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Message from the President 
Praveen Mummaneni, MD, President 

 
Dear CANS members 
  
Please mark your calendars for our next annual meeting on Friday to Sunday, January 13-15, 2017 at the 
Mark Hopkins Intercontinental Hotel In San Francisco. This meeting will be on the Martin Luther King Junior 
Holiday Weekend so for many of you Monday will not be a working day. 
  
We are reconfiguring our annual meeting this year to include pain management CME and perhaps also 
flouroscopy license CME for those of you who need to renew your California medical or flouroscopy 
licenses. We want to especially invite neurosurgeons who are new to California and need these types 
of CME credits as well as those who have not attended our prior annual meetings. Come and see 
what you are missing!  
  
In addition, we plan a superb socieconomic program (including CPT coding changes & quality based 
pay for performance issues) as well as a mini-symposia on contact sports, concussions, and 
traumatic encephalopathy with a debate/panel format which promises to be intriguing. 
  
Our venue this year is the Mark Hopkins Intercontinental Hotel which is a San Francisco landmark with 
stunning views of the Bay. The luncheon program on Saturday will be at the "Top of the Mark," and weather 
permitting you should have breathtaking 360 degrees panoramic views of the San Francisco skyline, 
Bay and the Golden Gate Bridge from this amazing penthouse lounge and restuarant. 
  
Join us for what promises to be a memorable CANS annual meeting. 

 

 

 
Praveen V. Mummaneni, MD 

President, CANS 

Professor and Vice Chair: UCSF Neurosurgery 

 

 

 

 

 

 

 

https://hostingmail.earthlink.net/mail/message.php?index=16253&mailbox=bWJveA%3D%3D&window=true
http://www.intercontinentalmarkhopkins.com/
http://www.intercontinentalmarkhopkins.com/top-of-the-mark.aspx
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Guidelines and more guidelines 
Randall W. Smith, MD, Editor 

 

 
he Centers for Disease Control and Prevention has made recommendations for prescribing opioids for chronic 

pain outside of active cancer, palliative, and end-of-life care.  It is purportedly for the family doc to follow and 

for chronic pain but recommendation 6 below addresses acute pain and you can bet we will all be held to 

that guideline when it comes to treating our surgical patients.    
 

Here are the guidelines which the CDC admits are based on very limited scientific data which of course will not limit 

their being applied like a mandate. 
 

1. Nonpharmacologic therapy and nonopioid pharmacologic therapy are preferred for chronic pain. Clinicians 

should consider opioid therapy only if expected benefits for both pain and function are anticipated to outweigh 

risks to the patient. If opioids are used, they should be combined with nonpharmacologic therapy and nonopioid 

pharmacologic therapy, as appropriate. 
 

2. Before starting opioid therapy for chronic pain, clinicians should establish treatment goals with all patients, 

including realistic goals for pain and function, and should consider how therapy will be discontinued if benefits do 

not outweigh risks. Clinicians should continue opioid therapy only if there is clinically meaningful improvement in 

pain and function that outweighs risks to patient safety. 
 

3. Before starting and periodically during opioid therapy, clinicians should discuss with patients known risks and 

realistic benefits of opioid therapy and patient and clinician responsibilities for managing therapy. 
 

4. When starting opioid therapy for chronic pain, clinicians should prescribe immediate-release opioids instead of 

extended-release/long-acting (ER/LA) opioids. 
 

5. When opioids are started, clinicians should prescribe the lowest effective dosage. Clinicians should use caution 

when prescribing opioids at any dosage, should carefully reassess evidence of individual benefits and risks when 

increasing dosage to 50 morphine milligram equivalents (MME) or more per day, and should avoid increasing 

dosage to 90 MME or more per day or carefully justify a decision to titrate dosage to 90 MME or more per day. 
 

6. Long-term opioid use often begins with treatment of acute pain. When opioids are used for acute pain, clinicians 

should prescribe the lowest effective dose of immediate-release opioids and should prescribe no greater quantity 

than needed for the expected duration of pain severe enough to require opioids. Three days or less will often be 

sufficient; more than 7 days will rarely be needed. 
 

7. Clinicians should evaluate benefits and harms with patients within 1 to 4 weeks of starting opioid therapy for 

chronic pain or of dose escalation. Clinicians should evaluate benefits and harms of continued therapy with 

patients every 3 months or more frequently. If benefits do not outweigh harms of continued opioid therapy, 

clinicians should optimize therapies and work with patients to taper opioids to lower dosages or to taper and 

discontinue opioids. 
 

8. Before starting and periodically during continuation of opioid therapy, clinicians should evaluate risk factors for 

opioid-related harms. Clinicians should incorporate into the management plan strategies to mitigate risk, including 

considering offering naloxone when factors that increase risk for opioid overdose, such as history of overdose, 

history of substance use disorder, higher opioid dosages (≥50 MME/d), or concurrent benzodiazepine use are 

present. 

 

9. Clinicians should review the patient’s history of controlled substance prescriptions using state prescription drug 

monitoring program (PDMP) data to determine whether the patient is receiving opioid dosages or dangerous 

combinations that put him or her at high risk for overdose. Clinicians should review PDMP data when starting opioid 

therapy for chronic pain and periodically during opioid therapy for chronic pain, ranging from every prescription to 

every 3 months. 
 

T 
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10. When prescribing opioids for chronic pain, clinicians should use urine drug testing before starting opioid therapy 

and consider urine drug testing at least annually to assess for prescribed medications as well as other controlled 

prescription drugs and illicit drugs. 
 

11. Clinicians should avoid prescribing opioid pain medication and benzodiazepines concurrently whenever 

possible. 
 

12. Clinicians should offer or arrange evidence-based treatment (usually medication-assisted treatment with 

buprenorphine or methadone in combination with behavioral therapies) for patients with opioid use disorder. 
 

The American Academy of Pain Management’s executive director, Bob Twillman takes issue with a statement in the 

CDC recommendation that says, “Clinicians should continue opioid therapy only if there is clinically meaningful 

improvement in pain and function that outweigh risks to patient safety.” He objects to including both pain and 

function in the statement, saying the two don’t necessarily go hand-in-hand. 
 

While the guidelines say that a clinician should “carefully justify” increasing a patient’s dosage to more than 90 

morphine milligram equivalents per day, Twillman said many, including state lawmakers and regulators, are likely to 

regard that as a hard limit on dosage. 
 

Twillman also said the guidelines fail to answer a key question: how to treat pain without prescribing opioids when 

many non-pharmacological pain treatments aren’t paid for by insurers. 
 

The National Safety Council, an Itasca-based nonprofit, found that doctors routinely prescribe the drugs for 

unsuitable conditions, such as lower back and dental pain, and that they often overlook non-addictive 

medications some research has shown to be more effective.  The Council also noted that 99% of primary care doc 

scripts for opioid pain meds exceed the 3 day limit—implication: they are all bad guys and gals.  That low back 

pain and dental pain patients should not be prescribed opioids flies in the face on this writer’s experience with both 

kinds of pain.  I couldn’t convince my tooth and back that Naprosyn and Ultram were good enough.   
 

Now that the government and the media are into opioid prescribing, you can bet on any science to come in third. 

 

                         ***************************************************** 
 

February was also a month for giving us docs more guideline help. A new “evidence-based” clinical practice 

guideline that includes 32 recommendations related to postoperative pain management in children and adults has 

been released by the American Pain Society (APS) according to Medscape Medical News.  The guideline was 

developed by a 23-member panel representing anaesthesia, pain management, surgery (2 surgeons—one adult 

and one pediatric), nursing, and other medical specialties. It's purportedly based on the panel's review of more 

than 6500 scientific abstracts and primary studies.  The panel rated each recommendation as strong, moderate, or 

weak and based each on the quality of the scientific evidence. Of the 32 recommendations, the panel rated only 

4 as supported by high-quality evidence and 11 recommendations were based on low-quality evidence. The 

guideline authors noted that there were "numerous research gaps." 
 

The report, published in the February issue of the Journal of Pain, stated that most surgical patients receive 

inadequate pain relief, which can increase the risk for prolonged postoperative pain, mood disorders, and physical 

impairment. The lead author of the guideline, Roger Chou, MD, Departments of Medicine and Medical Informatics 

and Clinical Epidemiology, Oregon Health and Science University, Pacific Northwest Evidence Based Practice 

Center, Portland, pointed out that a key recommendation in the guideline is wider use of multimodal techniques.  

"This means using different medications, for example opioids and nonopioid therapies such as non-steroidal anti-

inflammatories (NSAIDs), gabapentin/pregabalin, ketamine, lidocaine, administered in different ways, for example, 

systemically or via neuraxial/peripheral regional anesthetic techniques, as well as medications and 

nonpharmacological therapies.", said Chou. 
  

In addition to using multimodal therapies, the 3 other strong recommendations with high-quality evidence were 

•Use of acetaminophen and/or NSAIDs as part of multimodal analgesia for management of postoperative pain in 

adults and children without contraindications; 

•Consideration of surgical site–specific peripheral regional anesthetic techniques in adults and children for 

procedures with evidence indicating efficacy; and 
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‘To Advocate for the Practice of California Neurosurgery 

Benefitting our Patients and Profession’ 

 

 

 

 

 

•Offering neuraxial analgesia for major thoracic and abdominal procedures, particularly in patients at risk for 

cardiac complications or prolonged ileus. 
 

Strong recommendations with moderate quality evidence included the following: 

•Administering oral over intravenous (IV) opioids in patients who can use the oral route; 

•Avoiding the intramuscular route for administration of analgesic; 

•Choosing IV patient-controlled analgesia (PCA) when the parenteral route is needed; 

•Not using routine basal infusion of opioids with IV PCA in opioid-naive adults; 

•Considering a preoperative dose of oral celecoxib in adults without contraindications; 

•Considering gabapentin or pregabalin as a component of multimodal analgesia; 

•Using topical local analgesics in combination with nerve blocks before circumcision; 

•Avoiding intrapleural analgesia with local anesthetics for pain control after thoracic surgery; 

•Using continuous, local anesthetic-based peripheral regional analgesic techniques when the need for analgesia is 

likely to exceed the duration of effect of a single injection; and 

•Avoiding the neuraxial administration of magnesium, benzodiazepines, neostigmine, tramadol, and ketamine. 
 

Despite low-quality evidence, the panel strongly recommended that clinicians 

•Provide patients with education, including information on treatment options; 

•Conduct a preoperative evaluation, including assessment of medical and psychiatric comorbidities, concomitant 

medications, history of chronic pain, and substance abuse; 

•Adjust the pain management plan on the basis of adequacy of pain relief and presence of adverse events; 

•Use a validated pain assessment tool to track response to postoperative pain treatments and adjust treatment 

plans accordingly; 

•Appropriately monitor sedation, respiratory status, and other adverse events in patients who receive systemic 

opioids; and 

•Provide appropriate monitoring of patients who have received neuraxial interventions for perioperative analgesia. 
 

The panel found that there was insufficient evidence to recommend or discourage acupuncture, massage, or cold 

therapy as adjuncts to other postoperative pain treatments. For transcutaneous electrical nerve stimulation, the 

panel had a "weak" recommendation that clinicians consider this treatment. 

 

 

 

 

 

 

 

 

 

 

Special Thank you to 

Alphatec Spine for 

sponsoring our Sunday 

breakfast! 
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RESIDENT FELLOWSHIPS TO CANS 
 

CANS is pleased to announce the sponsorship of two resident fellows 

each year to attend and participate on the Board of Directors meetings.  

The ideal candidate would be in their 3rd year or later of neurological 

surgery residency and have a strong interest in the socioeconomics of 

medicine.  The term of the fellowship is one year, starting on July 1st and 

ending the following June 30th. 
 

The resident fellows selected must be able to attend both of the Board of 

Directors meetings which occur on a Saturday in the spring and fall, 

alternating between LAX and Oakland airport hotels.  Economy airfare, 

booked at least four weeks in advance, or IRS approved mileage is 

reimbursed after completion and submission of an expense form. 
 

The resident fellows selected must also be able to attend the Annual 

Meeting of the California Association of Neurological Surgeons, which is 

usually held on the Friday, Saturday, and Sunday of Martin Luther King 

weekend in January. Transportation and two nights of hotel will be 

reimbursed or provided. The residency Program Director and Chairperson 

must commit the time for the resident fellow to be at these meetings. 
 

Additional information and the application will be available on our 

website www.cans1.org. in early February.  A letter of recommendation 

needs to be included with the application.  Deadline for applying is 

March 31st, 2016 for the 2016-2017 term. 
 

 

http://www.cans1.org/
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Brain Waves 

Deborah C. Henry, MD, Associate Editor 
 
 

’m all thumbs.  Who decided that this identifies a person who is clumsy with their hands?  

You would not want someone who is all thumbs as your surgeon.  Or would you?  Our new 

generation of surgeons are much more all thumbs than I am.  I watch them quickly text on 

their smart phone and am envious as I slowly peck away with one index finger.  I can’t even 

figure out how to hold the phone so as to text with both thumbs. 
 

The online Urban dictionary states that the new definition of all thumbs is a poor speller in text 

responses.  This is the due do those with large thumbs who make many typos while texting on 

the too small keyboard. Our younger technophile colleagues are also better video gamers 

than me.  Once a relatively male dominated sport, the current gamers are now fairly equally 

divided between the sexes.  Scores of articles are written on if gamers have surgical skill 

advantages over us non-gamers.  The vast majority of articles suggest that they do. A 

University of Texas at Galveston Medical School study compared gamers in high school and 

college to non-gamer surgery residents in suturing, passing a needle, and lifting surgical 

instruments using two robotic arms.  The gamers slightly outperformed the residents. The high 

school students did the best despite playing two less hours a day than the college students.  
 

The most quoted study is JC Rosser’s The impact of video games on training surgeons in the 

21st century from 2007 which found that surgeons who played certain video games had 37% 

fewer errors and 27% faster completion rate in laparoscopic surgery.  Playing video games just 

before laparoscopic surgery improved their skills even further. In fact, Florida Hospital 

Celebration Health has a dedicated area in the physician lounge for video game warm-ups 

before laparoscopic surgery. 
 

We’ve come a long way since my residency interview at Syracuse when an attending had me 

play Let’s Go Fishin’ to test my hand-eye coordination and steadiness. 
 

Let’s just say that I wasn’t all thumbs.  But perhaps that is no longer something to brag about.

 

I 
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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! 

 

 
 

      Special Thanks to Sierra Vista for their generous sponsorship! 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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. 

 

http://www.cans1.org/
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Tidbits from the Editor 
 

 

CANS Board of Directors meeting in Oakland 
 

The CANS BOD meeting on March 26th at the Oakland Hilton was efficient and pertinent.  The meeting 

was presided over by new CANS President Praveen Mummaneni and attended by officers, directors 

and consultants Blumenfeld, Linskey, Berger, Colohan, Smith, Holly, Ratliff, Siddiqi, Lippe, Shuer, Prolo, 

Henry, Vanefsky, Chen, Asgarzadie and Kaczmar.  Drs. Rosario, Rhoten and Wade participated via 

conference call. 
 

It was noted that we have received two proposals for improvement of our Web site and at least one 

more will be solicited with the ultimate goal of finding some website sponsors to improve Association 

income.   
 

In the President’s report, Mummaneni announced that the 2017 meeting will be held at the Mark 

Hopkins hotel in San Francisco January 13-15th; $219/room night.  Dr. Mummaneni is convinced that a 

hard copy mailing of an abbreviated August newsletter to all California neurosurgeons, and all residents 

and others would benefit attendance at the annual meeting.  This plan is based on the completion of 

the annual meeting program by September, something that has not occurred previously. 

Dr. Mummaneni appointed an annual meeting committee which he will chair and which will be 

composed of Drs. Blumenfeld, Holly, Prolo and whomever is selected as the Resident Board Member. 

There is also an ad-hoc exhibitor committee that will be charged with assisting in obtaining exhibitors 

and other sponsorships. This committee is headed by Dr. Asgarzadie and the other committee members 

are Drs. Ghostine, Dhall  and Gantwerker. 
 

The Treasurer reported that the annual operating budget is not quite covered by dues income with the 

shortfall made up by income from the annual meeting which this year was 28K.  The Board as usual 

volunteered to assist the Executive Secretary in contacting those members whose dues are in arrears. 
   

It was reported that CANS has 157 active members, 228 senior, honorary and resident members for a 

total of 385 members.  The Board voted to accept the applications for active membership from Gerald 

Grant, MD from Stanford and Kenneth De Los Reyes, MD from Loma Linda.  
 

The Board voted to change insurance services to State Farm because of better pricing and to accept 

the offer by CAP/MPT to sponsor the newsletter. 
 

Dr. Lippe reported that the CMA is in damage control mode as the media frenzy over “surprise billing” 

leads to the California legislature simple solution of requiring all non-contracted providers who treat an 

insurance company’s patients to accept the fee the company pays it contracted docs for the same 

service.  This solution has a nice simple ring to it and only gores the doc ox which is always acceptable 

in legislative circles.  The CMA is hoping to get some form of required negotiation between the non-

contracted doc and the insurance company about the doc’s fees rather than the simple fix which of 

course encourages insurance companies to negotiate with no one and simply have the law fill out its 

provider panel. 
 

Finally, considerable discussion occurred regarding CANS adding its name to a CSNS resolution 

submitted by Drs. Blumenfeld and Prolo regarding the pursuit of state action exemptions to the Sherman 

antitrust act which prohibits independent docs from bargaining as a unit with insurance companies 

unless they have a common billing number (like academic groups and Kaiser docs have).  It was noted 

that the American College of Surgeons has agreed to fund the first step in the process which is to 
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engage legal counsel to prepare prototype legislation for preliminary review and approval by the 

FTC/DOJ, allowing joint negotiations for patient benefits in each state by independent physicians under 

the State Action Exemption from the Sherman Act.  It was felt that getting AANS/CNS and AMA buy-in 

on the process will help CA docs get the support of the CMA in getting the California legislature to pass 

enabling legislation for the exemption.  The Board approved co-sponsorship of the resolution which is 

listed below (Resolution IV) along with the other resolutions to be considered. 

 

 

RESOLUTION I 
 

Title: A Single Unified Neurosurgical Website 

Submitted by: Gary Simonds, MD 

WHEREAS, neurosurgeons are subject to an expanding host of web-based professional portals to 

conduct the many activities required to practice, remain current, remain contributory, and remain 

certified (e.g. AANS, CNS, SNS, ABNS, CSNS, Various State Societies, WINS, ABPNS, Neurosurgery on-call, 

various journal sites, WEDNS, AOA Neurosurgery, ACOS, AOA, and AOBS); and 

WHEREAS, unrestricted propagation of such sites discourages full engagement in said activities; and 

WHEREAS, so many web-based professional support activities are needlessly duplicative; and 

WHEREAS, resources for website design, support, and function are diluted by dividing them between 

multiple similar efforts (i.e. concentration of resources into a single site would potentially result in a better, 

more fluid, more user friendly product); and 

WHEREAS, patient care would certainly benefit from neurosurgeons having easy, hassle-free, access to 

relevant clinical, professional, quality, and safety information and support; therefore 

BE IT RESOLVED, that the CSNS petitions its parent bodies to work towards consolidation of all major 

neurosurgical organizational, professional, educational, quality/safety-based, and accrediting websites 

into a single unified site, and; 

BE IT FURTHER RESOLVED, that the majority of protected items and activities contained within a unified 

neurosurgical website would be accessed by a single username and password. 

 

 

RESOLUTION II 
 

Title: Quantifying Neurosurgical Post-Surgical Care in Global Period to Preserve Patient Access 

Submitted by:  G. Edward Vates, Clemens M. Schirmer, John Ratliff, Joe Cheng, on behalf of the Coding 

and Reimbursement Committee 

WHEREAS, Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) law blocked CMS from 

implementing its plan to eliminate global periods as a method of professional reimbursement, and 

instead required the agency to collect data on the number and level of post-procedure E/M visits in the 

global periods by January 1, 2017; and 
 

WHEREAS, CMS has contracted the RAND Corporation to develop a mechanism for quantifying 

physician work in the current global periods; and  

WHEREAS, RAND has contacted specialty societies including the AANS/CNS to provide comment in the 

development of their recommendations to CMS; and 

WHEREAS, CPT 99024, “Postoperative follow-up visit, normally included in the surgical package, to 

indicate that an evaluation and management service was performed during a postoperative period for 

a reason(s) related to the original procedure”, does not identify typical level of service provided or 

differentiate typical post-operative work based on neurosurgical pathology or procedures; therefore 
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BE IT RESOLVED, that the CSNS create an ad hoc committee charged with developing data that 

accurately quantifies typical frequency and level of service provided by neurosurgeons in the post-

operative global period for the most frequently billed cranial and spinal neurosurgical CPT codes; and 

BE IT FURTHER RESOLVED, that this CSNS ad hoc committee collaborates with both NERVES and N2QOD 

to determine if those organizations have data that can aid the CSNS and our parent organizations to 

accurately demonstrate the time and effort provided by neurosurgeons to the patients they serve. 

 

 

RESOLUTION III 
 

Title: On-Call Compensation Analysis 

Submitted by: Deborah Benzil, MD, S Timmons, MD, M Babu, MD, J Ratliff, MD 

WHEREAS, provision of emergency neurosurgical services is disproportionately during evenings and 

weekends and thus requires substantial “off hours” on-call services, and 

WHEREAS, most hospitals expect neurosurgeons to provide on-call services, and 

WHEREAS, compensation provided for on-call services is often based on “norms” provided to the 

hospital through various organizations such as Sullivan Cotter (AMGA) and MGMA which is known to be 

flawed in many aspects, and 

WHEREAS, two prior excellent analyses of on-call compensation were completed by organized 

neurosurgery through the Washington Committee and 

WHEREAS, the last analysis was completed more than 5 years ago, therefore 

BE IT RESOLVED, that the CSNS request that the AANS and CNS work with the Washington Committee to 

complete a comprehensive analysis of on-call compensation 

 

 

RESOLUTION IV 

 

Title: Ending the Different Legal Treatment of Insurers & Physicians who Negotiate on Behalf of their Patients 

Submitted by: Kenneth Blumenfeld, M.D. and Donald J. Prolo, M.D. on behalf of the California 

Association of Neurological Surgeons 

WHEREAS, suffering individuals have been able to employ directly physician-healers since the beginning 

of recorded history; and 

WHEREAS, there is a long-honored single agency principle of medical practice in the USA embodied in 

our laws with some states maintaining a prohibition on the corporate practice of medicine; and 

WHEREAS, in 2000 57% of American physician practices were independent and in 2016 only 33% were 

characterized by this mode of practice, which is increasingly threatened; and 

WHEREAS, the survival of the independent practice of medicine as a viable option for patients seeking 

medical care depends on groups of independent physicians negotiating jointly with insurers for the 

benefit of their patients; and 

WHEREAS, the Kaiser Family Foundation reports in 31 states a single medical insurance company controls 

50% or more of the entire market; and 

WHEREAS, the U.S. Department of Justice and Federal Trade Commission indicate 41 states have highly 

concentrated medical insurance industries; and 

WHEREAS, there are ongoing mergers and consolidation in the insurance industry which will further skew 

the balance of negotiations; and 

WHEREAS, presently independent physicians jointly engaged in negotiating terms of patient care, 

compensation and reimbursement with health care insurers or other purchasers of health care can be 

accused of monopolizing or conspiring to monopolize in restraint of trade and are guilty of a felony; and  
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WHEREAS, Section One of the Sherman Act prohibiting independent physicians joint negotiations with 

insurance companies is extremely unlikely to be amended by federal legislation; and 

WHEREAS, State Action Immunity alternatively allows sovereign states to transcend prohibitions from joint 

action expressed in Section One of the Sherman Act, when the challenged restraint is “clearly 

articulated and affirmatively expressed as state policy” and “actively supervised by the state itself”; and 

WHEREAS, laws in each of the states in the United States can be passed to preserve the highly 

threatened and vulnerable independent practice of medicine; therefore  

BE IT RESOLVED, that the CSNS ask the CNS and AANS to reaffirm and actively support joint negotiations 

for physicians though State Action Immunity (Parker v. Brown); and  

BE IT FURTHER RESOLVED, that the CSNS encourage the Washington Committee and the AMA 

delegation of the CNS and AANS to form a coalition of specialty and state medical societies to further 

this cause; and  

BE IT FURTHER RESOLVED, that the CSNS ask the CNS and AANS to actively support the American College 

of Surgeons’ request for an advisory opinion from the Federal Trade Commission/Department of Justice 

whether proposed model legislation in the states qualifies for exemption from the Sherman Act; and  

BE IT FUTHER RESOLVED, that the CSNS requests the CNS and AANS delegation to the AMA submit a 

resolution supporting both the efforts of the ACS and joint negotiations by independent physicians with 

healthcare insurers subsumed under State Action Immunity (Parker v. Brown). 
 

FISCAL and BACKGROUND NOTE:  The American College of Surgeons will engage legal counsel to 

prepare prototype legislation for preliminary review and approval by the FTC/DOJ, allowing joint 

negotiations for patient benefits in each state by independent physicians under the State Action 

Exemption from the Sherman Act.  Adoption of this resolution by the CSNS requesting the AANS and CNS 

to support the American College of Surgeons in this effort will require no direct expenditure of funds. 
 

Two or more physicians with different billing codes are prohibited by The Sherman Act (1890) from 

conduct engaged in negotiating terms of patient care and benefits, compensation and reimbursement 

with health care insurers or other purchasers of healthcare. The Act prohibits certain business activities 

that the federal government regulators deem anti-competitive and requires the federal government to 

investigate and pursue trusts.  It since has been used to oppose combinations of entities that could 

potentially harm competition, such as monopolies or cartels.  Section 1 stipulates every contract, 

combination or conspiracy in restraint of trade or commerce is illegal.  Section 2 proclaims every person 

who monopolizes, attempts to monopolize or conspire with others to monopolize trade or commerce 

among several states or foreign nations is guilty of a felony. 
 

The Sherman Act is exempted under state sovereignty (Parker v. Brown, 1943), when the state exercises 

legislative authority in creating a regulation with anti-competitive effects and to private actors when 

they act at the direction of the state.  In the 1980 MidCal Aluminum decision, the Supreme Court 

required states to meet two conditions for antitrust Parker Immunity:  The challenged restraint must be 

“one clearly articulated and affirmatively expressed as state policy” and “actively supervised by the 

state itself.” 
 

This resolution seeks relief from violation of federal antitrust laws when independent physicians jointly 

negotiate with insurers through application of State Action Exemption (Parker Immunity) in individual 

states.  It is apparent a federal law to amend the Sherman Act to permit independent physicians’ joint 

negotiations with insurers is currently infeasible. 
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RESOLUTION V 
 

 

Title:  Digitization and Posting of CSNS White Papers 

Submitted by:  Jason Blatt on behalf of the Workforce Committee 

WHEREAS, projects of the CSNS frequently result in authorship of a white paper summarizing CSNS 

findings and/or position; and 

WHEREAS, there does not currently exist a central repository of CSNS white papers; and 

WHEREAS, CSNS committee members and delegates should have access to the central work products 

of the organization for a multitude of reasons; and 

WHEREAS, the CSNS already maintains a central, password-protected, web-based repository of prior 

Resolutions; therefore 

BE IT RESOLVED, that the CSNS will digitize all prior finalized white papers as PDF documents; and 

BE IT FURTHER RESOLVED, that for white papers from the pre-word-processing era, this digitization will be 

performed with scanning software with optical character recognition, thereby making the documents 

searchable for content; and 

BE IT FURTHER RESOLVED, that the CSNS will make these PDF white paper documents available on its 

website alongside the existing repository of the Council’s prior Resolutions. 

 

 

 

RESOLUTION VI 
 

Title:  Impact of policy changes regarding simultaneous neurosurgical procedures 

Submitted by: Darlene A Lobel, Brad Zacharia, Clemens M. Schirmer, on behalf of the Medical Practices 

Committee 

WHEREAS, many surgeons in academic and private practice settings perform “simultaneous surgeries” or 

“overlapping surgeries”, defined as having an “open incision” in two patients at the same time; and 

WHEREAS, recent lawsuits have been brought forth against surgeons alleging poor outcomes due to the 

concurrent performance of simultaneous surgeries; and 

WHEREAS, a recent proposed ruling in Massachusetts requires documentation in the hospital record 

when a surgeon exits and enters the operating room and naming a “backup surgeon” who is available 

to cover the surgery during the time the surgeon of record is out of the operating room; and 

WHEREAS, some hospital systems and practices nationwide are making changes to operating room 

policies based on this legislation; and 

WHEREAS, these policy changes include language that prevents surgeons from performing simultaneous 

or overlapping surgeries for certain or all procedures; and 

WHEREAS, these policy changes also require surgeons to provide informed consent to all surgical 

patients that their surgeon may be performing overlapping or simultaneous surgeries; and 

WHEREAS, these new policies are based on insufficient study of the issues and may negatively impact 

patient access to surgical care and may disproportionally affect certain practice settings; and 

WHEREAS, the American College of Surgeons is currently drafting a position statement to address this 

issue; therefore 

BE IT RESOLVED, that the CSNS study the issues regarding simultaneous or overlapping surgeries with 

emphasis on the practice in neurosurgery, patient impact, and hospital policy changes as a result of the 

recent Massachusetts proposed rule changes and legislation, and a report of these findings will be 

made to the CSNS membership; and  

BE IT FURTHER RESOLVED, that the CSNS will develop an educational work product to (1) inform our 

members about the issues and new regulations pertaining to performance of simultaneous surgeries, 

and (2) provide suggestions on practical implementation of new regulations on simultaneous surgeries. 
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RESOLUTION VII 

Title:  Identifying Opportunities to Improve Retention of Military Neurosurgeons 

Submitted By: Richard Menger, Will Robbins, Randy Bell 

WHEREAS, military neurosurgeons experience workplace challenges unique from their civilian 

counterparts; and 

WHEREAS, maintaining an adequate pool of active duty and reserve neurosurgeons is critical to meet 

the always changing deployment needs of the military; and 

WHEREAS, at different times, retention of active duty and reserve neurosurgeons has been a challenge; 

therefore 

BE IT RESOLVED, that the CSNS research information regarding variables that active duty, reserve and 

recently retired or separated military neurosurgeons consider important or related to retention by means 

of a workplace survey of current active duty, reserve and recently retired or separated military 

neurosurgeons. 

RESOLUTION VIII 
 

Title:  Creation of Socioeconomic and Practice Management knowledge gaps 

Submitted by: Clemens M. Schirmer on behalf of the CNS Caucus 

WHEREAS, the concept of educational knowledge gaps is immensely useful to connect perceived 

educational needs to factual lack of knowledge; and 

WHEREAS, knowledge gaps have been successfully used by the CNS to drive the generation of 

educational products, exemplified by SANS in response to the granular needs of the CNS members and 

neurosurgeons at large; and 

WHEREAS, the CNS, operating at the highest level of ACCME accreditation, specifically prefers content 

that is both relevant and explicitly meets the requirements set forth by the ACCME framework which 

includes the knowledge gaps; and 

WHEREAS, there are currently on a very limited number of specific knowledge gaps pertaining to 

socioeconomic content (see references for examples); therefore 

BE IT RESOLVED, that the CSNS work with the CNS to understand the framework for the rational 

generation of knowledge gaps, and  

BE IT FURTHER RESOLVED, that the CSNS utilize this aiming to generate several socioeconomic knowledge 

gaps that may ensure ongoing educational content relevance in the sense of an organic feedback 

mechanism and serve as the basis for generating education content and focus of the CSNS with 

regards to future educational offerings. 

 

 

 

 

Harbaugh takes ACGME to task 
 

Robert E. Harbaugh, MD, President of the Society of Neurological Surgeons, writes as follows regarding 

the ACGME resident duty hour restrictions which are comments he made to an Accreditation Council 

for Graduate Medical Education meeting, March 16-17, 2016 in Chicago. (We have done some editing 

for brevity—Ed.) 
 

What we have learned about the current restrictions has been very disappointing and a cause for great concern among those 

of us most interested in the quality of neurosurgical training. In the last 13 years, studies and surveys have documented 

deleterious effects from duty hour restrictions.  An ever-increasing volume of data, including data from prospective 
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randomized trials, suggests that we have accepted the false premise that restricting duty hours will improve patient safety.  It 

is becoming increasingly clear that we have not enhanced the safety of today’s patients, but we are sacrificing the safety of 

future patients by adversely affecting resident training and we are imposing a shift-work mentality on those who should be 

learning to be consummate professionals.  
 

Neurosurgery is a demanding technical specialty, but we do much more than perform procedures. We care for our patients in 

the clinic, the emergency room, the operating room, the recovery room, the intensive care unit and the hospital wards. We 

are specialists in the care of patients with neurological disease, not technicians who have mastered a motor skill. We have 

always taken care of our patients whenever they need us, for as long as they need us. This is a founding principle of our 

specialty that we must not abandon. We vigorously support training our residents to become neurosurgeons, not technicians. 
 

Fatigue is a fact of life for neurosurgeons. Maximizing patient safety and resident education requires attention to supervision 

and fatigue management, not designated shifts. Supervision will vary according to the level of training, with junior residents 

requiring more immediate supervision than senior residents who are assuming a greater degree of autonomy and 

responsibility for patient care. The last years of resident training should be a transition to practice during which residents 

develop the time management, clinical and operative skills to become an independent neurosurgical practitioner. Allowing a 

more flexible schedule within the current 80-88 hour work-week and eliminating the work hour restrictions for 6th and 7th-

year residents will help our residents internalize the importance of the continuity of care, take personal responsibility for 

their patients, avoid the moral dilemmas of the present system and enhance professionalism. 
 

Our specific recommendations for neurosurgical training are as follows: 

•PGY 1 (post-graduate year one — the first year of residency after graduating from medical school): 80 hours per week, 

averaged over four weeks, one day in seven off-duty, averaged over four weeks and 10 hours off between duty shifts. In-house 

call — a 24-hour shift — may be followed by up to 10 hours to permit the resident to participate in the operating room, 

participate in didactic activities and maintain continuity of care. These changes would reclaim the PGY1 year as the first 

year of resident training rather than its present role as the fifth year of medical school. 

•PGY 2 to 4: 88 hours per week, averaged over four weeks, one day in seven off-duty, averaged over four weeks, 10 hours off 

between duty shifts. In-house call may be followed by up to 10 hours to permit the resident to participate in the operating 

room and didactic activities and maintain continuity of care and residents may stay on duty or return to the hospital with 

fewer than 10 hours free of duty to provide continuity of care for severely ill, complex or unstable patients, for events of 

exceptional educational value or for humanistic attention to the needs of a patient or family. 

•PGY 5: 88 hours per week, averaged over four weeks and one day in seven off-duty, averaged over four weeks. 

•PGY 6 to 7: One day in seven off-duty, averaged over four weeks. These last two years of training serve as a transition to 

practice. 
 

We believe that these recommendations would improve patient safety and benefit resident training. They would remove the 

shift-work aspects of the present system and allow a graduated transition to neurosurgical practice.  

 

 

 

 

Reporting Quality Measures more than just a pain 
 

In light of the Medicare conversion factor for 1/1/16 of $35.829/RVU—which is roughly the same as it was 

15-20 years ago—one can potentially choke on the increase in the average neurosurgical practice 

overhead during that same time period.  One aspect of that increased overhead is the cost of 

reporting quality measures, according to survey results analyzed in the March issue of Health Affairs.  

Researchers worked with the Medical Group Management Association (MGMA) in Denver, using its 

database to send surveys to 1,000 randomly chosen practices. In all 394 practices responded, for an 

adjusted response rate of 54.3% after accounting for problems in reaching practices by email or phone. 
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The average physician spends roughly 2.6 hours each week on quality measures, the equivalent of 

about 9 patient visits, said Lawrence Casalino, MD, of Weill Cornell Medical College in New York City 

and lead author of the study. 
 

Whole practices spent an average of 15.1 hours per physician per week managing quality measures 

and $40,069 per physician per year on tasks, such as entering data or creating systems to collect data. 

Extrapolated to the entire population, this translates to $15.4 billion across general internists, family 

physicians, cardiologists, and orthopedists each year. 
 

Primary care practices appeared to bear the biggest burden from the quality reporting requirements. 

They spent an average of 3.9 hours per week focused on quality measures, while cardiologists spent 1.7 

hours and orthopedists about 1.1 hours per week, Casalino and colleagues found. 
 

Considering that all this reporting has yet to really increase practice income, this writer can understand 

why docs are trying to churn out more RVU’s or invest in an imaging center—how else are we going to 

stay in business? 
 
 

National Neurosurgery Quality & Outcomes Database updates to Quality Outcomes Database 
 

AANS Neurosurgeon reports that in order to better serve the general registry population, the National 

Neurosurgery Quality Outcomes Database (N2QOD) has been renamed the Quality Outcomes 

Database (QOD).  The registry, which operates as one of the quality improvement programs managed 

by NeuroPoint Alliance (NPA), began enrolling patients four years ago this month. In that time, N2QOD 

has grown beyond its neurosurgical origins and the boundaries set by the registry’s name. 
 

“NPA is looking at many partnerships and registries that will accrue data beyond the sphere of 

neurosurgery, and we wanted the brand to focus on what we do – collect quality data – rather than 

who we originally started collecting it for,” commented Robert Harbaugh, MD, NeuroPoint Alliance 

chair. 
 

The current spine registry has many participating orthopaedic surgeons and is likely to further expand 

into multispecialty areas. Removing “neurosurgery” from the name resonates not only with other 

specialties, but other stakeholders such as third party payers. 
 

“What started on Feb. 22, 2012, with only three neurosurgical centers, has grown to be the largest spine 

registry in North America. To date, nearly 30,000 patients have been enrolled from 78 different centers 

into our four different modules: lumbar, cervical spine, cerebrovascular and spinal deformity. This year 

we are seeing the benefits of data aggregation, as a Predictive Spine Calculator, based on outcomes 

for lumbar surgery for degenerative disease, will be made available to all participating registry centers,” 

shared Harbaugh. 
 

“By analyzing the combined contribution of patient-specific variables to specific outcomes, we hope to 

facilitate shared medical decision making, practice-based learning, focused quality improvement and 

more effective resources,” said Anthony L. Asher, MD, FAANS, vice president of NPA and director of 

QOD. 
 

Just why the results of the QOD process will not be shared with individual neurosurgeons who can’t 

really take part in QOD but could profit from learning the best practices of others eludes this writer. 
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  I put my 

symptoms 

into Watson and 

it turns out what I have 

is kids. 

 

 

 

 

 

 

 

 

 



California Association of Neurological Surgeons    Volume 44 Number 3    March  2016 

 
 

17 

 

 

 

 

 

 

 

 

 

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. Praveen Mummaneni 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: 
  

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: Ann. Meeting, June 18-22, 2016, Whitefish Lake, MT 

New England Neurosurgical Society: Annual Meeting, June 23-25, 2016, Cape Cod, MA 

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, TBA 

North American Neuromodulation Society: Ann. Meet., TBA  

CANS, Annual Meeting, January 13-15, 2017; Mark Hopkins Hotel, San Francisco, CA 

AANS/CNS Joint Cerebrovascular Section: Ann. Meet., TBA 

Southern Neurosurgical Society:  Annual Meeting, TBA  

AANS/CNS Joint Spine Section:  Annual Meeting, 2017, TBA 

 

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
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