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Another way to watch your private practice back 
Randall W. Smith, MD, Editor 

  
 

AP/MPT, the California group which provides its members with professional 
liability coverage, recently published by email a commentary by Michael 
Valentine regarding how have your practice safely handle telephone 

messages.  His text follows: 
 

How does your office handle telephone messages from patients?  Are they 
recorded in a telephone log?  Added to the chart?  How are physicians notified 
about the call?  These are important questions because they effect patient 
outcomes and patient safety.  
 

Staff should be trained to immediately transcribe telephone calls and voicemails in 
a telephone log including name, date, time, contact number and a summary of 
the issues. The gold standard is an integrated Electronic Medical Record (EMR) and 
telephone messaging system that documents the call in the patient’s record and 
pushes an alert to the physician.  An integrated system is a great investment; it is 
efficient for staff message entry, provides prompting for complete data collection, 
promotes timely documentation and assures physician notification.  
 

If your office does not have an integrated EMR/telephone messaging system, then 
pre-printed phone record pads are recommended with a defined process for 
notifying the physician.  Forms prompt staff to request necessary information and 
keep it organized.  There should be a section for confirming that the physician was 
notified.  There should be a corresponding section for the physician to indicate 
his/her response, such as for renewing a prescription or making a referral.  
 

Answering services should have a defined script for 
taking after hours calls.  You and your staff also 
need a defined process for assuring prompt 
documentation and response to calls received by 
the answering service calls. 
  

Telephone calls for prescription refills, test results, 
basic triage or other care related items require 
additional attention and should be documented in 
the SOAP Note section of the chart.  Telephone 
calls that are remotely handled by the physician (ie. 
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outside the office and with no access to the patient chart) are easily overlooked 
but must be documented promptly.  Whether via dictation, transcription or 
handwritten note, physicians must have a defined process and written policy for 
ensuring that these out-of-office communications are documented in the patient 
chart. 
 

Written policies and defined processes for proper documentation of telephone 
calls are also necessary for covering physicians and temporary staff that may not 
be as familiar with the patient and would otherwise have no way of knowing about 
the call.  
Consistent, reliable call processing and documentation is also important for patient 
satisfaction.  Patients reasonably expect that their physician know that they called 
when they come to an appointment.  When a physician is not aware of a patient’s 
call, the patient loses confidence and trust.  He/she may feel that the office is 
disorganized, that the staff does not care or that what they say is not important to 
the physician. ! 

 
 

 
 

Brain Waves 

Deborah C. Henry, MD, Associate Editor 
 
 

 few days ago, I was channel flipping and stopped on a show that I 
would normally skip over. It was one of those air disaster series, 
something I have constantly avoided as I have an immense dislike for 

airline turbulence and sometimes I feel that I only fly because it’s the best 
way to get somewhere. I don’t really want to know why planes crash 
(ironically, I am on a plane now as I write this). The tagline for the show 
stated it was about a Delta airline flight.  When I was a third-year medical 
student in 1985, I spent two-weeks on a neurosurgical elective rotation at 
Parkland Hospital in Dallas, Texas.  I was on call the day survivors of a Delta 
plane flight, apparently struck by lightning. were transported to the 
emergency room.  It was my first and to this date only experience with true 
triage medicine. Coincidence?  What were the odds that I would be 
channel flipping a history lesson of my past. I clicked on the channel. 
 

Here’s what I learned. On August 2, 1985, Delta air flight 191 headed to 
Dallas Fort-Worth airport hurled into the ground a mile short of the runway 
while traveling a speed of 10 feet/second, careened into stoplights on 
Highway 114, struck a Toyota Celica killing the passenger instantly, and 
eventually crashed into two water tanks where it burst into flames. Of the 152 
passengers, 136 died. 
 

That day in Parkland Hospital, the word was to expect thirty or more patients 
from a plane struck by lightning. The neurosurgical injuries were rare. Most 
survivors had sustained burns and broken bones.  Several people required 
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fasciotomies of their lower extremities, the first time I had heard or seen one 
of these. Parkland doctors and nurses responded like true professionals. One 
would have thought they did this all the time. 
 

Flight 191 was not struck by lightning; rather it ran into a microburst, a small, 
intense downdraft originating in a thunderstorm and lasting seconds to 
minutes. Microbursts are especially dangerous as a plane attempts to land 
and the pilot is decreasing speed. The slower speed and nearness to the 
ground means the pilot does not have enough altitude to recover from the 
downdraft.  According to the documentary, after the cause of the crash 
was determined, NASA worked with pilots to determine how best to detect 
microbursts (forward Doppler radar) and then trained pilots to avoid them or 
if needed how to fly out of them. 
 

Coincidences have puzzled me for a long time.  In 1952, the psychologist 
Carl Jung published a paper where he discussed that events may be 
connected by causality as well as be connected by meaning.  Jung 
introduced the term “synchronicity” to describe these meaningful uncanny 
coincidences.  

 
 
(Diagram from Wikipedia illustrating Carl Jung’s idea of synchronicity) 
 

In 1993, James Redfield’s best-selling book Celestine Prophecy delved into 
beliefs that there are no true coincidences and that much of our life is pre-
destined. I have often wondered about this in the care of patients over the 
years.  Cerebral hemorrhages and cerebral trauma may or may not be 
operated on depending on who is on call for the night.  I must say that at 
least three times, I had amazing results treating significant left-sided 
hemorrhages medically, with patients returning to see me weeks later as if 
nothing had happen. We have all not operated on those that others would 
have operated on or vice versa.  We all know that our choices on if, how, 
when, and what to operate on affect patient outcomes, but sometimes that 
outcome is not clear. We know an aneurysm rupture may arrive on the day 
the spinal surgeon is on call or the C5 burst fracture when the vascular 
specialist is answering the pager. Indeed, our lives are intertwined and many 
of us became neurosurgeons because of events in our history.  Coincidence? 
! 
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Should Senior Physicians Undergo Mandatory Health 
Testing? 

Moustapha Abou-Samra, MD, Associate Editor 
 
 

 can see it being imposed on us … 
 
Let us look at the facts: 
" Mild Cognitive Impairment is detected in 10% of people older than 65 in the 

general population. 
 

" Mild Cognitive Impairment progresses to dementia at an annual rate of 5 to 
10%. 
 

" Within the same hospital, patients treated by older physicians had higher 
mortality than patients cared for by younger physicians, except those older 
physicians treating high volumes of patients-Study by Tsugawa et al. BMJ. 
 

" In a study published in the Annals of Surgery, Waljee et al. reviewed the 
charts of 460,000 Medicare patients undergoing Pancreatectomy, CABG, 
carotid endarterectomy, esophagectomy, cystectomy, lung resection, 
aortic valve replacement and AAA repair between 1998-1999. They found 
that mortality increased in patients treated by surgeons older than 60 who 
often had the lowest volume; this was not true for all procedures but only in 
pancreatectomy, CABG and carotid surgery.  
 

" A study published in the Annals of Medicine by Campbell et al., found that 
96% of physician responders agreed that impaired or incompetent 
physicians should be reported to the appropriate authorities. However, 45% 
reported that they had encountered such colleagues and failed to report 
them. 

" Physicians and Surgeons place the well-being of their patients ahead of their 
own interest. 

" There are some vocal groups who under the disguise of public safety are 
pushing for testing of senior physicians.In Canada, testing is obligatory. 
Between 2001 and 2010, 1618 physicians were contacted two to three 
months in advance of an onsite visit in which their practice would be 
reviewed. The results were classified as follows: 

o Level 0: No action, satisfaction letter 

o Level 1: Recommendations 

o Level 2: Recommendations and control visit follow-up 

o Level 3: Refresher course or retraining or limitation- retirement was a 
frequent option with this result. 

o Level 4: Cancellation of licensure 
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The results suggest that Physicians over the age of 70 had three times higher 
rate of cancellation- 31 percent- compared to the group less than 70 years 
old- 10 percent. And Physicians age 65 to 69 showed only slightly higher rate 
of cancellation- 13 percent- but had nearly double the rate of Level 3 
recommendation than for the physician group less than 65 years old- 18 
percent vs. 10 percent. 

So, there is some credible evidence that some senior physicians do experience 
cognitive decline, and the older they get, the more likely it is that they’d 
experience problems. 

" In a study published in the Journal of the American College of Surgeons, 
Bieliauskas, et. al., found that self-perceived cognitive changes play a role in 
the decision to retire; however these anecdotal cases are not related to 
objective measures of cognitive change, and are not reliable. 

" The American College of Surgeons already recommends voluntary physical 
examination, eye examination, and online screening tests of cognition for 
surgeons between ages 65 and 70 years 

 
So, what about testing? What should be tested and how? 
Well, the AMA Council on Medical Education felt that it should be evidence-based, 
ethical, relevant, accountable, fair and equitable, transparent, supportive and cost 
conscious. I agree, and I’d add to this list: confidential. Unfortunately, their 
recommendations were not adopted at the 2018 Interim Meeting and were sent 
back to the Council for further study. 
 

What should be tested? 
 

The ACGME and ABMS recommend testing the 6 core competencies: Patient care, 
Medical knowledge, Practice-based learning and improvement, Interpersonal and 
communications skills, Professionalism, Systems-based practice. Oddly, they do not 
recommend testing the health of physicians. 
 

There are, now, some hospital systems and large medical groups that have policies 
concerning “late career” physicians. 
 

There are some programs available to test physicians. PACE-Physicians Assessment 
and Clinical Education was established in 1996 and is based at the University of 
California San Diego. PACE provides: Assessment of physician competencies and 
Remediation of deficiencies, Educational services and Fitness for Duty Assessments. 
It also has a program called PAPA-PACE Aging Physicians Assessment intended for 
hospitals with “late career” policies. 
 

The natural follow up question is: should a mandatory retirement age be imposed 
on physicians or specifically surgeons? Kaiser already has a mandatory retirement 
age from their medical group for its physicians. Some physicians are allowed to 
continue to have a modified clinical role, but under scrutiny and not as partners in 
medical group. Should this be adopted by everyone? 

Consider the following: 
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CANS MISSION STATEMENT 
 

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

 
 
 
 
 

" We have a National physicians’ shortage and early retirement is associated 
with significant economic loss not only to physicians but also our Country. 

" With age comes wisdom and experience and it would be smart to balance 
the strength of physicians’ experience with the potential of cognitive and 
functional decline inherent with advancing age. 

" Old does not mean incompetent. 
" Age maybe a risk factor for cognitive decline, but it is not the only one. 
" What do we do with: Age Discrimination in Employment Act- ADEA? 

 

The State of Washington has a solution to avoid age discrimination. Start screening 
early. 

" Age 30-55 screen every 7-10 year 
" Age 55-56 screen every 5 years 
" Age 65-75 screen every 2 years 
" Age 76 and older screen every year 

 

On May 6, I attended a conference on this subject presented by the San Diego 
Medical Association Bioethics Commission. It was a well-organized conference 
where all these issues were discussed but no conclusions were reached. The 
prevailing feeling however was that testing of aging physicians should strongly be 
considered with the proper safeguards. It was also clear that there is absolutely no 
consensus on the need for mandatory retirement age. 
 
It is my personal opinion that testing will be imposed on us sooner than later, as a 
public safety measure. Therefore, we as physicians should become knowledgeable 
about this topic and we should be proactive and intimately involved in this process. 
! 
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Ciara’s Corner—a report from our woman at the CMA 
Ciara Harraher, MD, Contributing Editor 

 
he CMA recently announced a new collaboration with Aledade, a Bethesda, 
MD- based company that builds physician-led accountable care organizations 
(ACOs) across the country.  What really is an ACO anyway? Why should we as 

neurosurgeons practicing in California care about this?  
 
An ACO is a network of physicians and hospitals that share financial and medical 
responsibility for providing coordinated care with the goal to reduce cost. They do 
this by entering into agreements with government and/or commercial payors that 
increase data sharing, facilitate care coordination and split the value of savings 
across all stakeholders. Examples of these ACO programs for Medicare include the 
“Medicare Shared Savings Program” (MSSP) and the “Comprehensive Primary Care 
Plus” (CPC+). An ACO is anchored by the primary-care physicians/practices who 
join. PCPS are motivated to do this as they can apparently maintain independence 
but be somewhat freed from dealing with the administrative and regulatory 
burdens that have driven many out of private practice.  
 
Aledade has an impressive track-record across the country touting 430 + partner 
practices in 25 states and many collaborations with insurance companies and 
government programs. For example, in December 2016 Aledade partnered with 
Highmark Blue Cross Blue Shield to deliver care through ACOs in Delaware and 
West Virginia. In February 2019, Humana and Aledade announced a value-based 
care for Medicare Advantage members in Louisiana, Pennsylvania and West-
Virginia. This collaboration with the CMA is Aledade’s first expansion into the 
California health care market.  Our CMA President, David H. Aizuss says that “This 
new collaboration will help thousands of physicians -particularly those in smaller, 
independent practices-focus on patient care instead of being bogged down by 
administrative tasks… We believe this new model is one that can be replicated 
across the state, shifting toward more value-based care that will help physicians 
deliver better care to patients at a lower cost.” 
 
ACOs have traditionally focused on primary care to improve outcomes for high-
cost patients with common problems like diabetes and COPD.  When Medicare 
looks at which of its beneficiaries are attributed to an ACO, it counts whether the 
patients’ PCP is enrolled then the patient belongs, even though he or she may not 
even know it. However, these same ACOs are accountable for the overall per-
beneficiary annual costs, including any care by specialists like neurosurgeons. 
ACOs must decide if they want to “insource” or “outsource” specialty care for their 
patients. Early data suggests that ACOs have largely not engaged surgeons and 
rely on fairly subjective data when directing referrals to specialists deemed to 
provide better care.   
 
My opinion is that this “soft” criteria and variable participation by specialists is going 
to be codified whether we like it or not.  If Aledade or other similar ACOS proliferate 
in the California market, we will need to demonstrate our utility and value in order 
to continue seeing patients that belong to these organizations. However, we will 
need to ensure that any partnership is mutually beneficial and doesn’t place 
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onerous burdens on our ability to practice, such as what testing or surgery we 
decide to do.   
 
As a final note, I suggest that private-practice neurosurgeons look into what 
Aledade /CMA have planned for specialty services in their region as this will affect 
them more than academic or employed surgeons.   It may actually prove 
beneficial to form an early alliance.   
As this issue develops within the CMA, I will keep you all apprised. In the meantime, 
If any of you have any experience or comments related to ACOs, I would love your 
input. Harraher@stanford.edu ! 

 
 
 

Tidbits 
 
CA Medicare intermediary holds another advisory meeting 
 
Noridian, the Medicare boss for California, periodically holds a meeting to present 
issues and for input from they whom they regulate (us).  The regular Carrier Advisory 
Committee meeting was held on June 12, 2019 at the Renaissance Los Angeles 
Airport Hotel from 10 AM to 1:00 PM. Philipp M Lippe, MD, representing CANS, 
participated by means of audio-visual input.  Here is his report which is perhaps less 
than scintillating but is how we watch the henhouse: 
 
At the outset let me note that very little at this meeting related directly to the 
practice of NS. However, read on. 
 
This meeting was noticeable different from previous meetings in several respects: 
This was a multi-jurisdictional meeting (JE and JF) with CA and NV invited. It is likely 
future meetings will be multi-jurisdictional. 
This meeting was recorded, as will be future meetings. Members were cautioned to 
be careful about language used. We were comforted that CMS assured 
confidentiality. 
 
Arthur Lurvey, MD, could not attend. The meeting was chaired by Gary Oakes, MD. 
The audio-video communications were severely restricted and often non-functional 
due to technical difficulties. 
 
Noridian again took this opportunity to remind members that the purpose for the 
CAC is to provide: 
A formal mechanism for healthcare professionals to be informed of the evidence 
used in developing the Local Coverage Determination (LCD) and promote 
communications between the Medicare Administrative Contractor (MAC) and the 
healthcare community. 
CAC members should serve in an advisory capacity as representatives of their 
constituency to review the quality of the evidence used in the development of an 
LCD. 
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The CAC is advisory in nature, with the final decision on all issues resting with the 
MACs. Accordingly, the advice rendered by the CAC is most useful when it results 
from a process of full scientific inquiry and thoughtful discussion with careful framing 
of recommendations and clear identification of the basis of those 
recommendations. 
 
*** 
 

Implantable Hypoglossal Nerve Stimulation for the Treatment of OSA. 
 
This item precipitated considerable discussion and disagreement primarily related to protocol 
and tactical procedures. 

• The procedure is performed (of interest to) by specialists in ENT, sleep medicine and 
pulmonology. Subsequent to the meeting it became clear that NS had little interest in 
the matter. 
 

• Prior to the meeting Noridian distributed a lengthy listing of bibliography on the subject 
(attached). 
 

• At the meeting there were no subject experts present. Apparently, a few had been 
invited. Consequently, the members did not have the benefit of education on the 
topic. 

• Members had not reviewed the bibliography since it was made available a few days 
before the meeting, was not readily retrievable. Furthermore, the agenda failed to 
indicate precisely what procedures were to be followed. 
 

• Despite these irregularities, the CAC Members were asked to vote anyway; some did. 
•  

At this point several of us complained loudly about these multiple irregularities. 
Consequently, we were granted a 45 day comment period on the subject. 

All this confusion resulted in an email message sent by Dr Oakes – see end note.i 
 
Fractional Flow Reserve CT. 
This topic was properly handled as per agenda and scheduled for a multi-jurisdictional 
teleconference of interested parties on June 18, 2019. 
 
Percutaneous Vertebral Augmentation (PVA). 
This matter of interest to NS was discussed at a multi-jurisdictional teleconference on March 20, 
2019. NS had considerable input at the State and national levels. 
A proposed LCD is published (attached). The comment period ends July 19, 2019. 
Send Draft LCD Comments to: 
Mail: Noridian Medicare JF Part B, Attention: Draft LCD Comments, PO Box 6781, 
Fargo, ND 58108-6781 
Email: policydraft@noridian.com 
 
Magnetic-Resonance-Guided Focused Ultrasonic Surgery (MRgFUS) for Essential Tremor. 
This LCD has been finalized and is effective as of April 1, 2019. 
NS had considerable input on this issue at the State and national levels. The finalized LCD and 
response to comments are attached. 
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*** 
 
Several educational programs were presented by staff. These slide sets are attached. 
 
*** 
 
The next Carrier Advisory Committee (CAC) Meeting is scheduled October 23, 2019 (SF). We 
were again reminded that the MAC/CAC process is in a state of “evolutionary re- alignment”. 
Many changes are anticipated. We will be kept informed as they are implemented. Two 
were mentioned to the displeasure of the group 
Name change from CAC to PAC (Provider Advisory Committee). 
NPHCP will be invited as members (previously limited to physicians). 
 
At the outset of this report I cautioned that there was little of direct interest to NS. However, 
there certainly was much of great interest to physicians participating in the Medicare 
Program. 
 
PML 
June 15, 2019 
 
 
 
 
 
 
 
 
 
 
 

When I went to medical school, the term “digital” applied 
only to rectal exams—Eric Topol 
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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.  
 
The assistance of Emily Schile and Dr. John Ratliff 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. 
 
 
 
 
 
 
 

Meetings of Interest for the next 12 months: 
 
North American Spine Society: Annual Meeting, September 25-28, 2019, Chicago, IL  
CSNS Meeting, October 18-19, 2019, San Francisco, CA 
Congress of Neurological Surgeons: Annual Meeting, October 19-23, 2019, San Francisco, CA 
International Society for Pediatric Neurosurgery: Annual meeting, October 20-24, 2019, Birmingham, UK. 
Western Neurosurgical Society: Annual Meeting, November 8-11, 2019, Scottsdale, AZ 
AANS/CNS Joint Pediatric NS Section: Ann. Meeting, December 6-8, 2019, Scottsdale, AZ 
Cervical Spine Research Society: Annual Meeting, November 21-23, 2019, New York, NY 
North American Neuromodulation Society: Ann. Meeting, January 23-26, 2020, Las Vegas, NV 
CANS, Annual Meeting, January 17-19, 2020; Fairmont Sonoma Mission Inn, Sonoma, CA  
AANS/CNS Joint Cerebrovascular Section: Annual Meeting, February 17-18, 2020, Los Angeles, CA 
Southern Neurosurgical Society: Annual Meeting, February 26-29, 2020, Scottsdale, AZ 
California Neurology Society: Annual Meeting, TBA 
AANS/CNS Joint Section on Pain: Annual Meeting, 2020, TBA 
AANS/CNS Joint Spine Section: Annual Meeting, March 5-8, 2020, Las Vegas, NV 
CSNS Meeting, April 24-25, 2020, Boston, MA 
AANS:  Annual Meeting, April 25-29, 2020, Boston, MA 
NERVES Annual meeting, April 23-25, 2020, Boston, MA 
Neurosurgical Society of America: Annual Meeting, June 14-17, 2020, Maui, Hawaii 
Rocky Mountain Neurosurgical Society: Ann. Meeting, TBA 
New England Neurosurgical Society: Annual Meeting, TBA 
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