California Association of Neurological Surgeons Volume 44 Number 2

February 2016

A New Scarlet Letter for Docs
Randall W. Smith, MD, Editor

S

ammy Caiola of the Sacramento Bee recently noted that new state legislation would require doctors
on probation to inform patients about serious offenses such as excessive prescribing, sexual
misconduct and drug or alcohol abuse. SB 1033, introduced by state Sen. Jerry Hill, D-San Mateo,
would require sanctioned doctors to collect a signed receipt verifying that each patient has been
informed about the physician’s offense and any disciplinary measures taken.
The Consumers Union Safe Patient Project, which works on medical safety issues, petitioned the Medical
Board of California (MBC) for a notification requirement in the fall. The board formed a task force, which
met in January and did not take action toward a mandate. “That was the proverbial straw,” Hill said. “I
was hoping (the board) would take this upon themselves and pursue what I feel is the correct course of
notification. When they chose not to, we had to step in and protect the public.”
SB 1033 would require a licensee to disclose her or his probationary status to patients before each visit
while the licensee is on probation in any of the following circumstances:
(b) The board shall require a licensee to disclose her or his probationary status to patients before each visit
while the licensee is on probation in any of the following circumstances:
(1) The board made a finding in the probation order that the licensee committed any of the following:
(A) Gross negligence.
(B) Repeated negligent acts involving a departure from the standard of care with multiple patients.
(C) Repeated acts of inappropriate and excessive prescribing of controlled substances, including, but not
limited to, prescribing controlled substances without appropriate prior examination or without medical
reason documented in medical records.
(D) Drug or alcohol abuse that threatens to impair a licensee’s ability to practice medicine safely,
including practicing under the influence of drugs or alcohol.
(E) Felony conviction arising from or occurring during patient care or treatment.
(2) The board ordered any of the following in conjunction with placing the licensee on probation:
(A) That a third party chaperone be present when the licensee examines patients as a result of sexual
misconduct.
(B) That the licensee submit to drug testing as a result of drug or alcohol abuse.
(C) That the licensee have a monitor.
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each order of probation, a standardized, single paragraph, plain-language summary that contains the
accusations that led to the licensee’s probation, the length of the probation and the end date, and all
practice restrictions placed on the licensee by the board.
Apparently one of the most common MBC actions, posting a public reprimand with some conditions like
taking a course in record keeping would not have to be told to each patient in the office. Pretty much
anything else will fall under 1033.
As it stands, patients can look up their physicians on the state medical board website, but doctors are not
required to disclose any information about their licensing status. In most cases, doctors are placed on
probation for three to five years, with certain conditions, such as completing professional classes in ethics,
drug prescribing and medical record keeping. In addition, many are prohibited from supervising physician
assistants in their offices. Some must undergo quarterly monitoring by an assigned physician. The MBC
declined to comment on the new legislation but said it would discuss the matter at its meeting in early May.
The California Medical Association says “This would put a burden on the physician-patient relationship and
take time away from important patient appointments that are already limited,” said association
spokeswoman Molly Weedn in October regarding the original proposal to the medical board. “This
information is already public and available online and can be accessed by anyone. This is a duplicative
burden that will interfere with patient care.”
Across California, nearly 500 physicians and surgeons – or less than 1 percent of those practicing in
California – are on official probation. This writer has been religiously reading each disciplinary action taken
by the MBC over the past 15 years and there did not appear to be any neurosurgeons disciplined
(admittedly I don’t know the names of all CA neurosurgeons but I know a heck of a lot of them). On only 2
occasions did a neurosurgeon under investigation surrender his license to avoid disciplinary action; one
senior neurosurgeon simply retired and another moved to another state.
The legislation will likely be assigned to a Senate committee for review on March 14, and then be given a
hearing schedule.
**************************
Speaking of the California state legislature, Dr. Richard Pan, the Sacramento pediatrician and
assemblyman who introduced the schoolchild mandatory vaccination bill that was passed and signed by
the governor in 2015 and led to him receiving the CANS George Ablin Distinguished Public Service Award
in January, has introduced SB 563 which would prohibit any entity conducting Workers’ Compensation
utilization review from offering financial incentives to physicians based on the number of requests that are
delayed or denied. The bill would also give the DWC authority to inspect utilization review contracts to
ensure they do not include inducements to delay or deny treatment requests. The Senate on Jan. 26 voted
38-0 to pass the bill, which is sponsored by the California Medical Association.
Legislative rules require bills to be in print for 30 days before a committee can act on them. As a result,
hearings are not expected until after lawmakers return from the spring recess, which starts March 18 and
ends March 28. 
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Special Thank you to
Alphatec Spine for
sponsoring our Sunday
breakfast!

In Memorium: Edwin M. Todd MD, JD, PhD

C

ANS was very saddened to learn that one of its founding members had died. Dr. Edwin
Todd (October 12, 1920 - October 10, 2015) died peacefully in Pasadena after a long fight
with congestive heart disease. He entered medicine after serving as a Tech Sergeant in
the Medical Corps of the US Army in WW2. After the war he attended Temple University where he
met and married his loving wife, Lannie. Along with his medical degree (Hahnemann) he earned
a Masters in Liberal Arts (USC), a law degree (Loyola) and a PhD in Renaissance History and Art
(UCLA—Neuroanatomy as depicted by Leonardo da Vinci). Ed practiced in Arcadia for his
entire neurosurgical career was a clinical professor of neurosurgery at USC.
He did his neurosurgical training at the Cleveland Clinic
after an internship at Long Beach Memorial and a year
fellowship at Edinburgh, Scotland followed. His
neurosurgical career includes research with deep brain
implant electrodes, surgery for Parkinson's disease and
other patients with uncontrollable movements. Dr. Todd is
the inventor of the Todd-Wells Stereotactic Frame.
Besides being a CANS founding member, Dr. Todd
received the Byron Cone Pevehouse award in 1991. Ed
was a very active book collector of antiquarian medical
books and frequently lectured on medical history.
At one time he had one of the best antiquarian medical
book collections in the western United States which he
enjoyed sharing them with others.
He is survived by fours sons, their wives, five grandchildren,
and his brother Arthur. 
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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.
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Guest Editorial
Tom Campbell, PhD, JD
Dean, Chapman School of Law

Health insurer mergers a bad Rx for doctors, patients
"First published 1-23-2016, Orange County Register—Ed.
The market for health insurance is highly concentrated. The nonprofit Kaiser Family Foundation reports that
in 31 states a single medical insurance company controls 50 percent or more of the entire market.
The U.S. Department of Justice and Federal Trade Commission calculate measures of whether an industry is
concentrated minimally, moderately or highly – applying that calculation, 41 states have medical
insurance industries that are highly concentrated.
The non-partisan Government Accountability Office is required to report on the competitive conditions in
health insurance markets. Its report just over a year ago documented the highly concentrated status of this
market. And the Library of Congress research arm has compiled numerous studies showing that in more
highly concentrated markets, insurance premiums are higher.
There are two pending mergers that would bring the top five national medical insurance companies down
to only three: Anthem’s proposal to acquire Cigna, and Aetna’s proposal to acquire Humana. In California,
concentration would be further increased by Centene’s attempt to acquire Health Net. It is natural to look
at this concentration from the point of view of the patient.
That, however, is only one-half of the economic relationship of importance in health insurance. The
insurance company stands between the physician and the patient. It is just as unhealthy for a physician to
face fewer insurers as it is for a patient (or a patient’s employer) to face fewer insurers. In the latter case,
we worry about higher premiums. In the former case, it is the terms set by insurers on physicians that should
receive equal attention.
Indeed, the concentration of insurers is often even higher when measured on the side of doctors looking
for patients because most doctors are specialists. Individual specialists in individual geographic markets
are often faced with no choice at all. In many parts of the country, orthopedists, neurosurgeons and
obstetricians can find no more than a single insurer willing to recommend patients to them.
The result, predictably, is a one-sided contract, where the insurer sets terms that effectively govern how a
doctor goes about their profession. Insurance companies prefer doctors to take large volumes of patients,
to spend little time on each patient, to prescribe tests infrequently if they might cost money and to insist
upon paraprofessional services to be fully exhausted before a specialist is even permitted to see a patient.
The insurance company’s economic incentive is to spend as little as possible on medical care. And if there
is no competing insurance company to whom the physician can turn for an alternative offer, the doctor
has no choice but to submit to offering the quality of care ordered by the insurance company.
This concern might be offset if the insurance companies passed the savings along in lower premiums. That,
however, has not been the case. Rather, an insurance company in a position to be a monopoly supplier to
a patient and a monopoly purchaser of service from a doctor has the opportunity to exploit both. The
patient actually loses out both ways, since the rules imposed on doctors result in lower-quality care, at least
as measured by what the doctors would like to provide, if they didn’t have a minimum number of patients
per hour, or other offensive conditions, effectively imposed upon them.
Both federal and state regulatory agencies are reviewing the Anthem-Cigna and Aetna-Humana mergers.
The Department of Justice and the California Departments of Insurance and Managed Health Care will
each have to grant their approval for the mergers, though Aetna and Anthem could fight any refusal
through the courts. The agencies should be highly skeptical of these mergers.
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The argument in favor of each merger is that larger companies can pool a larger set of claims data, but
that efficiency can be achieved by sharing information through the Department of Insurance in each
state.
Free-market advocates normally hesitate to second-guess market decisions, but not where a player in the
market already shows monopoly power, or where a group of players agrees to offer identical terms and
prices. Breaking up the Standard Oil Trust a century ago did not constrain competition but restored it.
In the case of medical insurance, disallowing increased market power is especially important for one
additional reason: It’s against the law for two doctors to agree to present a united front to the insurance
companies, but, under an exemption obtained from Congress 60 years ago, big insurance companies can,
with a state’s permission, collude to tell doctors to take it or leave it.
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Pictures from the 2016 Annual Meeting

Cathy and Dr. Ian Ross
Joanie & Moustapha AbouSamra. Dr. Abou-Samra is the
2016 Pevehouse award recipient

Dr. Phil Kissel accepting his appreciation of leadership plaque
from 2017 President, Dr. Praveen Mummaneni

Dr. Javed Siddiqi & family at
the CANS banquet

Dr. Deborah Henry with Ablin
Award recipient, Dr. Richard Pan

Janice & Phil Kissel, MD
Drs., Page, Zusman & Henry
Darla Colohan & invited
speaker, Dr. Richard Wohns

Past first ladies of CANS, Helen
Vanefsky, Flo Smith & Joann Prolo
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David Westra, MD & his wife,
Reimee

2017 CANS president, Praveen
Mummaneni, MD and his wife, Valli
Mummaneni, MD
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Brain Waves
Deborah C. Henry, MD, Associate Editor

I

caught the shuttle from the CSNS meeting to the New Orleans airport this past fall and could
not help but notice six warning signs plastered across the front inside of the bus. There was a
“Keep your hands, arms, and legs inside the moving vehicle” sign, the “Don’t trip on the stairs”
sign, the “Buckle your seat-belt to prevent injury” sign, the “No smoking” sign, the “Company is
not responsible for unlabeled luggage sign” and finally, “Only the driver is allowed to open the
front door” sign. I felt like I just took a Luminosity test to see if I could remember all those signs. It
wasn’t too difficult, however, because our senses are constantly bombarded with signs
reminding us of dangerous things. I wonder if we could introduce a Common Sense class into
the K-12 education rather than the Common Core. Would that allow us to get rid of at least a
few of these signs? That is probably just wishful thinking.
When I first practiced in California, my insurance carrier was CAP MPT. I had to go downtown Los
Angeles to learn about preventing lawsuits and how to use the arbitration forms. There was a
discussion on how informed should informed consent be? Does every single risk need to be
discussed? I found myself only discussing every single risk with engineer patients. Otherwise the
list is exhaustive.
A resolution past this recent CSNS to look at what happens in the states that have medical injury
panels. According to Dr. Roger Smith from Louisiana, if a neurosurgeon has a complaint filed
and the complaint goes before a panel of fellow neurosurgeons, these neurosurgeons will
validate the complaint if they feel that there is wrongdoing. The registration of this complaint
does not need to be recorded as a suit, as it isn’t at this time. This may be an effective way to
prevent the filing of frivolous lawsuits.
Once, I was subpoenaed to give a deposition regarding an elderly lady who fell on the steps of
Wendy’s and suffered an aneurysmal subarachnoid hemorrhage. The suit implied that there was
no warning of the step, hence she fell and suffered the intracranial bleed. I suppose someone
might have said that the fall caused the bleed in the brain, hence the suit, i.e. the typical
chicken and the egg problem. I have no doubt that after this event, however, that Wendy’s
slapped a “Don’t trip and fall” sign on the door.
Getting back to the “Only the driver can open the door” sign. What happens if there is an
accident that knocks the bus driver unconscious, a fire breaks out in the back of the bus, and the
only way out is through the front door? Perhaps the sign should be modified to “No one may
open the door while the driver remains conscious.” That will make me feel safer. 
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Transitions in Neurosurgery
John Bonner, MD, Associate Editor

T

here has been much change in the delivery of care to patients by physicians. Now, we find some
aspects of neurosurgical practice to be much different than in times past. Currently, there are fewer
physicians who actually do “hands on” examination and treatment of patients. Further, some
physicians avoid Emergency Room call, in-hospital treatment, and post-surgical care of patients. This is
true for other specialties and primary care practices as well. Indeed, these developments represent
significant change in the care of patients by doctors, and they have not necessarily resulted in improved
patient care.
===
Some medical schools are considering a three-year medical degree program. About a dozen med
schools currently graduate students in three years instead of four, which is considered a benefit due to the
shortage of physicians specifically, and health care workers generally. There is a concern of the lack of
future capacity in terms of size and ability to meet the needs of an aging society. (Needed: A Three-Year
Medical Degree, Wall Street Journal, February 18, 2016). (In addition, a 2012 study by the Association of
Medical Colleges found that 86% of medical students carry an average of $161,000 in debt. A three year
medical program would allow students to carry less debt).
However, there is also concern that decreasing medical school to three years will harm, not help, patients,
primarily those needing primary care. The amount of information to be covered in medical school is
growing, with much more basic science taught -- plus there is movement to add new subjects to the
medical school curriculum (such as alternative therapies, nutrition and aging). Shortening the time to
graduation would help those seeking specialty training, but would harm primary care physicians who need
a wide range of general information, maturity and life experience when trying to understand the illnesses
and stress facing patients. 

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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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.

Tidbits from the Editor
Here we go again—new wonderful Rx for LBP
We neurosurgeons all have patients with axial back pain and mildly degenerative disc(s) who don’t seem
to respond to much of anything and get shunted to the pain medicine folk. Now comes yet another
intervention claimed to really help these unfortunate patients. This one is called “intradiscal biacuplasty”
or IDB and is a variation on the various disc annulus treatments that have in the past not been particularly
successful. This procedure was recently reported upon in Medscape Medical News by Pauline Anderson.
The 30-minute outpatient IDB procedure involves "very precise" placement of thermal probes into the back
part of the disc plus radiofrequency ablation of sensory nerves in the degenerated lumbar disc. The
maneuver is based upon the concept that disc degeneration and injury cause centripetal growth of nerve
fibers into the disc. Compared to normal lumbar discs, severely degenerated discs have extensive disc
innervation.
The proponent of this procedure is Michael Gofeld, MD, a pain management specialist and
anesthesiologist at St Michael's Hospital and Women's College Hospital, Toronto, Ontario, Canada, and
president of the World Academy of Pain Medicine Ultrasonography. Dr. Gofeld, who was one of the first
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doctors to use the procedure, presented his findings during a plenary session on research highlights at the
American Academy of Pain Medicine (AAPM) 2016 Annual Meeting in Palm Springs. The procedure was
apparently performed using a Baylis Medical (a Canadian company) developed device (TransDiscal
System) that uses heat to deactivate nervous tissue in the posterior and posterolateral region of the disc.
That system is purportedly manufactured in the USA by Halyard Health (formerly Kimberly-Clark Health Care)
in Irvine, CA. Perusal of the Halyard web site shows no indication they have any IDB system for sale
suggesting the FDA has yet to bless it.
A pragmatic prospective open-label trial randomly assigned 63 patients with discogenic lumbar back pain
to IDB supplemented by conventional medical management (CMM) (n = 29) or CMM alone (n = 34). CMM
could include anything the physician recommended except surgery, such as lumbar-epidural injections,
sacro-iliac joint injections, physical therapy, behavioral therapy, and pharmacologic management.
The study showed consistent improvement for the IDB plus CMM group on the visual analog scale (VAS)
pain score at 6 months, as well as improvement on the 36-item short-form physical functioning scale (SF-36PF) and on quality of life. The results of this first stage were recently published in Spine.
After 6 months, the CMM group members were allowed to cross over to the intervention group. Of the
original 34 randomly assigned to CMM, most (n = 25) crossed over.
The current, final stage of the study included 12-month results among 22 patients of the original IDB and
the same number of patients who elected to cross over. It found a statistically significant (P = .001)
difference in VAS scores: from a mean of 6.7 at baseline to 4.4 at 12 months. A statistically significant pain
reduction on the VAS is more than 2 points.
Change in SF-36-PF was also significant (P = .003): from a mean of 48 to 62. A significant change on this
score is an increase of 15 or more points.
As for the Oswestry Disability Index, the change was also significant (defined as a decrease of 10 or more
points): from 42 to 30 (P = .002). Change on the Patient Global Impression of Change scale was significant
as well (P < .001).
What was impressive, Dr. Gofeld said, was that the VAS scores remained lowered from month to month, as
did the SF-36-PF functional outcome. "This is the only study I know of that shows that the results are
improving over time, so at 12 months, patients actually did better than after 1 month," he said.
Well, as usual, one robin does not a spring make, and we shall see if Dr. Gofeld’s work can be
dispassionately replicated by others. For those interested in using this procedure, the first hurdle might be
just what constitutes discogenic back pain (vs. facet pain vs. myofascial pain) and the second is getting
the IBD system to use.

MU of EHR hardship exemption extended
We have been calling attention to the option of neurosurgeons to apply for an EHR MU hardship exception
by the Tuesday, March 15, deadline. The deadline to apply for a hardship exception to the meaningful use
requirements for 2015 has been extended to July 1 for both physicians and hospitals, the Centers for
Medicare and Medicaid Services (CMS) announced on 2/29/2016. Medicare is implementing the hardship
exception process as a result of recently passed legislation. This new law provides a "streamlined" process
to apply for relief from MU requirements. This exception is open to all physicians, but you must submit an
application. The application and instructions can be found on the CMS website.
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Neurosurgical practices should closely review the application and select the option that best describes the
circumstances that hindered their ability to demonstrate meaningful use. For those providers who faced
challenges because of the late release of the modified MU Stage 2 requirements, the American College of
Surgeons recommends using the "Section 2.2 Extreme and Uncontrollable Circumstances" category, and
indicating the "2.2.d EHR Certification/Vendor Issues (CEHRT Issues)" subcategory. An approved hardship
exception will exempt a doc from negative Medicare payment adjustments in 2017. It does not affect
payment adjustments for 2016.

Options for Physicians Wary of Employment
Kenneth J. Terry, MA, in Medscape Business of Medicine on January 13, 2016, penned the following for
those of us that might be considering selling out to big brother.
Employment Is Not a Panacea
The environment for independent physician practices has fundamentally shifted in the past few years. In
many parts of the country, hospitals are much less interested in acquiring practices than they had been.
Hospitals on the East Coast and in parts of the South are still buying practices, says Michael LaPenna, a
healthcare consultant in Grand Rapids, Michigan. But in areas where most of the consolidation between
hospitals and practices has already occurred, such as west Michigan, Detroit, Chicago, Minnesota, Seattle,
and California, that's no longer the case, he says. However, they continue to look for ways to more closely
align independent physicians with their interests. Kevin Kennedy, a principal with ECG Management
Consultants in Seattle, has also seen fewer hospital purchases of practices. "Some health systems grew very
rapidly, and there was a feeding frenzy to acquire practices," he notes. "So in the last couple of years,
we've seen some of our clients take a break and do a better job of organizing what they have."
"Affiliations [with hospitals] are worth considering, but it doesn't mean you have to give up your autonomy
to link with like-minded physicians," says Alice Gosfield, a veteran healthcare attorney based in
Philadelphia. "Clinical integration is the sine qua non for all physicians, no matter what environment they're
living in—whether they're employed, or in an independent practice association (IPA) or a mega group, or
in a clinically integrated network."
Meanwhile, the shift to value-based reimbursement—among other factors—is placing smaller practices at
a disadvantage. Even where physicians have learned how to use electronic health records (EHRs)
effectively in traditional, visit-based care, they need a more sophisticated infrastructure and additional
resources to manage their patient population. As a result of these changes, experts say, independent
physicians should start thinking about how to form clinically integrated networks with their colleagues. They
should also look at every possible way to make their practices more economically viable in order to
compete with the big healthcare systems. For physicians who see the changes coming but still don't want
to be employed, there are alternatives to employment that physicians should consider.
Professional Service Agreements
In a professional service agreement (PSA), a hospital or healthcare system leases a practice and
guarantees the physicians a minimum level of income. While this model is similar to employment, the
physicians retain ownership of the practice and can usually terminate the PSA if the relationship goes south.
Gosfield views PSAs as much better deals than employment contracts. Under a well-structured PSA, she
notes, a group retains its cohesion as a business, including the ability to hire and fire staff. "If you hang onto
your personnel, you get to deal with them the way you need to deal with them," she observes.
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Kennedy takes a different view. If a hospital is willing to enter a PSA with a practice, he says, the physicians
need not be too worried about staffing decisions. "A hospital would have to be pretty stupid and
incompetent to ignore the input of physicians on staffing issues."
Some PSAs allow practices to continue billing because many hospitals do a poor job of billing for
ambulatory care, Gosfield notes. In most PSA deals, reimbursement is based on work relative value units
(RVUs), not collections; so even if a hospital comes up short on collections, physician income is not
affected, at least in the short term. But if the practice keeps the billing and helps the hospital meet its
financial targets, the physicians can renegotiate the PSA contract on more favorable terms.
Kennedy agrees that hospitals are not good at ambulatory care billing, but he doesn't think that this is a
big issue for doctors. "If physicians are being paid on the basis of collections, they may want to be closely
involved with the revenue cycle process. If they're paid on work RVUs, as most folks are these days, they're
probably less concerned."
PSAs offer some advantages to both physicians and hospitals, Kennedy says. "It's a useful tool kit for solving
certain types of problems. There are reasons why employment won't work in certain settings." For example,
he notes, hospitals can't directly employ doctors in corporate-practice-of-medicine (CPM) states. (The
CPM laws generally prohibit a business corporation from practicing medicine or employing a physician to
provide professional medical services. Some states have carved out certain corporate employers such as
HMOs, professional corporations, and hospitals as exceptions to the CPM prohibition). “And in some cases,
physicians want to keep managing the practice while having the security of an income guarantee from
the hospital." But, as healthcare systems become more integrated, he adds, they're less willing to accept
one-off exceptions for some practices. In other words, they may tell physicians to sign employment
agreements or take a hike.
Captive PCs
In CPM states, hospitals use captive professional corporations (PCs) so they don't have to employ
physicians directly. By placing the ownership of the practice in a PC controlled by the hospital, captive
PCs can also give doctors the feeling that they're still owners rather than employees, LaPenna notes. The
captive PC has another benefit, Gosfield says, even in non-CPM states. Physicians in a captive PC can bill
for nurse practitioners or physician assistants on an "incident to" basis because both they and the
nonphysician clinicians work for the same PC. They can't do that if they work directly for the hospital. In
addition, they can get credit for services that nonphysician practitioners bill under their own provider
numbers at 85% of the Medicare rate. While neither this nor the "incident to" is fee-for-service income to
doctors, it can be factored into the doctors' compensation through the captive PC, she says.
ACOs: Are They Right for You?
To date, ACOs have been more hype than substance, Gosfield argues. "They exist" in areas where she has
clients, "but most of them don't have contracts." Bundled payments are more likely than ACOs to succeed,
she says, because they apply to a particular patient's condition rather than an entire population. Through
the use of actionable data, she notes, physicians can intervene to improve care. In contrast, ACO
contracts don't provide a specific focus for improvement.
LaPenna doesn't write off ACOs so quickly. "The projections of capitation and bundled pricing programs
are imbedded within the Affordable Care Act," he observes. "CMS is already moving in that direction, and
once ACOs are established and ingrained with the medical reimbursement fabric, they won't go away
easily."
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Kennedy is skeptical of ACOs. They must be of a certain size to qualify for the Medicare Shared Savings
Program, he points out, and they're also responsible for the entire cost of patient care. "That's hard to do
unless you're part of an integrated healthcare system or a large group that has hundreds of doctors."
Overall, he concludes, "The outlook is still fairly good for independent practices of a certain scale." The
healthcare system increasingly emphasizes ambulatory care, he points out, and the physician-patient
relationship will be increasingly important in healthcare reform. So office-based physicians will always be
needed, whether or not they're employed.
"That being said, smaller independent practices are going to struggle," he says. "There are going to be
some very successful physician organizations. But they have to achieve a pretty large scale to be
meaningful in those markets and to provide the sorts of services those organizations are going to need to
be successful."
Conclusion: Whichever option you think is right for you, make sure you examine the pros and cons
thoroughly. Talk to physicians who are already in that situation, and take your time to decide which is most
likely to bring you financial and emotional rewards.

Alex Valadka tells it like it is in editorial in The Hill, a DC newspaper
February 17, 2016
Specialists caution against building MACRA on a flawed cornerstone By Alex Valadka, M.D.
Andrew Slavitt, acting administrator of the Centers for Medicare and Medicaid Services (CMS), recently
surprised many by voicing what healthcare providers in the country had known for years: CMS’ staged
Meaningful Use program had outlived its usefulness. What started out as a worthy idea to encourage use
of electronic health records (EHRs) to improve care quality quickly crumbled for providers and their
patients.
To meet Meaningful Use, physicians attempted to comply with arbitrary and impossible requirements
associated with the use of certified EHRs. They purchased expensive technology systems and invested an
incredible amount of time on training and data input, time they could have spent on patient care. To add
insult to injury, the “all or nothing” nature of the program’s reporting and scoring ended up being timeconsuming and financially punitive.
But the worst was yet to come. Without consistent, national standards for interoperability, EHR vendors
developed proprietary systems that could not “talk” to one another, making the promised interchange of
patient information to improve care impossible or prohibitively expensive for providers—further proof that
the program needed revamping.
When a patient’s medical history cannot be shared among that patient’s health providers in a timely way,
there is a genuine risk to his/her health and to our nation’s wallet. In one relatively harmless case in New
Mexico, a patient with severe back pain was hospitalized. The hospital’s spine specialist determined that
an MRI was necessary. The patient’s primary care physician had already obtained an MRI, but the images
could not be transmitted to the hospital due to incompatible EHR software. After a literally painful delay, a
second MRI had to be ordered at additional expense and the patient was diagnosed and treated.
Imagine that scenario multiplied thousands of times across the country and then you can start to see the
problem.
Recognizing these issues, Congress acted in late 2015 to provide providers with the opportunity to apply for
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a hardship exception for EHR noncompliance in 2015. But exception should not be the rule. More needs to
be done if we do not want a repeat performance.
Despite its many flaws, Meaningful Use will be a cornerstone of the Medicare Access & CHIP
Reauthorization Act of 2015 (MACRA), which is intended to focus less on compliance with arbitrary rules
and more on paying for value and better patient care. However, unless immediate and significant
changes are made to the Meaningful Use program and the interoperability of EHRs is addressed, value
and better patient care facilitated by health IT will remain unattainable ideals.
The rules CMS and the Office of the National Coordinator for Health Information Technology must
implement are merely a reflection of our nation’s laws. Congress must address EHR interoperability and the
Meaningful Use program before yet another promising opportunity is lost.
The House already has done its part by passing H.R. 6, the “21 st Century Cures Act,” which recognizes
interoperability as a key issue. The Senate just released a promising discussion draft of a related bill that
calls for changes to current documentation mandates and encourages transparency and usability among
EHR vendors. It’s an encouraging start.
With the implementation of MACRA, we have the opportunity to build something truly meaningful to
improve patient care in our country. For the sake of our patients, let’s build a truly robust, patient-centric
and nationwide interoperable health information infrastructure that would provide access to the right
information at the right time.
Valadka is the chairman of the Department of Neurosurgery at Virginia Commonwealth University Medical
Center and serves as spokesperson for the Alliance of Specialty Medicine, a coalition of national medical
societies representing more than 100,000 specialty physicians in the United States. This non-partisan group is
dedicated to the development of sound federal healthcare policy that fosters patient access to the
highest quality specialty care. 



Observation for the Month

You know that tingly little feeling you get when you really like someone
you've just met? That's common sense leaving your body.
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Meetings of Interest for the next 12 months:
Southern Neurosurgical Society: Annual Meeting, March 2-5, 2016, San Antonio, TX
AANS/CNS Joint Spine Section: Annual Meeting, March 16-19, 2016, Orlando, FL
CSNS Meeting, April 29-30, 2016, Chicago, IL
AANS/CNS Joint Pain Section Bi-Annual Meeting, April 29, 2016, Chicago, IL
AANS: Annual Meeting, April 30-May 4, 2016, Chicago, IL
Neurosurgical Society of America: Annual Meeting, June 19-26, 2016, Dublin, Ireland
Rocky Mountain Neurosurgical Society: 2016 Annual Meeting, TBA
New England Neurosurgical Society: 2016 Annual Meeting, TBA
AANS/CNS Joint Neurotrauma and Critical Care Section 2016 Meeting, TBA
Western Neurosurgical Society: Annual Meeting, September 9-12, 2016, Carlsbad, CA
CSNS Meeting, September 23-24, 2016, San Diego, CACA
Congress of Neurological Surgeons: Annual Meeting, September 24-28, 2016, San Diego, CA
North American Spine Society: Annual Meeting, October 26-29, 2016, Boston, MA
California Neurology Society: Annual Meeting, 2016, TBA
Cervical Spine Research Society: Annual Meeting, Dec 1-3, 2016, Toronto, Ontario, Canada
AANS/CNS Joint Pediatric NS Section: Ann. Meeting, TBA
North American Neuromodulation Society: Ann. Meet., TBA

CANS, Annual Meeting, January 13-15, 2017; San Francisco, CA
AANS/CNS Joint Cerebrovascular Section: Ann. Meet., TBA

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.

T
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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.
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