.

4

( Add Custom Step |
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Implement your
Ql Program for
at least 1 week

Repeat Physician and Patient
Questionnaires



Individual Entry Mode
Once the questionnaires ent 1 Patient 2 Patient 3 Patient 4 Patient 5

eV,

OYes OYes OYes OYes
are complete and the data
o o o ONo ONo ONo ONo
is entered in the PPM,
2. Has your doctor checked your feet in the last 6 months?  (Oves OYes QOyYes OYes QOvYes
Select Yes or No.
ONo ONo ONo ONo ONo
- -
: . : . 9) “FamilyMedicine: s
3. Has your doctor tested your urine for signs of diabetic OYes = o !
kidney disease this year? Select Yes or No. oo e — us
o %: R e ;
= I —
= Tilhiha Iil lu Iﬂlﬂ
4. Do you smoke? Select Yes or No. OvYes =3
i coocooo
PN Ao e 8. L

You will be able to review your o
Post Quality Improvement T B
Comparison charts.

59



Congratulations!

Agaday il s You have completed
your PPM.

Not Dr. Demo? Click here.

: Enter CME Credits Information

. CONGRATULATIONS on the successful completion of your Performance in Practice
. Module (PPM)!

. Please insert below the total number of hours you spent on the PPM module. Include

The American Board of Family Medicine

the time spent completed the questions and reading the online references for the
. PPM.

Certificate of Successful Completion

Total number of hours spent in
s 0.00

. completing the PPM:
: Dr. Edward Charles Demo

Diabetes Performance in Practice Module

Total CME credits awarded:

Please make sure your AAFP ID number is listed correctly below. It is very important

. the AAFP ID number you list is accurate, otherwise we cannot successfully

20 Credits

+ communicate your CME information with the American Academy of Family Physicians.

: AAFP ID: (7 digits)

Tlus activity has been reviewed and 15 acceptable for up to 20 Prescribed credits by the
American Academy of Fanuly Physicians. AAFP accreditation begins March 31, 2008. Term
of approval 1s for two years from this date. This activity has been approved from March 31,

2008 to March 30, 2010.

Your CME credit information for this module has not been uploaded to the AAFP.

AAFP Prescribed credit 15 accepted by the Amenican Medical Association as equivalent to
AMA PRA category 1 credit toward the AMA Physician's Recogmtion Award. When

applying for the AMA PRA. Prescribed credit eamed must be reported as Prescribed credit,
not as category 1.

Retrieve Certificate

ABFM Support Center 877-223-7437
1648 McGrathiana Pkwy. Ste. 550, Lexington, KY 40511-1247
Phone 859-269-5626 or 888-995-5700
Fax 859-335-7501 or 859-335-7509
Email help@theabfm.org

Help * Privacy Policy » Contact ABFM

Don’t forget to record the number of hours you spent
completing the PPM and to print your CME certificate.

Copyright © 2009 Amencan Board of Family Medicine. Inc.

60



American Board of
Family Medicine

Performance In Practice

)
é‘;\h!tps portfolic abfp.org/ppm/Selection/DatakntryMode.asp ) PD~as2c X< é\pk&semaomgmﬁ,m |
Favorites Tools Help

Performance in :

Practice : Diabetes HTML | PDE (coming soon

Introduction Navigational Tutg, 1

. =Screen - Please Select a Data Entry Mode for the Pre-Quality Improvement Patient Data Entry
a Entry .
— + There are two (2) ways to submit your patient data: (1) individual entry mode which will require you to enter your data based on individual patients or; (2) ag

;-t : option is most commonly used by physicians who have a type of Electronic Health Records (EHR) system in their office.

ndicators (
: | Data Entry Mode (select an option below)
Individual Data Entry

@ Aggregate Data Entry
~| Electronic Health Records
Payor/ Health Plan Records
Medical Group Records
"] Centers for Medicare and Medicaid Services (CMS) Services

CM Categories
I Interventions
I Plan

PPM Status B k

gy 4

e R Aggregate Entry Mode 'J
—————— 0 M T . sy . W . A

Select the type of EHR you
use in your practice

61



portio .nbfp;o;_'_"' Report

ile Edit View Favorites Took Help

American Board of

Family Medicine

Performance In Practice

performance in
Practice Di abetes -

Introduction Nawvigational Tutona
al (coming soon)

Screen Download PPM Indicators Instrument

Please download the Indicator Instrument. This instrument is based on important indicators that you sel
* . download the mstrument and complete it for at least ten (10) pabents’ data; you then may enter the re:

You will use this form to collect the patient data needed to complete your Performance in Practice actvites. Please
answer all the questions on this form. Foremwnm please provide the total number of patients from which you
gathered your data (the For each question, also provide either the

The instrument is available only in Enghsh. mmmmmmmmemnnmwmmwummmmmm orthe
percentage of patients who meet the criteria

; 5 Diabetes PPM Physician Indicators Instrument (A( jate Data)
If you have not submitted the patient data within 1 month, you will receive an email notification reminding you to do s & ooree '

What percentage of your diabetic patients had a hemoglobin A1c test in the last 6 months?

E !! !“ Indicator Instrument Percentage of Patients o‘r Number of Patients,
Instrument Layout Total Numberof Patients_____ | Total Number of Patients.
1(a) What percentage of these patients have a hemogiobin A1c value > 9%?

Indicator Instrument Percentage of Patients olr Number of Patients,
I

What percentage of your diabetic patients had a foot at their last
Percentage of Patients | Number of Patients_
r

Each indicator instrument will be printed on a separate page.

o
Total Number of Patients. | Total Number of Patients.
2(a) What percentage of these patients received Inspection of the foot examination?

|
Percentage of Patients. or  Number of Patients
|

2(b) What percentage of these patients received of the foot

|
Percentage of Patients or  Number of Patients,
|

A g g r e g a t e E n t rv M 0 d e b 2(c) What percentage of these patients received Valscular integrity of the foot examination?

Percentage of Patients or  Number of Patients
|

What percentage of your diabetic patients were tested for microalbuminuria in the last year?
0 W n o a Percentageof Patients________ | Number of Patients.

or
Total Number of Patients, | Total Number of Patients,
What percentage of your diabetic patients have been counseled in smoking cessation?

Indicator Instrument s -

Total Number of Patients, | Total Number of Patients

What percentage of your diabetic patients had a eye by an eye care
professional in the last 12 months?

Percentage of Patients | Number of Patients

or
Total Number of Patients. | Total Number of Patients,



/Aggregate Entry Mode:

Diabetes Physician Indicators
Instrument Example Questions

number of patients who meet the criterion in the question (the "numerator” for determining your performance), or the
percentage of patients who meet the cnteria

Diabetes PPM Physician Indicators Instrument (Aggregate Data)

What percentage of your diabetic patients had a hemoglobin A1c test in the last 6 months?

Percentage of Patients | Number of Patients
or
Total Number of Patients | Total Number of Patients

1(a) What percentage of these patients have a hemoglobin A1c value > 9%?

I
Percentage of Patients or  Number of Patients

I
2. What percentage of your diabetic patients had a foot examination at their last appointment?

Percentage of Patients | Number of Patients
or
Total Number of Patients | Total Number of Patients

2(a) What percentage of these patients received Inspection of the foot examination?

|
Percentage of Patients or Number of Patients
|

2(b) What percentage of these patients received Monofilament examination of the foot examination?

I
Percentage of Patients or Number of Patients
I

2(c) What percentage of these patients received Vascular integrity of the foot examination?




Performance In Practice
Performance in
. Current PPM Module Introduction
Practice Diabetes HTML | POF 1
2 Screen Enter Pre-Improvement Patient Data 1
Data Entry
Indicators
| St |
Indicators 1. What percentage of your diabetic patients had a hemoglobin Alc test in the last 6 months?
CM Categories °
QI Int i ) .
bbb Percentage of Patients o l Number of Patients
QI Plan OR )
Total Number of Patients | Total Number of Patients 1
1a. What percentage of these patients have a hemoglobin Alc value > 9%? ‘
Qo
PPM Status I
Expand All @ Percentage of Patients o or Number of Patients
Total Number of Patients I Total Number of Patients
' 2. What percentage of your diabetic patients had a foot examination at their last appointment?
° Created a [@
plan for °
improvement I
° Second set [@ Percentage of Patients % Number of Patients
of patient OR
data Total Number of Patients | Total Number of Patients
submitted
° Completed [d
PPM 2o ks s £ ohy tinnt R o £ibo Eoct binma

As you complete the Patient Indicator Instrument, you
or a member of your staff should enter the data into

Aggregate Entry Mode

the online Aggregate Data template of your PPM.
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Aggregate Entry Mode:
Diabetes PPM Example Questions

What percentage of your diabetic patients had a hemoglobin Alc test in the last 6 months?

o
Percentage of Patients % I Number of Patients
OR
Total Number of Patients | Total Number of Patients

1a. What percentage of these patients have a hemoaglobin Alc value = 997?

Vi, i il A

.o
Percentage of Patients o I Number of Patients
OR
Total Number of Patients | Total Number of Patients

What percentage of your diabetic patients had a foot examination at their last appointment?

Percentage of Patients % I Number of Patients
OR

ptal eber o

Patients otal Nugaler of Batients
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Aggregate Entry Mode T e -
Review the Pre-Quality Improvement |............ =
Comparison Reports l
e s e o
o o
vewwwww

AN AN e WA N AN A ach AN A A A

s

Aggregate Entry Mode
Select at least 1 clinical indicator

as an area for improvement.

al indicators as an area for improvement.

Microalbuminuria

Smoking Cessation

Eye Exam

Lipids

Blood Pressure

[Begin Quality Improvement] [

Click to Select




/et American Board of
, g Family Medicine
N—" -

Performance in

g Current PPM Module Introcuchon Nawganona Tutonal Rsfersrces Rocacmap
Practice Diabetes POF ew Tutona ~Te | POF ===

Please select Chronic Care Model (CCM) Categories

:  You have aiready chosen a dinical ndicator. You will now choose at least 2 components of the Chronic Care Model (CCM) to gusde you n selecting effective interventions for improvement. For more nformation on the
I COM, vist the PPM Roadmso or Improving Chronic Care.

= | ] Community Resources and Polides - Change concepts and mterventions that utilize community resources to meet the needs of patients (NCQA Physioan Practice Connecbions category-Patient Education and

DI Plan * | Support)
TIHealth System - Change concepts and interventions that areate 3 culture, organization, and mechanisms that promote safe, high-quality healthcare
I Self t - Change concepts and mterventions that empower and prepare patients to manage ther health and healthcare (NCQA Physioan Practice Connections category-Patient Education and
: | Support)
T Delivery System Desigan - Change concepts and interventions that assure the delivery of effective, efficent dirscal care and self-management support (NCQA Physioan Practice Connections category-Care
PPM Status : | Management)
xpand a1 @ -  _lDecision Sspport - Change concepts and mterventions that promote dinical care consistent with soentific ewdence and patient preferences (NCQA Physiaan Practice Connecions category- Cimecal Information

ﬁ-ﬂ © Systems/Encence-Based Medione)

FPM Process | T Clinical Information Systems - Change concepts and mterv
Festsetof 3] © Information Systems/Ewdence-Eased Medane)
cata <

- Community Resources and Policies - Change ¢%
- Information from Improving Chronic Hiness Care (ICIC)

ICIC is 2 nabienal program supported by The Robert Wood Johns Squort)

o comimd Health System - Change concepts and interventid

: [_]Self-Management Support - Change concepts a3

Aggregate Entry Mode °°°"t) . b
Delivery System Design - Change concepts and i
Select at Least 2 bnagement)

Chronic Care Models | Decision Support - Change concepts and inte

(CCM) to guide you in stems/Evidence-Based Medicine)

. . . | Clinical Information Systems - Change concept
SeIeCtl_ng interventions for formation Systems/Evidence-Based Medicine)
iImprovement
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L Choose 2 of 6 Chronic Care Model (CCM) Categories J

\

e Change concepts and interventions that utilize

1. Community Resources community resources to meet the needs of patients
and Policies (NCQA Physician Practice Connections category-

Patient Education and Support)

4

\

e Change concepts and interventions that create a
2. Health System culture, organization, and mechanisms that promote
safe, high-quality healthcare

4

\

e Change concepts and interventions that empower

3. Self-Management and prepare patients to manage their health and
Support healthcare (NCQA Physician Practice Connections

category-Patient Education and Support)

4

68




L Choose 2 of 6 Chronic Care Model (CCM) Categories J

~\
e Change concepts and interventions that assure the
4. Delivery System delivery of effective, efficient clinical care and self-
Design management support (NCQA Physician Practice
Connections category-Care Management)
.4
Change concepts and interventions that promote )
clinical care consistent with scientific evidence and
5. Decision Support patient preferences (NCQA Physician Practice
Connections category- Clinical Information
Systems/Evidence-Based Medicine) Y,
~\

Change concepts and interventions that organize
patient and population data to facilitate efficient and
effective care (NCQA Physician Practice Connections
category- Clinical Information Systems/Evidence-Based
Medicine)

6. Clinical Information

Systems

4
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American Board of

Family Medicine

Practice

Performance in

PysIcan portiom ™
Logout b

Aggregate Entry Mode

EQuaIutv Improvement [nterven|

e CHOOS@ ONE intervention category within each

chose Communty Resources and Pokoe
! that you've chosen.

| CHironic Care Category previously chosen.

! poster to use from the kst of choces un)
i There are drectsons under each COM cat
1 You may retum to the QI Interventions anytime dunng the PPM process by chd

Community Res ources and Policies

Olsbetes - Foot Exem Change conceptsgfand interventions that utilize community resources to meet the needs of pat’

oo 1. Choogf at least 1 Intervention Category.

: 2. ChogEe at least 1 Intervention from each Intervention Category selected.
[) Seferral to Services 3. Chglose at least 1 Intervention Item from each Intervention selected.

0 Hsueeet Groues

[Z]referral to Services
:

e [V] £91. Referral to Services (Links)

[J[3ADA: Diabetes Camps for Children

[V][BADA: ADA Live Online Patient Resource

O Dranere care cars [JBCDC: Index of State-Based Diabetes Prevention and Control Programs

IFST= -

[[JAAADE: American Association of Diabetes Educators Foundation

| D Dirstient Educatson

A E]Community Services and Organizations

[] EZlmedication/Treatment Assistance

Aggregate Entry Mode

Choose 1 Intervention.
Choose 1 Intervention Item.

Attt ptaiate F N
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Indicator -- Foot Exam
Intervention Category -- Patient Care Card -- (CCM Category - Self-Management Sy

Possible Steps in Intervention Implementation Plan

O Print patient care card.
O Order patient care card.

O After training staff on using care cards, make cp#fes if necessary, anyf distribute to

( Add Custom Step ]

O Print patient care chart.

O Order patient care chart.

O After training staff on using care chffrts, make copies if necessary, and distribute to

4

( Add Custom Step |

/ Aggregate Entry Mode
Design your Quality
Improvement (Ql) Plan

Note: “Add Custom Step” is an
optional step.

patients by mail or in the office during visits.

patients by mail or in the office during visits.



Implement your
Ql Program for
at least 1 week

Repeat Physician
Indicator Instrument



-~

Aggregate Entry Mode

Once the physician &
indicator instrument is

complete and the data is
entered into your PPM, J-

ONo
3. Has your doctor tested your urine for signs of diabetic OYes
kidney disease this year? Select Yes or No.

ONo
4. Do you smoke? Select Yes or No. OYes

ONo

Py . e 8. Lo

Patient 2

OYes

ONo

(O

Patient 3

OYes

ONo

Patient 4

OYes

ONo

OYes

Patient 5

OYes

ONo

OYes

ONo

-

li' £

i i
ees] :
i

U1

pad S nnn

You will be able to review your
Post Quality Improvement
Comparison charts.

orrso o it b st

Q..G.QQ

#!@?!!!

]Il

3w e
e o Py ' et Pt 1 48 e -

i
= |
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Congratulations!

American Board of A
Family Medicine Nt o tlasmo
Not Dr. Demo? Click here,

> CME Credts Inf

! Enter CME Credits Information

. CONGRATULATIONS on the successful completion of your Performance in Practice

You have completed

your PPM.

E Module (PPM)!

. Please insert below the total number of hours you spent on the PPM module. Include

the time spent completed the questions and reading the online references for the
. PPM.

Total number of hours spent in 0.00

A

. Please make sure your AAFP ID number i

. completing the PPM:

: Total CME credits awarded:

listed correctly below. It is very important
. the AAFP ID number you list is accurate, @herwise we cannot successfully

* communicate your CME information with flhe American Academy of Family Physicians.

 AAFP ID:

(7 digits)

Your CME credit information for this mfidule has not been uploaded to the AAFP.

I: etrieve Centificate

ABFM S@port Center 877-| !3-7037

1648 McGrathiana Piflly. Ste. 550, Lexifliton, KY 40511-1247

Phone 855 R69-5626 or 884H995-5700

Fax 859-3B85-7501 or 859-35-7509
el help@theabfmfirg

Help » Priflacy Policy » Conflict ABFM

The American Board of Family Medicine
Certificate of Successful Completion

Dr. Edward Charles Demo

Diabetes Performance in Practice Module

November 06, 2 20 Credits

Tlus activity has been reviewed and 15 acceptable for up to 20 Prescribed credits by the
American Academy of Fanuly Physicians. AAFP accreditation begins March 31, 3008. Term
of approval is for two vears from this date. This activity has been approved from March 31,

2008 to March 30, 2010.

AAFP Prescribed credit 1s accepted by the Amenican Medical Association as equivalent to
AMA PRA category ! credit toward the AMA Physician's Recogmtion Award. When

applying for the AMA PRA, Prescribed credit eamed must be reported as Prescnbed credit.
not as category 1.

Caopyright © 2009 American Board of Family Medicine. Inc.

Don’t forget to record the number of hours you spent
completing the PPM and to print your CME certificate.




ABFM MC-FP PartlV

Self-Directed PPM

All activities must:

* Be developed using evidence-based criteria and
national standards

* Ensure the physician is meaningfully involved

* Incorporate pre- and post-intervention
evaluation of the physician’s performance using
evidence-based quality indicators

* Include the development and implementation of
an individualized plan for improvement
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ABFM MC-FP PartlV

Self-Directed PPM

The required attestation form can
be accessed through the physician portfolio

 Submission of an attestation form does not
guarantee Part IV credit

* Approval occurs on a case-by-case basis
* Allow up to 8 weeks for the review process

Specific Information about the Self-Directed activity
can be found in your Physician Portfolio
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Part IV Alternatives Support

* Nichole Lainhart, Program Manager MC-FP
Alternatives Activities

— Phone: 877-223-7437, ext 1230

— Email: NLainhart@theabfm.org
* Support Center

— Phone: 877-223-7437

— Email: help@theabfm.org

— Live Chat
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Opportunities Involving

Your Board Certification

* CME - a minimum of 1/4 of your AAFP/ABFM required CME

* Flexibility/Control — increasing number of choices of on-line programs so that you
may select and individualize your overall program — among these are many
choices of Part IV alternatives, which may save duplication of effort and time

* Exam Locations — greatly increased availability of locations and dates for
proximity and travel cost savings

* PQRS - a CMS-sponsored significant financial benefit available through ABFM—
may be paired with a PPM quality improvement activity for a “two for”
* National reporting system for quality of care
* A one time “snapshot” of current practice
* Asignificant financial reward for early adopters
* Avoid 2015 proposed penalty from CMS
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Awarded by the American Academy of Family Physicians

Cultural
SAM = PPM = MIMM = Competency

CME Credits CME Credits CME Credits MIMM =
CME Credits
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- American Board
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Initial Certification / Residency Maintenance

Welcome to the new website

Make sure your information is up to date.

-

s | SteMap |

-

| Prifile w

-

Track Your Progress

Update Your License About

Public ; Patient Find a Physician

Access MC-FP Modules

Medical Licensure

b A "
Process

» Whatis a Part Il Module

» Whatis a Part [V Module

4

MC-FP Modules

MC-FP Exam
Get Started

Payments

AA =)

s

Update Your Contact Info
Get a Receipt

Payment Receipts
~— Update my Contact Information
» Manage Username & Password

Current Status » Email Settings

Update National Provider |dentifier
| ——PRequest Verification Letter

v

Get a Verification Letter

\_ J

» Physician Quality Reporting
» Recoqgnition of Focused Practice

Copyright ® 2011 American

Update Name

Training & Certification History
Affiliate ID Numbers
Demoaraphics

In-Training Examination
Support Center & Tutorials

(NPI)
» Diplomate Status: Certified

» MCFP Status: Meeting Requirements

» CurrentCycle: 7 year Certificate with Option to

extend to 10 years

L R A aE SR i

Board of Family Medicine, Inc. | 1648 McGrathiana Piwy, Ste. 550, Lexington, KY 40511-1247 | Privacy Policy

Phone: 859-269-5626 or 888-995-5700 | Fax: 859-335-7501 or 859-335-7509 | Email: help@theabfm omg

The ABFM is a member of the American Board of Medical Specisities
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Website Resources

* General Website
— Website Site Map
— Navigation Tutorial
— Flash Tutorial

* Self-Assessment Modules (SAM)
— Jing Videos
— Webinars
— Flash Tutorial
* Performance in Practice Modules (PPM)
— Flash Tutorial
* Support Center
— Live Chat Opportunity
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Continuous MC-FP

Set a Goal of 1 Module Per Year!

Year 1.
Complete 1 N
Year 2:
Module
Complete 1 _
Module Year 3:
Complete 1
Module
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Exam Deadlines

2014 Fall Exam Deadlines
Fall 2014 Exam Deadline _____ |pate

Registration Begins July 25, 2014
Deadline to submit application without a late fee August 25, 2014

Final Deadline to submit application with a $200 late fee September 15, 2014

Exam Dates November
10,11,12,13,14,15
Exam Results December 19, 2014
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Avoid Late Fees

BEGIN the formal application prior to the

deadline to avoid late filing fees
--- to be able to access the application, all required modules
must be paid for/and or started
(completion of the modules is not required to start the application

but all modules must be complete by the
deadline for clearing deficiencies)

IMPORTANT!!! Advance beyond the payment page of the
application

--- go back to the application to choose a test date and test
center as soon as all deficiencies are cleared (including
completion of all modules)




ABFM Goal:
LEAVE

‘4% DIPLOMATE
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