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Watch where you walk—Medical Board probation can be 

Devastating 
Randall W. Smith, MD - Editor 

 

n July 1, 2019, The Patient’s Right to Know Act of 2018 (SB 1448) took effect in California. It 

requires physicians who have been placed on probation by the Medical Board of 

California for certain offenses to notify their patients of their probationary status. 
 

Every doc who is placed on probation actually has his/her license revoked with the revocation 

stayed and probationary status awarded of varying durations. 
 

For many offenses, probation requires taking courses in medical record keeping, ethics and 

clinical practice updates.  But SB 1448 imposes a special probationary condition if the cause for 

probation involves 
 

• commission of any act of sexual abuse, misconduct, or relations with a patient or client as 

defined in Business and Professions Code sections 726 or 729;  

• drug or alcohol abuse directly resulting in harm to patients or to the extent that such use 

impairs the ability of the licensee to practice safely;  

• criminal convictions involving harm to patient health; 

• inappropriate prescribing resulting in harm to patients and a probationary period of five years 

or more. 
 

For the above categories of probation, the doc must inform each and every patient he/she sees 

of the probation and the reasons for it and the patient has to sign a document stating they were 

so informed before seeing the doc.  Such a requirement certainly places a major strain on the 

doc/patient relationship, and it is suspected it basically will kill the doc’s practice.  
 

A solid majority of cases of probation do not involve the 

above noted 4 categories of misbehavior, so most cases of 

probation are only known to patients if they query the MBC 

Website.  
 

So a word to the wise--don’t fool with your patients, get 

caught taking opioids or drinking alcohol when on duty or 

driving, get convicted of medical insurance scamming or 

prescribe a controlled substance to a patient without 

observing every conceivable prescribing restriction known 

to man. 
 

Other than for the above, enjoy practicing medicine. 

 

O 

https://www.synaptivemedical.com/
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BRAIN WAVES 
Deborah Henry, MD 

 

 

I think the first time I learned the word bias, I must have been in home economics, that class girls 

took in middle school (then called junior high) in order to prepare them for the domestic 

activities of cooking and sewing.  Obviously, it was a waste of time for me as I no longer do 

either, but that is beside the point.  Bias in sewing refers to a line diagonal to the grain of the 

fabric and if I remember correctly, it had something to do with the way one would cut the cloth.  

In college and medical school, bias took on another meaning entirely, namely the bias one sees 

when designing an experiment. Indeed, this is where I learned the importance of a double-

blinded study done in the effort to reduce the inherent biases that we may have or results we 

may wish to see. 

 

Bias in medicine is now taking on a new life as three bills were recently sent to the Governor to 

sign. Assembly Bill 241, the Kamlager-Dove Act, requires those organizations that develop 

continuing medical education to have an implicit bias curriculum in place for nurses, doctors 

and physician assistants by 2023 and to establish those guidelines by January 2022.  AB 242 is a 

similar bill that addresses bias training for court reporters by 2021 and for lawyers by 2023. 

According the LA Times (9/14/2019), Assemblywoman Syndney Kamlager-Dove reported that 

her husband, a (African American?) lawyer, went to drop off court papers when the clerk ask 

him if he were a criminal there to surrender. 

 

The third bill is called the “California Dignity in Pregnancy and Childbirth Act”, Senate Bill 464, 

which requires implicit bias training for perinatal professionals every two years (yes you read that 

correctly), demands tracking of outcomes of pregnant women, and mandates that information 

is provided so that patients can file discrimination suits. The exact language is the patient has a 

right “to be free of discrimination on the basis of race, color, religion, ancestry, national origin, 

disability, medical condition, genetic information, marital status, sex, gender, gender identity, 

gender expression, sexual orientation, citizenship, primary language, or immigration status” 

(California Legislative Information).  I think we left out weight there, but maybe that falls under 

medical condition. Undoubtedly, this bill arose from the much-publicized story of Kira and 

Charles Johnson’s experience in a southern California hospital. Allegedly, Kira had an uneventful 

C-section when her husband noticed her Foley catheter draining blood.  A CT scan was ordered 

and apparently 10 hours later, Kira returned to the operating room for emergency surgery. She 

supposedly had 3 ½ liters of blood in her abdomen when she arrested and died. 

 

Reading about Serena Williams’s pregnancy is equally enlightening.  According to the NY Times 

article (01/11/2018), Serena developed dyspnea after her C-section, which she attributed to 

pulmonary embolisms, a condition that she had had previously. A nurse allegedly thought 

Serena was confused due to the pain medication. A Doppler of her legs was done, which was 

negative; the pulmonary CT scan showed emboli.  She was placed on a heparin drip. Later, she 

developed an abdominal hematoma, likely a combination from coughing and the heparin, all 

culminating in an additional surgery.  Lastly, an unnamed procedure was done to control the 

shower of emboli.   

 

According to the CDC website, the number of reported pregnancy-related deaths in the United 

States increased from 7.2 deaths per 100,000 live births in 1987 to 17.2 deaths per 100,000 live 

births in 2015. The reasons for this increase are unclear.  Looking at the data from an ethnic 

standpoint, there are nearly 43 deaths per 100,000 live births for African-American women, 32.5 
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for Native Americans, 14.2 for Asian/Pacific, 13 for white women, and 11.4 for women of Hispanic 

origin. 

 

AB 241 describes implicit bias as “the attitudes or internalized stereotypes that affect our 

perceptions, actions, and decisions in an unconscious manner, exists, and often contributes to 

unequal treatment of people based on race, ethnicity, gender identity, sexual orientation, age, 

disability, and other characteristics.”  

I have often wondered if implicit bias plays a part in the delayed diagnosis of subarachnoid 

hemorrhage.  I remember early in my career, an African American woman was called back to 

the emergency room as the hemorrhage was missed on her CT scan.  The changes, mostly 

mildly dilated ventricles, were subtle.  But it made me wonder how many people come to the 

emergency room, especially if they do so often as it is their only source of healthcare, and are 

misdiagnosed. Perhaps someone will take up the challenge and do the study.  We may be 

surprised by what we find.  

 

 

 

 

 

Follow up on California’s End of Life Option Act- EOLA 
Moustapha Abou-Samra, MD Associate Editor 

 

 

I remember the fierce debate!  

 

There were strong opinions on both sides. Eventually, the act was passed by the California 

Legislature. But before Past Governor Jerry Brown, a Jesuit educated and influenced man who 

had reservations about euthanasia, or what was described as death with dignity, signed it into 

law, he consulted with several prominent religious authorities including Archbishop Desmond 

Tutu.  

 

Well, it is now the law of the State and it is called EOLA. It went into effect on June 9, 2016. And 

the legislature mandated at the same time that the California Department of Public Health- 

CDPH provides an annual report about it. Such a report was issued last July. 

 

It is an interesting report. At once comprehensive and in need for of additional information, it will 

hopefully get more accurate and complete as some reporting kinks are worked out and as 

follow up becomes more complete. 

 

Do you remember the young mother who moved to Oregon to avail herself of the option of 

ending her own life when she deems appropriate, because such an option was not available in 

California? Brittany Maynard was 29-year-old and was dying of a malignant brain tumor. She 

became the public face of the fight to get this act passed and gave an emotional testimony to 

the  California Assembly. Well, it is now clear that brain tumors are not among the major reasons’ 

patients choose to end their life. And the majority of people that put this option to use are not 

young. On the Contrary they are over seventy and some in their nineties. Only 11.3 percent are 

under the age of 60; 75.9 percent were between the age of 60 and 89; and 12.8 percent are 90 

years of age or older. 

 

Here are some other interesting findings:  
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 Not everyone who initiated the process of ending their own life completed it. One has to 

make two separate verbal requests to their physician, separated by 15 days. Of the 512 

patients who started this process, only 452 received aid-in-dying prescription drugs. 

 59 of these died from their underlying illness or other causes and not from ingesting the 

drugs. There were 79 whose ingestion status was unclear leaving the total of patients who 

ingested and died from the drugs prescribed at 314, in 2018- it is clear that more 

accurate information is necessary. 

 The percentage of death resulting from ingestion of aid- dying-drugs is only 12.6 per 

10000 deaths based on 268474 deaths of California residents, in 2018- not a high number.  

 The death certificates always list as the cause of death the underlying illness, and not the 

aid-in-dying drugs, in keeping with the Legislature’s strong desire to protect patients’ 

privacy. 

 88.4 percent of patients were white and 51 percent female. 

 87.5 percent of patients were receiving hospice or palliative care. 

 80.1 percent of patients had at least some level of college education- I find this 

interesting. 

 87.5 percent of patients informed their family of their decision to participate in EOLA. 

 68.8 percent of patients had malignant neoplasms. 44.8 percent were the usual suspects, 

in descending order: lung, pancreas, colon, breast and prostate. 55.2 percent were 

other types of cancers, including blood, skin, liver and yes, brain. Brain tumors were 

lumped with other neoplasms including “eye and … other parts of the nervous system;” 

they constituted 5.6 percent- leading me to deduct that brain tumors were less than 5 

percent. 

 Neurological diseases accounted for 13.1 percent with the vast majority being 

Amyotrophic Lateral Sclerosis, followed distantly by Parkinson’s disease and multiple 

sclerosis. 

 94.4 percent of patients had some insurance coverage with Medicare and or Medicare 

with a secondary, accounting for 70.3 percent. Only two individuals or 0.6 percent 

reported no insurance coverage- again, very interesting. 

 54.3 percent of patients had a physician, mostly their own- 70.5 percent, or a trained 

health care professional present at the time of ingestion of the aid-in-dying drugs. There 

were actually 180 physicians who prescribed the drugs for the 452 patients. So, some 

physicians are more inclined to participate, and I deduct that no physician is forced to 

participate, if he or she does not feel comfortable in doing it. 

 Finally, 92 percent of patients ingested the drugs in a private home setting- I certainly, 

would hope that when it is time to go, it will be in my home. 

 

I must say that one of my concerns early on in the debate and when EOLA became the law of 

the state, was the potential abuse, abuse of any kind. People with terminal cancer or 

debilitating conditions deserved the right to have a say in how their life ended. I never 

questioned that. But the proverbial slippery slope was a concern. This report shows that there is 

no evidence of abuse, whatsoever. 
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Ciara’s Corner—a report from our woman at the CMA 

      Ciara Harraher, MD-Contributing Editor 
 

went to CMA headquarters in Sacramento this week to participate in a Specialty Society Legislative 

Roundtable. This was the first of its kind since I started as a delegate and was overall very interesting 

and useful.  The meeting was led by Janus Norman who is the SVP for Government Relations at 

CMA and the head lobbyist. Several other members of his legislative team were present who 

represent different issues such as workforce, cost-containment, scope of practice and public health. 

There were only four other physician delegates present which meant we had plenty of opportunities 

to interact directly and they were all very interested in gaining our perspectives.  

 

The CMA has three main priorities for 2020:  

1. WORKFORCE:  Prop 56 funds has 40 million dollars/year to increase GME slots in primary care 

and ER and create a loan re-payment fund. The foundation branch of CMA (Physicians for a 

Healthy California) is administering these funds. Thus far, 156 residency spots have been filled 

and 127 students have received loan repayment. To access these funds, they must make a 5 

year commitment to treat 30 % medi-cal patients.  

 

Some issues were raised regarding the quality of some of the smaller residency programs that 

may have faculty less interested in teaching and provide less exposure to trainees. Are we 

creating a workforce that is prepared or are we just growing in volume but not quality? We 

also talked about other ways to increase physicians in under-serviced regions such as 

creating pipeline programs starting in high school which would ultimately incentivize 

physicians to go back to their communities.  

 

2. COST-CONTAINMENT: Newsom is a very different Governor who is active and engaged in 

healthcare and wants to constrain the cost. He supports single-payer but realizes he can’t do 

it as a single state and needs to first demonstrate that we can control costs and improve 

quality of care. Thus far, he is only doing this by moving towards more value-based care in 

Medi-cal. CMA mandate continues to be to protect all modes of practice and reduce 

administrative burden to improve the working capitol that we physicians represent. National 

data shows that physician-led care costs less than hospital-led care so CMA is exploring new 

partnerships. The main one is with Aledade, the ACO which I have mentioned previously, and 

has now been launched in Monterey and Butte county. I would be interested if any of our 

members in these regions have any initial impressions? I specifically asked Janus to look into 

how this is going to affect the specialties as these organizations are currently only assisting 

primary care physicians streamline their practice.  Other issues briefly mentioned were 

addressing network adequacy and using the purchasing power of the state to buy 

pharmaceuticals at a lower rate.  
 

3. PUBLIC HEALTH: E-cigarettes/vaping is the main policy area currently in light of the recent 

increase in hospitalizations. CMA is working with heart and lung association to understand the 

variations of tobacco policy and why e-devices are taxed differently under prop 56. Is the 

preferred approach to ban (which is possible as they actually aren’t approved by the FDA) or 

just try to deter consumption and youth entry into the market by banning flavored products. 

Other questions were raised about marijuana and how this ties in with the opioid crisis and the 

regulatory promises of prop 64.  
 

Overall, the discussion was lively and the CMA lobbyists were very keen to address our concerns.  I 

now have a direct line to each of them which will be very useful if we have specific issues we want to 

raise. Currently, we have been more reactive, responding to things happening in the legislature. I 

think now we have the opportunity to be more pro-active!  As always, if you have any questions or 

ideas, please email me directly harraher@stanford.edu. 

I 

mailto:harraher@stanford.edu
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Tidbits 
 

 

A Majority of Physicians now take part in an ACO  
 

The AMA notes that physician participation in accountable care organizations (ACOs) reached 

a milestone in 2018. More than half of physicians reported their practice was part of an ACO, 

less than a decade after the payment model debuted as part of the Affordable Care Act 

enacted in 2010. 

 

Results were based on data from the ongoing Physician Practice Benchmark Survey, conducted 

by the AMA Division of Economic and Health Policy Research in 2018. The division conducts 

independent research to support AMA federal, state and private sector advocacy. 

 

Overall, 53.8% of physicians reported participation in at least one ACO type in 2018, up from 44.0% 

in 2016,” according to a recently released AMA research paper. By ACO type, 38.2% of 

physicians belonged to a Medicare ACO, 26.3% to a Medicaid ACO, and 39.0% to a 

commercial ACO. Data was also collected on medical home participation, with 31.9% of 

physicians reported working in a practice that belonged to one. 

 

Solo physicians were the least likely to participate. Only 11.1% of these physicians belonged to a 

medical home, 22.6% to a Medicare ACO, 14.6% to a Medicaid ACO, and 27.2% to a 

commercial ACO. 

 

Hospital-owned practices had much higher physician participation than doctor-owned 

practices. Participation was more than 20 percentage points higher in Medicare ACOs and 

medical homes among physicians in hospital-owned practices, compared with those in 

physician-owned practices. 

 

Multispecialty practice physicians overall had the highest participation rates. Among 

multispecialty practice physicians, 46% belonged to a medical home, 51.6% to a Medicare ACO, 

34.9% to a Medicaid ACO, and 49.5% to a commercial ACO. 

 

 

 

Council of State Neurosurgical Societies Resolutions 
 

Below is the list of resolutions to be considered at the CSNS meeting in San Francisco.  Any CANS 

member who wishes to express an opinion for consideration by the CANS BOD as they consider 

taking a stand on each resolution should contact CANS President John Ratliff at 

jratliff@stanford.edu.    

 

 RESOLUTION I 

Title: Augmenting the Allocation of Resources for Socioeconomic Education  

Submitted By: Nitin Agarwal, M.D., Robert F. Heary, M.D.  

WHEREAS, the “critical mission” of the Council of State Neurosurgical Societies (CSNS) is 

socioeconomic education; and  

WHEREAS, in the current value-based healthcare climate, additional knowledge is vital to 

succeed in the transition to practice in the areas of practice management, coding and billing, 

medical-legal issues; and  

file:///C:/Users/Janine/Downloads/jratliff@stanford.edu
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WHEREAS, fee based educational courses do exist that address some of these issues, such as 

Society of Neurological Surgeons (SNS) Senior Resident Course: Transition to Practice, but are 

limited in availability; therefore  

BE IT RESOLVED, that the CSNS requests the National Research Education and Foundation (NREF) 

to allocate additional resources to support trainee education on socioeconomic issues in 

neurosurgery; and  

BE IT FURTHER RESOLVED, that the CSNS works with the AANS, and CNS to expand the availability 

of courses focusing on pertinent socioeconomic issues for trainees transitioning to practice; and  

BE IT FURTHER RESOLVED, that the CSNS works with the SNS and NREF to create scholarship 

opportunities for trainees to attend existing fee-based courses. 

 

RESOLUTION II  

Title: Amendment of CSNS Rules and Regulations to allow for greater state representation  

Submitted by: Greg Trost, Ajit Krishnaney, and Jeremy Phelps  

WHEREAS, the CSNS seeks to be a representational body for all neurosurgeons, especially 

focusing on advocacy from the state level; and  

WHEREAS, the number of state delegates is determined by the number of members of each 

state society; and  

WHEREAS, the CSNS Chair may appoint a neurosurgeon to act as a delegate for those states 

without a state society; and  

WHEREAS, the current CSNS Rules and Regulations stipulate that the Chair is only allowed to 

select a single neurosurgeon to represent each state on a meeting by meeting basis; therefore  

BE IT RESOLVED, that the CSNS Rules and Regulations Section II.C.5 be amended to allow the 

CSNS Chair to appoint multiple representatives over longer time periods. 

 

RESOLUTION III 

Title: Expanding subspecialty-focused traveling fellowship during neurological surgery residency  

Submitted by: Nima Alan, M.D., Nitin Agarwal, M.D.  

WHEREAS, traveling fellowships offer trainees direct access to alternative and additional 

knowledge, concepts, and techniques from experts nationwide; and  

WHEREAS, the AANS/CNS Joint Cerebrovascular Section offers traveling fellowship in 

collaboration with industry for neurosurgery residents1; and  

WHEREAS, the AANS/CNS Section of Pediatric Neurosurgery has similarly offered traveling 

fellowships for neurosurgery residents since 19952; and  

WHEREAS, there are no other traveling subspecialty-focused fellowships sponsored by parent 

neurosurgical organizations or respective joint sections; therefore  

BE IT RESOLVED, that the CSNS advocates for the development of traveling fellowships in 

partnership with the AANS and /or CNS and the respective subspecialty joint sections; and  

BE IT FURTHER RESOLVED, that the CSNS advocates for funding for these fellowships via the 

support of NREF. 

 

RESOLUTION IV  

Title: Study of Number and Distribution of Neurosurgeons in the United States  

Submitted by: Owoicho Adogwa, MD,MPH, Catherine Mazzola, MD, Jacob Lepard, MD, Kristin 

Huntoon MD, Joseph Cheng, MD, Karin Swartz, MD, Work Force Committee*  

WHEREAS, the American Association of Medical Colleges reports that the United States will see a 

shortage of up to 122,000 physicians by 2032; and  

WHEREAS, the projected physician shortage include both primary care and specialty care, 

including neurosurgery; and  

WHEREAS, several new studies show that the shortage of health care services in the United States 

does not stem from a lack of physicians so much as from the inefficient use and uneven 

distribution of resources; and  
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WHEREAS, neurosurgery resident compliment is increasing and neurosurgery programs are 

graduating more neurosurgeons in response to this perceived shortage leading to over 

saturation of neurosurgeons in major cities; therefore  

BE IT RESOLVED, that the CSNS work with AANS, CNS and SNS to study the distribution of 

neurosurgeons and neurosurgeons per capita in the United States; and  

BE IT RESOLVED, the CSNS produce a white paper based on the results of this study. 

 

RESOLUTION V  

Title: Prevalence of Ambulatory Surgery Centers in Neurosurgery Practice  

Submitted by: Najib El Tecle, MD, Jeff Mullin, MD, Owoicho Adogwa, MD, MPH, Clemens 

Schirmer, MD, PhD, Medical Practices Committee  

WHEREAS, the Centers for Medicare and Medicaid Services (CMS) expanded the approved 

codes that neurosurgeons can perform at ambulatory surgery centers (ASC); and  

WHEREAS, spine surgery is a high cost procedure, and ASCs report annual cost savings of $140 

million for spine surgery; and  

WHEREAS, other high cost neurosurgical procedures such as diagnostic cerebral angiography, 

deep brain stimulation generator placement and revision, and stereotactic radiosurgery, have 

also been approved to be performed at ASC; and  

WHEREAS, ASC’s provide an improved cost structure over traditional hospitals and have a 

narrower scope of practice which could result in more efficient deployment of healthcare 

resources and higher patient satisfaction; and  

WHEREAS, there are more than 100 ASCs that focus on spine surgery, and procedures such as 

lumbar discectomies and posterior cervical foraminotomy are commonly performed on an 

outpatient basis. The literature supports transitioning ACDF to the outpatient setting as well; and  

WHEREAS, some evidence suggests minimally invasive transforaminal lumbar interbody fusion 

and lateral lumbar interbody fusions could go outpatient in larger numbers with the appropriate 

patient selection; and  

WHEREAS, a growing number of neurosurgery programs are exploring methods of integrating 

ASC into their practices; therefore  

BE IT RESOLVED, that the CSNS work to develop a database of ambulatory surgical centers in 

neurosurgery containing data items including, geographic distribution, number of physicians, 

number of patients, type of procedures performed as well as standardized outcomes be 

collected for further study; and  

BE IT FURTHER RESOLVED, that the CSNS develop a tool kit with information for prospective 

neurosurgeons interested in embarking on the journey to participate in an ASC. 

 

RESOLUTION VI  

Title: Surgical Intervention in the Reduction of Opioid Use  

Submitted by: Laura Stone McGuire MD, Darian Esfahani MD MPH, Shaun O’Leary, MD  

WHEREAS, patients with chronic pain are most commonly managed medically for their 

symptoms, including the use of opioids; and  

WHEREAS, opioid dependence, abuse, and overdose represent a worsening epidemic in the 

United States; and  

WHEREAS, multiple surgical procedures exist to treat chronic pain, including spinal cord 

stimulation, dorsal root ganglion stimulation, intrathecal pumps, and others; and  

WHEREAS, surgical intervention may reduce opioid use1; and  

WHEREAS, surgical intervention for chronic pain remains underutilized; and  

WHEREAS, surgical intervention for chronic pain has been shown to be cost-effective compared 

to medical management; therefore  

BE IT RESOLVED, that the CSNS develop and distribute a survey studying the practice of surgical 

interventions for pain; and  
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BE IF FURTHER RESOLVED, that the CSNS develop a position statement promoting the use of 

surgical interventions for the treatment of pain. 

 

RESOLUTION VII  

Title: Temporal and Regional Variability of Thrombectomy Rates across the U.S.  

Submitted by: Samer G. Zammer, MD MPH, Scott D. Simon, MD  

WHEREAS, there is currently class I evidence that mechanical thrombectomy should be 

considered in patients with acute ischemic stroke who meet a defined set of criteria; and  

WHEREAS, lower but still strong level of evidence support the role of mechanical thrombectomy 

in patients falling outside this set of criteria; and  

WHEREAS, the transition to comprehensive stroke centers and the transfers to these centers are 

on the rise; therefore  

BE IT RESOLVED, that the CSNS request that the JCHAO work with the CSNS to provide the 

numbers and rates of thrombectomies per stroke center or region over the past decade; and  

BE IT FURTHER RESOLVED, that should a temporal variability be uncovered, this would potentially 

provide inference to whether the rate is changing or “responding” to the new studies and 

evidence about mechanical thrombectomy and to the increase in the set of indications; and  

BE IT FURTHER RESOLVED, that should a regional variability be uncovered, this might highlight 

different socioeconomic factors and social determinants of health that might limit patients to 

the access to mechanical thrombectomy. 

 

RESOLUTION VIII  

Title: Further study of preparedness of neurosurgical graduates for practice  

Submitted by: Brett Youngerman, MD, Kristin Huntoon, DO, PhD, Owoicho Adogwa, MD, MPH, 

Catherine Mazzola, MD, Clemens Schirmer, MD, on behalf of the CSNS Medical Practice 

Committee*  

WHEREAS, various health system trends have placed pressure on resident independence and 

experience, and limited the use of training models designed to promote transition to 

independent practice during residency; and  

WHEREAS, the results of a CSNS survey of graduating residents regarding their preparedness to 

practice is expected at the Spring 2020 CSNS plenary session (Resolution VI – 2019S); and  

WHEREAS, surveys provide excellent insight but are inherently subjective and limited by response 

bias; and  

WHEREAS, the American Board of Neurological Surgery (ABNS) POST is an integrated information 

technology platform for the collection of clinical data from recent residency graduates; and  

WHEREAS, the ABNS POST’s design allows for the uniform and compete collection of discrete 

data elements describing patient variables, diagnoses, procedures, clinical decision-making 

and outcomes; therefore  

BE IT RESOLVED, that the CSNS work through the parent organizations with the ABNS to analyze 

select de-identified data to objectively assess trends in resident preparedness for practice; and  

BE IT RESOLVED, that CSNS produce a white paper based on the data and trends identified in 

the analysis above outlining how these trends may affect preparedness to practice. 

 

RESOLUTION IX  

Title: Firearm Access and At-Risk Neurosurgical Patients  

Submitted by: Jeremy Amps, Kris Kimmell, and the CSNS Patient Safety Committee*  

WHEREAS: Common neurosurgical conditions, including traumatic brain injury and brain tumors, 

increase risk of suicidal ideation significantly above the general population; and  

WHEREAS: Access to firearms increases risk of completed suicide; and  

WHEREAS: Intervention, including restricted access to firearms, reduces the risk of suicide; 

therefore  
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BE IT RESOLVED: that the CSNS request its parent organizations recommend to all its members 

that they consider a discussion of access to firearms in all patients considered at risk. In its 

simplest form, this would include simple screening questions with follow up questions about 

whether the firearms are stored unloaded and locked; and  

BE IT FURTHER RESOLVED: that as the body of knowledge in this subject grows, the parent 

organizations consider updated recommendations to its members about this important topic. 

 

RESOLUTION X 

Title: Improving price transparency for neurosurgical devices 

Submitted by: Kurt Yaeger, Laila Mohammad, and Kris Kimmel 

WHEREAS, the costs of surgical devices and implants are not transparent to the surgeon or 

patient; and 

WHEREAS, according to the Medicare Payment Advisory Commission, medical devices are a 

rising contribution to healthcare costs, with spending on devices rising 4-5% annually; and 

WHEREAS, increasing the price transparency of medical and surgical devices may increase 

competition amongst manufacturers, thereby driving down prices, and also increase more 

efficient use by providers, leading to lower overall healthcare costs; therefore 

BE IT RESOLVED, the CSNS advocates the AANS/CNS to advocate for increased price 

transparency for surgical devices. 

 

RESOLUTION XI  

Title: Assessing the risks versus benefits of reprocessing surgical implants  

Authors: Kurt Yaeger, Laila Mohammad, and Kris Kimmel  

WHEREAS, neurological surgery is a special highly dependent on surgical implants, both spinal 

and cranial, to improve postoperative functionality; and  

WHEREAS, traditionally, surgical implants (such as pedicle screws) have not been prepackaged 

for one-time use and are frequently reprocessed and re-sterilized between surgeries; and  

WHEREAS, implants exposed to multiple surgeries can harbor multiple contaminants, including 

corrosion, fat, and soap, and the infectious risk for such reprocessed devices is unknown; and  

WHEREAS, reprocessing unused surgical implants may lower healthcare costs by limiting waste 

associated with single-use devices; and  

WHEREAS, the current practice of reprocessing surgical implants is varied, and the overall risks 

compared to benefits of such a practice is relatively unstudied; therefore  

BE IT RESOLVED, the CSNS evaluates the practice of surgical implant reprocessing at 

neurosurgical practices around the country, and  

BE IT FURTHER RESOLVED, the CSNS composes a whitepaper better defining the risks and benefits 

of surgical implant reprocessing. 

 

RESOLUTION XII  

Title: Reduction in on-call duty burden for practicing neurosurgeons  

Submitted By: Kristopher T. Kimmell on behalf of the Patient Safety Committee*  

WHEREAS, Neurosurgeons are a unique specialty who frequently take significant amounts of 

emergency call compared to other specialties; and  

WHEREAS, this call can frequently require significant physical and cognitive efforts on the part of 

neurosurgeons; and  

WHEREAS, many hospitals and health care systems expect neurosurgeons to fulfill these call 

obligations while also maintaining their normal clinical duties; and  

WHEREAS, over time these expectations can lead to significant physical and psychological 

fatigue; and  

WHEREAS, there is the potential for compromise to quality of care and patient safety under these 

conditions; and  
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WHEREAS, the cumulative burdens and fatigue also contribute significantly to physician distress 

and burnout; and  

WHEREAS, these issues can lead to downstream economic and workforce effects; therefore  

BE IT RESOLVED, that the CSNS study to scope of neurosurgical call duties for neurosurgeons of all 

sub-specialty types; and  

BE IT FURTHER RESOLVED, that the CSNS make recommendations to the parent bodies on 

appropriate interventions to ameliorate the burden of call for neurosurgeons, including use of 

physician extenders for first call, postponement of clinical duties post call to provide for 

necessary rest, adequate staffing ratios for emergency call, and other measures.  

 

 
 
 
 
 
 

BEHIND EVERY ANGRY WOMAN STANDS A MAN WHO HAS ABSOLUTELY 

NO IDEA WHAT HE DID WRONG. 
 
 
 

Neurosurgery Physician Extender Positions Open: 
  
Arrowhead Neurosurgical Medical Group is seeking to hire four (4) Physician Extenders, either 

Nurse Practioners or Physician Assistants for their practice in the Inland Empire.  

 

Qualified individuals would have at least two years experience in Neurosurgery/Neurology, and 

be willing to relocate to the Riverside area for work with Neurosurgery attendings and residents at 

a teaching hospital.  Income will be based on fair market value for individual candidate’s 

experience and capabilities.  Candidates who lack the two years of required experience can 

choose to do a neurosurgery PA/NP fellowship with ANMG as preparation for the position.  Ideal 

candidates could start as early as 1/1/2020.  

 

Interested candidates can send their CV to Madeline Castorena  

Madeline.Castorena@ruhealth.org , to be directed to Dr. Javed Siddiqi, President of ANMG. 

 
 
 
 
 

mailto:Madeline.Castorena@ruhealth.org
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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. 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. 

 

 

 

 

 

 

 
 

 T 

Meetings of Interest for the next 12 months: 

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. 

California Neurology Society: Annual Meeting, November 8-10, 2019, Anaheim, CA 

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 

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 

North American Spine Society: Annual Meeting, October 7-10, 2020, San Diego, CA 
 

mailto:emily@cans1.org
mailto:rws-avopro@sbcglobal.net
mailto:emily@cans1.org
file:///C:/CANS/NEWSLETTERS/Application%20Data/Mar2011/CANS/NEWSLETTERS/My%20Documents/Application%20Data/Microsoft/Jan2010Newsltr/www.cans1.org
mailto:emily@cans1.org
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