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Spring Board Meeting on April 21st, 2018 

Randall W. Smith, MD, Editor
 

he Board of Directors of CANS met on 4/21/2018 in Oakland.  It was attended by Officers Holly, 
Linskey, Siddiqi, Asgarzadie, Chen, Mummaneni and Blumenfield; Directors Dhall, Helbig, Kim and 
Gantwerker; Consultants Abou-Samra, Henry , Kissel, Smith & Wade. Drs. participating by phone 

Lippe, Ghostine, Harraher, Shuer and Xu. Also in attendance was Dr. Barbara Weissman,CMA Trustee 
and Executive Secretary Schile.  
 

President Holly outlined his plans for the 2018 annual meeting which include a med mal update, head 
injuries in young people and updates on the pending state legislation related to universal medical 
coverage and fixing medical prices including what doctors may charge.  He also plans to have 
scientific sessions on Tumors and Spine on the Sunday agenda preceding the resident presentations.  He 
noted that a straw vote of the BOD regarding proposed legislation prohibiting those 12 and younger 
from participating in contact football resulted in a pretty evenly divided Board and thus CANS would 
take no position on the issue.  It was voted to raise the basic exhibitor fee for a single exhibiting table 
and 2 reps to $3,300. 
 

Secretary Asgarzadie called attention to the demise of Pevehouse recipient Charles Wilson and long 
time Palo Alto member Jack Runnels which the Board honored by a moment of silence.  He presented 
new member applications from Raed Sweiss, DO (Riverside University Health System), Julius Ebinu, MD 
(UC Davis), Adib Abla, MD (UCSF), Lee Tan, MD (UCSF) and Alexander Khalessi, MD (UCSD).  All were 
voted into active membership.  Those 5 increased the number of CANS active members to 163 who join 
59 senior, 19 honorary and 155 resident/fellow members. 
 

Treasurer Chen noted that the 2018 annual meeting (attended by 52 
CANS members and 20 exhibitors) showed a profit of approximately 
60K which along with dues income basically covers the operating 
expenses of the Association which has 50K in reserve funds. 
 

Awards Committee Chairman Blumenfeld noted that 12 residents had 
applied for the two resident consultant slots for 2018-2019 and his 
committee recommended awarding the positions to Arjun 
Pendharkar, MD from Stanford and Mark Krel, DO from Riverside 
University Health System which the Board approved.  Their one-year 
terms begin July 1st. 
 

South Director Brian Gantwerker, in his capacity as a member of the 
legislative advocacy council of the North American Spine Society, 
briefed the Board on the legislative positions of NASS which reflects its membership in the Alliance of 
Specialty Medicine which includes the AANS and CNS. 
 

Finally, the Board discussed all 22 of the CSNS resolutions and took positions on all to be presented 
during the plenary session.  Those positions are listed in the CSNS report in the report below. ! 
 

T 
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CANS MISSION STATEMENT 
 

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

 
 
 
 
 

 
 
 
 
 
 

Resident’s Corner-View from the New 
 

Osteopathy in the Neurosurgical Field 
Mark Krel, DO, PGY4, Riverside University Health System 

CANS BOD Resident Consultant 2018-2019 
 

n 1864, Andrew Taylor Still founded the profession then known as “Osteopathy” as a wholesale 
rejection of the medical system of his day. To his mind, the surgical and pharmacologic practices of 
the era were inadequate to address the causes, and thereby to truly treat, disease; rather, he posited, 

physicians treated the disease manifestation while ignoring the ecosystem in which the disease existed – 
the patient and the patient’s sociological and socioeconomic surrounds. For much of infancy, 
Osteopathy existed as a fringe branch of alternative medicine. In the 20th century, however, 
practitioners of Osteopathy became Osteopathic physicians who, as the name implies, brought to bear 
the breadth of Allopathic medicine (the branch of medicine then practiced only by M.D.’s) and an 
ethos to treat the patient rather than the disease. In so doing, the thrust of Osteopathic medicine 
became the philosophy that the human body will seek health and all measures should be taken to 
facilitate this innate drive. Naturally, this includes all standard medical care for the patient’s presenting 
disease state as well as an understanding and an addressment of the psychological, environmental, 
social, and economic stressors that necessarily contributed to the onset of the disease and the 
promulgation of its deleterious effects. 
 

Today, in each yearly cohort of graduating physicians, one fourth carry the D.O. title and overall D.O.’s 
comprise 17-20% of the physician workforce in the United States. Of these newly minted Osteopathic 
physicians, 46% pursue postgraduate training in Osteopathic residency programs and 53% pursue 
training in Allopathic residency programs. Osteopathic physicians today practice in all fields of 
medicine and serve at all levels of medical leadership. The move toward unification of the Osteopathic 
and Allopathic medical professions gained steam in the early 1960s in California with the merger of the 
California Medical Association and the California Osteopathic Association and a pathway was created 
whereby D.O.’s could convert their degree to M.D. and the College of Osteopathic Physicians and 
Surgeons became the University of California College of Medicine, Irvine. This movement hastened the 
nationwide integration of Osteopathic physicians into the establishment system of medicine in the US. 
 

A foundational part of the training of the Osteopathic physician involves the development of skill in 
manual therapies and, to this end necessarily, in development of fine dexterity and sensitivity of the 
hands – skills paramount to the successful practice of neurological surgery. For much of its history, 
medicine and, in particular, neurosurgery, has been practiced and advanced from the perspective of 
the ivory tower. The zeitgeist of medicine, however, has now shifted toward community-based practice. 
This approach allows more rapid adaptation to the changing landscape of medical practice and the 
provision of more cost-effective medical care. Historically, Osteopathic training has focused on the 
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holistic, patient-centered approach with a focus on preventative care. This aligns perfectly with the 
presently evolving philosophy of medicine overall. 
 

The tenets and history of Osteopathic training, therefore, should be encouraged and incorporated as 
basic dogma for all training in the evolution of the practice of our craft. Furthermore, In Anderson et al.’s 
1999 article in the New England Journal of Medicine titled A comparison of osteopathic spinal 
manipulation with standard care for patients with low back pain, the authors report that patients’ pain, 
functional ability, and patient satisfaction after 12 weeks were significantly improved in both the 
standard care group and the group assigned to Osteopathic spinal manipulation as adjunct to 
standard care. Furthermore, they report no difference between the two groups in outcome measures, 
however, the standard therapy group without Osteopathic manipulation used significantly more 
medication and more physical therapy. In the current climate of opiate avoidance and cost-savings, it 
just makes sense to incorporate this safe and low-cost treatment modality and approach to health in 
the current medical schema. 
 

I am proud to say that my training is being completed in an Osteopathic neurosurgery residency that 
incorporates all the medical, technical, and technological knowledge and skills of any of the best 
neurosurgery training programs in the country in concert with an application of the Osteopathic 
treatment philosophy and patient-appropriate manual manipulation modalities to facilitate improved 
patient outcomes. Our program founder and chairman, Dr. Javed Siddiqi, and our program director, Dr. 
Dan Miulli, have done an incomparable job in the furtherance of the art and science of neurosurgery 
and our graduates are skilled and successful neurosurgeons across all subspecialties around the country. 
I look forward to being on the forefront in helping to shepherd neurosurgery into its future iteration 
combining the complementary sciences of Allopathic and Osteopathic neurosurgery into a unified 
whole. After all, as there is clearly demonstrable value in therapy that is uniquely Osteopathic, it is in the 
spirit of the practice of medicine to bring our training and experience to the table in the furtherance of 
patient care.  !  
       
 

557 Our Home 
Moustapha Abou-Samra, MD, Associate Editor 

 
ast December, after the Thomas Fire destroyed our beloved home in Ventura (which we all referred 
to by its street number—557), many friends and family members tried to console me, each in his or 
her own way. I must admit that their task was very difficult. The loss was devastating, and it was 

difficult for my family and me to even comprehend the magnitude of what, suddenly, happened. 
 

The first few weeks were a blur. It took everything we have in us, and all our efforts, to stay positive. It 
was very difficult to adjust to the loss. It still is. I keep thinking about this experience in a very personal 
way: losing 557 was like losing a member of our family. I think that Willie Nelson expressed it very well in 
one of his most recent songs: “it’s not something you get over; it’s something you get through.” 
 

As friends tried to comfort me, they said various “things,” some very emotional and all well meaning. I 
was overwhelmed with the kindness of many friends and total strangers. I was very touched every time I 
heard: I cried when I heard about your loss. And I so appreciated people telling me that they are 
praying for my family and me. 
A dear friend trying to soften the blow, very early after the fire, told me: “remember, you didn’t lose your 
home, you lost your house.” I guess I had referred to 557 in that conversation as our home. The 
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implication is that material loss can be replaced; memories will live with us. I agree that most material 
stuff can be replaced … but some cannot. These may not have any monetary value, but to us they 
are/were treasures. 
 

Is there a difference between a house and a home? 
 

Clearly, there are a lot of differences. Lemony Snicket said: “The difference between a house and a 

home is like the difference between a man and a woman- it might be embarrassing to explain, but it 

would be very unusual to get them confused.” Forgive me if this is politically incorrect. 

Someone said it best: “A house is made by hands, but a home is made by hearts.”  

A childhood friend of mine, whom I have not seen in many years, but with whom I stay in touch, lives in 
Geneva, Switzerland. He speaks French fluently like I used to and understands English perfectly. But he 
prefers expressing himself in French. He told me in an e-mail when he found out about the loss of 557: 
“chaque maison possède une âme qui lui est propre.” My dear friend has it right: “each home has a 
unique soul.” But I must say I hadn’t thought of it this way. 
 

Yes, 557 had a soul, a unique soul that is so difficult to describe in words. It was after all not only a place 
where we slept and felt comfortable and protected; it was a place where we felt happy, where we 
celebrated, laughed, cried, talked, enjoyed the company of friends and strangers, and built memories, 
oh such sweet memories. It was a place where we belonged. It was an idea. It was an ideal. It was 
heaven. 
 

Heaven? Yes, the scent of Jasmine; the sound of our “Stradivarius” wind chimes in the yard that one of 
our daughters gave us one year for Christmas; the sounds of our Dodger Blue front door, that was never 
locked, opening to let visitors in; the sound of our baby grand piano when our eldest grand child 
banged on its keys early in the morning, the very piano that my wife gave me when I passed my oral 
neurosurgery boards; the sounds of our proud flag as it danced in the breeze, celebrating this amazing 
Country. 
 

Yes, how else would you describe a place where you move in with five children under 6 years of age 
and the youngest not even three months? A place where we watched these beautiful children grow up 
to be wonderful people, good citizens of whom we are enormously proud? A place where two of our 
daughters were married and the third got dressed in her beautiful wedding gown and waited for me to 
drive her to her hill top fairy tale wedding? Where one of our grand daughters took her very first 
independent steps? Where my two eldest grand children ran around exploring every nook and cranny 
in Papa and Nana’s house? Where these two rascals noticed the two beautiful paintings of a boy and a 
girl, by one of our favorite artists, José Montanés, and became convinced that the paintings where their 
own pictures? Where we celebrated high school and college graduations.  Where my father in law took 
his last breath peacefully and surrounded by family, the only person to die at 557? And where we 
celebrated my 30th anniversary in this great Country, a celebration that was shared with many, many 
friends from our community, our city that we also call home? Heaven of course, indeed heaven on 
earth! 
 

I believe that at some point, a house stops being just a structure, and it becomes a home. And in our 
case, we are blessed, because 557 became “home” very early on.  We belonged to it for almost 34 
years. 
 

Inshallah-God willing, we will be able to rebuild our dream house and make it into a home with a 
“special soul,” sooner than later.  ! 
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2018 CANS SUPPORT 
 

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

 
NuVasive (PLATINUM Integra Life Sciences (GOLD) & Medtronic 

(GOLD).)  
 

 
 
 
 
 
 
 

 
 
 

Brain Waves 

Deborah C. Henry, MD, Associate Editor 
 
 

t the end of March, I attended a California Federation of Teachers union meeting.  It 
was fascinating to see how organized unions work.  Under pressure from a likely 
Supreme Court opinion that will allow employees to forgo paying union dues yet still 

reap the benefits of unions, the CFT has rallied to enroll more members, and they have cut any 
superfluous activities to lower the costs of running the organization.  They are engaged in 
supporting legislation that benefits their students.  Over the past several weeks, teachers of 
unions in West Virginia, Oklahoma, Kentucky, and Arizona have gone on strike or have 
threatened to strike in order to earn a living wage.  In Colorado, Republican bills presented to 
the state Senate have threatened teachers with jail time if they should strike.	
	

Last week, the CANS Board met in Oakland.  Our Board consists of an executive panel, 7 
board directors (4 from the south and 3 from the north) and various consultants, most who 
have been past president of the organization.  From year to year, the Board varies, leaning 
some years toward academic directors and other years towards private practice.  The 
employed physician, namely Kaiser, remains under represented as do women.  Over the years, 
the committee work has grown, and the annual meeting has evolved into being more 
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interactive and panel-driven.  It is our only purely organized form of neurosurgery in the State 
of California. The CANS Board reviews resolutions that have been submitted to the Council of 
State Neurosurgical Societies and sends delegates to the biannual meetings to vote on these 
timely issues.  CANS with the CMA has worked diligently over the years to hold MICRA at bay, 
to prevent the random drug-screening of doctors, and currently to oppose AB 3087 on 
medical care price-fixing by an independent California panel.	
	

Without organized teacher unions and organized medicine, we are simply whispering in the 
wind.  With organized medicine, we speak megaphones to our constituents.  Let your voices 
be heard. !	

 
 
 
 
 
 

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! 
 
 
 
 

Tidbits from the Editor 
 

Brain death—California version 
 

Having read a recent article about the varying definitions of and ways of determining the presence of 
brain death throughout the USA, it came to mind to review California’s law in this regard, since we 
neurosurgeons are often involved in such cases.  
 

California Statute. CALIFORNIA CODES HEALTH AND SAFETY CODE SECTION 7180. 7180. (a) An individual 
who has sustained either (1) irreversible cessation of circulatory and respiratory functions, or (2) 
irreversible cessation of all functions of the entire brain, including the brain stem, is dead.  It is also sated 
that “A person shall be pronounced dead if it is determined by a physician that a person has suffered a 
total and irreversible cessation of all functions of the entire brain including the brain stem.” 
 

This statute also requires that a second physician independently confirms the death. A related provision 
states that neither physician be involved in decisions regarding transplantation of organs.  Any two 
physicians will do as neither need be a neurologist or neurosurgeon. 
 

There is an extensive section (California Health and Safety Code Section 7181) on the Procedure as to 
how to actually determine brain death with the admonition that the determinations must be in a 
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patient in whom history or laboratory investigation has determined the absence of toxins and hypnotic 
or sedative drugs, including barbiturates, meprobamate or any drugs that are capable of central 
nervous system depression or drugs that block the myoneural junctions. (This writer experienced a case 
that met all the criteria for brain death within 6 hours of admission but while waiting for labs and time to 
elapse resulted in the patient awakening from their overdose and becoming normal the next day) 
 

All the following criteria must be satisfied. 
 

The patient’s temperature must be above 33°C. 
 
Cerebral function cessation: The patient does not move spontaneously; does not respond to externally 
applied visual, auditory, cutaneous or painful stimuli; obeys no commands 
 

Brain stem function cessation:  
 

1) absent pupillary light reflex – the pupils are unreactive to bright, diffuse light. They are not necessarily 
dilated, but they are fixed to stimulation.  
2) absent corneal reflex.  
3) Absent oculocephalic (doll’s eyes).  
4) Absent oculovestibular – this reflex is tested with ice water irrigation of each ear separately, which 
should provoke no eye movement. The patient’s head should be elevated 30 degrees during the 
testing, and the external auditory canals should be clear.  
5) Absent oropharyngeal – there should be no gag or cough response to oropharyngeal or tracheal 
stimulation.  
6) Absent respiratory drive – the proper determination of absent brain stem requires an apnea test. The 
principle of this test is that the CO2 is allowed to accumulate in the blood stream in order to stimulate 
respiration. The test is carried out over a time period estimated to bring the arterial PaCO2 of above 55 
mm Hg. Usually this can be accomplished in five (5) minutes. Oxygenation is continued during the 
period of apnea to prevent hypoxia. The apnea test should be performed in the following manner: a) 
Prior to the test, the rate and tidal volume of the ventilator must be adjusted to have PaCO2 in the 
normal range. In patients with chronic CO2 retention, the PaCO2 value should be adjusted upward to 
that the patient is not alkalotic. b) The patient must not be hypothermic or on sedative or paralyzing 
drugs. c) Patient is placed on an F102 100% for five (5) minutes before withdrawal of ventilation. The 
ventilator is disconnected and the patient is placed on a T-piece with 100% oxygen and observed for 
any respiratory effort for three (3) to ten (10) minutes. This will allow PaC02 to rise while avoiding hypoxia. 
Patients receiving PEEP while being ventilated may be maintained on CPAP during the period of apnea. 
d) If the patient is unable to tolerate the apnea test, it may be omitted and the patient’s instability 
documented. e) If a PaC02 of greater than or equal to 55 mm Hg (10 mm Hg above the baseline in 
patients with preexisting C02 retention) is obtained, and no regular spontaneous respirations are noted, 
the requirements for the apnea test have been fulfilled. 
 

Confirmatory tests may be used at the discretion of the physician(s) in the event documentation is 
needed to substantiate the clinical findings. Confirmatory tests are as follows: a. Tests demonstrating 
absence of cerebral blood flow (i.e., cerebral radioisotope or arteriography flow). b. One isoelectric EEG 
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recorded in part at full gain or if the electroencephalogram shows no evidence of cerebral electrical 
activity of greater than two microvolts in magnitude, the consulting neurologist shall state that the 
clinical state of the patient is consistent with the syndrome of brain death. The physicians who 
determine and independently confirm that brain death has occurred must complete the appropriate 
sections of the “Checklist for Determination and Declaration of Brain Death.” The hour and date of 
death are to be the date and hour that the second (confirming) physician pronounces the patient 
brain dead. NOTE: The time of death is not the date and hour that a patient is disconnected from all 
medical interventions. (California Health and Safety Code, Section 7182). 

 
Resolution mania in New Orleans—II 
 

The Council of State Neurosurgical Societies (CSNS) met April 27-28 in New Orleans in conjunction with 
the AANS meeting.  The following are the actions taken on the 22 resolutions that were considered at 
that meeting.  CANS position on the resolutions, as taken by a vote of the Board of Directors on 4/21, is 
indicated within the parentheses.  The resolutions’ justifications (the “Whereas’s) are available in last 
month’s newsletter posted on our website (cans1.org). 
 
RESOLUTION I—Not Adopted (Oppose) 
Title: “No-excuses” Coverage of Common Neurosurgical Emergencies and Urgencies  
Submitted By: Gary Simonds, MD, MHCDS, Cara Rogers, DO  
BE IT RESOLVED, that the CSNS requests that the CNS, the AANS, the SNS, and the ABNS develop a list of 
commonly encountered urgent and emergent conditions for which all practicing neurosurgeons must 
attain and maintain management proficiency and be willing to provide appropriate neurosurgical care 
when necessary. 
 
RESOLUTION II—Not Adopted (Oppose) 
Title: Realistic Assessment of the Current Neurosurgical Resident Educational Environment  
Submitted By: Gary Simonds, Md MHCDS, Cara Rogers, DO  
BE IT RESOLVED, that the CSNS conducts a survey of all current neurosurgical residents that is explicitly 
de-identified reference resident name and training institution (in order to promote openness and 
transparency). The survey will assess the learning environment of the residents and their participation in 
educationally enriching activities (e.g. appraisal of prevalence and degree of ACGME regulation 
violations; the true volume and diversity of case exposure; degree of handson participation in 
neurosurgical procedures of varying levels of complexity; actual hours spent in-hospital; hours spent out 
of hospital completing clinical duties; hours out of hospital spent in educational and research activities; 
accessibility of faculty surgeons; teaching skills of faculty surgeons; degree of resident participation in 
educationally-poor activities (“scut-work”); time spent in academic sessions; faculty surgeon 
participation in academic sessions; quality of academic sessions and conferences; supervision levels in 
procedures of varying levels of complexity; assistance in research; national projection of resident; 
financial and time support for regional/national conferences and courses; assistance in fellowship 
acquisition; and more). 
 
RESOLUTION III—Amended & Adopted (Support) 
Title: The Intracranial Hemorrhage Anticoagulation Reversal (ICHAR) Initiative  
Submitted by: Darian Esfahani, MD; Shaun T. O’Leary, MD, PhD, FAANS; Joshua M. Rosenow, MD, FAANS,  
BE IT RESOLVED, that the CSNS create an educational product utilizing the current American Stroke 
Association and 2016 Neurocritical Care Guidelines (on CSNS Website currently) on intracranial 
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hemorrhage anticoagulation reversal that local neurosurgeons can use to persuade local pharmacy 
and therapeutic committees and referring hospitals to carry anticoagulation reversal medications for 
intracranial hemorrhages, and   
BE IT FURTHER RESOLVED, that the educational product is vetted through the AANS/CNS Cerebrovascular 
Section. 
 
RESOLUTION IV—Not Adopted (Oppose)  
Title:  Towards a More Responsible Neurosurgery Residency Match Process  
Submitted By: Gary Simonds MD MHCDS FAANS, Cara Rogers DO  
BE IT RESOLVED, that the CSNS conducts a de-identified survey (reference respondent and training 
program) of all current neurosurgical residents assessing their personal experiences with the 
neurosurgical residency match process, specifically inquiring whether they were informed of their 
position in any program’s candidate rank order, or were overtly offered or promised a position in any 
training program, or were subjected to other coercive behaviors; and   
BE IT FURTHER RESOLVED, that the CSNS, in conjunction with the AANS, CNS, and SNS develops a 
Neurosurgery Residency Program Interview and Match Code of Conduct, beyond that of the NRMP, that 
seeks to limit coercive behaviors of residency programs in the recruitment and matching of residency 
applicants. 
 
RESOLUTION V—Not Adopted (Oppose)  
Title: A Call to Limit the Number of Neurosurgery Residency Programs to Which a Candidate May Apply 
Submitted by:  Gary Simonds MD MHCDS FAANS, Cara Rogers DO  
BE IT RESOLVED, that the CSNS recommends to its parent and associated bodies that a limit is placed on 
the number of neurosurgical residency programs to which a candidate may apply. 
 
RESOLUTION VI—Amended & Adopted (Support)  
Title: Development of a Handbook of Neurosurgical Socio-Economics and Leadership    
Submitted by: Jeffrey W. Cozzens, M.D.  
BE IT RESOLVED, that the CSNS produce a document entitled “Handbook of Neurosurgical 
SocioEconomics and Leadership” (or a document with another similar title) that would be a guide to any 
neurosurgeon seeking to learn about the basics of the “business of neurosurgery” – including but not 
limited to billing, contracting, practice plans, board certification, relationships with hospitals, 
relationships with insurance plans, relationships with industry, medical legal issues and leadership; and   
BE IT FURTHER RESOLVED, that this document be made available to all neurosurgeons either printed as a 
book or published on the internet (in a “Wiki” form) or both as determined by the Executive Committee 
of the CSNS (EC-CSNS); and   
BE IT FURTHER RESOLVED, that this document be maintained and updated periodically as needed by the 
CSNS; and   
BE IT FURTHER RESOLVED, that the EC-CSNS appoint an Editor for this document who would also have a 
non-voting seat on the EC-CSNS (pending Bylaws change) and who would be responsible for producing 
and maintaining this document with assistance from the various committees of the CSNS. 
 
RESOLUTION VII—Not Adopted (Neutral—await debate)  
Title:    Cost-Effective Post-Operative Neurosurgical Patient Care  
Submitted by:  Michael Karsy, Steven Tenny, Rimal Dossani, Jermey Amps  
BE IT RESOLVED, that the CSNS supports the use of step-down units, midlevel providers, and specialized 
training for nursing staff for neurosurgical post-operative patients; and  
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BE IT FURTHER RESOLVED, that the CSNS advocates the discretion of physicians, and not administrators, 
determine the level and duration of care of the patients; and  
BE IT FURTHER RESOLVED, that the CSNS write a statement supporting the independent judgment of 
neurosurgeons for level of care of neurosurgical patients.  
  
RESOLUTION VIII—Not Adopted (Oppose) 
Title:  Academic Institution Engagement in Global Neurosurgery  
Submitted by:    Prateek Agarwal A.B., Nitin Agarwal, M.D.  
BE IT RESOLVED, that the CSNS conduct a survey of academic neurosurgery centers in the United States 
to assess their current involvement and interest in global neurosurgery; and  
BE IT FURTHER RESOLVED, that the CSNS request its parent bodies to develop a targeted promotion 
campaign to raise awareness amongst academic neurosurgery centers about the importance of global 
neurosurgery using data collected from the aforementioned survey; and  
BE IT FURTHER RESOLVED, that the CSNS, in conjunction with its parent bodies, develop and promote 
programs for neurosurgical residents to engage in global neurosurgery during their dedicated research 
or clinical subspecialty training years; and  
BE IT FURTHER RESOLVED, that the CSNS collaborate with its parent bodies as well as the already 
established online publication “Global Neurosurgery” (www.globalneurosurgery.org) to write a 
consensus statement on strategies to motivate academic neurosurgery centers in the United States to 
actively advance the mission of providing safe, adequate neurosurgical care for those in low and 
middle-income countries. 
 
RESOLUTION IX-2018S—Not Adopted (Oppose) 
Title:  Augmentation of the CSNS Medical Student Socioeconomic Fellowship    
Submitted by: Nitin Agarwal, M.D., Prateek Agarwal, A.B.  
BE IT RESOLVED, that the CSNS create a new one-year Medical Student Socioeconomic Fellowship 
similar to the already existing resident socioeconomic fellowship; and    
BE IT FURTHER RESOLVED, that this newly established fellowship select 4 medical students annually to 
attend two consecutive CSNS meetings and actively participate in assigned committees; and  
BE IT FURTHER RESOLVED, that the selected medical student complete a socioeconomic project under 
the mentorship of an assigned CSNS socioeconomic past fellow mentor. 
 
RESOLUTION X—Adopted (Support)  
Title:  Understanding Neurosurgical Contracts   
Submitted by:  Brian Anderson, M.D., MHA; Justin Singer, M.D.; Sherry Taylor, M.D., Ph.D.; representing the 
Medical Directors Section  
BE IT RESOLVED, that the CSNS seeks to better understand the relevant employment strategies now 
common in neurosurgical practices (i.e. wRVU, collections, flat salary, billing, production bonus); and  
BE IT FURTHER RESOLVED, that entities of the CSNS generate a white paper providing explanation, 
clarification, and relevant resources regarding the various employment structures likely to be 
encountered during the contract negotiation process. 
 
RESOLUTION XI—Adopted (Support) 
Title:    AANS/CNS Nominations  
Submitted by:   The Membership and State Societies Committee  
BE IT RESOLVED, that the CSNS request that the AANS and CNS make available criteria for their executive 
offices which include restrictions and requirements of each office for which nominations are being 
asked; and  
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BE IT FURTHER RESOLVED, that the CSNS request that the AANS and CNS make available a list of eligible 
individuals for those offices WHICH HAVE SPECIFIC RESTRICTIONS AND REQUIREMENTS FOR CANDIDATES 
 
RESOLUTION XII-2018S—Not Adopted (Oppose unless amended)  
Title:   Current Practice Patterns in Opioid Medication Prescription Reduction  
Submitted by:   Brian P Curry on behalf of the Medical Practices Committee  
BE IT RESOLVED, that the CSNS develop a survey to learn about the opinions and practices of practicing 
neurosurgeons regarding opioid reduction efforts; and  
BE IT FURTHER RESOLVED, that the CSNS generate a white paper from the data produced by this survey to 
highlight current practice patterns; and be it further  
BE IT FURTHER RESOLVED, that the CSNS develop a position statement regarding strategies for the rational 
reduction of opioid prescriptions in neurosurgical patients. 
 
RESOLUTION XIII—Not Adopted (Oppose unless amended) 
Title:   Establishing an Organizational Approach to the Aging Neurosurgeon   
Submitted by:   Brian P Curry on behalf of the Medical Practices Committee  
BE IT RESOLVED, that the CSNS develop a survey to learn about the opinions of practicing neurosurgeons 
regarding measures such as age-based mandatory retirement or mandatory testing, career planning, 
etc.; and  
BE IT FURTHER RESOLVED, that the CSNS develop a position statement regarding aging neurosurgeons 
that addresses both concerns regarding cognitive decline and patient safety as well as concerns 
regarding age-based discrimination and the importance of experiential expertise and nonanalytical 
processing skills. 
 
RESOLUTION XIV—Adopted (Support) 
Title:   Standardization of Demographic Questions for CSNS Surveys  
Submitted by: Jeremy Phelps, Darlene Lobel, Clemens Schirmer, on behalf of the Medical Practices 
Committee  
BE IT RESOLVED, that the CSNS develop a standardized set of demographic questions to be utilized in all 
surveys prepared for and distributed to the general body of neurosurgeons on behalf of the CSNS. 
 
RESOLUTION XV—Adopted (Support) 
Title:   State Legal Issues Updates  
Submitted by:  Bowen Jiang, MD and Omar Zalatimo, MD FAANS  
BE IT RESOLVED, that the quad chairs forward legislative updates from their quad to be posted on the 
CSNS website for members (similar to the quality projects tab). 
 
RESOLUTION XVI—Amended & Adopted (Support) 
Title: An assessment of why (and why not) neurosurgeons contribute to the Neurosurgery PAC  
Submitted by: Hooman Azmi, Cara Sedney, Lola Chambless, Jeremy Phelps, Darlene Lobel, Mike 
Steinmetz, Josh Rosenow, Ann Stroink, Mark Spatola  
BE IT RESOLVED, that the CSNS request that the AANS develop a survey that assesses why individual 
neurosurgeons chose to donate or not to donate to the Neurosurgery PAC 
 
RESOLUTION XVII—Refer to Committee (Support)  
Title:  Changing the Federal Regulations for Payment of Emergency Out of Network Services  
Submitted by:   Coding and Reimbursement Committee  
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BE IT RESOLVED, that CSNS ask the parent organizations to support the AMA position that a group health 
plan or health insurance issuer pay the lesser of the following three amounts with respect to an 
emergency service: (A) the billed charge, (B) the 80th percentile of the usual, customary and 
reasonable (UCR) charge, or (C) the rate negotiated with and agreed to by the non-contracted 
provider for the emergency services provided; and  
BE IT FURTHER RESOLVED, that the CSNS ask the parent organizations to work with the AMA and other 
professional medical specialty organizations to increase the awareness of the impact of the current HHS 
regulation and lobby for modification to the AMA’s recommendation. 
 
RESOLUTION XVIII—Adopted (Support) 
Title:   Contemporary Differentiation Among Neurosurgical Practice Settings  
Submitted by: Tyler Schmidt, Luis Tumialan, Justin Singer and Clemens M. Schirmer and on behalf of the 
CNS caucus 
BE IT RESOLVED, that the CSNS study the optimal way to define and stratify practice settings which 
accurately reflect contemporary practice patterns, in a simple and easily understandable, 
uncomplicated manner; and  
BE IT FURTHER RESOLVED, that the CSNS produce a white paper or similar publication describing a 
suitable classification scheme and share at least an executive summary with the parent organizations 
and make it available to other interested parties. 
 
RESOLUTION XIX--Withdrawn (Oppose) 
Title:   Secondary Leadership Track for CSNS Resident Fellows  
Submitted by:  Andrew E. Wakefield, M.D., FAANS  
BE IT RESOLVED, that the CSNS explore the possibilities of developing a mentoring and leadership 
program for CSNS fellows with the AANS, CNS and Washington Committee. 
 
RESOLUTION XX—Amended & Adopted (Neutral—await debate)  
Title: Understanding Causes of Regional Discrepancies in Resident and Young Investigator Awards in 
Neurosurgery   
Submitted by: Taylor Anne Wilson, MD, MS (University of Arkansas for Medical Sciences, Little Rock, AR), 
Krish Vigneswaran, MD (Emory University School of Medicine, Atlanta, GA), Sharon Webb, MD 
(Southeastern Neurosurgical and Spine Institute, Greenville, SC)  
BE IT RESOLVED, that the CSNS request that the AANS and CNS improve transparency in granting by 
providing reviewer feedback to applicants for NREF grants by grant reviewers. 
 
RESOLUTION XXI—Adopted (Sopport) 
Title:   Increasing Neurosurgical Resident Education in Malpractice During Training  
Submitted by:  Krishanthan Vigneswaran, MD (Emory University School of Medicine, Atlanta, GA); Sharon 
Webb, MD (Southeastern Neurosurgical and Spine Institute, Greenville, SC)  
BE IT RESOLVED the CSNS generate a white paper with the help of legal counsel that serves as a 
reference of residents who may be facing legal questions during their training and can have a resource 
to turn to for questions regarding legal terminology, the legal process (ie. discovery, deposition, being 
named, etc.); and  
BE IT FURTHER RESOLVED the CSNS ask the CNS and AANS to consider adding a resident medico-legal 
seminar to their annual meeting to highlight the basic tenants of malpractice law; and  
BE IT FURTHER RESOLVED the CSNS recommend the addition of formal medical malpractice education to 
residency curricula. 
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RESOLUTION XXII—Adopted (Support)  
TITLE:   Understanding Neurosurgeon Billing Practices in Neurocritical Care  
Submitted by:    Maya Babu MD, MBA; Emily P. Sieg, MS, MD; Shelly D. Timmons MD, PhD  
THEREFORE, BE IT RESOLVED, that the CSNS survey neurosurgeons performing neurocritical care as to 
workflow, documentation practices, shared responsibilities with APPs and learners, clinical coverage 
practices for neurocritical care units, and billing and coding practices for critical care services. 

 
California nearly worst state for docs 

 
The personal finance website WalletHub, using the metrics of “Opportunity & Competition” and 
“Medical Environment”, has determined the best and worst states for docs to practice medicine in 2018.  
South Dakota came in first and New jersey last. 
 

WalletHub compared the 50 states and D.C. using 16 different metrics across two broad categories: 
“opportunity and competition” (11 metrics worth 70 points) and “medical environment” (5 metrics worth 
30 points). Metrics included physicians’ average annual wage (adjusted for cost of living), employer-
based insurance rates, projected share of elderly population, physician assistants per capita, and 
malpractice award payout amount per capita. 

California came in 43rd overall and 48th in average annual income. 
Sun and lack of tornados do have their price.  ! 
 

 
 
 

  
   Time’s fun when your having flies—Kermit the Frog 
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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. 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: 
 

California Neurology Society: Ann. Meeting, May 18-20, 2018, Las Vegas, NV 
AANS/CNS Joint Pain Section Bi-Annual Meeting, 2018, TBA. 
Neurosurgical Society of America: Annual Meeting, June 10 - 13, 2018 Jackson Hole, Wyoming 
Rocky Mountain Neurosurgical Society: Ann. Meeting, June 16-20, 2018, Banff, Alberta, Canada 
New England Neurosurgical Society: Annual Meeting, June 28-30, 2018, Chatham, MA 
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 
Southern Neurosurgical Society:  Ann. Meeting, February 20-23, 2019, Key Largo, FL  
AANS/CNS Joint Spine Section:  Annual Meeting, 2019, TBA 
CSNS Meeting, April 12-13, 2019, San Diego, CA 
AANS:  Annual Meeting, April 13-17, 2019, San Diego, CA 
NERVES Annual meeting, 2019, TBA 
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