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When	you	don’t	get	what	you	pay	for	
Randall W. Smith, MD, Editor 

 
t should be a surprise to no one that when healthcare is run by commercial interests, the 
bottom line assumes a lot of importance.  Some cases in point: 
 

Anthem insurance company has a policy that if you go to an ED and they determine, after the 
fact of course, that you really didn’t need to go, they will not pay your bill.  With Anthem 
having more than 40 million members, this approach will affect a fair hunk of Americans.  The 
policy has so far rolled out in four states: Georgia, Indiana, Missouri, and Kentucky. 

Anthem didn’t invent this approach.  Their new policy mirrors similar recent developments in 
state Medicaid programs, which increasingly ask enrollees to pay a higher price for 
emergency room trips that the state determines to be non-urgent.  Indiana implemented this 
type of policy in 2015, and the Trump administration recently approved a request from 
Kentucky to do the same. Beginning in July, Kentucky will charge Medicaid enrollees $20 for 
their first “inappropriate” emergency room visit, $50 for their second, and $75 for their third.  
Those numbers are peanuts compared to what an Anthem member would end up owing for 
a disallowed ED visit.  Medicare doesn’t practice this method—yet. 
 

Anthem, on a roll, also instituted a policy to not pay for 
an anesthesiologist or nurse anesthetist to handle 
sedation for patients undergoing cataract surgery.  
Organized medicine and the eye guys/gals immediately 
raised a major stink since they all feel that Anthem 
misinterpreted the American Academy of 
Ophthalmology (AAO) Preferred Practice Pattern 
guidelines to justify its decision.   
 

We all would like to think that multitasking is something all 
ophthalmologists have mastered perhaps when it comes 
to patient interviews/EMR entry but when it comes to fine 
manual motor skills (cataract removal and insertion of 
new lens) and foot agility (controlling IV administration of 
sedation meds), one can with some justification prefer a 

I 
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professional sedater vs. a five-toed anesthetist. Medicare doesn’t practice this method—yet. 
 

Finally, Aetna hit the headlines when one of its employed administrative docs revealed that 
Aetna’s medical utilization review is carried out by nurses.  California Insurance Commissioner 
Dave Jones expressed outrage at the practice which he considers potentially a violation of 
law.  Aetna, the nation's third-largest insurance provider with 23.1 million customers, said it 
looked forward to explaining the process to the commissioner.  You can bet there is a bit of 
scrambling going on at Aetna.  Medicare does have some published guidelines as to when 
certain diagnostic tests and treatments can be employed, said guidelines being transparent. 
 

So, what is a California neurosurgeon to take away from all this?  Very carefully consider from 
whom you buy health insurance for yourself, your family and your employees. 
 

****************************************************************************** 
Speaking of reducing utilization, you’ve got to love the new Brain Trauma Indicator test from 
Banyan Biomarkers Inc.  This peripheral blood draw test measures two biomarkers: proteins 
known as ubiquitin C-terminal hydrolase and glial fibrillary acidic protein that are released 
upon injury to the brain and pass through the blood-brain barrier. Elevated levels of the 
proteins can be detected within 15 or 20 minutes of injury and results can be obtained within 
three or four hours.   
 

So far, the test has only been studied in adults with mild traumatic brain injury but in that group 
the test when positive was able to predict the presence of intracranial lesions on CT 97.5% of 
the time and, when negative, the absence of intracranial lesions on CT 99.6% of the time.  The 
FDA has only blessed its use in adults, but Banyan plans to include children in future studies.  
Considering that over 90% of CT scans (for concussion) are negative, avoiding that radiation, 
particularly in children, is a worthy goal. The blood test runs about $150 which is a good value 
compared to the cost of a CT scan. ! 
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More Regulations 

Moustapha Abou-Samra, MD, Associate Editor 
 

n the wake of the devastating Thomas fire that resulted in the total destruction of 540 and 
the partial destruction of 128 homes in Ventura, our city council decided immediately and 
appropriately, to take every measure to make the rebuilding process for those of us that 

plan to rebuild as easy as possible. 
 

Great job. It is local government at its best. I thought. 
 

But, since, and as things return to some normalcy, regulations started trickling down … In fact, 
it is difficult to keep up with all the new requirements that our city is imposing on us; there are 
many. 
 

First, our lot has not yet been cleared of debris. We do not know when this will happen, but 
hopefully soon. We do know that not only the debris will be removed but also the foundation. 
And since we lost our plans in the fire and since our city and our county did not keep our 
architectural plans from 1971, it is going to be difficult to reconstruct the same structure. Not to 
say anything about additional cost. The delay is the result of the fact that CalRecycle, a state 
agency, is in charge. 
 

Second, here is a flavor of the new regulations: 
 

Lot preparation: 
" A complete topographical plan reflecting the condition of the lot after the demolition, 

along with lot line verification. 
" A grading and drainage plan. 
" A soil report –I guess this all makes sense. 

Architectural requirements: 
" Current height restriction for hillside lots: I guess that this also makes sense; The neighbor 

above us on the hill would not like to see his cherished view of the Pacific Ocean 
obstructed by our house. 

" All new construction will be required to adhere to the California Green Building Code. I 
am definitely in favor of conservation, but should this be mandated? 

" The established "High Fire Hazard" building criteria is in effect for all new construction 
which mandate the type of building materials that can be used and how it is used. I am 
in favor of anything and everything that will result in a safer home. 

 

Requirements, just because the city can impose them: 
" Fire sprinklers are required for each home and plans for that are to be submitted with 

the architectural plans, and all water meters are to be replaced and upgraded to 
accommodate additional water use for the fire sprinklers, at a cost of about $20K per 
meter. We actually had fire sprinklers, since our home was over 5000 square feet in size, 
but they did not function during the fire, because our neighborhood ran out of water, 
an entirely different topic. 

I 
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" Landscape plans are now required, to show the use of draught tolerant plant use and 
fire resistive materials. I guess it makes sense in our draught prone environment, but 
should this be mandated? 

" Electrical mandate for an all electric or hybrid car to recharge, in every new home. Say 
what? 

 

I’ve always wanted a Tesla. And since our three cars were also burnt in the devastating 
Thomas fire, I thought that this is my opportunity to just go for it. But, realities have their way of 
asserting themselves. First of all, Tesla, which in my opinion is the best looking and best sedan 
on the market, is very expensive. Additionally, after researching my options and taking in 
consideration my life style and the growing number of grand children with whom we are 
blessed, I chose an all wheel drive Subaru Outback. It is neither hybrid nor electric. And I am 
very happy with it. And we are now looking into what car to buy next: it maybe an RV, 
allowing us to travel and explore our National Parks. 
 

One thought keeps recurring to me: will an outlet to recharge a hybrid or electric car 
designed for today’s cars be still compatible with future cars? I know that almost every time I 
upgrade my cell phone or my laptop, I am expected to buy all new attachments, because 
the old ones are obsolete. I predict the same thing will apply to cars. 
 

The question I pose to each of you is: should our government regulate what kind of car we 
drive? And while you are pondering this question, here is another one: should everything in our 
lives be regulated?  ! 
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2018 CANS SUPPORT 
 

Thank you to all of our exhibitors and special thank you to our 
Gold and Platinum Sponsors: 

NuVasive (PLATINUM) & Synaptive Medical (PLATINUM), 
Integra Life Sciences (GOLD) & Medtronic (GOLD). 

 

Alphatec Spine 
Arbor Pharmaceuticals 

Brainlab 
Clariance Inc. 
DePuy Synthes 

Globus Medical 
Hitachi Healthcare 

Orthofix 
Ortho ReBirth 

Sophysa 
Spineart 

Surgical West, Inc. 
Sutter Medical USA 

Stryker 
Synergy Medical Corporation 

The Power Company 
Zimmer Biomet 

Thank you all for a successful meeting! 
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The Power Company  
 

 
 
 

Brain Waves 

Deborah C. Henry, MD, Associate Editor 
 	
 

n Friday, I attended my third “Active Shooter” training in as many years, one as a 
Community Emergency Response Team member for my city, and two which were 
offered at the community college where I work.  

 

This one was more graphic, with a video presented by the Newport Beach Police Department 
where actors pointed and shot guns at people and “blood” sprayed onto walls and doors as 
those victims became casualties. I could not watch much of it. I remember when this kind of 
carnage in film used to get an R rating.  No more.  A colleague of mine also cringed as he told 
me his first and second grade children now go through a modified type of this training at their 
elementary school as well. 
 

In 1993, The New England Journal of Medicine (Kellermann et al,  N Engl J Med 1993: 329;1084-
1091/ http://www.nejm.org/doi/full/10.1056/NEJM199310073291506) reported that gun 
ownership increased the risk for homicide in the home.  This study, funded by the CDC, 
discovered that 77% of those who died by firearm in their homes, did so at the hands of a 
relative or someone known to them. Fifty percent of these homicides were the result of a 
lover’s quarrel or a lover’s triangle. In 1996, Rep. Jay Dickey (R-Ark), an ardent NRA supporter, 
crafted legislation that came to be known as the Dickey Amendment, which aimed to 
prevent these studies by the CDC. Inserted into the omnibus spending bill of 1996 was a 
provision stating that “none of the funds made available for injury prevention and control at 
the Centers for Disease Control and Prevention (CDC) may be used to advocate or promote 

O 
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gun control.”  This legislation ended up shifting the 2.6 million dollars of firearm violence 
research from the previous year into the study of traumatic brain injuries. Fearing loss of more 
funding, CDC research on gun violence dried up. 
 

In 1885, Edward Claghorn patented the seat belt for the taxis in New York so that belted 
passengers would stay in one place. In the 1930’s, physicians began studying the safety 
effects of seat belts and urged manufacturers to implement placing seat belts in cars. The 
Sports Car Club of America decreed that all racers were required to fasten seat belts, starting 
in 1954. But it was not until 1995 that 49 of the fifty United States required that passengers 
fasten their seat belt.  New Hampshire still does not have a law for adults. 
(www.defensivedriving.com). No doctor can deny that wearing seat belts saves lives and that 
asking patients to do so is just good medicine. 
 

In 2011, Florida passed the “Firearm Owner’s Privacy Act” which prevented doctors during an 
office visit from discussing firearms and ammunition in the home. The American Academy of 
Pediatrics, American College of Physicians, and the American Academy of Family Physicians 
battled this law on the basis of the First Amendment and freedom of speech. Just this last year, 
the law was overturned by the US 11th Circuit of Appeals.  However, 10 states have introduced 
similar legislation prohibiting doctors discussing gun safety in patient’s homes. 
 

Last week, I chatted about gun safety with a gun-owner colleague of mine.  He showed me 
where he had shot off the skin of a fourth finger while cleaning a loaded gun. Indeed, I 
mentioned that one of the earliest gunshot wounds I treated in my career was a teenager 
cleaning a loaded rifle.  He shot his brachial plexus.  A year later, he had his arm surgically 
amputated because it just felt like a paperweight to him A few months ago, a local high 
school student committed suicide. The pressures of school overwhelmed him.  I do not know if 
he died by a self-inflicted gunshot wound, but reportedly 60% of gunshot deaths are due to 
suicide.  My community is still reeling from the effects of this tragedy. 
 

We will never get rid of death by guns, just like we will never get rid of death by cars or planes.  
This does not mean we should not try.  In our recent past, planes, trucks, and guns have been 
the mechanism of choice to create mass casualties.  We don’t need to control guns; we need 
to make them safer as we have our cars and planes. This requires doctors studying gun 
violence and physicians talking to their patients about making a gun-safe home.  After all, as 
stated by Tim Bradley in an editorial to the LA Times, “Guns don’t die, people do.” ! 
 

 
 
 

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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RESIDENT CORNER—View from the New! 
 
(At a recent CANS Board meeting, consultant and past CANS President Deborah Henry 
proposed pursuing a “resident corner” in each newsletter so that the old guard can learn 
what the new guard is thinking.  Since no one would dare oppose any maneuver that 
increases women or resident involvement in neurosurgical organizations, here we have the first 
installment in what is hoped will be a long litany of what the next generation of brain surgeons 
is thinking--Ed.) 
 
The Facebook Generation  
Joel Beckett, MD CANS Resident Consultant 2017-2018 

t was 2004, John Kerry was campaigning, San Francisco began issuing same-sex marriage 
licenses, a child to a famous actress was born and named “Apple”, and Ronald Regan died.  
I was an enthusiastic, 18-year old freshman without a cellular phone and with a declared 

college major of “Undecided.”  My Internet Explorer™ homepage was 
“www.thefacebook.com”: a cool, new website recently emerged from Harvard, which 
allowed me to stay connected with college friends nation-wide. And, just maybe, find new 
‘connections’ with local co-eds. 
 

By 2007, Facebook.com was at 50 million users and primed to explode.  The first fuel for the fire 
appeared to be Apple and the release of the now iconic iPhone.  Coupled with computing 
and network advancements, Facebook embraced a mobile support platform 
(m.facebook.com) and boom! by 2011 there were 600 million users; in 2015, that number had 
swollen to 1.6 billion users in a 7-billion-person world.  
     

By 2015, 2004’s “Undecided” had become neurosurgery residents and attending physicians in 
medicine– ahem 7-year residency.  We were striking out into medicine and adulthood at the 
same time as Facebook and all the other social media spinoffs.  These platforms have evolved 
past mediums to simply stay-in-touch, mutating into online behemoths that dominate and 
even direct modern social consciousness.   
 

Now, networks like Facebook, Instagram and SnapChat are primarily used for ‘experience-
sharing’.  From the exciting to the mundane, events are shared and viewed by millions, with 
teen icons like Selena Gomez gathering over 130 million followers to her Instagram account. 
This isn’t isolated, and there are numerous articles exploring the narcissistic tendencies of social 
media.  Often, the most popular posts are less than polished, and instead offer a voyeuristic 
view into the more human-side of celebrities or media darlings. But what happens when a 
public servant posts “covfefe” at 12:06 a.m.?  
  

I 
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It’s well known that Harvey Cushing established the celebrated nature of our field and has 
been credited as the “Most Important Neurosurgeon of the 20th Century.”  An interesting 
article was in the Journal of Neurosurgery in January 1979, by Dr. Derek Denny-Brown titled 
Harvey Cushing: The man.  In his article, Dr. Denny-Brown highlights some of the harsher parts 
of Dr. Cushing's personality, revealing amble “covfefe-esque” scenarios. Would he be viewed 
differently today if he had less privacy during his less than glamorous times? The point here is 
not to defend President Trump or blaspheme Dr. Cushing; but rather to say that all of us are 
human.  Neurosurgery, however, is not. 
 

There are 3,700 neurosurgeons for the 323 million people in the United States.  That’s just 1 for 
every 87,000 people.  From this point onward, we will train, fail, succeed, yell, laugh and cry 
with the all-seeing, all-condemning eye of social media watching our every move.  Some of it 
we will broadcast willingly, and some will be broadcast by others with or without our consent.  
It is our responsibility to put our best foot forward and maintain the esteem and respect of our 
small but invaluable field. ! 

 
 
 
 
 

Tidbits from the Editor 
 
 
Speaking of Socio-economics:   
 

It turns out that Rich Wohns, MD, a Washington State neurosurgeon/entrepreneur, runs an 
annual show called the Mazama Spine Summit which focuses on socio-economic issues facing 
spine surgeons, particularly those that own or use ambulatory surgical centers (ASC).  Scott 
Becker of Becker’s Spine Review filed this report about the recent Summit:  
 

On ASCs and spine, we note as follows. 
1. Growth of outpatient spine cases in the last 10 years from 5,000 to 300,000 cases, moving 
from a few percent to nearly 50 percent of spine cases being performed outpatient. 
2. Spine device companies are still making plenty of money. 
3. A transformation of payer-hospital relationships with increasing breakdowns in this very cozy 
traditional relationship. 
4. ASCs and spine are a mixed bag, in part due to the relationship between hospitals and 
payers, and how much payers rely on hospitals for the supply side of medical care. Payers are 
still cautious about letting ASCs in even if they are cheaper. 
5. United/Optum acquiring SCA and employing 40,000 doctors demonstrates a sea change in 
payer-hospital relationships. 
6. Spine-focused ASCs tend to do well if built rationally, supplemented by a pain program or 
other specialties; the centers can be in-network and efficient. There are also some chains that 
still operate out-of-network but they are feisty and face challenges. Most don’t. Some great 
practices are still self-pay only. 
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7. The opioid epidemic will have a crazy level of fallout for some large companies that 
arguably really contributed to the epidemic. Who would have thought that Rush Limbaugh’s 
well-publicized problems with opiates would be a kind of canary in the coal mine as to opiates. 
8. Healthcare reform remains tremendously uncertain. In the mean time, more pay is from the 
government in one way or another than ever before. Practices need to keep blocking and 
tackling and keep their eyes open; big disruptions are coming from outside healthcare and 
from the change to hospital-payer relationships. 
9. Medicare adding spine codes to the ASC payable list is a net positive, but it has had a 
marginal impact at best on spine-driven ASCs. 
 
 
 
CSNS deadline approaching for resolutions 
 

The Council of State Neurosurgical Societies (CSNS) will meet April 27-28 in New Orleans, LA at 
the New Orleans Marriott Hotel in conjunction with the AANS meeting.. 
 

The deadline for resolution submission for this meeting is Friday, March 16, 2018 (6 weeks prior 
to meeting). 
 

Any CANS member who would like to have an issue addressed needs to create a resolution 
using the guide below.  After creating the resolution, copy it and email it to CANS President 
Langston Holly at lholly@mednet.ucla.edu.  He and the CANS Board will review the resolution 
and decide whether to accept and submit it on behalf of CANS.  An individual neurosurgeon 
cannot directly submit a resolution unless they are an appointed delegate to the CSNS.  CANS 
does not appoint its delegates until the spring Board meeting usually held in early April. 
 

GENERATING A RESOLUTION 
 

A resolution should be generated by an individual neurosurgeon, or State Neurosurgical 
Society, out of a desire to positively influence the course of Neurosurgery in the 
socioeconomic sphere. Although often arising out of a concern about the negative impact of 
external or internal forces upon our discipline, it should not be used simply as an opportunity to 
vent, particularly when a desired outcome is way beyond the capabilities of the CSNS, AANS 
and CNS (e.g.: Resolved-Abolish Medicare). It therefore should extend beyond a single 
individual's "axe to grind." 
 

A resolution should be crafted in a concise but cogent fashion. To heighten its impact, it 
should be well researched, well though out, well worded and explicit. It should be precise in its 
focus and justification. Many resolutions are tabled on the basis of vagueness or a meandering 
focus. The resolution must pertain to the socioeconomic world of neurosurgery. Its goals must 
be realistic and accomplishable (a demand for the end of all lawsuits, for example, may be 
desirable but is not realistic or accomplishable). 
 
THE RATIONALE 
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A resolution is constructed in two parts- the "rationale" first and the "resolve" to follow. The 
rationale section presents supporting evidence for the action(s) requested or desired by the 
author(s) in the resolution. It is essentially an argument or justification for said actions. It should 
list the most pertinent information that would lead to and support the action(s) requested (in 
the following section). It should be succinct but complete and convincing. A meandering, 
vitriolic, verbose, vague rationale will harm a resolution no matter how good the intentions 
behind it. A resolution with a minimal supporting or unconvincing rationale may similarly fail. 
Wording of the rationale section follows a formalized pattern. Each supportive statement, idea, 
or paragraph must begin with "Whereas,". If multiple justifications are to be presented, the end 
of each justification will end with ";and". The final justification will end with " ;therefore" to lead 
into the resolve section. 
 

Example: 
 

WHEREAS, neurological surgeons coping with managed care organizations, are often 
negotiating economic matters based on relative value scales; and 
WHEREAS, neurological surgeons are in need of assess practice costs against individual work 
activity; and 
WHEREAS, neurological surgeons in practices without electronic medical records and office 
management software are at a disadvantage in the marketplace; therefore  
BE IT RESOLVED, that the CSNS develop a web-based tool that is accessible for neurological 
surgeons that will help them to determine on generally accepted principles the determination 
of total work unit per unit time and the ratio of relative value units to practice cost. 
 

The Resolve 
 

The resolve section is the only part of the resolution that is actually subject to revision and 
indeed voted upon by the assembly at the CSNS meeting (the rationale section is dropped 
after initial review and testimony). The resolve should therefore be very specific in detailing the 
action(s) desired by the author(s). Again vagueness and poorly chosen wording may be lethal 
to the resolution. Wandering, poorly associated resolves are in equal jeopardy. Keep the 
desired goal or action limited and specific. Don't use the resolution as a multi-warhead ICBM 
attack on all that is wrong with neurosurgery. 
 

The resolve should follow a logical progression from the rationale. In other words, after 
reviewing the rationale, the resolve should make sense. Remember that the desired actions 
proposed in the resolve must be within the scope of the CSNS and indeed its parent bodies. It 
should be realizable in its desired effects. 
 

Ideally, the resolves should contain an action plan for implementation of its desired effects. 
Simply stating that "the CSNS should...", or "the AANS/CNS and ABNS should..." may lead to an 
impression that the author is just throwing out a problem for others to solve and may therefore 
diminish the resolution's desirability. A reality-tested action plan makes the resolution far more 
palatable and easier to envision its cost and its benefit. Again, thoughtful, complete, concise, 
well-crafted resolves carry significant impact. 
 

Like the rationale, the resolve follows a formal pattern of presentation. The lead statement is 
begun with the term "Be it resolved". Subsequent statements are begun with "Be it further 
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resolved". Separate statements or paragraphs are joined with an ";and" at their termination 
with the exception of the final statement/paragraph. 
 
 
 

Example: 
 

BE IT RESOLVED, that the CSNS develop a comprehensive, socioeconomic core curriculum 
including both topics and skills; and 
BE IT FURTHER RESOLVED, that the CSNS request the AANS, CNS, and ABNS work with the CSNS 
to establish and recognize a single core socioeconomic curriculum to be the foundation of 
these topics for neurosurgical education and MOC; and  
BE IT FURTHER RESOLVED, that the CSNS then establish mechanisms to provide that there are 
educational opportunities to cover all components of the core socioeconomic curriculum; 
and  
BE IT FURTHER RESOLVED, that having established the core socioeconomic curriculum, the CSNS 
will provide additional assistance to the AANS, CNS, and ABNS on these topics, including 
required board questions. 
 

Fiscal Note 
 

The final step in the preparation of a resolution is the fiscal note. Here the author is asked to 
assign an estimation of the cost of enacting their resolution. In the past the fiscal notes have 
been somewhat fanciful. We ask that some good thought is put into this note as it essentially 
acts as an initial budget. Having a well-designed action plan should greatly facilitate the 
calculation of a budget. If the projected cost is extreme, a plan for its acquisition and/or 
generation should be included in the resolves. 
 

Final Thoughts on Resolution Preparation 
 

The CSNS can be considered the socioeconomic conscience of neurosurgery. The twice 
yearly assembly of its members is essentially Neurosurgery's town meeting. It is wonderfully 
democratic and driven by Neurosurgery's "rank and file." The agenda is set by the submitted 
resolutions. The better the resolutions, the better the agenda, the more productive the 
meeting. Here is the opportunity for every neurosurgeon to participate in the process of 
organized neurosurgery. Here is an amazing opportunity to affect positive change.  
 

Go ahead, generate a resolution. Make sure it is well written, well thought out, concise, 
complete and goal oriented. Research and vet it. Bring it to your state society and get it 
submitted. It is o.k. to be controversial but you better make it to the meeting "loaded for bear" 
in order to defend it. Have fun being part of the solution! 
 
 
 
Controlled Substance Utilization Review and Evaluation System (CURES) database lags 
 

The California CURES database, which is populated by data submitted to it by more than 
40,000 California pharmacists to the tune of about 1 million entries a week, is available to docs 
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who have registered to use it.  Use of the database is currently optional for prescribing docs 
but legislation written by Sen. Ricardo Lara, D-Bell Gardens, in 2016 requires doctors to check 
the CURES database before prescribing opioids and other controlled substances to a patient 
for the first time and at least once every four months if drugs remain part of the treatment. The 
law, Senate Bill 482, takes effect six months after the state certifies the database is ready. 
 
Well, the state is still working on it. The state Attorney General’s Office has indicated they 
hoped to certify the prescription drug monitoring database for statewide use by July as the 
capacity for handling information was limited when SB 482 passed in 2016 and is now being 
tested to ensure it can handle more users. The Department of Justice finished hiring enough 
people to certify the updated database last month. 
 

So, it looks like mandatory use of CURES by prescribing docs won’t happen in 2018. 
 
 
New Medical School in San Bernardino 
 

Prime Healthcare, a for-profit health system which owns 45 hospitals in 14 states (15 in 
California) plus numerous medical groups has formed the California University of Science and 
Medicine's School of Medicine. The organization announced in February it received 
preliminary accreditation this week from the Liaison Committee on Medical Education, 
allowing the new school to begin accepting students for its August opening.  Dr. Prem Reddy, 
Prime's founder, chairman and CEO, has committed more than $60 million toward the new 
school through the Prime Healthcare Foundation and his own family foundation. 
 

The San Bernardino County Board contributed $10 million to the school. The medical school will 
be affiliated with Arrowhead Regional Medical Center, San Bernardino's county-operated 
hospital, so students will receive some training there.  
 

Prime Healthcare is one of a growing number of health systems investing in medical education. 
Hackensack Meridian Health announced its New Jersey-based medical school received 
preliminary accreditation from the LCME. Kaiser Permanente plans to open a medical school 
in fall 2019 in Pasadena. 
 

These organizations often cite opening a medical school as an opportunity to build a pipeline 
of new doctors.  Unless the med schools will be free, it also creates a cadre of med students 
owing a lot in student loans.  If those organizations loan the money, you can anticipate that 
the hook will be to forgive loans if the student remains within the organization.  Then again, the 
USA is supposed to need a lot more docs and where the universities fear to tread, commercial 
interests are creating pathways.  ! 
 
 
 

 

The	most	exciting	phrase	to	
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hear	in	science,	the	one	that	heralds	new	discoveries,	is	not	“Eureka-I	found	it!”	
but	rather	“That’s	funny	.	.	.”—Isaac	Asimov 

 
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. Langston Holly 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: 
 
Southern Neurosurgical Society:  Ann. Meeting, Feb. 28-March 3, 2018, Marco Island, FL 
AANS/CNS Joint Spine Section:  Annual Meeting, March 14-17, 2018, Orlando, FL 
CSNS Meeting, April 27-28, 2018, New Orleans, LA 
AANS:  Annual Meeting, April 28-May 2, 2018, New Orleans, LA 
NERVES Annual meeting, April 26-28, 2018, New Orleans, LA 
California Neurology Society: Ann. Meeting, May 18-20, 2018, Las Vegas, NV 
Neurosurgical Society of America: Annual Meeting, June 10 - 13, 2018 Jackson Hole, Wyoming 
AANS/CNS Joint Pain Section Bi-Annual Meeting, 2018, TBA. 
Rocky Mountain Neurosurgical Society: Ann. Meeting, June 16-20, 2018, Banff, Alberta, Canada 
New England Neurosurgical Society: Annual Meeting, 2018, TBA 
Western Neurosurgical Society: Annual Meeting, September 14-17, 2018, Kona Coast, Hawaii, HI 
CSNS Meeting, October 5-6, 2018, Houston, Texas 
Congress of Neurological Surgeons: Annual Meeting, October 6-10, 2018, Houston, Texas  
International Society for Pediatric Neurosurgery: Annual meeting, October 7-11, 2018, Tel Aviv, Israel 
North American Spine Society: Annual Meeting, October 26-29, 2018, Los Angeles, CA 
AANS/CNS Joint Pediatric NS Section: Ann. Meeting, December 6-9, 2018, Nashville, TN 
Cervical Spine Research Society: Annual Meeting, December 6-8, 2018, Scottsdale, AZ 
North American Neuromodulation Society: Ann. Meet., 2019, TBA 
CANS, Annual Meeting, January 18-20, 2019; Sheraton Universal Hotel, Universal City/Burbank, CA   
AANS/CNS Joint Cerebrovascular Section: Ann. Meeting, 2019, TBA 
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CANS Board of Directors 
 

President  Langston Holly, MD   Los Angeles  
President-Elect John K. Ratliff, MD   Stanford    
1st Vice-Pres Mark Linskey, MD   UCI 
2nd Vice-Pres Javed Siddiqi, MD   Colton  
Secretary  Farbod Asgarzadie, MD  Los Angeles 
Treasurer Joseph Chen , MD   Los Angeles  
Immed Past Pres Kenneth Blumenfeld, MD   San Jose  
Past President Praveen Mummaneni, MD  San Francisco  
    

      Directors 
      Northern CA Gregory Helbig, MD   Modesto  

Sanjay Dhall, MD   San Francisco 
Ciara Harraher, MD   Santa Cruz  

      Southern CA Donald Blaskiewicz, MD  San Diego 
   Samer Ghostine, MD   Riverside 
   Brian Gantwerker, MD   Santa Monica 
   Esther Kim, MD    Loma Linda  

Resident Board Consultants 
North  Linda Xu, MD    Stanford 
South  Joel Beckett, MD   Los Angeles 
 

Consultants Moustapha Abou-Samra, MD  Ventura  CSNS  
John T. Bonner, MD   Fresno   Newsletter 
Deborah C. Henry, MD  Newport Beach Newsletter 
Theodore Kaczmar, Jr, MD  Salinas   Past President 

   Phillip Kissel, MD   San Luis Obispo  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 
   Marc A. Vanefsky, MD   Anaheim  Past President 
   Austin R. T. Colohan, MD  Loma Linda  Past President/Website 
 

      Historian  Donald J. Prolo, MD   San Jose  
------------------------------------------------------------------------------------- 
Executive Secretary Emily Schile 

emily@cans1.org 
 
 
 
 

 
Editorial Committee 

Editor 
Randy Smith, M.D. 

 
Associate Editors 

Moustapha Abou-Samra, M.D. 
Deborah Henry, M.D. 

 
Contributing Editor 

Namath Hussain, M.D. 
 

This newsletter is published 
monthly from the Executive Office: 

 
California Association  

of 
 Neurological Surgeons 

5380 Elvas Avenue 
Suite 215 

Sacramento, CA 95819 
Tel 916 457-2267 
Fax 916 457-8202 
www.cans1.org 
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