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President’s Message 
 

t has been an honor and a pleasure to serve as the president of CANS for the past 
year. It is my hope that the organization has benefitted from the Board’s decisions and 
insight as we navigate the rough waters of practicing neurosurgery in California. I am 

pleased that we could evaluate and address some of the organizations shortcomings 
and future direction via the strategic planning meeting in August. I am optimistic that our 
upcoming annual meeting will not only provide an open forum for the discussion of 
pertinent topics but facilitate the dissemination of the 
CANS agenda to a national audience. 
 

My final plea is that attendance at the Pismo Beach 
meeting this month be a priority on your calendar! I 
need your participation and active involvement as we 
press forward. Now is the time to be heard and CANS 
is the vehicle to voice your opinions. 
 

Looking forward to seeing you at The Cliffs! 
 

Phil Kissel, MD 
CANS President 
 
 
 

I 

 

SAVE THE DATE 
 

 

The 43rd CANS ANNUAL MEETING 
Friday, January 22nd – Sunday, January 24th 

The Cliffs Resort, Pismo Beach, CA 

“Regaining Patient Choice and 
Physician Freedom” 

http://www.cans1.org/wp-content/uploads/2015/12/Registration-2016.pdf
http://www.cans1.org/wp-content/uploads/2014/11/Registration-Preliminary-Program.pdf
http://www.cans1.org/wp-content/uploads/2014/11/Registration-Preliminary-Program.pdf
http://www.cans1.org/wp-content/uploads/2015/10/Sept-2015.pdf
http://www.cans1.org/wp-content/uploads/2014/11/Registration-Preliminary-Program.pdf
http://www.cans1.org/wp-content/uploads/2014/11/Registration-Preliminary-Program.pdf
http://www.cans1.org/wp-content/uploads/2014/11/Registration-Preliminary-Program.pdf
http://www.cans1.org/wp-content/uploads/2014/11/Registration-Preliminary-Program.pdf
http://www.cans1.org/wp-content/uploads/2015/12/Registration-2016.pdf
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Special Thank you to 
Alphatec Spine for 

sponsoring our 
Sunday breakfast! 

 
 

 
 

CANS—it may stand for “Can’t Act with No Support” 
Randall W. Smith, MD, Editor 

 
 

he Board of Directors of CANS is searching to find increased pertinence for 2016 in light of stagnant 
membership, difficulty in collecting annual dues and poor attendance at its annual meeting.  Those 
problems threaten the future of the Association as a viable organization. 

 

It is not easy to know what its members want in light of our small organization which can’t really wag any 
dogs such as improving member compensation or relief from onerous national rules (EHR’s, Meaningful Use, 
Quality indicators) that even our nation neurosurgical organizations with their much greater membership 
and much higher profiles can’t seem to affect either.  Attempts are afoot to find sponsors for our 
newsletter and Web site so as to improve our treasury and this year’s annual meeting program is the result 
of a lot of hard work toward addressing pertinent topics. 
 

Although it may not read like it, the monthly CANS Newsletter is a result of a lot of work with the goal of 
bringing to CA neurosurgeons important topics and issues affecting the practice of neurosurgery in our 
state.  We hope the opinion pieces are a bonus worth reading.  We are the only state neurosurgical 
society with a monthly newsletter.  
 

One suspects that most CANS members don’t care if CANS keeps a close eye on Work Comp, Medicare 
and third party payor rules in California and provides input to those organizations when they consider 
changes felt to be detrimental to the practice of neurosurgery in California.  Garnering exhibitor fees for 
the annual meeting is tough when the potential exhibitors note our history of poor annual meeting 
attendance.  Our meeting in January this year is one of those “where the rubber meets the road” events.  
CANS members should have their hands on the wheel. 
 

The Board is trying to keep CANS alive but it needs a supportive band of brothers if there is to be a CANS in 
the future of California neurosurgery.  It is time, my fellow Golden State neurosurgeons, to stand up and be 
counted.  Come to the meeting and pay your 2016 dues promptly.  CANS is not quite on life support but it 
is definitely in the ICU.  � 

 
 

T 

www.alphatecspine.com
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Guest Editorial-- A Replacement for Obamacare 
By Sally C. Pipes 

 
ne in two Americans now opposes Obamacare.  It's not hard to see why. 
 
Premiums will increase this year by an average of 7.5 percent for the law's mid-level "silver" plans.  

More than half of Obamacare's non-profit insurance co-ops have failed, forcing 740,000 people to find 
new, often more expensive insurance.  Almost 8 million people have been shoved into Medicaid -- only to 
find that one in two doctors today refuses to take new Medicaid patients.  
 

Clearly, Obamacare needs to be replaced with a plan that provides Americans with affordable coverage 
and reliable access to doctors. Fortunately, many Republicans -- including the bulk of the GOP field 
running for president -- agree on the core ideas behind a replacement plan.  
 

Here are some of those ideas.  
 

A sound replacement plan starts by getting rid of Obamacare's twin mandates that all employers with 50 
or more full-timers provide insurance and that all individuals obtain coverage.  
 

Instead, lawmakers should implement a workable alternative that would lower insurance costs, create a 
more competitive healthcare market, save taxpayers money, and actually expand consumer access to 
affordable coverage.  
 

Step one -- replace Obamacare's complicated income-based scheme for insurance subsidies with a 
refundable tax credit available to anyone who buys insurance on the individual market. The amount of the 
credit should vary by age. 
 

This approach serves two important functions.  
 

First, it begins to undo the 70-year-old distortion in our tax code that allows those who get their insurance 
through work to buy it tax-free -- but requires anyone purchasing a policy on their own to do so with after-
tax dollars.  

O 

www.arborpharma.com
www.brainlab.com
www.capphysicians.com
www.globusmedical.com
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CANS MISSION STATEMENT 
 

‘To Advocate for the Practice of California Neurosurgery 
Benefitting our Patients and Profession’ 

 
 
 
 
 

 

This distortion has crippled the individual market, tied insurance to employment, and hampered 
competition in the industry. Instead, an ideal replacement plan would alter the tax credit so that it's 
roughly equal to the average tax break workers get for employer-sponsored health benefits. 
 

Second, making the tax credit available irrespective of income would do away with Obamacare's huge 
subsidy-calculating machinery -- its privacy-threatening data hub, legions of IRS workers, and hugely 
complicated tax forms.  
 

Additionally, unlike Obamacare's subsidies, which are paid directly to insurance companies, tax credits 
should go directly to individuals. That would provide people with a strong incentive to shop around -- and 
would force insurers to aggressively compete for individuals' business.  
 

An Obamacare replacement plan should also raise the contribution limits for Health Savings Accounts 
(HSAs), where consumers can save money tax-free for routine healthcare expenses.  The accounts must be 
paired with a high deductible insurance plan. 
 

HSAs have proven effective at reducing healthcare costs. The National Bureau of Economic Research 
published a report earlier this year that studied 13 million people with high-deductible plans paired with 
HSAs. The authors found that health spending declined in all three years they examined -- with no 
evidence of worse health outcomes.  
 

A revamped healthcare system must also eliminate Obamacare's "guaranteed issue" and "community 
rating" rules, which require insurers to sell policies to all comers, regardless of health status or history, and 
forbid them from charging the old or those with pre-existing conditions any more than three times what 
they charge the young.  
 

These rules may seem fair. But they encourage people to wait until they get sick to buy insurance.  
 

Instead, a replacement plan should protect those with pre-existing conditions by barring insurers from 
raising a person's premiums because of health status or history as long as that person has maintained 
continuous coverage. This move would encourage people to buy and keep insurance -- not to game the 
system. 
 

Finally, policymakers must fix Medicaid, the joint federal-state program for individuals earning below 138 
percent of the Federal Poverty Level. As it stands, costs in the program are surging -- even as the poor must 
deal with one-size-fits-all rules and are often unable to access care. Medicaid, along with other federal 
health programs for the poor, should be transformed into a single block grant to states.  
 

That would free states to experiment in order to find the best ways to meet the healthcare needs of their 
own low-income residents. 
 

Every Republican presidential candidate has pledged to repeal and replace Obamacare if elected. 
These tenets should be the blueprint for doing so. 
  

Sally C. Pipes is President, CEO, and the Thomas W. Smith Fellow in Health Care Policy at the Pacific 
Research Institute, a San Francisco-based think tank that promotes a free economy.  Sally Pipes submitted 
this thoughtful commentary to The San Luis Obispo Tribune. While the newspaper’s editors could not 
guarantee publication, they indicated they would print it prior to our annual CANS meeting—Ed. ��
�
�
�
 
�
�
�
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Brain Waves 

Deborah C. Henry, MD, Associate Editor 
 
 

is the season to give gifts.  But when did gift giving start and more importantly, why? The giving of 
gifts allegedly began with the birth of civilization.  From my take on the subject, it appears that a lot 
of early gift giving was done more to impress than to be purely generous.  After all, what better way 

to show one’s status in the community than to give an expensive gift.  In medieval times, bringing a present 
to the king showed allegiance and likely granted favors to the bearers.  Giving gifts to fellow countries 
often did the same.  Showering a potential mate with flowers, chocolates, and jewels may make one 
appear more attractive, a throw back to the hunter-gatherer society when the male that brought home 
the beef was the more suitable mate. 
 

Giving gifts at Christmas apparently started in order to mimic the gift giving of the Magi-frankincense as a 
perfume for worship, gold as a status symbol for kings, and myrrh as a burial perfume.  For those of Jewish 
faith, the tradition of gift giving started first with the feast of Purim, which is celebrated in late winter or early 
spring. Gift giving switched to Hanukkah in the 19th century to match the timing of the Christian Christmas. 
Then there is the gift of money.  For many of us, this also is not entirely unselfish.  If we give to charities, we 
expect a tax write-off.  The giving of money or a gift card is much more time efficient and often just as 
much appreciated.  
 

Perhaps the most generous gift is the gift of time. We have limited number of steps on this earth, and doing 
something for others with our time may elicit a sense of gratitude.  However, this also comes with a bit of 
selfishness-the need to effect change.  After all, this is what public service does, especially those that give 
the gift of time as an unpaid employee or member of a nonprofit organization.  This gift of time may be for 
those who like the sense of power, but often this is the power to create change, hopefully for the better.  
This avenue to effect change is the reason I have served on the CANS board as well as several other 
boards and councils.  It is the reason for all neurosurgeons to be involved, so that we can effect change.  
The easiest way to start is simply by attending your CANS meeting in January.  Meet your fellow board 
members.  Learn about your community. Become a delegate to the CSNS. Make it a New Years resolution 
to give your gift of time. After all, without your gift of time, you cannot effect change, and then others will 
simply change things for you.  � 

 
 
 
 

’T 

www.klsmartinnorthamerica.com
www.libertymedlegal.com
www.mizuho.com
www.monteris.com
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Transitions in Neurosurgery 
John Bonner, MD, Associate Editor 

 
oncussion” is a new movie now playing in theaters.  This film dramatization of true facts is based 
on Dr. Bennet Omalu’s discovery of Chronic Traumatic Encephalopathy (“CTE”).  Dr. Omalu, a 
forensic pathologist affiliated with the U.C. Davis Department of Medical Pathology and 

Laboratory Medicine, documented CTE in patients who had suffered repeated head trauma through 
athletic involvement, mainly football.   
Dr. Omalu initially discovered the CTE phenomenon when he examined the brain of Mike Webster, a well-
known Pittsburgh Steeler Hall of Fame center, who had died at the early age of 50 in 2002.  This autopsy led 
to a 2005 publication on CTE by Dr. Omalu.  Originally and understandably, this publication was not well-
received, especially by the football community, particularly the NFL.  (I remember that a research program 
I was developing to study neck injuries in UW football players, was cancelled despite the support of 
Neurosurgery Chief Arthur Ward, M.D.  At the time (1960s), head-first tackling or “spearing” was prevalent, 
leading to head and neck injuries in UW players.  Nonetheless, the athletic department did not want such 
injuries documented or studied, and the program was nixed.) 
Now, however, after several exposes by the PBS show Frontline, and with the film, “Concussion”, Dr. 
Omalu’s findings have been confirmed and legitimized, leading others to try to increase safety procedures 
for sports such as football and soccer.  But, while increased safety precautions may be warranted (such as 
improvements in helmets, pads, tackling procedures, etc.), some have noted that once the brain has 
been injured, the athlete may be forever scarred by the injury.  Indeed, some have linked CTE to mental 
illness, substance abuse and violent behavior.  In a recent FoxNews opinion piece, Dr. Marc Siegel quotes 
Harry Carson, a Hall of Fame former linebacker for the NY Giants.  Mr. Carson notes that “Unfortunately, 
you can’t really make the game [of football] safer, … you could put all the sophisticated helmets that you 
want on players, but again, the helmet protects the skull, it does not protect the brain.”  (FoxNews online 
editorial, Dr. Marc Siegel, December 28, 2015, “’Concussion’ debuts as researchers connect football with 
brain damage.”) 

 
=== 

 
We are now approaching a New Year, 2016, as time seems to move ever more quickly.  May 2016 be a 
successful year for you, in all personal, family and practical endeavors.  � 

 
 
 
 
 

“C 

www.nuvasive.com
www.pmtcorp.com
www.primeclinical.com
www.quantumneuromonitoring.com
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DO YOU KNOW A NEUROSURGEON NEW TO CALIFORNIA? 
 

Tell them about CANS and Direct them to the CANS website: 
www.cans1.org!  There is a membership application on the site! 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
 

***ATTENTION EXHIBITORS*** 
 

Has your company signed up to exhibit for the 
CANS 43rd Annual Meeting? 

 

Hurry, SPACE IS LIMITED! 
See attached exhibitor packet 

 

Contact: Emily@cans1.org or 916.457.2267 
 

Alphatec Spine, Arbor Pharmaceuticals, KLS Martin, Zimmer 
Biomet, Sierra Vista Regional Medical Center, PMT Corporation, 
Globus Medical, KLS Martin, Stryker, Liberty Med Legal Admin, 
Inc., Mizuho, Monteris Medical, NuVasive, Inc, Prime Clinical, 

Brainlab, Boston Scientific, CAP Physicians, Quantum 
Neuromonitoring, SI-Bone, UCB…WHO’S NEXT!! 

http://www.cans1.org/
mailto:Emily@cans1.org
www.si-bone.com
www.stryker.com
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Special Thanks to Sierra Vista for their generous sponsorship! 
 
 
 
 
 

  

 
 
 
 
 
 
 

 
 
 

 
 

Tidbits from the Editor 
 
 
The Feds are entering the pain game 
 

The U.S. Centers for Disease Control is getting ready to publish opioid prescribing guidelines which is 
causing a lot of fur to fly.  There is a whole lot of money at stake and opposition from pharmaceutical 
companies and others can be expected with the former wielding a lot of money and power with a 
history of being effective at getting Congress and elected officials to do their bidding.  Also, 
opponents of the CDC's efforts will “grab onto anything they can to try to portray people who are 
developing the guidelines as being against opioids" said Joe Paduda, president of pharmacy benefit 
management consortium CompPharma.  CompPharma, one of 17 organizations that co-signed a 
Nov. 17 letter expressing support of the CDC's efforts to draft opioid-prescribing guidelines, maintains 
there is strong evidence showing prescribing guidelines reduce the dangers of opioids such as 
overdose deaths. Since the Washington State Agency Medical Directors' Group promulgated the 

Sierra Vista Regional Medical Center is a 164-bed, acute-care provider of tertiary services that has been serving the 
Central Coast of California for more than 50 years.  
 

Since its inception in 1959 the hospital has grown into a leading provider of high-level medical services in San Luis Obispo 
County with a service area that stretches into northern Santa Barbara County and southern Monterey County.  Today, 
Sierra Vista is distinguished by five tertiary services that no other hospital in San Luis Obispo County offers. These include 
the County’s only neurosurgery program, a high risk pregnancy program, the  only dedicated Pediatric Unit, a Level III 
Trauma Center as well as the largest Level III Neonatal Intensive Care Unit (22 beds) between Santa Barbara and Salinas. 
Sierra Vista is accredited by The Joint Commission as a Certified Stroke Center and in Congestive Heart Failure and has 
been verified as a trauma center by the American College of Surgeons.  
 

The Birth Center at Sierra Vista Regional Medical Center provides a comprehensive range of obstetric and infant services 
and is the only hospital in both San Luis Obispo County and Santa Barbara County where a woman can deliver vaginally 
after a caesarean section (VBAC). Sierra Vista also offers comprehensive, patient-centered, family-oriented care for 
patients with cardiac disease, neurological disorders, orthopedic surgeries, spinal cord and brain injuries, stroke and 
arthritis.  
 

The hospital is fully accredited by The Joint Commission, the nation’s oldest and largest hospital accreditation agency. 
 

www.sierravistaregional.com
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country's first opioid prescribing guidelines in 2007, fatalities caused by opioids have dropped by 29%, 
according to the letter. 
 

The Washington State Agency Medical Directors' Group also signed the Nov. 17 letter, as did the 
American Society of Addiction Medicine, California Consortium of Addiction Programs and 
Professionals, National Coalition Against Prescription Drug Abuse, National Safety Council and 
Physicians for Responsible Opioid Prescribing. 
  

States including Arizona, California, Colorado, Connecticut, Indiana, Ohio, Minnesota and New 
Mexico have all adopted some kind of opioid treatment guideline since Washington state regulators 
first published their recommendations.  Paduda said the various guidelines do not make consistent 
recommendations. For example, the Washington state guidelines say there is no safe dosage for 
opioids and notes the risk of overdose starts to increase at the equivalent of 20 mg of morphine a day. 
But the guidelines also use 120 mg of morphine as the threshold at which the prescribing doctor 
should seek consultation from a pain specialist.  Proposed guidelines in California urge increased 
vigilance at doses exceeding the equivalence of 80 mg of morphine per day. 
 

Morphine equivalent doses are used to account for the differing potency of opioid painkillers. One 
milligram of hydrocodone, the opioid in Vicodin, is equal to 1 mg of morphine, according to the 
Washington state Agency Medical Directors' Group online dosing calculator. But 1 mg of oxycodone, 
the opioid in oxycontin, is equivalent to 1.5 mg of morphine. One milligram of oxymorphone is equal 
to 3 mg of morphine, and 1 mg of fentanyl is equal to 2.4 mg of morphine. 
 

"With the other guidelines, the task for guideline developers will be to say why they're different," 
Paduda said. "If the morphine equivalent dose is higher than the CDC, then it will be incumbent on 
the developers to explain why they chose a higher level. It sets a new standard based on the best 
evidence and the best experts on this that other folks will have to respond to." 
 

We neurosurgeons here in California need to watch these developments and as we have said 
previously, if you keep your patient at or below the equivalence of 80 mg of morphine per day, you 
should stay below the opioid police’s radar. 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Feds blinked—or did they? 
 

David B. Hoyt, MD, FACS, Executive Director of the American College of Surgeons recently distributed 
the following announcement: 
 

In order to avoid a penalty under the Meaningful Use (MU) program, eligible professionals must attest 
that they met the Stage 2 requirements for a period of 90 consecutive days during 2015. However, 

www.zimmerbiomet.com
www.ucb.usa.com
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CMS did not publish the final rule outlining modifications for Stage 2 of MU until October 16, 2015 – 
meaning that by the time eligible professionals were informed of the modified requirements, fewer 
than the 90 required days for reporting remained in the calendar year. 
  

Given the late release of the final rule, for those who are unable to meet the MU requirements in 2015, 
ACS advocated for Congressional intervention to simplify the exception process, and late last week 
(moments before adjournment for the year), the U.S. House of Representatives and Senate passed 
legislation which will allow for “blanket” Meaningful Use relief.   
  

This legislation, championed by ACS Fellow Tom Price, MD, FACS (R-GA) in the House, and sponsored 
by Senators Rob Portman (R-OH) and Robert Casey (D-PA) in the Senate, will allow CMS to approve 
submitted hardship exception applications in a “batch” until March 15.  Currently, these applications 
are examined on a case-by-case basis, and CMS has acknowledged that it would be difficult for the 
agency to sort through the volume of requests they are likely to receive.  By processing the 
submissions in a “batch,” those applying will receive a blanket hardship exception. It is important to 
note, while all applications received prior to March 15 will be approved, surgeons still must apply for 
the exception.  Applications for the hardship exception will be available in early 2016. 
 

As usual, there are some devils in the details.  Here is some of the wording of the just passed bill: 
 
(B) Significant hardship exception 
The Secretary may, on a case-by-case basis, (and, with respect to the payment adjustment under 
subparagraph (A) for 2017, for categories of eligible professionals, as established by the Secretary 
and posted on the Internet website of the Centers for Medicare & Medicaid Services prior to 
December 15, 2015, an application for which must be submitted to the Secretary by not later than 
March 15, 2016) , exempt an eligible professional from the application of the payment adjustment 
under subparagraph (A) if the Secretary determines, subject to annual renewal, that compliance with 
the requirement for being a meaningful EHR user would result in a significant hardship, such as in the 
case of an eligible professional who practices in a rural area without sufficient Internet access. In no 
case may an eligible professional be granted an exemption under this subparagraph for more than 5 
years. 
 

This writer does not read the above as a blanket and automatic exemption to the MU requirements to 
be awarded to anyone who applies for the exemption.  One provision allows CMS to grant 
meaningful hardship exemptions for the 2017 penalty not only to individual physicians on a case-by-
case basis but also to entire categories of physicians, as in all physicians beset by extreme and 
uncontrollable circumstances. 
  

It is unclear what will constitute “extreme and uncontrollable circumstances” but it doesn’t sound like 
the urban or suburban neurosurgeon is likely to qualify.  You have nothing to lose by submitting a 
hardship request by March 15.  We will keep you posted on the application process. 
 

And all this is dependent on POTUS signing the bill which he won’t consider until he returns from Xmas 
vacation next week. 
 

It is to be noted that Dr. Hoyt will be a morning speaker at the CANS annual meeting on January 23rd 
which presents an opportunity to find out what has evolved by then. 
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2016 California Workers’ Compensation pay scale nearing bottom 
 

Now that the Feds have determined what we docs will get paid in 2016, $35.83/RVU, the Official 
Medical Fee Schedule (OMFS) of the California Work Comp system has been announced.  As the 
reader may recall, the OMFS is in the process of being adjusted from its 2012 payment levels toward 
its final resting place of 120% of what Medicare paid in 2012 for everyone including primary treating 
physicians, surgeons, radiologists and anesthesia. 
 
The 2016 payment levels will be as noted below and 2017 levels will finally complete the transition.  
May $55+/surgical RVU rest in peace. 
 
Type of 
Service  

OMFS 
Budget-
Neutral CF 

120% 
2012 
Medicare 

2014 
(75 Percent 
OMFS/ 
25 Percent 
120 % 
Medicare) 

2015 
(50 Percent 
OMFS/ 
50 Percent 
120 % 
Medicare) 

2016 
(25 Percent 
OMFS/ 
75Percent 
120 % 
Medicare) 

2017 
(120% 
Medicare) 

Anesthesia 34.5903 25.6896 32.3651 30.1400 27.9148 25.6896 

Surgery 55.6849 40.8451 51.9750 48.2650 44.5551 40.8451 

Radiology 52.9434 40.8451 49.9188 46.8943 43.8697 40.8451 

All other 
services  34.4566 40.8451 36.0537 37.6509 39.2480 40.8451 
 
 
 
Stark Law: More flexibility starting in 2016 
 

The American College of Surgeons has published a cogent article by Alicia Gallegos on their ACS 
Surgery News Digital Network addressing changes to the Stark Law for 2016 which may assist some 
California neurosurgeons. 
 

Medicare has relaxed some requirements of the Stark Law through its 2016 fee schedule and created 
new exceptions for compensation arrangements under the statue. The changes make it easier to 
recruit nonphysician employees, share rental space, and operate on expired contracts without fear 
of violating the law as noted below:  
 
 
 
Nonphysician recruitment  
 

Starting in 2016, hospitals can assist in the recruitment of nonphysician health professionals for 
physician practices. In the past, hospitals could not because remuneration could be considered a 
compensation relationship between the hospital and the practice.  In the new rule, CMS expands its 
definition of nonphysician provider to mean physician assistant, nurse practitioner, clinical nurse 
specialist, certified nurse-midwife, clinical psychologist, or clinical social worker. Hospitals, rural health 
clinics, and federally qualified health centers can provide recruitment assistance and retention 
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payments to physician practices to employ nonphysician providers. CMS also loosened its original 
proposal that said the nonphysician provider would have to be a bona fide employee of the 
physician practice. Instead, they can be independent contractors as long as they contract directly 
with the practice.  The subsidy amount from the hospital can be only 50% of employment costs and 
can last just 2 years.  
 
 
 
Holdover extension  
 

Physicians who have compensation arrangements that fall under a Stark Law exception no longer 
need to panic if their agreement expires and they neglect to redraft a new contract. The 2016 rule 
releases doctors from potential violations if such an agreement expires, but the arrangement 
continues under the same terms.   In the past, doctors had a 6-month grace period to renew an 
arrangement agreement once the contract expired. CMS now feels that arrangements that continue 
beyond the 6-month period do not necessarily pose a risk of program or patient abuse, provided that 
the arrangement continues to satisfy the specific requirements of the applicable exception.  CMS has 
eliminated the time limitation on contract holdovers if the agreements meet requirements related to 
fair market value and so long as the compensation does not take into account the volume or value 
of referrals or other business generated between the parties.  
 
 
 
 
Timeshare reprieve   
 

Timeshare arrangements for office space, equipment, personnel, supplies, and other services are 
allowed starting in 2016.  
Previously, physicians who did not require traditional office spaces could only lease from sources who 
could pose a referral relationship on a part-time basis and those rentals had to me meet specific 
rental criteria. The renter was required to have exclusive use of the space and 1-year contract.  
 

CMS now acknowledges that in some cases there may be a community need for short-term specialty 
services in which exclusive use of an office is not necessary. Under a timeshare arrangement, a 
hospital or local practice may ask a specialist from a neighboring community to use space owned by 
the hospital or practice on a limited or as-needed basis. Often, the specialist does not establish an 
additional office, but instead creates a timeshare-like arrangement for the space, equipment, and 
services necessary to treat patients.  
 

To timeshare, doctors must meet the following requirements:  
 

• The arrangement is set out in writing, signed by the parties, and specifies the premises, equipment, 
personnel, items, supplies, and services covered by the arrangement.  
 

• The arrangement is between a physician and a hospital or a physician organization of which the 
physician is not an owner, employee, or contractor.  
 

• The arrangement is not conditioned on the licensee’s referral of patients to the licensor.  
 

• The compensation over the term of the arrangement is set in advance, consistent with fair market 
value. ��
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DO YOU KNOW A NEUROSURGEON NEW TO CALIFORNIA? 

 

Tell them about CANS and Direct them to the CANS website: 
www.cans1.org!  There is a membership application on the site! 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Thought for the Month: 
The brain is the most outstanding organ.  It works 24 

hours a day, 365 days a year right from your birth until 
you fall in love. 

 

 

 

http://www.cans1.org/
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Any CANS member who is looking for a new associate/partner/PA/NP or who is looking for a position (all 
California neurosurgery residents are CANS members and get this newsletter) is free to submit a 150 word 
summary of a position available or of one’s qualifications for a two month posting in this newsletter.  Submit 
your text to the CANS office by E-mail (emily@cans1.org) or fax (916-457-8202)—Ed. ��
�

he assistance of Emily Schile and Dr. Phillip Kissel in the preparation of this newsletter is 
acknowledged and appreciated.   
 

x To place a newsletter ad, contact the executive office for complete price list and details. 
 
x Comments can be sent to the editor, Randall W. Smith, M.D., at rws-avopro@sbcglobal.net  

or to the CANS office emily@cans1.org.   
 

x Past newsletter issues are available on the CANS website at www.cans1.org.    
 
x If you do not wish to receive this newsletter in the future, please E-mail, phone or fax Emily Schile 

(emily@cans1.org, 916-457-2267 t, 916-457-8202 f) with the word “unsubscribe” in the subject line.  
 
 
 

 
 

 T 

Meetings of Interest for the next 12 months: 
  
CANS Annual Meeting, January 22-24, 2016 The Cliffs Resort, Pismo Beach, CA 
AANS/CNS Joint Cerebrovascular Section: Ann. Meet., February 15-16, 2016, Los Angeles, CA 
Southern Neurosurgical Society:  Annual Meeting, March 2-5, 2016, San Antonio, TX  
AANS/CNS Joint Spine Section:  Annual Meeting, March 16-19, 2016, Orlando, FL 
CSNS Meeting, April 29-30, 2016, Chicago, IL 
AANS/CNS Joint Pain Section Bi-Annual Meeting, April 29, 2016, Chicago, IL 
AANS:  Annual Meeting, April 30-May 4, 2016, Chicago, IL 
Neurosurgical Society of America: Annual Meeting, June 19-26, 2016, Dublin, Ireland 
Rocky Mountain Neurosurgical Society:  2016 Annual Meeting, TBA 
New England Neurosurgical Society:  2016 Annual Meeting, TBA 
AANS/CNS Joint Neurotrauma and Critical Care Section 2016 Meeting, TBA 
Western Neurosurgical Society: Annual Meeting, September 9-12, 2016, Carlsbad, CA 
CSNS Meeting, September 23-24, 2016, San Diego, CACA 
Congress of Neurological Surgeons: Annual Meeting, September 24-28, 2016, San Diego, CA 
North American Spine Society:  Annual Meeting, October 26-29, 2016, Boston, MA 
California Neurology Society: Annual Meeting, 2016, TBA 
Cervical Spine Research Society: Annual Meeting, Dec 1-3, 2016, Toronto, Ontario, Canada 
AANS/CNS Joint Pediatric NS Section: Ann. Meeting, December 8-11, 2016,  
North American Neuromodulation Society: Ann. Meet., December 10–13, 2016,  
 

mailto:emily@cans1.org
mailto:rws-avopro@sbcglobal.net
mailto:emily@cans1.org
../../../../../../../../../../../../../../../../../../../../../../CANS/NEWSLETTERS/Application%20Data/Mar2011/CANS/NEWSLETTERS/My%20Documents/Application%20Data/Microsoft/Jan2010Newsltr/www.cans1.org
mailto:emily@cans1.org
http://www.cans1.org/
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CANS Board of Directors 
 
President  Phillip Kissel, MD   San Luis Obispo  
President-Elect Praveen V. Mummaneni, MD   San Francisco     
1st Vice-Pres Kimberly A. Page, MD   Redding 
2nd Vice-Pres Kenneth Blumenfeld, MD  San Jose 
Secretary  Patrick R.L. Rhoten, MD  Beverly Hills  
Treasurer Marshal Rosario, MD   Campbell 
Immed Past Pres Deborah C. Henry, MD  Newport Beach  
Past President  Theodore Kaczmar, Jr, MD  Salinas  
  

      Directors 
      Northern CA Ripul Panchal, DO   Sacramento  
   John K. Ratliff, MD   Stanford  
   Mitchel Berger, MD   San Francisco  
      Southern CA Langston Holly, MD   Los Angeles  
   Frank Hsu, MD    UCI  
   Bob Carter, MD   San Diego 
   Farbod Asgarzadie, MD  Fontana  
 
      Consultants Moustapha Abou-Samra, MD  Ventura CSNS  
   John T. Bonner, MD   Fresno  Newsletter   
   William L. Caton III, MD  Pasadena Past President    
   Philipp M. Lippe, MD   San Jose CAC  
   Lawrence M. Shuer, MD  Stanford Residency Training Programs  
   Randall W. Smith, MD   Escondido Newsletter  
   Patrick J. Wade, MD   Glendale CMA 
   Kenneth Ott, MD   San Diego Past President 
   Marc A. Vanefsky, MD   Anaheim Past President 
   Austin R. T. Colohan, MD  Loma Linda Past President 
 
      Historian  Donald J. Prolo, MD   San Jose  

------------------------------------------------------------------------------------- 
Executive Secretary Emily Schile 

emily@cans1.org 
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