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Dear Colleagues – 
Early February,  because of the efforts of a coalition led 
by the California Medical Association, a final ruling was 
issued by Judge Christina Snyder of the California Central 
Federal District Court, which blocks a 10 percent Medi-Cal 
reimbursement rate reduction. Her decision is a huge win for 
physicians in California and for the patients they treat.
California faces a budget deficit every year, and to close that 
widening gap, programs are cut and services are slashed. 
Medi-Cal is a program that is constantly targeted, and pro-
posals always seem to include reducing reimbursement rates 
for physicians as a short-term solution. CMA has repeatedly 
informed the state, the federal government and the courts 
about the unacceptable impact of those cuts. 
Year after year, we’re obliged to tell the same story: if Medi-
Cal rates are cut, physicians will be forced to stop accepting 
the patients that need care the most. Thanks to the hard 
work of CMA’s legal and legislative staff, our voices have 
been heard, yet again. As we argued, Judge Snyder’s ruling 

CMA President MessAge

Judge Issues FInal RulIng - 
Blocks state’s attempt to slash medI-cal 
    ReImBuRsement Rates 

James hay, m.d.
 President, California Medical Association 

stated that “fiscal crisis does not outweigh the serious irreparable injury 
plaintiffs would suffer absent the issuance of an injunction."
It is more important than ever that we fight these fights and that we set 
a precedent for other states to follow. As the nation faces a changing 
health care landscape over the coming years, it is also critical that we 
physicians stand together. We thank our members for helping us ac-
complish this important outcome, preventing deterioration of access 
to care. My hope is that this achievement will serve as a reminder to 
those who are not yet members, and encourage them to join CMA to-
day. To have continued success winning these battles for all California 
physicians and patients, it is crucial that we gain the support of those 
that benefit most. 
To read the full statement issued by the coalition of plaintiffs in CMA 
et al. v. Douglas, please visit CMA’s website www.cmanet.org.  

James T. Hay, M.D.
California Medical Association President 

aRe you InteRested In ReceIvIng youR 
North Coast PhysiCiaN electRonIcally?   

CoNtaCt the MeDiCal soCiety at hDNCMs@sbCglobal.Net
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in My OPiniOn

We at Eureka Family Practice have been 
using our current Electronic Medical Record 
(EMR) since 2006.  Prior to that, we had a 
different EMR for 2+ years.  So, we've been 
electronic for more than 8 years.  As such, it 
would be reasonable to assume that by now 
we'd all be proficient electronic providers 
and would be well on our way towards 
our second installment of Meaningful Use 
(MU) dollars from the government.  Were 
these assumptions correct, I'd have nothing 
to write about this month.  Sadly, we're still 
struggling.  
 In fairness, we struggled with informa-
tion management back in the pre-EMR days 
too.  But the struggles were different: finding 
lost charts; finding lost reports; sorting out 
apparently meaningless problem lists and 
hopelessly out of date medication lists; get-
ting notes in charts in a timely fashion; rout-
ing and tracking messages from patients, 
other providers, and the like.  No, the good 
old days weren't so good at all, at least not 
vis a vis information management.
 Now, if we've lost one chart, we've 
lost them all: i.e., the system is down.  
Fortunately, in the 8 years we've been 
"paperless"(more on that term in a moment), 
we haven't experienced more than a day or 
two of unplanned down time.  Reports, if 
scanned into the right chart, and if labeled 
correctly, are quite easy to find.  Messages 
are impossible to lose - though quite pos-
sible to delete without answering, to ignore, 
or to route to the wrong person.
 Medication lists now,  one would 
think, ought to be close to perfect.  Except 
they're not.   Some of us enter all the patients' 
OTC meds as well as prescribed meds, so 
the list is (arguably) accurate, but could be 
20 items long.  Long enough to obscure a 

EMR 8 Years On
lee leeR, m.d.

few important prescriptions that are subse-
quently forgotten about.  Outside providers 
also prescribe for our patients, but we have 
no electronic connection with any of them, 
and we don't always get the message that 
meds have been changed.  When we do get 
the message, we don't always act on it.  I 
must admit, for example, that when I get a 
written report from a consultant, I seldom 
update the med list based on the consultant's 
report.  My reasoning is partly that I'd rather 
wait to confirm the change with the patient, 
and partly laziness.  In any event, the result 
of all this is that these beautiful looking 
computerized medication lists cannot be 
counted on.  I cringe when the hospital-
ists log on to EFP's site and open a newly 
admitted patient's chart.  Most of what they 
read is correct.  Indeed, most of the time it's 
entirely correct, but it's embarrassing how 
inaccurate we can sometimes be. 
 Problem lists?  I don't know where to 
start. Our system allows us to differentiate 
between major ongoing problems (e.g., hy-
pertension) and acute problems (e.g., ankle 
sprain).  Unfortunately, if we don't push 
the correct button, everything can become 
a major problem. Furthermore, some of us 
like to use problem lists to remind ourselves 
of significant events (e.g. "had chest CT 
6 months ago - normal").  So, like med 
lists, some problem lists become so long 
that important items can be easily missed, 
especially if the patient is seeing someone 
other than his/her primary provider.
 Chart notes are hardly better. Some 
of us use highly modified templates and 
hand type most details of the note; others 
use templates and rely much more on the 
menu-driven aspects of templates, such 
that a note for a URI can morph into a 3 

page dissertation on all that is not wrong 
with a patient. Others dictate - some using 
a traditional transcriptionist, others using an 
internet based transcribing service, and one 
using Dragon voice recognition software.  
When we installed our current system, 
this flexibility seemed quite nice. Now, I 
personally wish it would go away. None of 
our notes look alike, the transcribed notes 
often don't properly link important items 
to other parts of the chart, because they're 
missing the command lines that are in tem-
plates, and the Dragon notes are, shall we 
say, amusing.    Yet we all struggle on with 
whichever method we thought was easiest 
in the beginning and now steadfastly refuse 
to abandon.  I can't tell you how many times 
I thanked my mother for making me take 
typing classes during that summer back in 
the '60's!
 Paperless.  What a clean, proficient, 
tree-saving sound that has to it. Except, it's 
not clear to me that we actually use less 
paper now than before.  Some of us are 
uncomfortable using the computer in the 
exam room, and instead bring in printed face 
sheets for each patient: including problem 
lists, med lists, and copies of all recent labs, 
imaging studies, etc.  When we used paper 
charts, none of us seemed to need to have the 
problem list from the chart REPRINTED so 
we could not carry the chart into the exam 
room. Yet, some of us won't get comfort-
able with using the computer like a chart.  
On the other end of the spectrum, some of 
us are quite comfortable searching through 
Google and UpToDate with our patients 
during visits.
 And these are just some of our foibles 
and idiosyncrasies.  

Continued next page
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 They all pale in comparison to the 
problems that have come from the software 
vendor.  While I would be happy to vent to 
anyone who wants specifics, I won't bore you 
here with details.  Suffice to say that we've 
had problems with software "glitches" that 
were only made worse by the patches that 
were supposed to fix them; with tech sup-
port being either unavailable or downright 
wrong (I can't tell you how many times Tech 
A has contradicted Tech B, only to find, after 
we talk with Lead Tech C, that they're both 
wrong).  Upgrades and patches are supposed 
to be easy to install.  Usually, however, the 
instructions that come with them (when we 
get any instructions at all) are wrong.  Usu-
ally, a call to tech support is necessary.  I 
can only say that I'm glad we pay our office 
manager a salary rather than an hourly wage.  
Too many weekends, nights, or early morn-
ings, she's had to go to the office to work 
with tech support and or local IT to fix some 
software problem or another.  
 And this is, I still believe, one of the 
better EMR's out there. It is used by univer-
sity faculty practices as well as small and 
large single and multi-specialty practices 
across the country. It has been affiliated with 
a research network that has been tracking and 
reporting on meaningful use targets for more 
than 10 years - long before meaningful use 
became MU.  It has a vibrant users group that 

is composed of some of the most interested 
and dedicated physicians I've encountered.  
 For the foreseeable future, of course, 
almost all of us not only have to learn to 
navigate one EMR, but several: one for 
each site we work.   In my case, there's the 
office EMR, the hospital EMR, and that 
horrid EMR at Planned Parenthood (at least, 
I know that things can always get worse!).  
In 8 to 10 years, many of the current prod-
ucts will have died, and those that survive 
will probably all look quite a lot alike, will 
function remarkably well, and will be able 
to easily communicate with one another.
 But until then, wow!  It amazes me that 
so many people can come at EMR's from so 
many different angles: some undervaluing 
them or even discounting them entirely; 
others ascribing EMR's with the ability to 
save American healthcare.  The reality, of 
course, is somewhere in the middle, and is 
a moving target.  To deny that EMR's have 
helped improve the care of our patients - 
with their ability to track health maintenance 
needs, monitor for drug interactions, allow 
for shared data across wide geographic 
stretches (to give just a few examples) - is 
tantamount to denying the reality of human-
caused global warming.  By which I mean, 
some of us still deny it.  Like global warm-
ing deniers, EMR deniers are pig-headed 
and insulate themselves from the world in 
a fact-free cocoon of their own creation.  
Yet, on the other extreme, the government 

policy gurus who currently drive EMR 
development have done both us and our 
patients a disservice.  In their efforts to "do 
it all" and in their belief that EMR's are the 
answer to all our problems, policy makers 
have needlessly complicated requirements 
for MU certification.  They have forced us 
clinicians to focus so much energy on trivia 
(e.g., "did I generate a computerized order 
entry for that INR my medical assistant just 
did on my patient?") that we can easily lose 
focus on our patients.  
 Some day, when medical historians 
look back, the story of the EMR, the story 
of how medicine learned to collect, store, 
and usefully process information, will be 
the primary medical event of the early 21st 
century.  It will encompass and eclipse every 
breakthrough, every drug, device, and stem 
cell.  For now, however, we are living the 
Chinese curse.  We are living in interesting 
times.

Continued from pg 5
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OPen FOruM

Summer, 1967.  They brought twelve year 
old Ishmael to the ER shaking with fright 
and pain. He had been squeezing through a 
hole in a damaged fence (East Oakland had 
a lot of those) and had somehow gotten a 
perforation of his right eye from a splintered 
picket.  The Chief Resident took him to sur-
gery, where the protruding iris and choroidal 
tissue was excised, the vitreous was snipped 
off, and the sclera was sutured with 8-0 silk 
(which we thought was a really tiny suture).  
The lens was missing and there was blood 
in the back of the eye: the state of the retina 
was unknown.  Over the next forty-eight 
hours there seemed to be no infection, which 
meant that we might not be compelled to 
remove the damaged eye right away; but 
brought up another possibility: Sympathetic 
Ophthalmia; an auto-immune reaction to 
the injury which, once the initial signs ap-
peared, would inevitably destroy not the 
injured eye, but the remaining healthy eye.  
It was known, however, that if the injured 
eye was removed within a week of the injury 
sympathetic ophthalmia would not occur.  
The injured eye still had bare light  percep-
tion, but it was very unlikely that it would 
ever have useful vision.  With the potential 
for sympathetic ophthalmia, there was good 
reason, if not a clear indication, to advise 
removing the injured eye, even though the 
incidence was less than one percent.  On 
the other hand, if the eye was removed that 
would mean another operation, a glass eye, 
and the permanent loss of a “spare” eye 
which might be of some use in the future. 
Although the possibility of sympathetic 
ophthalmia was very small, it wasn’t zero; 
and the probability of an injury to the other 
eye was even less.  What to do? Call in staff 
consultants, of course.

ISHMAEL
geoRge IngRaham, m.d.

 One consultant was upset that we 
had waited as long as we had: “you guys 
should have had that eye out two days 
ago!” (he had seen a case)  another felt that 
sympathetic ophthalmia was “a chimera, a 
coincidence: there is no such disease”(he 
had not).  Ishmael’s parents wanted to keep 
the injured eye.  So did Ishmael. To say that 
we residents were divided is understatement 
squared. I was happy not to be the chief, who 
decided to leave the eye in.  Ishmael went 
home, returning to clinic every day until the 
peaceful good eye suggested that the bullet 
had been successfully dodged. “Late onset” 
sympathetic had been described, but was 
virtually unknown.
 Winter 1967: Ishmael’s good eye re-
mained quiet. The blood in the injured eye 
cleared slowly, showing that the retina, or 
maybe part of it, was still there.  He could 
see whether a hand in front of the eye was 
moving or still.
 Spring 1968: The good eye was fine, 
the probability of even late onset sympa-
thetic essentially zero. With a strong lens in 
front of the injured eye, Ishmael could read 
medium size print with the material held 
very close.  Not that he would ever want to, 
since the good eye was seeing 20/20; but the 
eye did not look badly and he didn’t need to 
be troubled with a glass eye.
 Winter  1969: I was chief resident 
now.  Ishmael continued his occasional 
clinic visits. He enjoyed good vision in the 
good eye.  The injured eye, although unused, 
(there was too much difference between the 
eyes for them to be used together) looked 
presentable and was comfortable.  And then 
one afternoon Ishmael was in the ER again 
with a terrible blunt injury to the good eye.  
This time, there was no decision to make.  
What had been a normal eye that morning 

was now shreds of retina protruding through 
a large rip in the sclera: the eye had ruptured.  
We told Ishmael’s parents. We told Ishmael. 
We questioned our belief in a beneficent cos-
mos. And then we took Ishmael to surgery 
and removed what remained of his eye.
 Spring 1970:  Ishmael, with the use 
of a very strong pair of glasses, was able to 
read typewriter print successfully if slowly.  
He was “doing OK” in school.  He could 
take care of himself without assistance for 
almost everything.  He was looking forward 
to finishing school. He was doing OK.
 I have lost touch with Ishmael and the 
other patients I knew in residency. I had a 
follow-up from the program a year later, but 
as new docs moved up, the link went still.  
Ishmael would be in his late fifties now.  If 
we had removed the first injured eye in 1967 
he would have spent almost all of those 
fifty years in complete  darkness.  If we 
had guessed wrong, and he had contracted 
sympathetic ophthalmia, he might have  had 
the same result, or close to it.
 You would think that a case like this, 
with decisions being made under pressure 
and the outcome uncertain, would at least 
result in teaching a lesson, a set of absolute 
principals for future cases, a guide star for 
use with the next Ishmael; but there seems 
to be no guidestar.  Perhaps that is the les-
son. §
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§

HOsPitAlist uPdAte

The piano has a confusing name. Piano 
means soft in Italian. But we don't always 
play softly. Turns out this is just a lazy ver-
sion of the original name: pianoforte, or 
maybe fortepiano. Forte means loud, and 
what was amazing in the old days about this 
instrument is that you could produce varia-
tions in volume of sound. Now we take that 
for granted, but at the time it pretty much 
blew people's minds. Our ability to change 
moods and sounds during the course of a 
piece of music allows us to pull people in 
emotionally. Dynamics speak to our human 
need for change, and for dissonance with 
resolution.
  In our work as physicians, I think 
many of us have a love-hate relationship 
with change. The fact that we practice in a 
dynamic field cannot be ignored, and it can 
induce dizzying effects. Over the course of 
a century, we've developed so many options 
for treating people that we now have discus-
sions about whether we create illnesses out 
of somewhat normal or expected human 
variation, just because we CAN treat them. 
And in our day to day lives as healthcare 
providers, the very way we interact with 
our patients is so different now that I doubt 
many of our predecessors would recognize 
us as being from the same professional 
species. I picture the doc of old looking at 
me sitting in front of my computer for the 
majority of my day and wondering what 
kind of healing could possibly result. And I 
picture him getting into his carriage for a 3 
hour ride out to someone's home and then 
sitting at the bedside of their sick child all 
night, with no antibiotics to offer and only 
the practiced eye and healing touch with 
perhaps some extract of willow bark in 
hand. My own grandfather was sent home 

"Dynamics"
JennIFeR heIdmann, m.d.

with an aspirin to treat his MI, where he died 
in bed, as expected. Then his son, my father, 
went on to receive a heart transplant for the 
same genetic disease. Change: good?
  In the hospital, we are facing shift-
ing ground constantly, and I am not just 
referring to the 5.6 quake we felt earlier 
this week. On February 28, the hospitalists 
go live with computerized physician order 
entry (CPOE). It will alter our work flow, 
and likely place us even more firmly in front 
of our computer screens. I think some good 
will come from it as well: more standard-
ized care (with order sets that prompt us 
to consider evidence, and checklists so we 
don't miss the obvious), legible orders, and 
the more mercenary side effect of complying 
with the government's wish for "meaningful 
use" of the EMR. What will our Primary 
Care colleagues notice with this change? 
One thing is your patients will receive a 
legible print out with discharge instructions, 
including new prescriptions and medica-
tions to be continued, stopped or changed. 
We have also included in the order sets a 
reminder to notify the PCP of the admission. 
Nothing replaces direct communication, of 
course, but we are trying to develop systems 
to improve the flow of information. Please 
let us know if you have any feedback as 
we go live with CPOE. And for now, if you 
directly admit someone to our service from 
your office, you will still write your orders 
on paper. 
  Another dynamic area for us is dis-
charge planning. Pat Waldron, RN has taken 
over this department, and in conjunction 
with Dr Jacobs, CMO and our hospitalist 
team, we are trying to plan for a smooth 
discharge from the moment the patient en-
ters our hospital. This, like so much in our 

field, is a work in progress.
  Most of us went into medicine to help 
people and to work in a field that makes 
you learn something new almost every 
day. Recently, new guidelines emerged 
on the treatment and prevention of venous 
thromboembolism. The hospital is rolling 
out an intensive sepsis management initia-
tive to improve the timeliness and quality of 
sepsis care. The limits of our care a century 
ago have been replaced by sometimes over-
whelming choices, but it is gratifying when 
our treatments can save a life, or at the very 
least bring comfort and healing to a patient. 
And though computers sometimes feel like 
they put up a barrier to human contact, I 
am quite thankful for resources like Up to 
Date!
  Remember the date: February 28. 
CPOE go live for hospitalists. If you hear 
any loud (forte) shouting from the wards, 
just consider it artistic expression of dynam-
ics. 
 

KEEP US UP-TO-DATE

     Have you changed your E-Mail 
Address? ....or posted a web page for 
your practice?   Please let the Medical 
Society know so that we can update 
our records and link to your page from 
the Medical Society’s Web Page.

    Have you looked at the Medical So-
ciety Web Page lately?   Comments/
Suggestions are always welcome.
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§

OPen FOruM

A group of Humboldt County physicians met 
on February 4th to establish a local chapter 
of Physicians for a National Health Plan-
California. We currently have 22 physician 
members in the region and felt it was time 
to get organized. Physicians for a National 
Health Plan (PNHP ) is a national organization 
devoted to achieving publicly financed health 
care for all.  Founded in 1987, it currently has 
over 18,000 members and organized branches 
in every state. PNHP-CA is PNHP's largest 
state organization.
 After an excellent discussion and update 
on the status of state and national single payer 
efforts, our new group decided to focus on 
education to “immunize” the general public 
from insurance company propaganda, support 
for state campaign finance reform, and working 
within our medical society to sponsor a single 
payer resolution for CMA's annual meeting. 

Humboldt Doctors Launch New Chapter 
of California Physicians For A 

National Health Program
Wendy RIng, m.d.

Several of our medical society members 
have introduced resolutions as individuals in 
previous years. CMA's position on this issue 
has progressed from outright rejection to rec-
ognition of single payer as a valid option with 
concerns about aspects of the legislation related 
to governance and physician input. These are 
issues that could be addressed if the association 
was motivated by its membership to move from 
opposition to constructive engagement.
 California's state single payer bill failed 
last month in the State Senate by 2 votes. Single 
payer bills were passed twice by both houses 
in previous years but vetoed by then-Governor 
Schwarzenegger. This year, with the possibil-
ity that Governor Brown might sign a bill 
that would cut state health spending and stem 
rising expenditures, there was more insurance 
industry pressure on politicians. With new 
research showing that only half of California's 

uninsured will gain coverage under ACA and 
that chronically ill insured patients with the 
same high deductibles permitted under ACA 
often forgo needed care, its clear that “watch-
ful waiting” to see the results of Obamacare 
before pressing for the elimination of for profit 
insurance will only result in continued unnec-
essary deaths.  PNHP-CA is part of a coalition 
of statewide organizations, Campaign for a 
Healthy California, that will continue to work 
for single payer reform that would provide first 
dollar coverage for all Californians. 
 Our new Humboldt County Chapter  of 
PNHP-CA joins chapters in LA, San Diego, 
Sacramento, East Bay, and Chico. Our next 
meeting will be on March 24 at 10am at the 
home of Dr. Corinne Frugoni and all are wel-
come to attend. Call Corinne at 822-3141 for 
directions and more information. You can also 
join online at phnpcalifornia.org

Follow the Money…The Transformation of Medical Practice

15th Annual California Health Care Leadership Academy
April 27-29, 2012 • Disneyland Hotel • Anaheim, California

Featured speakers include John Chiang, California 
State Controller and Peter V. Lee, Executive Director, 
California Health Benefit Exchange

Plus: practice management and leadership skills workshops 
to improve your bottom line and enhance your effectiveness 
in the new marketplace

To Register: 

800.795.2262 •  caleadershipacademy.com

Multiple Registration & Early-Bird Discounts

Save up to $200 per person • Register by March 30th

The clock is running on implementation of federal health reform. Health care providers and payers 

are jockeying to position themselves for the impending changes in health care coverage, delivery and 

reimbursement. Who will survive the demands of the new marketplace? Who will prosper?
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The New CMANET.org 
Have you updated your “Physician Finder” profile yet?

The California Medical Association (CMA) recently 
launched a new website for easier, more intuitive navigation, 
loaded with a suite of digital tools that will help you get the 

most from your membership. 

If your memebership is current, you’ll be listed in our new 
online “find a physician” search engine. Login today to up-
date your profile so patients and colleagues can locate you. 

If it’s your first visit to the new CMA website, you will need to 
activate your new web account. Passwords from the old web-

site were not carried over for security reasons. 
 

The process of activating your account is quick and easy, and 
will give you direct and immediate access to your account 

information and profile. 

Activate your account online today. If you have any ques-
tions, please do not hesitate to contact CMA’s member help 

center at (800) 786-4262 or memberservice@cmanet.org

Grand Rounds Calendar, cont. next page

§

CLASSIFIED ADVERTISEMENTS  

FOR  LEASE:  Join our new professional medical facilities near 
Mad River Hospital. Build to suit in new Planned Unit Develop-
ment. 1200 - 4000 sq. ft. spaces. Contact Mark , 707-616-4416 or  
e-mail:  Jones202@suddenlink.net.

Also refer to Practice Opportunities on our website 
www.hdncms.org

WANTED - FAMILY  PRACTICE  PHYSICIAN  Full or part 
time.  Aviation Medical Examiner preferred.  Contact George Jutila, 
M.D., 725-3334 or home.md@suddenlink.net  (GJ)

PROPERTY FOR SALE/ RENT/ LEASEJOB OPPORTUNITIES

WANTED ADVANCED PRACTICE CLINICIAN for multi-
clinician Family Practice office with >20 years of experience, 2 
locations; Fortuna and Ferndale, on the beautiful Northern Coast 
of California. Competitive salary and benefits package, Rural 
Health Clinic with federal loan payback options, equal opportunity 
employer. Minimum of 2 years experience required. For more 
information please call, 530-941-7612, or fax CV to 707-725-
2978.  (db911)

Did You Know....
Members may run classified ads in 
North Coast Physician at no charge for 
the first six months for business-related 
ads and ½ price for personal ads. 

SIZE      MONTHLY  SIZE
1/4 Page    $140.00   7.45” x 2.61”
1/2 Page    $160.00   7.45” x 5.23”
1/3 Page Vertical   $150.00   2.37” x 9.95”
Full Page    $200.00   7.45” x 9.95”
Inside Cover/Full Page           $275.00                        7.90” x 10.40”
Business Card Ad   $65.00   Copy Ready 2” x 3.5”
Classified  Ads   $5.25 per line

DEADLINE:  15th day of the preceding month to be published

Display
Advertising

Rate 
Schedule

FNP/NP or PA-C NEEDED.   Pt time with option of full-time. 
Inpatient experience preferred, but not required. Contact Nina, 
725-4477. (rg1011)

MEDICAL OFFICE SPACE AVAILABLE - LEASE.  
2504 Harrison Avenue, Eureka.  Call: (916) 261-8088.

PART TIME HOSPITALIST OPPORTUNITY - DAY SHIFT
Mad River Community Hospital is searching for an additional 
day time Hospitalist to work with the full time Hospitalist on 
duty.  We are seeking candidates that take pride in providing 
quality patient care.  This position includes care of ICU and 
Med/Surg patients.  We offer a competitive salary and an op-
portunity to be part of a very cohesive medical team.   Please 
contact Karen Thomas, Physician Recruiter at (707) 442-4848 or 
by e-mail at ktnap@sbcglobal.net.

ARE YOU A CONSORTIUM MEMBER?
Our Consortium for Continuing Medical Education is 
accredited by the CMA Institute for Medical Quality to 
plan and accredit local programs to meet the needs of 
our physicians.  Credit is provided for Grand Rounds, 
Tumor Board, Cardiac Cath Lab, UCSF Case Conference, 
Neo-Natal Resuscitation, etc.  In addition to coordinat-
ing programs based on the feedback we get from the 
membership, we also work with the HDN Foundation/
IPA, Hospice, Public Health and other local agencies in 
coordinating CME credit for physicians.

HELP SUPPORT LOCAL EDUCATION 
- BE A CONSORTIUM MEMBER


