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President’s Message 
Phillip Kissel, MD, CANS President 

 
 

he Awards Committee has decided on recipients for both the 2016 Public Service Award 
and the Pevehouse Distinguished Service Award. The first is Richard Pan, M.D. and the 
second Moustapha Abou-Samra, M.D.. 

  

The Public Service Award (previously known as The Ablin Award) was established in 2000 to 
honor a legislator or other public official who has given "momentous efforts for medicine". The 
award not only recognizes the long and dedicated career of  Dr.George Ablin as an excellent 
neurosurgeon, but also recognizes his efforts in public service on behalf of all neurosurgeons. It 
also has the benefit of enhancing CANS' liaison and activities with members of the community. 
  

The awards committee recognizes Dr.Richard Pan for his service as a California State Senator 
from Sacramento. He authored the recently passed child immunization bill requiring all children 
who attend school be vaccinated unless there is a medical contraindication. This legislates that 
parents do not have the option to withhold vaccinations 
based on religious or other personal beliefs. 
  

The Pevehouse Award is conferred upon a California 
neurosurgeon who has both served  the community of 
neurosurgery and medicine in general in an extraordinary 
effective and distinguished manner. Dr.Abou-Samra has 
been deeply involved with vital issues relevant to not only 
CANS and California but also organized neurosurgery at a 
national level. He has served as past president of both 
CANS and The Western Neurosurgical Society. He has 
served in the CSNS as both a long time delegate/member 
and Chair of the Southwest Quadrant. He has recently 
been Chair Neurosurgery-PAC and is currently a Regional 
Director on the AANS Board. Dr. Abou-Samra is also a past 
President of the Neurolsurgical Society of America. 
 

Please join me and the entire CANS organization as we honor these two stellar individuals at this 

year's annual banquet at the Edna Valley Vineyard on Saturday January 23rd. ! 
 
 

T 

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”  
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Annual Meeting Program Director’s Message 
 
“We few, we happy few, we band of brothers; 
For he to-day that sheds his blood with me 
Shall be my brother; 
That fought with us upon Saint Crispin’s day.” 
               Shakespeare, Henry V 
 
FEDERAL GOVERNMENT COLLABORATES WITH BIG INSURANCE TO 
ELIMINATE INDEPENDENT PRIVATE PRACTICE 
 

As in Agincourt the odds are long, the days are short.  With its 43rd Annual Meeting, CANS begins a 
national crusade to save the private practice of medicine, the apotheosis of medical care since 
Hippocrates 400 BC.  Forcing all physicians to be salaried threatens rupture of that sacred bond between 
an individual and his or her doctor, who then serves dual agencies of paymaster and patient.   Whether 
the financial source is the federal government, the hospital, the foundation or corporation, the patient is 
at risk for conflicted physician loyalties and care.  Our keynote speaker, Sally Pipes, has expressed the 
basis for this conditional loyalty of physician to the patient tersely: “When the government pays for 
healthcare, saving money is more important than saving lives.” 
 

Our Annual Meeting is organized to address these issues and initiate a program to confront directly efforts 
to eliminate private practice.  A massive march of physicians to salaried roles under large entities is in 
process.  Those physicians remaining in individual or small group practice cannot indefinitely survive this 
shift toward corporate medicine; insurers have enormous monopsony bargaining power versus 
independent physicians in all markets.   
 

CANS meeting begins with Ms. Pipes’ presentation  "Reeling From ObamaCare: Those Protesting 
Healthcare For All Have No Heart; Those Supporting A Single Payer Solution Have No Brain."    
 

2016 is a pivotal year for healthcare reformation.  Marcy Zwelling MD, Co-Chair of National Physicians 
Council for Healthcare Policy will present details of Healthcare Reform Plan of Congressman Pete Sessions 
developed by the Council under direction of Congressman Pete Sessions with consultation by economist 
John Goodman. 
 

Katie Orrico, JD, Director, Washington Office AANS, CNS will review Competing Bills in the House and 
Senate on Healthcare Reform. 
 

David Hoyt, MD, Executive Director of American College of Surgeons will discuss the current ACS Position 
on Private Practice and Collective Bargaining. 
 

Symposia on Private Practice and Collective Bargaining for Patients will discuss the value of private 
practice, whether private practice should survive in this era of conglomerate medicine, is collective 
bargaining by independent physician groups necessary for its survival and whether a National Solidarity 
Movement can arise among neurosurgeons from all modes of practice to protect independent practice.  
Six neurosurgeons from California will participate from academic (2), large ACO (2) and independent 
practice (2) roles. Neurosurgeons from Illinois, Arizona, Nevada, Washington, Montana and Maryland 
continue this discussion, including a message from Doctor Ben Carson: "Neurosurgeon Talking to 
Neurosurgeons about Saving Private Practice." 
 

Ann Stroink, MD, Illinois, Chairwoman, Council of State Neurosurgical Societies, presents The CSNS Position 
on Independent Private Practice.  
 

Rich Wohns, MD JD will address the Corporate Practice of Medicine Doctrine and Direct Hospital 
Employment of Physicians. 
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CANS MISSION STATEMENT 
 

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

 
 
 
 
 

Former Congressman, now Chapman University Law School Dean Tom Campbell presents proposals for 
"Ending the different legal treatment of insurers and physicians who bargain on behalf of their patients" 
followed by a symposium including Professor Campbell, Katie Orrico, JD, and possibly invited guests 
House Majority Leader Kevin McCarthy and U.S. Senator John Barrasso. 
 

The program concludes with Representative McCarthy and Senator Barrasso, an orthopedic surgeon, 
presenting their views on various healthcare reform measures progressing in the House and Senate. 
 

CANS is the only organization to our knowledge addressing the devolution of independent physician 
practice. Please attend the ANNUAL MEETING, JOIN THE FIGHT IN EXPRESSION OF YOUR SOLIDARITY WITH 
THIS CRUSADE TO ARREST THE DEMISE OF PRIVATE PRACTICE ON THIS BATTLEFIELD OVER ALL AMERICA!  LET 
YOUR VOICE BE HEARD! 
 

King Henry V’s fighting men were outnumbered five to one.   
My cousin Westmoreland?—No, my fair cousin: 
If we are mark’d to die, we are enow 
To do our country loss; and if to live, 
The fewer men the greater share of honour. 
 

Don Prolo, MD 
Program Director, 2016 CANS Annual Meeting 
 
Learning Objectives 
 

Upon completion of this educational activity, neurosurgeons and other physicians should be able to: 
 

1.  Demonstrate in depth knowledge of healthcare after 6 years of the "Patient Protection and Affordable 
Care Act" and prospective federal legislation to reform the "Act" 
 

2.  Recognize opportunities for leadership in your community, state and national medical organizations as 
well as writs of participatory citizenship before local, state and federal governmental entities to preserve 
the private practice of medicine and to allow independent physicians to bargain collectively for their 
patients with insurance and governmental payers   
 

3. Express the views on the private practice of medicine revealed by neurosurgeons from California, 
Maryland, Illinois, Arizona, Nevada, Montana and Washington and policies of the American College of 
Surgeons 
 

4. Understand the principle of dual interests and conflicted agencies underlying the Bar prohibiting the 
Corporate Practice of Medicines among the states 
 

5. Demonstrate knowledge of neurosurgical research and patient care advancements as presented by 
residents in training from 11 California neurosurgical training programs  
 
CME 
 

Our 2016 Annual Meeting, with a joint providership by the AANS, has been approved for 10.5 hours of 
Category I CME credit. ! 
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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! 

 
 

Telehealth is Legal in California—with Caveats 
Randall W. Smith, MD, Editor 

 
 

he Medical Board of California in their Fall 2015 Newsletter published information about engaging in 
Telehealth.  Here is a slightly modified version: 
 

Telehealth, defined as the use of telecommunication and information technologies in order for licensed 
medical care practitioners to provide clinical health care from a location that is distant from their 
patients.  AB 415, also known as the Telehealth Advancement Act of 2011, was signed into law on 
January 1, 2012. This law changed the statute of California Business & Professional Code (BPC) section 
2290.5 that governs telehealth services. The intent of this law was to integrate parity of telehealth into 
in-person traditional medicine.   
 

According to BPC section 2290.5 (b), prior to the delivery of health care via telehealth, the health care 
provider initiating the use of telehealth shall inform the patient that telehealth may be used and 
obtain verbal or written consent from the patient for this use. The verbal or written consent shall be 
documented in the patient's medical record. The consent should not alter the scope of practice or 
standard of care. Informed consent and privacy standards apply to all health care encounters 
including telehealth. A patient may receive in-person health care delivery services during a specified 
course of health care and treatment after agreeing to receive services by telehealth.  California 
requires physicians providing telehealth services to patients located in California to have an active 
California medical license. 
 

Under California law, a physician cannot prescribe medications (or recommend marijuana for 
medical purposes) without an appropriate prior examination and indications justifying the 
patient's use of the drug. The Medical Board of California has stated that this examination need 
not be in person, if the technology is sufficient to provide the same information to the physician 
as would be obtained if the exam had been performed face-to-face. A simple questionnaire 
without an appropriate prior evaluation may be a California practice violation. 
 

There are no legal prohibitions to using  telehealth technology in the practice of medicine in 
California, as long as the practice is done by a California-licensed physician, complies with BPC 
section 2290.5 and other applicable codes and regulations, and the care given meets the standard 
of care. Telehealth facilitates patient self-management and caregiver support for patients and 
includes synchronous interactions and asynchronous store and forward transfers such as transmission 
of a patient's medical information from an originating site to the health care provider at a distant 
site without the presence of the patient.   
 

This writer reads all of the above as allowing a distant referring CA doc, PA or NP to initiate a 
telehealth consult, the telehealth consulting neurosurgeon relying on the exam done by the 
referring provider which is provided to the neurosurgeon and which allows the CA neurosurgeon 
to consult and recommend treatments, diagnostic tests or meds that the neurosurgeon or the 
referring doc then orders.  Alternatively, conducting a telehealth consultation upon referral by 
some telehealth company based solely on a patient completed questionnaire and no physical 
exam by anyone would be a violation of CA law exposing the consulting doc to repercussions. ! 

T 



California Association of Neurological Surgeons    Volume 43 Number 11     November  2015 
 
 

5 
 
 
 
 
 

Brain Waves 
Deborah C. Henry, MD, Associate Editor 

 
 

hat is your name?  It is the first part of the mental status exam.  It is the first question we asked 
when introduced to anyone.  It is what we spend hours debating when naming our children.  Do 
we have the right syllables in the name?  Do their initials spell out anything egregious? It is our 

identity. 
 

What’s in a name?  As Shakespeare said, “that which we would call a rose by any other name would 
smell as sweet”(Romeo and Juliet, Act II, scene ii).  A word, whether it is mom or dad or family, triggers an 
emotion held deeply in our hippocampus and perhaps amygdala.  For Juliet, the name Montague meant 
enemy, so Romeo offered to change his name and “henceforth… never be Romeo”.  The power of words 
exists in one of the first adages I ever learned from my mother: “sticks and stones may hurt your bones but 
words will never hurt you”, a saying that holds little truth for many.   
 

After the recent Paris attacks, Isis Pharmaceuticals is once again negotiating changing its name because 
of the negative perception the name now brings. This California Biotech company that makes drugs for 
diseases such as spinal muscular atrophy and amyotrophic lateral sclerosis is named after the Egyptian 
goddess who was worshipped as the perfect wife and mother.  Her priestesses were gifted in healing. A 
Krewe in New Orleans is also named after this Greek goddess. 
 

ISIS also stands for the Interactive Spectral Interpretation System, an instrument that facilitates the analysis 
of high resolution X-ray spectra. It consists of an 800meV proton accelerator that can produce intense 
pulses of protons 50 times a second.   
 

Name changes occur in the medical field too.  When I was in college, magnetic resonance imaging was 
nuclear magnetic resonance (NMR). Fearful that patients would draw connotations between nuclear 
resonance and nuclear energy, hence nuclear power plants and radioactivity, the word nuclear was 
dropped. In his online publication MRI and the Perception of Risk, Steven Goldberg of Georgetown Law 
School writes that this was MRI’s most important safety decision. He further adds that there is nothing 
intrinsically wrong with name changes to alleviate the public perception of risk 
(http://scholarship.law.georgetown.edu/facpub/408/).  
 

When doctors’ names were changed to health care providers in many legal contracts, the connotation 
and perception was that we were now on par with our partners in health care, our physician assistants, 
our therapists, our nurses. The definition of health care provider is determined by each state.  In California, 
a health care provider includes a health facility, a home health agency, a physician and surgeon, a 
podiatrist, a dentist, a psychologist, an optometrist, a chiropractor, a marriage and family therapist, a 
social worker, a physical or occupational therapist and a clinical counselor (Health and Safety code 
123100). The federal definition expands healthcare provider to include any other person determined by 
the Secretary to be capable of providing health care services.  This adds nurses, nurse practitioners, and 
midwives as well as Christian Science Practitioners to the list (CFR 825.125). What’s in a name? Everything. 
! 

 
 
 
 

 
 

W 
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Transitions in Neurosurgery 
John Bonner, MD, Associate Editor 

 
ore physicians are being hired by hospitals; the hospitals often giving large incomes to the physicians 
for, potentially, increased patient admissions and increased patient care, including surgeries that may 
not be always needed.  The American Medical Association has noted that one-third of doctors now 
work directly for hospitals or for practices with at least partial hospital ownership, providing incomes 

that many of us would not expect or consider, perhaps in an attempt later to control the physician.  Those 
physicians who are employed by hospitals face incentives to generate medical revenue for the hospital, such 
as the unethical practices of ordering unneeded treatment or sending patients to lower quality providers.  
Some patient referrals have been subject to laws which prohibit kickbacks.  The Institute of Medicine has 
estimated that 30 percent of US health care dollars in 2009 were wasted on unnecessary treatment, excessive 
administrative costs, or fraud. 
 

One such situation was noted recently by Medscape, which recounted the story of a physician in private 
practice, Michael Reilly, M.D., of Fort Lauderdale, Florida (Whistleblower Doctor Warns About Hospitals Hiring 
Physicians, Medscape, October 7, 2015).  The Medscape article reported that Dr. Reilly remained in private 
practice after being recruited for employment by a Florida Hospital.  Dr. Reilly noted that Hospital-employed 
colleagues were often pressured to provide greater revenue for their hospital employers, which occasionally 
led to poor patient practices, and, in one case, even fraud.  Dr. Reilly commented that hospital hiring of 
physicians “not only fosters an environment to motivate physician referrals, but also blunts physician innovation, 
discovery and ingenuity.”  According to Dr. Reilly, it would be beneficial to get hospitals out of the business of 
hiring physicians, stating, “It’s detrimental to the patient, and it’s terrible for healthcare.”   
 

Personally, I would rather see the independent, private physician practice, although I recognize that this model 
is hard to maintain in the current healthcare environment. 

=== 
We have all expected health care expense to increase with time, especially with the Affordable Care Act.  
Nationwide, the average monthly premium for employer-sponsored insurance is increasing to the point where 
some insurance agents and business owners question if this increased cost will price workers out of employer-
sponsored health plans.  Factors driving up insurance costs include switching from “grandfathered” plans to 
those compliant with the ACA, meeting the federal standard for benefits.  Notably, the ACA requires the 
insured in 2016 to include not only the age of the employee, but that of the spouse and children as well.  In the 
past, only the age of the employee was considered. 
 

=== 
 

Unless Congress acts, premiums for Medicare Part B could rise 52% for some seniors.  Congressional lawmakers 
have so far failed to agree on a way to stave off an unpredicted premium increase for millions of Medicare 
recipients in 2016 (Wall Street Journal, October 15, 2015, p. A3.)  Medicare Part B covers outpatient care, such 
as doctor’s visits.  The possible increase, which would affect about 30% of the roughly 52 million people enrolled 
in Part B, could come into being if Congress and the Obama Administration do not find a way to freeze or 
reduce the increase.  (This would affect only 30% of Medicare Part B enrollees because 70% of Medicare Part B 
recipients have their Medicare premium deducted from their Social Security checks.  Those persons in that 70% 
are subject to a “hold harmless” provision which protects them from Medicare premium increases if Medicare 
premiums rise but Social Security benefits do not).   
 

States are also mounting pressure on Congress to act, as many state budgets also would be hard hit by these 
increased Medicare premiums. 

=== 
The Wall Street Journal (September 22, 2015, p. B1) noted that, five years after the passage of the ACA, the “health 
care merger frenzy” has accelerated.  These mergers have transformed the medical marketplace into a “land of 
giants.”  Congress has watched these mergers, focusing on the competitive and cost impacts of proposed deals, 
which would “collapse” the top five players in the health insurance industry into three massive companies – each with 
more than $100 billion in annual revenues.  ! 

M 
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Special Thanks to Sierra Vista for their generous sponsorship! 
 
 
 
 
 

  

 
 
 
 
 
 
 

 
 
 

***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,	Boston	Scientific,	KLS	Martin,	
Zimmer	Biomet,	Mizuho	America,	Sierra	Vista	Regional	Medical	Center,	
PMT	Corporation,	Cooperative	of		American	Physicians	…WHO’S	NEXT!!	

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. 
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Tidbits from the Editor 
 
 
Independent Private Practice holding on to Life 
 

A recent survey found nearly 59 percent of physicians are not planning to sell or merge, according to 
Healthcare Finance.  CareCloud, a revenue cycle company, and Quantia MD, an online physician 
community, surveyed more than 5,000 physicians. 
 

They noted that 54 percent of respondents said they were not planning to sell or merge their practice but 
25 percent of surveyed practice owners said they are planning to sell or merge because of the growing 
burden of administrative work. 
 

31 percent of respondents said they expect downward pressure on profitability, compared to 24 percent 
who said they expect their practices to earn more. 
 

In the report, respondents cited declining reimbursement as a top challenge for physician practices, 
followed by rising costs and the ICD-10 transition.  Twenty percent of respondents said they plan to 
replace their practice management or electronic health records software because of poor integration 
and hard-to-use interfaces.  ! 
 
 
 
Rankings of EHR Vendors generally Poor 
 

Published by AMA Wire® in late October was an article entitled “Framework evaluates top 20 EHRs--and 
they don’t quite measure up.”  This comparative evaluation published on 10/27 was intended to promote 
transparency around the design and usability testing of EHR products since electronic health record (EHR) 
vendors are required to test their products for usability.  The evaluation was designed to check how 
closely these requirements are being followed.  
 

The AMA and MedStar Health’s National Center for Human Factors in Healthcare developed an EHR User-
Centered Design Evaluation Framework to compare the design and testing processes for optimizing EHR 
usability. Using data provided by vendors to meet the certification requirements set by the Office of the 
National Coordinator for Health Information Technology (ONC), the framework employs a 15-point scale 
intended to go beyond the ONC’s criteria and evaluate EHR vendors’ compliance with best practices for 
a user-centered design process to encourage the ONC to raise the bar on federal usability certification. 
 

Effective usability is critical to patient safety and physician satisfaction. The framework analysis showed a 
lack of focus on user-centered design and usability testing among a large majority of the 20 EHR products. 
 

Out of those 20 products evaluated by the AMA and MedStar Health’s National Center for Human Factors 
in Healthcare, only three met each of the basic capabilities measured with the only one for ambulatory 
use such as in a neurosurgeon’s office being Allscripts Enterprise EHR v11.4.1 with  McKesson 
iKnowMedEHR v6.7 a close 2nd.  Both Allscrips and McKesson inpatient offerings met all criteria.  ! 
 
 
 
MBC addresses medical record issues 
 

The Medical Board of California in their Fall 2015 Newsletter published information about medical records.  
Here is a slightly modified version: 
 

Medical records are not owned by the patient. They are the property of the medical provider (or 
facility) that prepares them. However, the patient (or the patient's representative) has a legal right 
to see them and to obtain copies of most records. (An exception is mental health records if the 
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physician determines there is substantial risk of significant adverse or detrimental consequences to 
the patient if inspection or copying were permitted (not likely to apply to a neurosurgeon’s 
records).  
 
There is no central repository for medical records. The protocol a patient should follow-even if the 
physician is deceased-to obtain medical records is to put the request in writing and send it to the 
physician's address of record, which can be located on the Board's website http://www.mbc.ca.gov 
by clicking "Verify a License" and following the prompts. A physician is required to provide copies of 
medical records to the patient within 15 days of receiving the written request. 
 

A physician may charge "a reasonable fee" for costs of copying medical records. The fee cannot 
exceed 25 cents per page (or 50 cents if copied from microfilm).  The physician may also charge 
"reasonable clerical costs," which are not specifically defined in the law.  If the physician's office 
advises that a fee will be charged for the records, then the records do not have to be provided to the 
consumer until the fee is paid.  If a consumer requests in writing that his or her medical records be 
transferred to a different physician, the first physician may transfer them to the other physician for free, 
as a professional courtesy, but is not required by law to do so. 
 

Any adult patient who inspects his or her medical records has the right to provide a written addendum 
of up to 250 words to any item the patient believes to be incorrect or incomplete. The patient must 
clearly indicate in writing that he or she wants the addendum to be part of his or her medical record 
and give it to the health care provider. The provider must attach it to the medical records and include it 
when making a disclosure of the allegedly incomplete or incorrect portion of the patient's records to a 
third party. 
 

There is no general law requiring a physician to maintain medical records for a specific period of time. 
However, there are situations or government health plans that require physician to maintain records 
for a certain period of time. Several laws specify a three-year retention period for Medi-Cal patients, 
for services reimbursed by Emergency Medical Services Fund and when a physician prescribes, 
dispenses or administers a Schedule II controlled substance.  The Knox-Keene Act requires that HMO 
medical records be maintained for a minimum of two years to ensure that compliance with the act 
can be validated by the Department  of Corporations.  In Workers' Compensation Cases, qualified 
medical evaluators must maintain medical-legal reports for five years.  
 

Providers who are licensed under section 1205 as a medical clinic shall preserve the records for seven 
years. The Centers for Medicare & Medicaid Services (CMS) require that providers submitting cost 
reports retain all patient records for at least five years after the closure of the cost report. CMS requires 
Medicare managed care program providers to retain patient records for 10 years. 
 

The HIPAA (Health Insurance Portability and Accountability Act) Privacy and Security Rules require that 
digital and paper medical records containing confidential information cannot be thrown away in a 
public dumpster or recycling bin until they have been rendered unreadable or indecipherable by 
shredding, burning or other destruction. 
 

Now comes the question of what constitutes the doc’s medical record, an issue not addressed by 
the MBC article.  Does one have to preserve every piece of paper or bit of electronic data 
associated with a patient’s care?  This writer is of the opinion that if the doc plans to keep a 
patient’s paper record, then he/she might as well keep the whole thing probably for a period of 5 
years unless the patient is in a Medicare managed care program (Medicare Advantage).  After 5 
years with no clinical activity, the paper record can be destroyed or scanned and preserved 
electronically forever.  When doing the latter, this writer feels that rather than scanning every page 
of the patient’s paper record, you only should scan items you created such as patient intake forms, 
arbitrations agreements, consent for care document, consultations, progress notes and any 
operative note dictated by the doc.  I did not scan lab reports, radiology reports, other doc’s reports 
and copies of prescriptions I wrote although scanning the scripts may be a good idea. 
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Naturally, if you have a totally electronic record, then retaining it forever requires only fairly cheap 
megabytes and someone to archive the data and respond to record requests once you retire.  This 
writer, upon retirement, had his home address put on the MBC doc list so any former patient could 
contact me by snail mail for record requests.  I have kept all my thousands of records as .pdf files on 
my home computer with cloud backup.  The cost of scanning my paper records wasn’t cheap but 
now my only cost is the $10/month cloud back-up fee (which also backs up all my other computer 
treasures).  ! 
 
 
 
Office Medical Assistants—what they can and can’t do 
 

If you as a California neurosurgeon employ a medical assistant (MA), then you or your NP or PA need 
to be in office when they are performing routine medical tasks or procedures in your office.  By law, a 
medical assistant may not be employed for inpatient care in a licensed general acute care hospital.  
Medical assistants must be certified. 

What follows is a list of what the MA can and can’t do as published by the Medical Board of 
California in their Fall 2015 Newsletter, edited for pertinence to neurosurgery. 

The MA can:  
• Administer medication orally, sublingually, topically, vaginally or rectally, or by intramuscular, 
subcutaneous and intradermal injection (injections require additional training). Provide a single dose to 
the patient for immediate self-administration. In every case, the physician, PA or NP must be present 
and verify the correct medication and dosage and authorize the administration. 
• Call in refills to a pharmacy under the direct supervision of the physician as long as refills are 

exact and have no changes in dosage or quantity. The refill must be documented in the 
patient's chart as a standing order and be patient specific. 

•  Collect and record patient data such as temperature, blood pressure, pulse, respiration rate, 
height and weight, and basic information about presenting and previous conditions. 

• Perform electrocardiogram, electroencephalogram, or plethysmography tests, except full body 
plethysmography. 

• Apply and remove bandages and dressings to superficial incisions or lacerations; apply orthopedic 
appliances such as knee immobilizers, envelope slings, orthotics, and similar devices; remove casts, 
splints 
and other external devices; obtain impressions for orthotics, padding and custom-molded shoes; 
select and adjust crutches to patient and  instruct patient in proper use of crutches. 

•  Remove sutures or staples from superficial incisions or lacerations. 
          Draw blood for tests, including "finger sticks" and venipuncture (requires additional training). 

• Administer medication by inhalation (requires additional training). 
• Under supervision of a physician, may perform simple non-invasive testing of visual acuity,    
pupils and ocular motility; automated visual field testing. 

• Collect, by non-invasive techniques, and preserve specimens for testing, including urine and sputum,  
• Assist patients in ambulation and transfers. 
• Prepare patients for and assist the physician, physician assistant or registered nurse in examinations 

or procedures including positioning, draping, shaving and disinfecting treatment sites; and prepare 
patients for gait analysis testing. 

• Perform simple laboratory and screening tests customarily performed in a medical office. 
• Cut the nails of otherwise healthy patients. 
• Administer first aid or cardiopulmonary  resuscitation in an emergency. 
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•   Administer flu shots, allergy shots, and other vaccines, and narcotic injections EXCEPT anesthetic  
agents (as long as physician verifies the correct medication and dosage and is on the premises).    
Draw blood for tests, including "finger sticks" and venipuncture (requires additional training). 

• Administer medication by inhalation (requires additional training). 
•  Perform nasal smears if the procedure is limited to the opening of the nasal cavity. 
•  Under supervision of a physician or optometrist, may perform simple non-invasive testing of visual 

acuity, pupils and ocular motility and automated visual field testing.  
 

The MA cannot:  
 

•  Perform a wound check or assess the site or make any determination about the wound. 
• Perform debridement or removal of eschar in wound care. 
•     Place a needle or start or disconnect the infusion tube of an IV. 
        Administer medications or injections into the IV line. 
• Calculate a new serum dilution. 
• Chart pupillary responses. 
• Conduct a subjective refraction of a person's eyes. 
• Insert urine catheters. 

•  Obtain urine samples from indwelling urinary catheters. 

• Perform telephone triage. 
• Inject collagen or Botox. 

•  Use lasers, intense light devices, or radiofrequency devices for any reason. 

• Apply orthopedic splints. 

•  Interpret results of skin tests, lab tests or pregnancy tests. 

• Administer allergy skin tests. 

• Cauterize a wound. 
• Administer any kind of anesthetic agent, including topical  lidocaine gel.  
      Pre-draw and mix lidocaine and other anesthetics. 
•  Mix or compound any medications. (Except to reconstitute a medication by mixing with sterile 

water or other inert ingredient). 
• Suture. 
• Collect nasopharyngeal swabs. 
• Administer oxygen to patients. 
• Determine that a test is required.  ! 
 
 
 
 
The Feds giveth and they taketh away 
  

2016 Medicare payment rates will drop slightly. The conversation factor that is used to calculate physician 
payment rates for the year was influenced by no less than three different laws. With the 0.5 percent 
payment update from the Medicare Access and Chip Reauthorization Act (MACRA) included, next 
year’s conversion factor will be $35.83—down 10 cents from 2015.  
 

So a lumbar discectomy (63030) will bring in about $1,000.00 (minus any penalties for not playing the 
quality and EHR games).  ! 
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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: 
 

Lucky are they who have a furry family waiting at home. 

 

	

Are you bringing a guest to the meeting? What about your 
family? Send them on an adventure to Hearst Castle on 
January 23rd (while you are in the meeting). 
 

Tickets for a half day trip to Hearst 
Castle are $70, this includes a shuttle to 
and from the Castle, a bag lunch and 
the tour. 
 

Please contact Emily@cans1.org or 916.457.2267 to 
reserve your ticket today!! 
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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.   
 

• To place a newsletter ad, contact the executive office for complete price list and details. 
 
• 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.   
 

• Past newsletter issues are available on the CANS website at www.cans1.org.    
 
• 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: 
  

Cervical Spine Research Society: Annual Meeting, December 3-5, 2015, San Diego, CA 
AANS/CNS Joint Pediatric NS Section: Ann. Meeting, December 8-11, 2015, Seattle, WA 
North American Neuromodulation Society: Ann. Meet., December 10–13, 2015, Las Vegas, NV 
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 
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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 
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      Historian  Donald J. Prolo, MD   San Jose  
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