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Message from the President 
Praveen Mummaneni, MD, President 

 
Dr. Mummaneni and the CANS board welcomes you to the upcoming annual meeting on January 13-
15, 2017. Save the date for the MLK long weekend to join us at the Mark Hopkins Intercontinental Hotel 
in San Francisco.  
 

This year's theme is:  
‘The Evolution of 

California Neurosurgery Training 
and Practice’ 

 

Sessions will feature noted speakers from top training programs in California, leaders from the AANS and 
CNS Washington Committee, and invited dignitaries outside our field to discuss strategies to successfully 
navigate neurosurgery training and practice in the changing medical landscape.  
 

All of us must adapt to our changing environment. New laws and regulations have altered our 
interactions with our patients and hospitals and payors. Hospital employment is gaining in popularity for 
new graduates from our training programs. Is this a recipe for success? 2016 promises to be a pivotal 
year with more change afoot. Lets meet in San Francisco on January 13-15, 2017 and discuss strategies 
for the future.   

 
 
 

 

Praveen Mummaneni MD 
President, CANS 
Professor and Vice-Chair 
UCSF Neurosurgery 

 
 
 

Newsletter	Sponsor	

     Cooperative of American Physicians, Inc. 
• Providing medical malpractice coverage to private practice neurosurgeons through its 

Mutual Protection Trust since 1977 
• Covering nearly 12,000 select California physicians; Group coverage available     
• Consistently low rates; Mutual Protection Trust A.M. Best A+ (Superior) rating 
• Physician owned and governed 
• Local support offices in Los Angeles, San Diego, Palo Alto, Sacramento and Orange County 

 
 
 
 

 
 

See you in San Francisco! 
January 13-15, 2017 
SAVE THE DATE! 
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Tips on practice Websites, online reputation and re-credentialling 
Randall W. Smith, MD, Editor 

 
 
 

ur friend Jeff Segal of eMerit has posted some good articles worth reading. 
 

The first is about your practice’s Website as follows: 
 

Of course your practice has a website. Maybe it’s old. Maybe it’s being updated. But, the following 
lessons apply to almost anyone and everyone in healthcare. 
 

•Make sure YOU own your content. I can’t tell you the number of times I’ve heard from a doctor who 
had an untoward outcome after working with a vendor that created their site, added content, and 
then maintained the site. This relationship triggered monthly payments (like an annuity). Over time the 
doctor appropriately questioned what the vendor was REALLY doing. Nothing seemed to be changing 
on the site. So, the doctor would terminate the relationship. That’s when the doctor learns in the fine 
print that he does not own his content. He licenses it from the vendor. Terminate the relationship, and 
the content goes bye-bye. No content will be transferred to a new vendor. Hasta la vista, baby. 
 

In that situation, the handcuffs are on. Either you continue making monthly payments ad infinitum, or 
you start over. 
 

Solution: Before you get started, make sure the engagement agreement specifies you own any content 
and graphics on your site. Next, make sure you own the domain name, including any passwords to 
access the site. In the agreement, state that if you do terminate the relationship, the vendor will assist 
with transfer to a new vendor. Vendors who are confident in their abilities and business practices will 
gladly agree. Those who deliver mediocre work or have shady business practices will think of every way 
to handcuff you. 
 

•Be careful about using images that are copyright protected. Infringing on someone’s copyright can 
be expensive. Particularly if you are sued. If a third party creates a photo, logo, or graphic image, then, 
it’s already copyright protected, whether or not they register it with the Library of Congress. It’s their 
work and you need their permission to use it for anything other than what is called “fair use.” If you are 
promoting your website for commercial purposes, then using copyright protected images is generally 
not considered “fair use.”Not uncommonly, a website designer will scan the Internet for images that 
match his emerging aesthetic for your site. Then, cut and paste. While your web site might look pretty, 
you probably now have a legal headache. 
 

Solution: Use you own images and pictures. If you create them yourself, or as a work for hire, you own 
the copyright. Then, if someone steals your pictures, you can protect your turf. This stuff cuts both ways. 
 

If you want to use images from elsewhere, make sure they are free 
to license (eg: from Creative Commons). Or purchase a license 
from the creator and/or licensor. 
 

Finally, make sure your website designer indemnifies you for any 
legal grief that might be caused by copyright. So, if they do bring 
home something from the Internet that belongs to someone else, 
you’re not be the the only one at risk. By the way, it’s no excuse to 
blame the website designer. The “infringee” will sue you. Any 
indemnification agreement allows you to get paid back. 
  

O 
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•Be careful about making bold claims. 
A manufacturer recent made a bold claim about its charging cables – those that connect your 
computer to USB devices and the like. They said some of the shielding was coated with Kevlar, the same 
material found in bullet proof vests. The claim was that these cables are stronger than ordinary cables. 
The implied subtext (correct, it was not explicit) was that it could withstand a bullet. If your charging 
cable is being shot at, you likely have a bigger problem than the longevity of the cable. Still, 
ArsTechnica took the implied claim to the firing range. While the cable was strong, it was no match for a 
bullet. The public’s mockery came on like a tsunami. Be careful about bold claims. If you’re in 
healthcare and make any claims, you are regulated by advertising mandates from your licensing board. 
Virtually every state medical and dental licensing boards (and the Federal Trade Commission) demand 
that any claims you make be substantively true. No hyperbole. If you say you’re the best bariatric 
surgeon in Oklahoma City, you better have some objective, statistically sound documentation to 
support that premise. What about being voted the Best Doctor in Us Weekly? I don’t know. Perhaps you 
can state you were voted the Best Doctor in Us Weekly, but, it will likely need a disclaimer – stating that it 
represents a non-random sampling of the local population who may or may not have been treated by 
you. And more disclaimer sentences.  
 

I know some doctors make bold claims on their site. But, it’s not a problem until it’s a problem. Be careful 
about making claims about your medical or dental results (unless they are backed up with sound data), 
your certifications, and your background, training, and experience. And some Boards of Medicine / 
Dentistry have even more changing restrictions. 
 

•Your “Contact Us” form.  If your “Contact Us” form is used as a communication platform with 
established patients, it needs to be HIPAA compliant. So, that data needs to be transmitted securely 
(that means https protocol), and then stored securely. You average webmaster will likely not think of 
these details unless he is shoulder-deep in healthcare experience. 
Next, you need to manage expectations. Disclaimers, disclaimers, disclaimers. For prospective patients, 
a disclaimer must state that merely filling out the form does NOT create a doctor-patient relationship. 
Any emergent or urgent condition should be seen in ER or call 911. That disclaimer about urgent or 
emergent conditions applies also for established patients. You website should not be the primary 
conduit for a patient getting in touch for anything that is time sensitive. Make sure your patients 
understand how email, texting, and website can and will be used down the road.Finally, any items that 
come in from established patients becomes part of the medical record and needs to be documented. 
 

Take Home Message:  Lots to think about. And, yes, there’s more. But, just find a reputable, trusted 
webmaster that knows healthcare. Asking about the above four points will help you navigate to a 
better choice. 
 

The second includes comments about online doc evaluations since his group was the first to survey and 
connect online reputation with patient safety and quality of care. (Segal J, Sacopulos M, Sheets V, 
Thurston I, Brooks K, Puccia R. Online Doctor Reviews: Do They Track Surgeon Volume, a Proxy for Quality 
of Care? J Med Internet Res 2012;14(2):e50) 
 

•If you are a physician, being defined by large number of online reviews makes it more likely you are 
fairly represented. You do not want to be defined solely by two noisy patients with a megaphone. The 
solution to pollution is dilution. 
•Online reputation does correlate with revenue – in healthcare that means new patient volume. 
•Online reviews are strong marketing signals; trusted by patients. 
•Online reviews validate a patient’s decision to follow-through on a referral from friend, family, or 
another doctor. 
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•And our work still stands, for surgeons, online reputation correlates with proxies for objective quality of 
care. 
 

In healthcare and other domains, online reputation does matter. 
And finally the third is about credentialing and answering touchy questions 
 

I received a call from a general surgeon in California. He was re-credentialing for hospital privileges. He 
was re-credentialing for his in-network status with insurance companies. And, renewing his medical 
license was around the corner. 
 

Credentialing questions have gotten longer and more detailed. 
 

In his case, the surgeon was concerned about questions asking about his general health. During a 
routine physical exam, a worrisome incidental finding was noted. This led to a two week odyssey of 
more extensive tests. Lots of worrying. Lots of pages added to his medical record. But, his treating 
physician concluded all was clear. No worries. No change in longevity. No change in function. Carry on. 
 

The surgeon did not want his medical record pasted to the re-credentialing forms. He reasonably 
believed that it would be difficult to keep such information confidential. He was concerned his records 
would leak. And it would create more questions. Rumor.  Innuendo. And his booming practice would 
collapse. 
 

So, how should such questions about personal health be answered? 
 

It depends upon the questions. 
 

At one time, licensing applications asked broadly about health. Those questions collided with 
protections offered by the American with Disabilities Act. So now, the questions have become more 
tailored. For illustration, take a look at one question from the renewal application for medical licensure 
in North Carolina. 
 

Since you last renewed have you become aware of any medical condition that impairs or limits, or 
could possibly impair or limit, your ability to practice medicine safely? 
 

Medical Condition includes physiologic, psychiatric, or psychologic conditions or disorders including, but 
not limited to, orthopedic, ophthalmologic, or neuromuscular problems, speech or hearing impairment, 
or infectious disease. 
 

In answering credentialing and licensure questions, you do not want to be accused of failing to disclose. 
You do not want to hide information. If found out, your deception will lead to loss of privileges and/or 
licensure. 
 

But, note the plain language of the question. The Medical Board is NOT asking you to paste your 
medical record to the application. They are asking whether you have a condition that could impair 
your ability to practice medicine safely. 
 

That is not an unreasonable question. 
 

If you are a neurosurgeon and you have medication-resistant epilepsy and no way to predict when 
your next seizure will occur, the answer is “Yes.” 
 

If you are a cardiac surgeon and you are being treated for melanoma and your chemotherapy 
regimen has minimal side effects, the answer is “No.” 
 

If you want to dot your i’s and cross your t’s, ask your own treating doctor whether he/she believes your 
newly diagnosed condition might impair your ability to practice your specialty safely. Have your doctor 
either place it in your medical record, or provide you such a document. Regardless, if ever questioned 
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CANS MISSION STATEMENT 
 

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

 
 
 
 
 

down the road, you will have a record that your conclusion is more than just your opinion. It is shared by 
the person who knows all about your medical history and knows a thing or two about what it means to 
practice medicine safely. ! 
 
 
 
 

 
 
 

 
 
 

 
 

 
Brain Waves 

Deborah C. Henry, MD, Associate Editor 
 

 am reading Paul Kalinithi’s memoir When Breath Becomes Air, now 16 weeks on the LA 
Times best seller list. If you missed Paul’s poignant life story, read the March 2015 CANS 
newsletter on our CANS website at www.cans1.org. Paul, a Stanford neurosurgeon, passed 

away from lung cancer at the age of 37, having just completed his neurosurgical residency 
and fathering a baby girl. Any one of us who practices neurosurgery for a living knows that 
there but by the grace of God go I.  We are only shadows on this Earth for a brief moment in 
time.  This book brings about a barrage of emotions, from anger that amongst highly trained 
doctors no one noticed the weight loss and the agony he was going through before the 
diagnosis, to admiration for the compassion shown by many including his oncologist. 
 
A long time ago, I became a fatalist.  On a gorgeous 4th of July weekend in Texas, I was 
leaving my practice at Scott and White to go visit my brother and his family in Dallas.  If you 
have never been to Texas, let me tell you, hot does not describe the summer days.   It is stifling.  
I would keep the windows of my car rolled down while it was in the garage just to let the hot 
air circulate.  That holiday weekend, I am on I-35, driving on cruise control at 70mph, when a 
grasshopper pops up on the driver side door.  I open the window and reach over to the 
passenger seat to grab a CD holder to shove the grasshopper into the afternoon breeze when 
my car goes into a skid. The seat beat tightens around me like a vise.  Seconds feel like 
minutes as my car crosses onto the grassy median, and I am saying to myself “don’t brake, or 
you will really skid” only to realize that I am on cruise control and now spinning at 70 mph.  My 
car swerves over the two lanes of oncoming traffic, missing the onslaught of cars travelling 
toward me.  It traverses back across the two lanes and stalls back on the grassy median.  
There is no reason that I should not be dead. 

I 
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I think becoming a fatalist helped me practice neurosurgery.  I realized that there was only so 
much that I could do.  My job was to do it to the best of my ability.  So much was out of my 
hands-the severity of the trauma, the bleed in the brain, the spinal cord injury.  Sometimes I 
wonder why patients ended up on my doorstep; I might be the one who would treat them 
when others say no, or maybe I would be the one to say enough is enough.   
 
Today, my son came home and told me that a boy died at the elementary school near his 
high school.  A driver of a waste dump truck allegedly struck him while attempting a right-
hand turn and not seeing the young cyclist. The driver must be grieving.  The parents will be 
inconsolable.  The hardest part of our profession is the inability to help fix the patient. 
Sometimes our only job as a physician is to help the survivors-to listen, hold a hand, and be a 
shoulder to cry upon. It may be the only gift we have to give.  May we remember to give that 
gift to others this Memorial Day weekend.  ! 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 
 

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! 
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Tidbits from the Editor 
 
 
End of Life Option Act 
 

The CMA has published some info about California’s End of Life Option Act.  
 

Starting June 9, terminally ill Californians can request prescriptions from physicians for medications that 
would end their lives. Here are questions and answers about the End of Life Option Act. 
 

Who can get these prescriptions? 
You must be a California resident, at least 18 years old and terminally ill with no more than six months to 
live. 
Who can prescribe lethal medications?  
 All licensed medical doctors in California. A patient must be deemed terminally ill and mentally 
competent by two physicians to receive a prescription. 
 

Is aid-in-dying the same as euthanasia?  
No. Euthanasia means that the physician administers the medication or treatment that kills the patient. 
In aid-in-dying, the patient ingests the medicine on his or her own.  California’s law prohibits the practice 
from being referred to as euthanasia, mercy killing, assisted suicide or homicide. 
Are doctors required to comply? 
No, doctors are required to neither prescribe the medications nor refer patients to doctors who will write 
such a prescription. 
What is the process for getting a prescription? 
A patient must tell her doctor on two separate occasions, at least 15 days apart, that she wants the 
lethal medicines. She must also submit a written request to the doctor.  The doctor has to determine 
whether the patient is terminally ill with a life expectacy of no more than six months and that the patient 
has the mental capacity to make such a decision. The physician then must discuss details of aid-in-
dying with the patient, as well as other treatment options, such as hospice care and pain control.  The 
physician then has to refer the patient to another doctor, who must separately confirm that the patient 
is terminally ill and of sound mental capacity to make such a decision 
Does a patient need to undergo psychiatric evaluation? 
Not necessarily. According to the law, if a physician is concerned about a patient’s mental state, the 
doctor must refer the patient to a psychiatrist or psychologist. Both physicians who evaluate the patient 
must agree the patient is mentally competent. 
 
 
 
 
Docs treating Medicare patients need to re-up 
 

Since the passage of the Affordable Care Act (ACA), all Medicare providers and suppliers have been 
required to revalidate their Medicare enrollment information under new enrollment screening criteria in 
an effort to prevent fraud within the Medicare system. Once a Medicare enrollment application is 
validated, the clock starts ticking on a five-year revalidation cycle. Now that five years have passed 
since the ACA's revalidation requirement took effect, the Centers for Medicare and Medicaid Services 
(CMS) has initiated a second cycle of revalidation requests. 
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According to CMS, Medicare Administrative Contractors (MAC) – Noridian in California – will continue to 
send revalidation notices two or three months prior to each provider's revalidation due date. 
 

The first revalidation due date for this second cycle is May 31, 2016. If you received a revalidation notice, 
and a complete application is not received by the due date, your Medicare billing privileges will be 
deactivated. 
 

If you do not know if you received a notice, you can look up your revalidation date through the CMS 
look-up tool. Those due for revalidation in the near future will display a revalidation due date. All other 
providers/suppliers will see "TBD" in the due date field. 
 

If you are deactivated for failure to respond to a revalidation notice, you must submit a reactivation 
application. The date of receipt of the reactivation application will be the new effective date for 
Medicare billing privileges. No payments will be made for the period of deactivation. 
 
 
 
 
 
Employed Physicians Are Less Capable of Defending Themselves. 
 

Leigh Page of Medscape Business of Medicine posted the following: 
 

Hospital employment of physicians is now common. One in five physicians are hospital employees, and 
numbers of hospital-employed primary care physicians doubled from 10% in 2012 to 20% two years later, 
according to a survey[21] by Jackson Healthcare. 
 

This trend has created a new problem for significant numbers of physicians. Employed physicians have 
less control over their defense in a malpractice case than an independent physician would have. 
 

Steve Fargis, the Virginia insurance broker, says that hospital-employers prefer to have tight control over 
their employed physicians' med-mal insurance policies. He says hospitals usually buy policies for their 
employed physicians, and these policies don't tend to have a "consent to settle" agreement, which 
specifies that the physicians must authorize any settlement made on their behalf. These clauses are 
standard in individual physicians' policies. (Some states regulate the use of "consent to settle" 
agreements: Maryland and Florida ban them, whereas California requires them in all doctors' 
malpractice policies.) 
 

Often, the hospital and doctor are both named in the same lawsuit, but the hospital has different goals, 
Fargis says. Hospitals are more likely to want to settle, because taking a case to court means more legal 
fees and possibly a higher payout than a settlement would require. Physicians, on the other hand, have 
strong reasons to pursue a case into the courts if they think they have a change of winning. That's 
because even settlements go onto their permanent record and are reported to the National 
Practitioner Data Bank (NPDB). 
 

Employed physicians have one other disadvantage: Hospital systems often run their own captive 
malpractice insurance carriers which means they can also choose the attorneys who represent the 
employed doctor. Fargis says the hospital tends to assign the same attorney for both the doctor and 
hospital. Hospitals usually frown on doctors having separate attorneys, because "the hospital's concern 
is that the doctor might want to mitigate his fault and assign blame to the hospital," he says. 
 

Hospitals' tactics of forcing physicians to settle and denying them a separate attorney come up in 
physician surveys on malpractice litigation. In a 2013 Medscape survey,[22] 9% of physicians with 
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malpractice payouts said they were required to settle. In addition, 7% said they were "disappointed by 
how the attorney handled me and my case," and 1% said the attorney had ruined the case. 
 

What can physicians do about this risk? Before agreeing to hospital employment, understand that you 
are giving up some control in this area. If you still want to go ahead, there may be some ways to 
maintain some control. For example, Fargis says employed physicians may be able to buy their own 
malpractice insurance separate from the hospital. "Hospitals don't want to pay the physician the value 
of the malpractice and let them go out and buy it on their own," he says. "But we have worked on 
securing coverage that costs less in the commercial market than what the hospital captive would 
charge." 
 
 
 
 
 
Complaints to State Boards Are as Perilous as Lawsuits 
 

Leigh Page of Medscape Business of Medicine also posted the following: 
 

Even though the chances of physicians being sued for malpractice are considerably lower than they 
were a decade ago, another liability concern is eclipsing malpractice litigation—patient complaints to 
the state medical board. These complaints can prompt disciplinary actions against physicians that are 
just as hazardous as malpractice suits. 
 

Dr Sullivan, the Illinois attorney, says malpractice cases and disciplinary actions are closely related. A 
disciplinary action doesn't have to involve an injury and there is no payout if the physician is censured, 
but like a malpractice suit, it can involve negligence or wrongdoing, and it is just as harmful to a doctor's 
reputation. 
  

Both licensure actions and malpractice payouts must be reported to the NPDB. Trawling through the 
rich information of the federal data bank, Dr Sullivan found that the number of state licensure actions 
reported to the federal board in 2013 was almost four times greater than the number of malpractice 
payouts, including both judgments and settlements. Moreover, although the number of malpractice 
payouts fell by 57% from 2001 to 2013, the number of state licensure actions more than doubled. 
 

What's causing this huge increase in disciplinary actions? Part of the rise, Dr Sullivan says, may be due to 
heightened vigilance by medical boards for specific misconduct, such as inappropriate prescriptions of 
painkillers. But many complaints come from patients who are unhappy with a doctor's care. It is thought 
that as patients seek more empowerment, they are becoming more aware of the option of filing a 
complaint with the medical board. 
 

In fact, it's easier to file a complaint than to file a malpractice lawsuit, Dr Sullivan says. Registering a 
complaint involves filling out a report and sending it in, but filing a lawsuit means convincing an attorney 
that you have a promising lawsuit and gathering the evidence. 
 

In many cases, Dr Sullivan suspects, patients first consulted plaintiffs' attorneys and filed a complaint only 
after failing to get them interested. For example, in a recent case he handled, several law firms 
requested a patient's medical record but none of them filed a lawsuit, and then a complaint was filed 
with the state medical board. 
 

If the board does take disciplinary action against the doctor, however, it may be too late for the patient 
to go back and file a malpractice suit, Dr Sullivan says. The board's disciplinary process takes a great 
deal of time, often surpassing the statute limitations on a malpractice suit. 
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Some states allow complaints to be anonymous. A cursory review of state medical board websites 
shows that California, Maryland, and Georgia allow anonymous complaints but discourage this option, 
saying that it's harder for board investigators to collect information for a case. On the other hand, North 
Dakota, Alabama, and Texas prohibit anonymous complaints. 
 

As in a malpractice proceeding, the board investigation involves determining whether physicians met 
the standard of care in their specialty and their community, and boards consult with physicians in the 
same way that courts use expert witnesses. 
 

Doctors who face disciplinary actions should take them just as seriously as malpractice suits, Dr Sullivan 
says. In fact, in some ways, physicians are at a greater disadvantage in a disciplinary hearing, he says. 
"A lot of the board actions are based on allegations of impropriety that might not meet the threshold of 
malpractice," he says. Also, it's not necessary to show evidence of harm. 
 

What can you do to safeguard against formal complaints? Above all, take them as seriously as a 
malpractice lawsuit. Do not disregard notices from the medical board. Also, make sure your 
malpractice policy covers your defense in a disciplinary action; many policies will do so. 
 

One other piece advice from Ofer Zur, PhD, a forensic consultant in Sebastopol, California: Don't 
contact the patient who filed the case. "Any contact with the client after you get notified that he/she 
has filed a complaint can be easily viewed as an attempt to intimidate or harass the client," he writes on 
his website. 
 

It is noted that Cooperative of American Physicians (CAP), sponsor of the CANS newsletter, 
automatically provides coverage for disciplinary issues with the Medical Board of California.  CAP’s 
MedGuard Plan reimburses up to $25,000 per year in legal expenses arising from disciplinary 
proceedings, allegations of fraud and abuse, or alleged regulatory noncompliance.  Higher limit options 
are available for purchase through CAP’s own insurance agency. 
 
 
 
 
Medicare considering rules on use of Intraoperative Neurophysiological Testing 
 

The following draft Local Coverage Determination (LCD) has been published for review and comment 
by Noridian, the Medicare intermediary for California. 
 

Medicare Coverage Database Number: DL36698 
LCD Title: Intraoperative Neurophysiological Testing 
Comment period: June 2 – August 8, 2016 
 

Intraoperative neurophysiological testing may be used to identify/prevent complications during surgery 
on the nervous system, its blood supply, or adjacent tissue. 
 

Monitoring can identify new neurologic impairment, identify, or separate nervous system structures (e.g., 
around or in a tumor), and can demonstrate which tracts or nerves are still functional. Intraoperative 
neurophysiological testing may provide relative reassurance to the surgeon that no identifiable 
complication has been detected up to a certain point, allowing the surgeon to proceed further and 
provide a more thorough or careful surgical intervention than would have been provided in the 
absence of monitoring. 
 

Some high-risk patients may be candidates for a surgical procedure only if monitoring is available. To 
establish medical necessity the following guidelines must be followed: 
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Intraoperative testing may be indicated with the following types of surgery: 
 

1. Surgery of the aortic arch, its branch vessels, or thoracic aorta, including internal carotid artery 
surgery, when there is risk of cerebral ischemia 
2. Resection of epileptogenic brain tissue or tumor 
3. Resection of brain tissue close to the primary motor cortex and requiring brain mapping 
4. Protection of cranial nerves: 
a. tumors that are optic, trigeminal, facial, auditory nerves 
b. cavernous sinus tumors 
c. oval or round window graft 
d. endolymphatic shunt for Ménière's disease 
e. vestibular section for vertigo 
f. microvascular decompression of cranial nerves 
5. Correction of scoliosis or deformity of spinal cord involving traction on the cord 
6. Protection of spinal cord where work is performed in close proximity to cord as in the removal of old 
hardware or where there have been numerous interventions 
7. Spinal instrumentation requiring pedicle screws or distraction 
8. Decompressive procedures on the spinal cord or cauda equina carried out for myelopathy or 
claudication where function of spinal cord or spinal nerves is at risk 
9. Resection of: 
a. Spinal cord tumors 
b. Neuromas of peripheral nerves or brachial plexus, when there is risk to major sensory or motor nerves 
10. Surgery for: 
a. intracranial AV malformations 
b. arteriovenous malformation of spinal cord 
c. surgery for intractable movement disorders 
d. cerebral vascular aneurysms 
e. surgery for intractable movement disorders 
11. Arteriography, during which there is a test occlusion of the carotid artery 
12. Circulatory arrest with hypothermia 
13. Distal aortic procedures, where there is risk of ischemia to spinal cord; and 
14. Leg lengthening procedures, where there is traction on sciatic nerve or other nerve trunks 
15. Basil ganglia movement disorders 
16. Surgery as a result of traumatic injury to spinal cord/brain 
17. Deep brain stimulation 
We note that there is no indication for monitoring for individual nerves being decompressed by routine 
discectomy or foraminotomy. 
When sending comments, providers must reference the specific policy to which they are related and 
email or mail them to: 
• policyb.drafts@noridian.com 
• Noridian Healthcare Solutions, LLC 
• JE Part B Contractor Medical Director(s) 
 Attention: Draft LCD Comments 
 PO Box 6783 
 Fargo, ND 58108-6783 
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FDA warns about CT scans and electronic devices 
 

The US Food and Drug Administration (FDA) has received a small number of reports of adverse events 
thought to be associated with CT imaging of some implantable and wearable electronic devices, such 
as insulin pumps, cardiac implantable electronic devices, and neurostimulators, the agency said in a 
safety communication. 
 

The new safety notice updates and replaces the FDA's preliminary public health notice from July 2008 
on possible malfunction of electronic devices caused by CT scanning, as reported by Medscape 
Medical News. 
 

"FDA's current understanding is that when a CT scanner directly irradiates the circuitry of certain 
implantable or wearable electronic medical devices (i.e. when the device is visible in the resulting CT 
image), it can cause sufficient electronic interference to affect the function and operation of the 
medical device," the agency said. 
 

"The probability that this interference can cause clinically significant adverse events is extremely low. 
Furthermore, the probability of x-ray electronic interference is lower when the radiation dose and the 
radiation dose rate are reduced," the FDA said. "Interference is completely avoided when the medical 
device is outside of the primary x-ray beam of the CT scanner." 
 

For physicians ordering a CT scan, the FDA advises that if the CT scan will cover the area over the insulin 
pump, "discuss with the patient whether the insulin pump can be safely moved, attached at a different 
location, turned off and for how long, or if alternative diabetes management is required." In addition, 
this information should be communicated to the imaging facility performing the CT scan to help them 
plan imaging that will minimize the risk for adverse effects on the function of the insulin pump. 
 
 
 
 
 
Practice opportunities posted by the Cooperative of American Physicians, Inc. 
 

As one of California’s premier medical malpractice providers, the Cooperative of American Physicians, 
Inc. (CAP) is committed to helping physicians run safe and successful medical practices through a 
number of value-added risk management and practice management benefits, including free listings on 
its Physician Job Board (http://jobs.capphysicians.com/home/index.cfm?site_id=22166). 
 

 We hope you will take advantage of this valuable resource to discover California-based private 
practice opportunities. 
 •Search from a physician-only database of California jobs. 
•Create an anonymous CV, allowing you to choose to whom you release your personal information. 
•Receive automatic job alerts matching your selected criteria. 
•Work from any platform – desktop, tablet, or smart phone. 
•Peruse job searching tips and tools. 
•View preferred listings from CAP’s high-caliber, quality-vetted member practices.    
Easy to access and easy to use, the CAP Job Board, provides physicians of all specialties free access to 
career opportunities that you may not find through other sources.  We encourage you to take a look. 
 

Job Board Team 
Cooperative of American Physicians, Inc.  
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CANS Director demonstrates operation for 7,000 neurosurgeons 
 

Javed Siddiqi, MD, PhD, medical director of neurosciences and program director for the neurosurgery 
residency at Desert Regional Medical Center and a CANS South Director was invited to be a visiting 
professor at Tangdu Hospital of The Fourth Military Medical University in Xian, China. Tangdu Hospital 
held a "Skullbase Neuro-surgery Symposium" for three days, during which time Dr. Siddiqi was the 
featured physician, providing keynote addresses for the first day of the conference, then spending eight 
hours demonstrating skullbase approaches via cadaver dissection on Day 2. On Day 3, Dr. Siddiqi 
performed a twelve-hour complex surgery on a giant tumor compressing the brainstem. Dr. Siddiqi’s 
surgery was watched by 200 observers in a conference room at the hospital, and more than 7,000 
(including DRMC’s 4 residents) who watched via a live audio and video feed through the Internet. 
Neurosurgeons from around China were able to telephone, text and email questions right into the 
operating room. One of China's most prominent neuro-surgeons from Beijing was present to offer 
running commentary in Chinese. 
 

Dr. Siddiqi noted the USA has a total of 3,100 neurosurgeons, and China has 10,000 neurosurgeons. ! 
 

 

 

 

 
 

		
When	I	was	a	boy	I	was	told	that	anybody	could	become	President;	
I'm	beginning	to	believe	it--Clarence	Darrow	
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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. 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: 
  

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, November 11-13, 2016, Santa Barbara, CA 
Cervical Spine Research Society: Annual Meeting, Dec 1-3, 2016, Toronto, Ontario, Canada 
AANS/CNS Joint Pediatric NS Section: December 5-8, 2016, Orlando, Florida. 
North American Neuromodulation Society: Ann. Meet., January 19-22, 2017, Las Vegas, NV  
CANS, Annual Meeting, January 13-15, 2017; Mark Hopkins Hotel, San Francisco, CA 

            
AANS/CNS Joint Cerebrovascular Section: Ann. Meet., February 20-21, 2017, Houston, TX 
Southern Neurosurgical Society:  Annual Meeting, February 22-25, 2017, Orlando, FL 
AANS/CNS Joint Spine Section:  Annual Meeting, March 8-11, 2017, Las Vegas, NV 
AANS/CNS Joint Pain Section Bi-Annual Meeting, 2017 TBA 
AANS:  Annual Meeting, April 22-26, 2017, Los Angeles, CA 
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CANS Board of Directors 

 
President  Praveen Mummaneni, MD  San Francisco  
President-Elect Kenneth Blumenfeld, MD   San Jose     
1st Vice-Pres Langston Holly, MD   Los Angeles 
2nd Vice-Pres Patrick R.L. Rhoten, MD  San Diego 
Secretary  Mark Linskey, MD   UCI  
Treasurer Marshal Rosario, MD   Campbell 
Immed Past Pres Phillip Kissel, MD   San Luis Obispo  
Past President Deborah C. Henry, MD  Newport Beach  
   
  

      Directors 
      Northern CA Ripul Panchal, DO   Sacramento  
   John K. Ratliff, MD   Stanford  
   Mitchel Berger, MD   San Francisco  
      Southern CA Joseph Chen , MD   Los Angeles  
   Frank Hsu, MD    UCI  
   Javed Siddiqi, MD   Colton 
   Farbod Asgarzadie, MD  Los Angeles  
 
      Consultants Moustapha Abou-Samra, MD  Ventura CSNS  

John T. Bonner, MD   Fresno  Newsletter 
Theodore Kaczmar, Jr, MD  Salinas  Past President 

   Philipp M. Lippe, MD   San Jose CAC  
   Lawrence M. Shuer, MD  Stanford Residency Training Programs  
   Randall W. Smith, MD   Escondido Newsletter  
   Patrick J. Wade, MD   Glendale CMA 
   Kenneth Ott, MD   San Diego Past President 
   Marc A. Vanefsky, MD   Anaheim Past President 
   Austin R. T. Colohan, MD  Loma Linda Past President 
 
      Historian  Donald J. Prolo, MD   San Jose  

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

emily@cans1.org 
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