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Looking after your backside
Randall W. Smith, MD, Editor
Noridian is the Medicare intermediary for CA and as such can establish criteria for Medicare
coverage of procedures called LCDs or Local Coverage Determinations. Often, but certainly
not always, private insurance companies adopt those LCDs to control what they will cover.
When Noridian is considering an LCD for a new procedure, it submits its planned LCD text to
the Carrier Advisory Committee (CAC) made up of entities potentially affected by the LCD for
their expert input.
CANS is on the Committee representing neurosurgery and our representatives are Drs. Philip
Lippe and Dr. John Ratliff who attended the CAC meeting on June 20th. At that meeting an
LCD entitled Magnetic Resonance Image Guided High Intensity Focused Ultrasound (MRgFUS)
for essential tremor, Proposed LCD DL37729 was discussed and criteria proposed by Noridian.
Drs. Lippe and Ratliff made comments reflected in a written response they will submit shortly
when approved by the CANS Board.
The essense of the proposed criteria and proposed CANS comments are:
MRgFUS unilateral thalamotomy is considered medically reasonable and necessary in patients
with all four of the following criteria:
1.

Medication refractory ET (defined as refractory to at least two trials of medical therapy,
including at least one first-line agent)
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CANS Comment: Not all patients treated since FDA approval
of MRgRUS have taken, want to take, or can take 2
medications as a prelude to treatment. While most patients
will have tried propranolol or another beta-blocker, which has
either failed to alleviate their symptoms adequately or
required such a high dose that side effects became limiting,
CANS believes patients should not be forced to go through a
trial of two or more medications.
We recommend that Noridian change the language for this
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criterion to, “A confirmed diagnosis of Essential Tremor refractory to medication such as
propranolol, primidone, or other agents.”
2.

Moderate to severe postural or intention tremor of the dominant hand (defined by a
score of ≥2 on the Clinical Rating Scale for Tremor (CRST)
CANS Comment: Tremor can be more disabling in the non-dominant hand. Neurosurgeons
do not routinely use the CRST and feel that other scales may be more relevant to describe
functional limitations in some patients. We recommend that Noridian change the language
for this criterion to, “Moderate to severe postural or intentional tremor of the hand to be
treated.”

3.

Disabling ET (defined by a score of ≥2 on any of the eight items in the disability
subsection of the CRST)
CANS Comment: Many clinicians do not routinely use the CRST as a clinical assessment. This
tool was used in the clinical trials as an attempt to quantify the outcomes. This is not necessary
outside of the confines of a prospective clinical trial. We recommend that Noridian change
the language for this criterion to, “tremor that is sufficiently disabling with home or work
activities.”

4.

Not a surgical candidate for DBS (e.g., advanced age, anticoagulant therapy, or
surgical comorbidities)
CANS Comment: CANS strongly disagrees with this requirement. We recommend that this
criteria (sic) be deleted. MRgFUS represents an alternative option to DBS with its own set of
merits/imitations (sic) based on class 1 evidence.
This restriction was not a component of the inclusion/exclusion criteria of the clinical trial and is
not part of the FDA labelling of MRgFUS. We believe it is not reasonable or realistic to require all
patients being treated with MRgFUS for ET to not be DBS candidates.
MRgFUS should be an alternative to DBS that patients are free to choose. The implication of
this criterion is that MRgFUS is more risky than DBS; this is not supported by the literature. We
would note there are comorbidities for both procedures that need to be considered by the
surgeon and patient. If the patient is a candidate for DBS, he or she is likely also a candidate
for MRgFUS. In our experience, our patients are opting for MRgFUS, rather than undergoing DBS
procedures.
Some patients and surgeons may have valid reasons for choosing MRgFUS over DBS. For
example, a patient may prefer MRgFUS over DBS due to professional reasons (e.g. MRI
technologists or arc welders) due to risks of implanted hardware near high strength magnetic
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fields. Patients living in rural regions who do not have easy access to a movement disorders
neurologist for routine programming of their DBS may be attracted to MRgFUS.
This article is included in the CANS newsletter to note two important issues:
1. CANS and its volunteers like Drs. Lippe and Ratliff do a lot of work for the California
neurosurgeon that is unheralded and certainly under-appreciated.
2. The days of the trans-cranial neurosurgeon are numbered. If we can now create a
deep brain lesion using externally focused ultrasound without so much as a scratch on
the scalp, how far away is a non-invasive technique to dissolve subdurals, somehow get
some tumor tissue for analysis and debulk same using some external device? One can
imagine a time when a nervous system therapist is one with extreme technical skills but
being able to drive a nail is not one of them. If there are nails then. !

CANS MISSION STATEMENT
‘To Advocate for the Practice of California Neurosurgery

Benefitting our Patients and Profession’

Sympathy.Empathy.Compassion
Moustapha Abou-Samra, MD, Associate Editor

I

t’s been six months …

On December 5, 2017 at about 10:30AM PST, our home went up in flame and within minutes burned
down to the ground. I learned this awful fact shortly after. It was early afternoon in Washington DC,
where I was visiting my eldest son and his family. We were preparing to go together on an exciting trip
to Indonesia; it is nice when your son takes you with him on a business trip rather than the other way
around.
Even though, logically, there was nothing for me to do in Ventura, since it was clear that we already lost
everything, I felt an irrational need to be home. I was fortunate to get the last seat on the last direct
flight from DCA to LAX on American Airlines. My frequent flyer status didn’t help: for the six hours flight, I
was assigned a middle seat toward the end of the plane.
I was not in a social mood, so after greeting my seatmates, I did not attempt to have any conversation
during the flight. Sharing our devastating loss was not something I was ready to do.
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What happened? How did it happen? Why did it happen? These were questions I was not ready to
face. Instead, I was concentrating on joining my son Jason and his girlfriend Katherine at the airport,
and soon after that, seeing my daughter Patty, her husband John and their almost seven-month-old
daughter Aida Rose; their home was so far spared the devastation.
My wife Joanie would not be able to join us for another 24 hours; she was visiting with our daughter
Leyla and her family in Austin and was not able to get a flight back that afternoon.
I kept thinking that the only thing that mattered at that moment was the fact that we were all safe and
soon would be together. I really could not face what happened. I was clearly going through the first
stage of grief: denial.
An overwhelming thought kept haunting me, though: I am in the same “boat” as the Syrian refugees …
I am proud of my Syrian heritage and have been watching the Syrian civil war unfold, with extreme
angst and heartbreak. This is not the beautiful country I remember. I watched with alarm, disgust and
extreme sadness what happened in the summer of 2016. Thousands upon thousands of Syrians lining up
to cross the Aegean Sea from Turkey to Greece, having left everything behind, taking their lives and the
lives of their children in their own hands to brave the crossing and hoping that eventually they would be
accepted in one of the European countries.
Many did not make it, including three-year-old Aylan Kurdi; he drowned, and a photo of his lifeless
body, face down on the beach, jarred the consciousness of the world for a … brief period.
I was thinking, “I am in the same boat.”
And then, another overwhelming thought took hold of me: even though I was very sympathetic to the
poor Syrian refugees, I was not empathic.
No, I was not. Not until that plane ride was I able to imagine myself in their shoes. I could not see myself
leaving everything behind realizing that in all likelihood I would never see any of my treasures again or
see my home again. And I found myself, alone in my middle seat, trying to push back tears. Did I do
anything to help the Syrian refugees? Not much. I contributed to “Medecins Sans Frontieres” MSFDoctors Without Borders, and the “White Helmets.” And, yes, I considered volunteering at one of the
refugee camps in Jordan, Lebanon, Turkey or Greece, but never actually did.
Why is that? Why did I lack empathy?
I practiced Medicine, Surgery and specifically Neurosurgery for over 45 years. And I always thought of
myself as a compassionate physician. Is there a difference between empathy and compassion? Do
physicians have to avoid being empathetic to avoid burnout?
Sympathy, Empathy and Compassion are often used synonymously, but are not synonymous.
Sympathy means understanding what others are going through and feeling sorry for them. Most people
do not want you to feel sorry for them.
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Empathy is, actually feeling what others are going through. And this does not only apply to suffering but
also to joyful celebration. Walking in their moccasins.
Compassion is, not only understanding what others are going through, but also being prepared to do
something about it. It also means feeling others’ pain and suffering. The Latin root of “compassion”
means suffering together. Everyone appreciates compassion.
I have learned over the years that Compassion does not lead to burn out. Down deep we know that we
are doing “something” about the problem. This “something” could be as simple as listening or doing a
small gesture. A small gesture is usually very much appreciated. By contrast, empathy leads to suffering
and empathy-fatigue with eventual burnout.
The Dalai Lama said: “If you want others to be happy, practice compassion. If you want to be happy,
practice compassion.” He is indeed a wise man.
I do think, however, that it is difficult to be empathetic to people that have gone through horrendous
suffering, because it is simply impossible to know what they are going through and how they are feeling.
Losing my home and virtually all my material possessions made it possible for me to come closer to
appreciating what the Syrian refugees went through and what the families of the victims of the
repeated chemical attacks are experiencing.
So, if you want to know where compassion has taking me … I am strongly considering volunteering at
one of the refugee camps. !
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2018 CANS SUPPORT
Thank you to all of our exhibitors and special thank you to our
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Brain Waves
Deborah C. Henry, MD, Associate Editor

T

he cube-shaped building popped up in front of us like a jack-in-the-box as we exited the
freeway on our journey from Dallas to Waco to attend my niece’s college graduation. At
first glance, I thought it was a restaurant, and then I realized it was a stand-alone
emergency room-no hospital in site. My sister, the physical therapist, commented that these
were sprouting up all over Texas. Was this happening in California too, and I had just missed it?
I’ve often been amazed at how many times I can travel down the same highway and not see
a building developing on the side of the road until it is finished.
I wondered if this was truly an emergency department independent of any hospital? Or was it
just a way for a hospital to outreach into other areas? After researching this, it turns out both
are true. A freestanding emergency room most often is an off campus emergency room.
Starting in 2004, Medicare allowed for payments to hospital emergency rooms that were built
off campus. These facilities are licensed in their state as an off campus emergency room and
run under the Medicare conditions of participation. They must be within a 35-mile radius of
their home hospital and must follow EMTALA laws. These ERs will have a mandatory sign that
says they are a Medicare participant and often list the associated hospital in their name.
Surprising to me, only 18% of all emergency room visits come from Medicare participants.
The second type of freestanding emergency department is truly independent. They are not
associated with a hospital, are for-profit, are not considered emergency rooms by Medicare
and thus Medicare does not pay for their services, and therefore they are not bound by the
federal EMTALA laws, unless separately dictated in state law. These facilities must negotiate
separate contracts with health care insurers. Both of these types of ERs are open 24/7, staffed
with emergency room physicians, have laboratory, CT, X-ray, and ultrasound available and
thus can do much more than an urgent care facility. They do not cover trauma.
In 2009, Texas passed legislation that allowed the formation of freestanding emergency rooms,
both for hospital outreach and to increase geographical access to care as well as to control
overcrowded hospital ERs. It turns out that Texas has about 90% of these independent freestanding emergency rooms, its numbers having increased from zero in 2010 to 156 of the total
172 nation-wide in 2015. Texas also requires these facilities, independent or not, to follow the
gist of EMTALA laws. The other 10% of these independent ERs are located in Arizona and
Colorado. These three states do not require a facility to obtain a certificate of need in order
to build a freestanding emergency room. For the off campus emergency rooms across the
nation in 2015, there were 387 facilities operating under the umbrella of 323 hospitals. These
emergency room facilities increased 76% in the five years between 2008-2013.
As far as California goes, it appears that the state does not clearly allow or disallow these
facilities, only that if one is built and says the word “emergency” it must offer the same services
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of any ER in California, including immediately available surgical services, a blood bank, and
post-anesthesia care. An exception was made to develop freestanding emergency rooms in
the rural areas of Downieville, Oakhurst, Gualala, and Lemoore.
As expected, the cost of going to an off campus or independent emergency room is as clear
as any hospital bill. It may cost more, less, or the same depending on the negotiated
contracts. From my research, it is unknown how these facilities are affecting health care
access and costs. My mom, age 92 who lives in Texas, has decided never to return to a
hospital. My sister took her to an urgent care the last time she needed treatment, but they
were underequipped to care for her. Perhaps a freestanding emergency room might serve
her well. But she better check first and make sure that it is an off-campus type that takes
Medicare, or I am certain that bill will be quite a surprise. !

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
Yet another med school in the Golden State
As noted in the San Bernardino Sun, next month the California University of Science and Medicine in San
Bernardino will welcome an inaugural class of about 60. CalMed, as the CUSM is commonly called, is a
private, nonprofit medical school in the Inland Empire whose founding president, Dr. Dev GnanaDev, is
better known to most of us as the President of the Medical Board of California as well as the Chief of
Surgery at Arrowhead Regional Medical Center. The board chairman of CalMed is Dr. Prem Reddy,
multimillionaire founder of Prime Healthcare and the Prime Healthcare Foundation, who committed more
than $60 million toward establishing CalMed. San Bernardino County Supervisors last year approved a $10
million, five-year agreement to support the medical school.
In the area, UC Riverside School of Medicine graduated its first class last year. It is hoped that Inland area
graduates, be they from CalMed or UC Riverside, will stay and practice in the area which has a distinct
physician shortage. According to a California Health Care Foundation report, the Inland Empire in 2015
had about 100 primary and specialty care physicians per 100,000 people, compared to the state average
of about 150 per 100,000.
CalMed has two lecture halls, nine college rooms, 15 clinical skills rooms and three labs. Annual tuition is
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$55,000 plus $3,500 in fees. More than 2,200 applied to be included in CalMed’s inaugural class.
Arrowhead Regional Medical Center, the county hospital in Colton, will be the primary teaching hospital
for CalMed students.
With another med school, can another neurosurgical residency be far behind?

Parkinson’s patients reportable
For those California neurosurgeons involved in the treatment of patients with Parkinson’s disease, a new
law kicks in on July 1st. The law, due to the passage of SB97, requires docs (among others) providing
treatment to Parkinson’s disease patients to report each case of Parkinson’s disease to the California
Department of Public Health.
Exceptions to the reporting requirements are limited to when you have previously reported on the
patient and there are no changes to diagnosis, treatment, or cardinal signs/symptoms of Parkinson’s
disease since the last report on that patient. I take this to mean that if you do surgery on a Parkinsonian,
you need to report once when you consult and again after surgery and each time your DBS is adjusted
causing a change in symptoms. My God, what doc was consulted by the Sacramento solons before
passing such a public health mandate?
The ICD-10 codes that require reporting are:
Reportable ICD-10 Codes and Their Clinical Descriptions
ICD-10 Code
Description
G20***
Parkinson’s disease/Parkinsonism
G3183
Dementia with Lewy bodies (DLB)
G90.3
Parkinsonism with neurogenic orthostatic hypotensions, Multiple system
atrophy (MSA), MSA-Parkinson (MSA-P), MSA-Cerebella (MSA-C)
G231 and G232
Other degenerative diseases of the basal ganglia (PSP and Striatonigral
degeneration)
G3185
Corticobasal degeneration
Note: G20*** refers to the primary code of G20 and any other specificity.
Apparently, someone forgot to alert the CDPH about this law since there is currently no form listed
amongst those available on the CDPH Website which you can use to submit a mandated report. One
might have hoped that CA would have been more anticipatory than the Feds have proven to be when
it comes to family maintenance, but such appears to not be the case. In the meantime, keep track of
your reportable Parkinson’s patients until the CDPH wakes up and provides us with an appropriate form.
Do you get the feeling that we are in the political hands of incompetents?
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CANS as part of your California CME requirements
As most if not all California neurosurgeons know, you need to attest to the Medical Board of California
as having completed 50 hours of AMA Category I CME when you renew your CA license every two
years. Every so often, the Medical Board will ask you to provide documentation of those CME hours.
If you are newly licensed, there is a requirement for obtaining 12 hours of CME on pain management
and the appropriate treatment of the terminally ill, a requirement created by our state legislators some
decades ago when we were accused of not giving enough pain meds and end of life advice (we are
now accused to giving and doing too much).
The MBC wants us to select CME consistent with providing competent care and for a neurosurgeon that
generally means neuro-something plus pain management.
It is possible to get all 50 hours online and never leave your computer chair, but most real neurosurgical
docs will go to a couple of meetings and really try to learn something. You can’t beat the AANS CME
tracking option on their Web site if you go to AANS sponsored meetings and you can add nonsponsored credits like the CNS meeting among others.
Our annual CANS meeting awards between 11 and 12 hours of CME sponsored by the AANS which is
automatically entered in your CME hours on the AANS Website (aans.org—MyAANS—MyCME). Hard to
beat that for 48 hours of time away from home for a reasonable meeting fee and travel within
California. Also hard to beat pushing the print button on your MyCME list to send to the MBC if you are
audited.
So in a two year period, going to either an AANS or CNS meeting, one specialty section meeting and
one CANS meeting should do the trick.

Pan appointed to where he should be
It is of interest to note that California State Senator Richard Pan--a Sacramento pediatrician and
recipient of the George Ablin Distinguished Service Award in 2016 for his sponsorship of the successful bill
requiring a medical reason for declining vaccination of ones children—has been named as chairman of
the Senate Committee on Health.
Maybe his presence will help bring sense to medical mandate legislation like SB97 (see above) before it
becomes state law. !

(on why you should keep your mouth shut): If
you have already said it more than one time, it becomes nagging—Proverbs 19:13
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Meetings of Interest for the next 12 months:
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, February 4-5, 2019, Honolulu, HI
Southern Neurosurgical Society: Ann. Meeting, February 20-23, 2019, Key Largo, FL
AANS/CNS Joint Spine Section: Annual Meeting, March 14-17, 2019, Miami Beach, FL
CSNS Meeting, April 12-13, 2019, San Diego, CA
AANS: Annual Meeting, April 13-17, 2019, San Diego, CA
NERVES Annual meeting, 2019, TBA
California Neurology Society: Ann. Meeting, 2019, TBA
Neurosurgical Society of America: Annual Meeting, June 10 - 13, 2019 TBA
Rocky Mountain Neurosurgical Society: Ann. Meeting, June 16-20, 2019, TBA
New England Neurosurgical Society: Annual Meeting, June 28-30, 2019, 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. !

T
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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.
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