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P R E S I D E N T ’ S M E S S A G E F R E M O N T P . W I R T H , M D

F
rom the heroic lines of Homer’s
Odyssey to the familiar fireside “Big
Fish” tale, everyone loves a good story.
This simple fact, woven into the very

fabric of our humanity, allows exploitation
of entertainment for our own good.

This idea is at the heart of one of the
older story forms, the fable, a pithy and
palatable means for communicating a mes-
sage that an audience might not particular-
ly want to hear. Consider this recounting of
Aesop’s The Eagle and the Arrow:

The archer saw the eagle perched high
atop a rock. Taking careful aim, he 
shot his arrow true. The eagle, mortally
wounded, saw in a single glance that 
he himself had furnished the arrow’s
feathers. “It is a double grief to me,”
he exclaimed, “that I should perish 
from an arrow feathered by my 
own wings.”

The moral of the story? We often sup-
ply others with the means of our own
destruction.

This simple tale springs to mind when
considering the complex issues that con-
tribute to what many describe as a crisis in
neurosurgical emergency care. While only a
very small number of neurosurgeons report
that they no longer take emergency call, the
fact that any neurosurgeon might feel com-
pelled to forsake neurosurgical emergencies
is a matter of great concern.

To borrow a phrase from Aesop, it is a
double grief to me that some patients may
not receive neurosurgical emergency ser-
vices from neurosurgeons, who surely are
best equipped to provide such care, and
that by not providing such services, neuro-
surgeons themselves set in motion a chain
of events which eventually may prevent
their own participation in neurosurgical
emergency care.

An in-depth view of the issues involved
and results of the 2004 AANS/CNS
Neurosurgical Emergency and Trauma
Services Survey were reported in the Win-
ter 2004 issue of the AANS Bulletin. The
2004 ER survey demonstrated that the
great majority of neurosurgeons or their
practices were providing at least one hos-
pital with neurosurgical emergency cover-
age at all times. The survey also revealed
serious concerns with the delivery of care,
with strain most evident among neuro-
surgeons in solo or small-group practice.
Survey results added detail to the contin-
uing story of a strained workforce in
which there remain more open positions
than neurosurgeons to fill them. Subse-
quently, evidence has mounted that an
increase in patient transfers to academic
centers causes delay in patient care and
stresses the resources of these facilities.

To study the problem of neurosurgical
emergency care further, last fall the board
organized the AANS Task Force on Neuro-

surgical Care and Physician Workforce
Issues. This task force, introduced in my last
column, is charged with developing and
proposing a solution to this problem. It
now has met twice and will meet again dur-
ing the AANS Annual Meeting in April, the
theme of which appropriately is Meeting
the Challenges of Neurosurgery: Expand-
ing Resources for a Growing Population.

AANS Workforce Survey Builds 
Case for Action
One of the task force’s first acts was to com-
mission a comprehensive study of work-
force issues, including neurosurgical
emergency coverage: the 2006 AANS Work-
force Survey. Results include the finding that
93 percent of neurosurgeons currently take
emergency call, but 76 percent perceive call
coverage to be a problem in their region.

It is clear to us in neurosurgery that
neurosurgical emergency care encompass-
es much more than nervous system trau-
ma. It encompasses acute spinal cord
compression from tumor or hematoma,
intracerebral hemorrhage, subarachnoid
hemorrhage, acute increased intracranial
pressure from shunt malfunction as well as
from expansion of intracranial mass
lesions, among others. These complex
problems are challenging even for neuro-
surgeons, who are trained specifically to
manage these conditions.

Many other forces impact the provision
of emergency care, limiting the availability
or willingness of neurosurgeons to perform
these services. These include liability costs,
absent or inadequate reimbursement, and
lack of hospital resources that includes neu-
rosurgical intensive care unit beds, appro-
priate imaging capabilities, neurosurgical
endovascular capabilities and adequately
trained personnel to assist in the complex
care of neurosurgical patients.

The Moral of the Story
Neurosurgery’s Professionals Offer Best Neurosurgical Emergency Care

Fremont P. Wirth,

MD, is the 2005–2006

AANS president. He is

in private practice at 

the Neurological

Institute of Savannah

in Georgia.

AANS Explores Neurosurgical 
ER Coverage
The AANS Board of Directors has been
aware of the developing crisis in delivery
of neurosurgical emergency care and
recognizes that in selected areas of the
United States, neurosurgical emergency
coverage is less than optimal. As it un-
folds, the tale explaining why this is so is
far from entertaining.

Continued on page 4



dents, Cushing said this of the Hippocratic
oath: “There is nothing that expresses so
well…the ideals which from the first have
actuated the doctor and have led to the sol-
idarity of the profession you are entering.”

Many readers will be familiar with the
oath’s modern version, which reads in part,
“May I always act so as to preserve the finest
traditions of my calling, and may I long
experience the joy of healing those who
seek my help.”

I hope this ideal reaches beyond a fable’s
moral or a greeting card’s sentimentality.
Physicians have struggled before and since
Hippocrates, before and since Cushing,
with finding the difficult balance of busi-
ness and profession. To abandon provision
of neurosurgical emergency services now,
even for compelling marketplace reasons,
would be sending an arrow which we our-
selves have feathered through the heart of
our profession.

The AANS believes that the best neuro-
surgical emergency care is provided by
neurosurgery professionals. AANS mem-
bers have demonstrated their commitment
to providing emergency neurosurgical care.
Be assured that the energies of the AANS
are bent upon improving the environment
for doing so. 3
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While the task force’s proposals will be
released at a later date, there already is
agreement that neurosurgical care is best
delivered by trained neurosurgical
providers. Further, we know that hospitals
want to provide neurosurgical services at
least in part because neurological illness is
a profitable service line. We also know that
there are more hospitals providing “neu-
rology services” than there are neurosur-
geons in this country. Given these facts, it is
likely that the task force will recommend
some reorganization of the system for pro-
viding neurosurgical care. Such an
approach has the potential for improving
the quality of life for neurosurgical
providers as well as enhancing the avail-
ability of high quality neurosurgical care
for our patients.

Acute Surgical Care Specialty?
Of course, a number of other physicians
also are concerned about this problem,
among them emergency physicians, hand
surgeons, orthopedic surgeons, and trauma
surgeons. Various solutions have been pro-
posed. One of these is the development of
an acute care surgical specialty, which
would expand the current trauma and crit-
ical care specialty to include emergency
neurosurgery and orthopedic surgery.

The AANS has opposed this expansion
for a number of compelling reasons, chief
among them training and current evi-
dence. It is unlikely that trauma surgeons
can learn to manage neurosurgical trauma
with the addition of one or two years of
training. The pathophysiology and anato-
my of the nervous system are complex,
quite distinct and unique compared to the
pathophysiology of the chest and abdo-
men. Furthermore, a study by Knut Wester,
MD, recently found that emergency neuro-
surgical care provided by general surgeons
in Norway’s community hospitals resulted
in increased morbidity and mortality when
compared with care of patients who were
transferred to a neurosurgeon, even when
this required moving patients distances of
100 miles or more. This and other evidence

suggests that an expansion of critical care
trauma surgery into the field of neurosur-
gical trauma could be expected to nega-
tively impact patient safety and quality of
patient care.

The crisis in emergency care with
respect to neurosurgery has as much to do
with distribution of neurosurgical trauma
care as with a shortage of it. The Ameri-
can College of Surgeons has developed an
excellent program of trauma center desig-
nation, and there now is evidence in peer-
reviewed journals, specifically a study by
Demetriades and colleagues which found
that level 1 trauma centers provide high-
er quality care than other facilities. Since
most trauma surgeons work in level 1
trauma centers, additional training in
neurosurgery—even if effective—is un-
likely to benefit neurosurgical trauma
patients because by definition neurosur-
geons already are available at level 1 trau-
ma centers.

The story of how neurosurgical emer-
gency care delivery will be resolved remains
a work in progress. The acute care surgical
specialty concept is unlikely to be totally
abandoned, though it may evolve into a
surgical hospitalist concept. Having recent-
ly had the opportunity to meet with the
leaders of other surgical specialties at an
ACS-organized meeting to address the
issue of emergency care, I am optimistic
that surgery may be able to move forward
with one voice on many aspects of this
issue. Our collective goal is to develop an
effective, unified message to leadership in
the U.S. Congress that will facilitate a solu-
tion to the delivery of appropriate emer-
gency care to our patients.

The Moral of the Story
Neurosurgery, a profession known to cele-
brate tradition, is replete with stories of its
pioneers. As the AANS begins celebration
of its 75th anniversary year, it seems appro-
priate to remember Cushing—neuro-
surgery’s founder—and his homage to
Hippocrates, the father of medicine. In a
1926 address to graduating medical stu-

P R E S I D E N T ’ S M E S S A G E

Continued from page 3
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3 RUC Requests Rapid Response to Physician Work Surveys Neurosurgeons periodically are requested to
complete physician work surveys that are used to estimate the intensity and work involved in perform-
ing a procedure. These surveys are examined by the multispecialty Relative-Value Update Committee,
known as the RUC, which forwards its recommendations to the Centers for Medicare and Medicaid
Services. “A large survey sample with accurate estimates of physician time as well as visit level and fre-
quency is critical to determining work value,” said Gregory J. Przybylski, MD, an RUC panelist and chair
of the AANS/CNS Coding and Reimbursement Committee. “To ensure presentation of the most accu-
rate estimate of physician work, broad survey participation among neurosurgeons is essential.”
Development of the Medicare fee schedule is based on these recommendations, and many third party
payers in turn base their schedules on the MFS.

3 Study Suggests Respectful, Compassionate Physicians Can Improve Their Patients’ Outcomes A study
that identified seven characteristics of a patient’s “ideal” physician supports the idea that quality medical
care should include a patient-centered approach. The characteristics patients selected include confident,
empathetic, humane, personal, forthright, respectful and thorough, with thorough named most often.
Patients who described a “worst” physician experience noted traits that reflected insensitivity or disre-
spect. The study suggests that interpersonal skills training for physicians could have far-reaching effects
because the physician–patient relationship affects not only a patient’s emotional responses, but also the
patient’s behaviors and outcomes, such as compliance and recovery. “A physician who pays personal
attention to the patient, who is respectful, compassionate and competent, that’s what every patient

wants,” said James Li, MD, PhD, of the Mayo Clinic Division of Allergic Diseases. The study of 192
patients was published in the March issue of Mayo Clinic Proceedings.

3 New Handheld Device Detects Brain Hematoma A new handheld device, the InfraScanner, uses a PDA
platform and a wireless probe to detect hematoma based on the near-infrared light absorption of the
bleeding part of the brain.“The user-friendly device maps out the location of the hematoma with graph-
ics onto a PDA screen and can assist paramedics and emergency room personnel in attending to those
injured in traffic and sports accidents, falls and on the battlefield,” said Banu Onaral, PhD, who is lead-
ing the team at the Drexel School of Biomedical Engineering, Science and Health Systems that created
the InfraScanner. The device also has application for head-injured children brought to the emergency
room. Pilot clinical tests of the device began in the neurosurgery department of the Hospital of the
University of Pennsylvania, and the device is about to begin multicenter clinical trials. Pending FDA
approval, the device will be available in the United States as early as 2006.

3 Physician Involvement Would Improve Accuracy of Medical Information in Mass Media Errors in report-
ing and lack of good information from health experts create problems with the coverage of medical
issues in the mass media, two recent studies have found. In a study published in the March issue of Mayo
Clinic Proceedings, Caspermeyer and colleagues from the Mayo Clinic and Arizona State University
found that of the 1,203 newspaper articles on neurological disorders published in 2003 that they ana-
lyzed, 20 percent contained medical errors or exaggerations. In television news, researchers from the
University of Michigan and the University of Wisconsin-Madison reported that medical stories com-
prised 11 percent of local newscasts in the one-month period studied, with the average story running 33
seconds. But the study, published in the March issue of the American Journal of Managed Care, found
that most stories did not give enough specifics and some contained dangerously incorrect reporting.
“Egregious errors such as these can actually harm the public,” said lead author James Pribble, MD. But
the authors don’t find fault only with newscasts. They emphasize that public health authorities, clinical
experts and researchers must learn to give reporters information that meets the unique medium of the
newscasts, which tell stories quickly, visually and in plain language.“The onus is on healthcare providers,
organizations and agencies,” said Dr. Pribble.

Texas Reforms Underlie
TDC’s 18 Percent 
MedMal Rate Reduction
In March The Doctors
Company announced an
average 18 percent
reduction in medical 
malpractice insurance
rates for Texas physi-
cians, including neurosur-
geons. TDC, which offers
a professional liability
insurance program to
AANS members, credits
tort reform passed in
Texas in 2003 that caps 
noneconomic damages
as the impetus for the
rate reduction. 
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MEASURING QUALITY:

First, Choose 
the Right Tool

© 2006 Frank Stella / Artists Rights Society 
(ARS), New York. 

Frank Stella 

“Harran II,” 1967 

Polymer and fluorescent polymer paint on canvas 

120 x 240 inches (304.8 x 609.6 cm) 

Solomon R. Guggenheim Museum, New York 

Gift, Mr. Irving Blum, 1982 

82.2976 

“Harran II” is part of the artist’s Protractor Series
of paintings based on carefully constructed geomet-
ric designs executed in flat planes of color.
“Through the device of the protractor and the use
of almost psychedelic color… Stella brought
abstraction and decorative pattern painting into
congruence in a manner that challenged the 
conventions of both traditions,” wrote art historian
Jan Avgikos for the Guggenheim Museum,
www.guggenheimcollection.org.



est neurosurgeons believe that the pay-for-performance bandwagon has
bypassed specialists, think again. In the year since the AANS Bulletin
focused on the rise of pay-for-performance programs and the attendant
necessity of choosing an appropriate tool for measuring quality of care in
neurosurgery, one thing seems certain: Pay for performance in some form

will be visited upon neurosurgeons, and soon.
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Though P4P programs have been under development
for several years through organizations of healthcare pur-
chasers such as the Leapfrog Group, the Centers for Medi-
care and Medicaid Services’ unequivocal endorsement of
pay for performance as a way to improve quality of care
and reduce healthcare costs catapulted the concept forward
in 2005. The CMS not only launched P4P demonstration
projects last year, but such programs, linked to Medicare
reimbursement, also were approved for the 2006 budget by
both chambers of the U.S. Congress and were expected to
become effective Jan. 1. Though the P4P provisions were
jettisoned in last minute maneuvering that resulted in a
one-year freeze on Medicare reimbursement, pay for per-
formance and specialty participation in the CMS P4P pro-
gram  has remained a prominent issue. A month after the
budget legislation was signed, the acting chief medical offi-
cer of the CMS, Barry Straube, MD, told Modern Health-
care during the March meeting of the American Board of
Medical Specialties that specialties “need to develop more
performance measures faster.” He noted also that “a lot of
specialties don’t have specialty-unique measures, and some
are way ahead of others.”

Straube singled out the Society of Thoracic Surgeons for
its leadership in developing specialty-specific quality mea-
sures. The STS has collected data on cardiothoracic surgery
outcomes and quality improvement since the late 1980s and
is conducting a national pilot program to measure both cost
and quality. The STS discussed its 21 cardiac surgery per-
formance measures in the Winter 2005 issue of the STS
National Database News.

“The good news is that this measure set was developed
largely by STS, and 15 of the 21 measures are based on data
from the STS National Database,” wrote Fred H, Edwards,
MD, chair of the STS Workforce on National Databases.
“STS involvement in the [National Quality Forum] process
has ensured that the metrics by which we measure quality
were developed by cardiac surgeons, not by bureaucrats.”

Straube also recognized the American Board of Internal
Medicine, which in March announced an arrangement that

allows those enrolled in the ABIM’s Maintenance of Certi-
fication program to apply performance data provided
though the CMS Physician Voluntary Reporting Program to
the ABIM’s self-assessment of practice performance.

“This arrangement reduces redundancy,” said Christine
Cassel, MD, president and CEO of the ABIM, announcing
the agreement. “It permits data to be collected once, but
used for multiple purposes, and provides additional incen-
tives beyond board certification for physicians to get
involved in performance assessment.”

In 2005 national organizations including the American
Medical Association and the American College of Surgeons
examined the CMS’ P4P initiatives and established respec-
tive sets of principles for physician participation. In Decem-
ber the AMA entered into a working agreement with
Congress to develop 140 quality measures by the end of
2006 through the Physician Consortium for Performance
Improvement, an agreement to which several specialty soci-
eties objected.

Organized neurosurgery participated in the AMA and
ACS development of respective P4P principles and in June
also articulated to Congress the specialty’s concerns regard-
ing pay for performance, among them that “the program
must be designed to truly improve quality of care and
patient outcomes.”Organized neurosurgery also established
the Quality Improvement Workgroup through the
AANS/CNS Washington Committee to develop quality
measures for neurosurgery.

Choosing the right tool of measurement for neuro-
surgery is the challenge currently facing the QIW, as well
as the topic under examination in this issue of the Bulletin.
Fernando G. Diaz, MD, offers an overview of P4P devel-
opment and an analysis of the utility of guidelines as
appropriate quality measures for neurosurgery. Robert E.
Harbaugh, MD, explores the inherent weaknesses of ran-
domized, controlled trials as the source for producing data
on which useful clinical guidelines for neurosurgery can be
based and turns attention to development of a procedure-
specific registry as neurosurgery’s tool of choice. 3
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FERNANDO G. DIAZ, MD

I
n 2005, the Centers for Medicare and Medicaid Services
announced a policy of rewarding physicians for meeting qual-
ity standards in clinical practice, a program known as “pay for
performance.” The announced purposes are to ensure best
practice patterns among all physicians, reduce unwarranted
variations in care, select quality measures that correlate with

better outcomes, and reward physicians for the quality of care rather
than for providing a service. The Medicare program that just
became effective Jan. 1, the Physician Voluntary Reporting Pro-
gram, includes 36 measures of which 16 are considered the “core
starter set” as well as a surgery worksheet that lists five measures.

The purpose of P4P is to pay physicians based on quality and
efficiency instead of on a fee-for-service basis. Members of the CMS
and the U.S. Congress, which is considering a variety of legislation
related to P4P, have been very clear that they believe the physician
community, in particular physician specialty organizations, should

develop the quality measures for their specialty.
The American College of Surgeons has collaborated with surgi-

cal specialty societies through both the Surgical Care Improvement
Project and the National Surgical Quality Improvement Program to
develop proposals that are based on recognized best practices and
avoid imposing undue administrative burdens on surgeons. These
proposals utilize process measures related to the prevention of cer-
tain complications such as infection and postoperative pneumonia.

A consortium of surgical specialty societies developed the Qual-
ity Improvement Framework for Surgical Care, which represents a
phased approach for implementing a pay-for-performance pro-
gram and addresses the difficulty of developing surgically applica-
ble quality of care measurements. The fundamental principles that
underlie the proposed framework are:

3 The primary goal of pay-for-performance programs must be
improving health quality and safety.

MEASURING PERFORMANCE

Are Guidelines a
Viable P4P Tool?

8 AANS Bulletin • www.AANS.org



3 Physician participation in pay-for-performance programs
must be voluntary.

3 A nonpunitive audit system should be implemented to ensure
the accuracy of the data.

3 To account for differences across surgical specialties and in the
federal government’s ability to collect and analyze meaningful data,
any Medicare pay-for-performance program must be pilot tested
across settings and specialties and phased in over an appropriate
period of time.

3 Practicing physicians and their professional organizations
must be involved in the design of Medicare pay-for-performance
measures and programs.

3 Physician performance measures used in
Medicare pay-for-performance programs must
be evidence-based, broadly accepted, and clin-
ically relevant.

3 The metrics must be fair and balanced
across specialties and developed using evi-
dence-based work or consensus panels of expert
physicians. The metrics must also be kept cur-
rent to reflect changes in clinical practice.

3 Physician performance data must be
fully adjusted for case-mix composition
including factors of sample size, age/sex dis-
tribution, severity of illness, number of
comorbid conditions, and any other features
that may influence the results.

3 The program should foster the patient-
physician relationship and must not discourage
physicians from treating patients with signifi-
cant health problems or complications out of
fear that they will have a negative influence on
quality scores and reimbursement.

3 There must be a mechanism for exceptions to pay-for-per-
formance compliance metrics for clinical research protocols and
in situations where measures are in conflict with sound clinical
judgment.

3 Performance measures should be scored against both absolute
values and relative improvement in values, as appropriate.

3 Medicare must positively reward physician participation in
pay-for-performance programs, including physician use of elec-
tronic health records and decision support tools.

3 Pay-for performance programs must compensate physicians
for any administrative burden for collecting and reporting data.

3 Pay-for-performance programs must not be budget neutral
within the Medicare physician payment system or be subject to arti-
ficial Medicare payment volume controls such as the sustainable
growth rate mechanism.

3 Pay-for-performance programs should not penalize physi-
cians for factors beyond their control.

3 Mechanisms must be established to allow performance awards
for physician behaviors in hospital settings that produce cost savings
outside the physician’s Medicare fee schedule including reducing
length of stay, and avoiding readmissions, which substantially reduce
hospital costs covered under Medicare Part A reimbursements.

3 Physicians must have the opportunity to review and correct
performance data, and those data must remain confidential and not
subject to discovery in legal proceedings.

The consortium sent these criteria in July to Rep. Nancy John-
son, chair of the House Ways and Means Health Subcommittee, and
she introduced the “Medicare Value-Based Purchasing for Physi-
cians’ Services Act of 2005” (H.R. 3617) based on these measures.

The legislation would restructure the Medicare
physician reimbursement formula to link pay-
ment to quality incentives. The essential provi-
sions of the bill include a phased-in,
value-based purchasing program over several
years starting with voluntary initial reporting
beginning in 2007.

Guidelines as Quality Measures
Performance measures selected to evaluate
physician performance in patient care should
be based on published scientific evidence. Evi-
dence of optimal outcomes and effectiveness
frequently is summarized in practice guidelines
that are created after a rigorous literature
review and assessment of the quality of the evi-
dence. According to the Agency for Healthcare
Research and Quality, practice guidelines are
formally defined as “systematically developed
recommendations, strategies, or other infor-

mation to assist healthcare decision-making in specific clinical cir-
cumstances.”

Guidelines are formulated based on evidence that results from
scientific research, and the strength of the recommendations is
based on the quality of the evidence available in the medical litera-
ture. Evidence is ranked as:

3 class I: randomized, prospective clinical trials;
3 class II: nonrandomized case series, case-control studies; and 
3 class III: expert opinion, case report.
By convention, recommendations supported by class I evidence

are termed “standards,” while class II evidence recommendations are
termed “guidelines” and class III recommendations are “options.”
Most available evidence is class II or III because well designed and
conducted prospective randomized clinical trials are rarely available.

Surgical care guidelines may include: verification of appropri-
ate side and site preoperatively, antibiotic administration within
one hour prior to the beginning in operating room time-out
immediately preceding the surgical procedure, appropriate imme-
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Potential Liability of Guidelines for Neurosurgery
A powerful argument against adopting guidelines as the yardstick
to measure physician performance is the potential misuse of guide-
lines by plaintiff attorneys who may introduce them in medical
malpractice cases as equivalent to standard of care. Standard of care
is a legal concept which is used by attorneys to judge medical per-
formance by focusing specifically on deviations from the norm. A
particular act or decision in medicine is considered standard of care
when a physician of similar training would have acted in a compa-
rable manner in the care of a particular patient given the same or
similar clinical circumstances.

Some argue that the use of guidelines in medical malpractice
actions is not necessarily for the purpose of confining the physician
to their use as standards of care. In this sense the concept is that

plaintiff attorneys will review guidelines when
preparing to establish a medical malpractice
action, will measure the physician’s perfor-
mance according to the guidelines, and often
will be led away from filing the malpractice
action because the physician complied closely
with the specific guidelines. In addition, some
support the concept that a carefully written dis-
claimer as part of the guidelines will prevent the
attorneys from using the guidelines as the
recipe book of medical practice.

However, an inquiry with a variety of attor-
neys conducted by Monica Wehby, MD, illus-
trates the concern that guidelines are used
rather regularly by plaintiff attorneys in med-
ical liability actions:

3 In response to the question: “Have you
ever seen guidelines used against a physician?”
Attorneys from the three major malpractice
defense firms in Oregon all responded

“Absolutely,” and followed with a litany of recent cases. One stated
he had seen dozens of instances in the past year alone.

3 Alabama: “The plaintiff always wants what I refer to as the
“Reader’s Digest Condensed Version of Medicine,” a set of written
standards or guidelines that make medical practice a checklist that
a jury of lay persons can apply with confidence. It’s easier to
explain to a jury than clinical judgment. The use of clinical guide-
lines can sometimes tie the hands of the practitioner and is always
going to be touted as the equal of standard of care. The jury will
use and accept guidelines as the standard of care because it is
something they understand. If you are considering promulgating
practice guidelines please, please, please don’t.”

3 Florida: “The guidelines are always referred to, but people
with Florida drivers licenses (our jury pool) think guidelines are
the rules, they were broken, and therefore the physician acted
wrongly.”

diate postoperative documentation of the surgical procedure,
appropriate postoperative pain management, and appropriate
postoperative patient care.

What constitutes appropriate postoperative care may be difficult
to determine since the types of procedures performed within a sin-
gle specialty, like neurosurgery, are extremely variable. Generally
applicable measures to most surgical specialties which are incorpo-
rated into the American College of Surgeons Surgical Care
Improvement Program may include the monitoring of periopera-
tive events such as wound infections, cardiac events, throm-
bophlebitis, and development of pneumonia.

Even though these are all reasonably determined perioperative
care problems, the inclusion of these events in guidelines already
has resulted in unintended consequences. An example can be found
in cardiac surgery. Cardiac surgeons led the
way in the development of guidelines, one of
which involves the occurrence of perioperative
stroke. Because high incidence of perioperative
stroke could negatively impact the participa-
tion of cardiac surgeons in the Medicare pro-
gram, there is an immediate incentive to avoid
reporting or to underreport the incidence of
perioperative stroke, rather than to report it for
eventual improvement in the quality of care.

In neurosurgery, guidelines have been
developed to standardize treatment in some
areas where controversy or variation in care
existed and where evidence supported it, such
as in the areas of brain trauma and cervical
spine injury. Guidelines in neurosurgery have
never been used to prescribe specific norms of
care that must be followed by everyone in all
circumstances, but simply as pathways to assist
physician decision-making.A prime example of
neurosurgery guidelines are the lumbar fusion guidelines published
in the May 2005 issue of the Journal of Neurosurgery: Spine. Nearly
all of the recommendations noted in the guidelines for lumbar
fusion are based on class III evidence, and therefore do not fit the
true definition of guidelines.

Further, little is known about barriers to physicians’ adherence
to clinical practice guidelines. Compliance with guidelines often
is limited by a physician’s disagreement with the interpretation of
reported clinical trials, and other factors such as potential patient
discomfort, and adverse effects. In fact, as Boyd and colleagues
report in the Journal of the American Medical Association, the
strict application of guidelines can adversely affect patient care.
Moreover, the degree of non-adherence to clinical guidelines
seems to be independent of the strength of the evidence in sup-
port of specific interventions reported in previous trials, even
when the evidence presented is considered class I.

MEASURING PERFORMANCE: ARE GUIDELINES A VIABLE P4P TOOL?
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3 Texas: “I have had evidence of the physician’s violations of
the AAP [American Academy of Pediatrics], ACOG [American
College of Obstetrics and Gynecology], and ACEP [American
College of Emergency Physicians] guidelines come in against my
clients. It is always damaging to the defense and usually raises
the settlement value.”

Guidelines are used by plaintiff attorneys like a building code.
With a copy of pertinent guidelines in hand, the first thing they
do is look for a deviation. They then compellingly present the
deviation to the jury, and the burden of proof suddenly shifts to
the defendant to demonstrate the validity of his or her actions
against the norm established by the specialty’s guidelines. Even an
extensive disclaimer attached to the guidelines, such as the ACOG
utilizes, has little effect on the jury because the differences between
a standard, a guideline, and an option are dif-
ficult to communicate. As far as the jury is
concerned, you broke your own rule.

The guidelines currently in use in obstetrics
and gynecology, anesthesia, emergency medi-
cine, and pediatrics have been written by spe-
cialty societies. Perhaps a similar process could
evolve in neurosurgery, but the recognized lia-
bility risks would accompany guidelines devel-
opment absent the certainty of improving care.

Reaction to P4P Demands
Across the country, physicians remain resistant
and resentful to the implementation of P4P
measures. Some may prefer the potential 1 per-
cent to 2 percent Medicare pay cut to the con-
sequences of being bound by reporting
performance measures. Some believe that as
clinical information becomes available to alter
their current standards of practice, it should be
incorporated in the form of educational seminars tied to the main-
tenance of certification process. Many also believe that literature
reviews should be published as a review of clinical articles or pre-
sented as clinical options, not as practice guidelines.

In the National Review, Dolinar and Leininger reported:

Not only is there little evidence that the government’s version of a
“pay-for-performance” scheme would actually work to the benefit
of patients, but there is also the likelihood it would do the opposite.
Understand that “pay for performance” in Medicare would mean
that Congress would pay doctors according to how well they’ve
complied with government-defined medical guidelines. That would
create another layer of bureaucracy between patients and doctors,
and it would involve federal bureaucrats even more in patient care.
If Congress wants to improve patient care in a cost-effective fashion,
another layer of bureaucracy and red tape isn’t the way to go.

At the October meeting of the Council of State Neurosurgical
Societies, a resolution to oppose development of guidelines based
on anything other than class I evidence was enthusiastically debat-
ed at length. Proponents of guidelines development argued for a
proactive approach rather than to allow performance measures to
be imposed by outside entities. Supporters of the resolution voiced
concerns about the usefulness of guidelines, their application in lia-
bility cases, and even the varying connotations of the word “guide-
lines.”In the end, a substitute resolution passed that asked the AANS
and CNS to address the matter through the Quality Improvement
Workgroup of the AANS/CNS Washington Committee.

The following month, pay for performance was a hot topic at
the AMA House of Delegates meeting. The AMA delegates
brought forth three resolutions, 902, 908 and 910, demanding the

AMA to actively oppose any P4P initiatives
that do not meet the AMA Principles and
Guidelines for P4P:

3 Resolution 902 asks that our American
Medical Association insist that in all medical
decisions, the best interests of the patients are
the top priority in the doctor-patient relation-
ship and physicians shall not be coerced,
forced or required by any means to comply
with clinical practice guidelines not felt by the
physician and the patient to be in the individ-
ual patient’s best interests; that our AMA seek
and support legislation and administrative
code implementing mandatory reporting or
implementation of process measures or guide-
lines only when the process measure or guide-
line has been clearly linked to an
improvement of outcomes based on class I
evidence and consensus position statements
of specialty and other medical societies who

are qualified to review the measures; and that our AMA seek and
support legislation and administrative code protecting a
patient’s right to access medical care that is not subject to third
party decision-making outside of the doctor-patient relationship
and supporting a physician’s right to advise patients based on
the patient’s best interests.

3 Resolution 908 asks that our American Medical Association
strongly oppose any pay-for-performance (PFP) programs or
pilot PFP programs that are not fully in compliance with AMA
principles and guidelines; that our AMA develop public education
materials to teach patients and other stakeholders about the
potential risks and liabilities of PFP programs, especially those
that are not fully compliant with AMA policies, principles, and
guidelines; and that our AMA provide a report back to the
House of Delegates at its 2006 Annual Meeting.

3 Resolution 910 asks that our American Medical Association
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oppose the creation of the Medicare “Value-Based Purchasing
Program” described in S. 1356, as well as the Deficit Reduction
Omnibus Reconciliation Act of 2005 (in the 109th U.S. Congress)
as required by AMA policy H-450.947 as the program is signifi-
cantly out of compliance with the AMA’s Principles and Guide-
lines on Pay-for-Performance; and that our AMA direct all staff
and leadership to aggressively pursue opposition to the Medicare
“Value Based Purchasing Program” using its entire means includ-
ing a significant lobbying, political and public relations campaign.

The testimony on these resolutions was impassioned and
diverse. A general theme that emerged, however, was that the AMA
should not compromise its well-developed and comprehensive Pay-
for-Performance Principles and Guidelines as a condition to receiv-
ing a physician payment update. The Reference Committee agreed
with several comments that any pay-for-performance model must
not be based on cost containment, but rather on ensuring quality
of care, fostering the patient-physician relationship, offering volun-
tary participation, using accurate data and fair reporting, and pro-
viding fair and equitable program incentives.

The Board of Trustees Report 19 recommended that the AMA:
(1) continue to communicate strong objections to the CMS’ Physi-
cian Voluntary Reporting Program; and (2) work with other feder-
ation organizations to express organized medicine’s strong concerns
on the proposed implementation of the Physician Voluntary
Reporting Program and to offer assistance to rectify deficiencies in
the program. There was a clear and potent sense of frustration that
the CMS, unwilling to provide an administrative fix to the flawed
sustainable growth rate formula, would expect physicians to volun-
tarily take on a new reporting obligation.

As a result of the pressure from the AMA and organized surgi-
cal specialties, the U.S. House of Representatives passed the Budget
Reconciliation Bill in December. The bill included several elements
demanded by physicians and omitted pay-for performance provi-
sions. The bill met significant opposition in the Senate, and after
extended and contentious deliberation the Senate amended the bill,
forcing a return of the legislation to the House for another vote. The
legislation ultimately signed by the president on Feb. 8 retained
omission of pay-for-performance provisions.

Another Balancing Act
The value of improving the quality of care by guidelines develop-
ment as a measure of clinical performance must be balanced against
the quality and soundness of the data on which the guidelines are
based and their clinical relevance as well as their ability to influence
various factors such as: physician behavior; the potential abuse or
misuse of the guidelines by plaintiff attorneys in their pursuit of
medical malpractice actions; and the potential abuses that may
result from some individuals who may want to game the system for
their financial benefit.

The financial return that P4P offers to physicians represents

less than 2 percent of what they are being reimbursed in an
already significantly discounted payment plan. Far greater moti-
vators for the vast majority of U.S. physicians are pride in their
work and the desire to decrease patient suffering, to use their
skills to meet specific challenges, and to maintain a sterling rep-
utation in the community.

The superficial financial rewards of Medicare’s pay-for-perfor-
mance program would likely create incentives to rig the system in
several ways that may cause the quality of healthcare to decline, even
if a handful of indicators seem to be improving. Quality assurance
in medical practice must remain the purview of practicing physi-
cians and their respective professional organizations and should not
be mandated by a paternalistic government bureaucracy that likely
will make of quality assurance an abysmal failure. 3

Fernando G. Diaz, MD, PhD, is chair of the Council of State Neurosurgical
Societies, www.csnsonline.org.
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ROBERT E. HARBAUGH, MD

I
n this era of evidence-based medicine, substantial pressure is
being brought to bear on physicians to measure quality of care.
For many physicians, published clinical guidelines for patient
care are the obvious tool of measurement. A basic tenet of evi-
dence-based medicine is that of accepting randomized, con-
trolled trials, or RCTs, as “class I evidence,”and thus as the basis

for determining standard of care. Guidelines in surgery rarely are
based on RCTs, the most stringent level of evidence—most guide-
lines rely on class II or III evidence, such as nonrandomized studies
and case reports—but even when they are based on class I evidence,
inherent problems with RCTs limit their usefulness in determining
the effectiveness of neurosurgical procedures.

The effectiveness of neurosurgical procedures could be deter-
mined and improved by the use of prospective, continuous data col-
lection and analysis in a well-designed, risk-adjusted,
procedure-specific registry. Such a system would encourage con-
tinuous quality improvement and would be applicable to a wide
range of neurosurgical procedures and practice sites. This article
will explore the weaknesses of RCTs for determining quality care in
neurosurgery, and the value of outcomes data analysis available
through a procedure-specific registry.

Randomized, Controlled Trials Examined
The RCT methodology was developed to address three problems
common to clinical research—bias, confounding and chance. To do
this, the properly designed RCT has four essential components:
concurrent comparisons to eliminate temporal bias; objective
observation of clear endpoints to eliminate physician and patient
bias; randomization to equalize the effects of unknown, confound-
ing variables; and a representative, adequately sized patient popu-

lation to reduce the likelihood of chance errors. The ideal RCT, the
adequately powered, double-blind study with unambiguous end-
points, has all of these components. Unfortunately, most surgical
RCTs cannot approximate this ideal.

An RCT is performed to determine the presence or absence of a
treatment effect. Before beginning the trial, the null hypothesis—a
statement that there is no statistically significant difference between
treatments—is accepted. In a positive study, the null hypothesis is
rejected, indicating a significant difference between treatments. If
the null hypothesis cannot be rejected, a negative result, the study
concludes that there is not a statistically significant difference
between the treatments. For positive trials the chance that the
observed difference was seen, even though the null hypothesis was
true, is represented by the P value. A trial with a P value of less than
0.05 tells us there is less than a 5 percent chance that results as dif-
ferent as those observed in the study occurred by chance alone.

For negative studies the power of the study is important. Power
is the likelihood of determining a positive result if there is a real
therapeutic difference between treatments. Stated simplistically, a
study with a power of .80 means that there was an 80 percent
chance of finding a difference of a predetermined magnitude if
such a difference really existed. The power of a study is dependent
on sample size, the magnitude of the treatment effect chosen and
the statistical tests employed.

For many clinical studies the well-designed RCT is an immense-
ly powerful tool. Consider a double-blind RCT evaluating mortal-
ity from myocardial infarction in patients who receive either
placebo or aspirin after the event. In this RCT neither the patient
nor the investigator know which compound is administered, there
are no patients who cross over from one treatment to the other, and
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the endpoint is unequivocal. If this study is adequately powered it
will produce unambiguous results. Furthermore, if the patient pop-
ulation studied in this RCT is representative of the universal popu-
lation of patients suffering myocardial infarction, and the trial
shows a significantly better outcome with aspirin, then aspirin can
be given to myocardial infarction patients with a high degree of
assurance that one is delivering quality care.

Application of RCTs to Surgery
However, surgical trials differ from this example in several important
ways. Because nearly all surgical trials are unblinded, patients may
elect to cross over from one treatment arm to another, such as from
medicine to surgery. To preserve the benefits of randomization, it is
necessary to analyze patients in their assigned groups even if they
cross over to another treatment arm (intention-to-treat analysis).

Crossovers create problems in any clinical trial. In trials com-
paring medical to surgical treatment the problems are compound-
ed because the crossover periods often are asymmetrical. After
assignment to surgery there is a short period of time, preoperative-
ly, during which the patient may elect other treatment. Patients have
a comparatively longer time span in which to consider changing
from medical to surgical treatment. For example, in a trial compar-
ing surgical to nonsurgical treatment of back pain, the patient who
is randomized to medical treatment may try this for weeks or
months, have persistent pain, choose to have surgery and then do
well. However, the good outcome at follow-up will be assigned to
the medical treatment arm; is there anyone who would consider this
to be reasonable?  Statistical methods exist to deal with crossovers,
but these methods ameliorate rather than eliminate the problem.

It is also difficult in many neurosurgical trials to define clear
endpoints. A neurosurgical RCT does not eliminate bias if end-
points are ambiguous and neither the patient nor the evaluator is
blinded. Patients may experience a substantial placebo effect with
surgery and investigators may harbor a surgical or nonsurgical bias.
Having someone other than the operating surgeon evaluate patients
postoperatively does not solve this problem. Any unblinded observ-
er will bring his or her bias to the evaluation.

It is also more difficult in surgical trials to choose a representa-
tive patient population because of the problems of therapeutic
imperative and equipoise. The surgeon has an implicit contract
with the patient to offer the best care available (therapeutic imper-
ative). If the surgeon does not believe that surgical and nonsurgical
treatment arms are equally efficacious (equipoise) he or she will
offer surgical treatment outside the trial to those patients he or she
believes are most likely to benefit. Only those patients less likely to
benefit from surgery are randomized, skewing the patient popula-
tion to the detriment of the surgical treatment arm.

Surgical RCTs also suffer from problems with surgeon selection.
In a study comparing aspirin to placebo it really doesn’t matter if
the medical student or the chief of cardiology writes the order to
administer the agent. This is not the case with surgical trials, where

the skill and experience of the surgeon have profound effects on
outcome. A study showing a benefit from surgery with a highly
experienced group of surgeons will not be applicable if the out-
comes of an individual surgeon fail to match those of surgeons in
the study. Similarly, a study showing no surgical benefit may not be
applicable if the study surgeons have outcomes significantly worse
than a surgeon with exceptional skill and experience.

A final issue with surgical RCTs is their cost in time, effort and
money. In order to have enough patients to properly power a study,
large multicenter trials often are necessary. These are expensive,
time consuming and labor intensive, making it difficult or impos-
sible to repeat a trial, even if there are grave concerns about the
validity of the study. Because RCTs often take many years to com-
plete, their results may be meaningless if new technology has devel-
oped during the trial that could affect patient outcomes.

SPORT, Scrutinized
The results of the Spine Patient Outcome Research Trial, the first
multicenter prospective randomized trial of surgical versus non-
surgical treatment of patients with lumbar spinal stenosis, spondy-
lolisthesis, and disc herniation, currently are being analyzed and are
likely to be published in the near future. While I do not know the
results of this study, I have grave concerns because the problems
inherent in surgical RCTs exist in SPORT. A summary of SPORT,
based on my May 2000 report to the AANS/CNS Washington Com-
mittee, may help to illustrate some of these points.

One problem is that of patient selection. Primary care physicians
will send patients with severe pain and radiographically docu-
mented structural spine problems directly for neurosurgical or
orthopedic evaluation and treatment. Patients with equivocal find-
ings are more likely to be sent to a comprehensive spine clinic. Even
within the spine clinic population, the investigators estimate that
they will be able to randomize only 15 percent to 40 percent of
patients who meet study criteria. Those patients who are evaluated
but elect not to be involved in the randomized study will be fol-
lowed. It is likely that patients with more severe symptoms and
more impressive structural pathology will be triaged to surgical
care. This will eliminate patients from the randomized study who are
most likely to respond to surgical intervention and raises the ques-
tion as to whether or not the study population will be representative
of lumbar surgery patients. If the patient in agony with a large free
disc fragment benefits more from surgery than the patient with
intermittent sciatica from a bulging disc, and if the former patient
type is underrepresented and the latter, overrepresented in the study,
the benefits of surgical intervention will be underestimated.

There also are problems with the methodology in regard to
crossover patients. In order to retain the benefits of randomization,
the study is designed as an intention-to-treat analysis. Patients are
considered members of the group to which they were randomized,
even when they have crossed over to the other treatment group. The
investigators anticipate that up to 25 percent of the patients origi-
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nally randomized to nonsurgical therapy may cross over to the sur-
gical group. If this group of patients then does well in long-term fol-
low-up, the benefit will be credited to the nonsurgical treatment
group. This design will maximize the benefits of nonsurgical treat-
ment and minimize the benefits of surgical care.

Attributes of a Procedure-Specific Registry
Infrastructure and opportunity currently exist to develop a proce-
dure-specific registry that would produce the data necessary to
improve quality patient care in neurosurgery. Two examples are the
NeuroLog system developed by the American Board of Neurologi-
cal Surgery and the NPH Registry developed by the AANS with
Outcome through the Neuro-Knowledge program.

NeuroLog is an Internet-based data collection system that has
been used to collect case information for residents. The system cat-
alogs operative data that can be compared to national benchmarks
established by the Residency Review Committee. The ABNS has
considered plans to adapt the system to collect the case information
needed for the practice performance component of ABNS Mainte-
nance of Certification and to expand use of the system to other
practitioners for practice assessment.

If each ABNS-certified neurosurgeon were to continuously sub-
mit outcomes data on one procedure that he or she performs fre-
quently, the data generated could become a very valuable quality
improvement tool. Analysis of outcomes and practice variations
over wide geographic areas could be conducted efficiently, and neu-
rosurgeons in solo practice would be able to participate in the data-
base as easily as those at academic centers. Data in the central
database could be analyzed and hypotheses generated to determine
best clinical practices. Individual outcomes that differed substan-
tially from the universal database norms would trigger educational
intervention. It would then be possible to determine if the inter-
vention had a positive effect on subsequent outcomes. Such a sys-
tem could be used for Maintenance of Certification,
pay-for-performance requirements, state reporting requirements
and hospital-based quality improvement efforts in neurosurgery.

The Normal Pressure Hydrocephalus Registry is an example of
a procedure-specific registry that establishes reliable longitudinal
data. The participating surgeon establishes a patient’s baseline
information by completing an “initiation form” during the first
visit. The form details demographics, NPH history and etiology,
comorbidities that are present, imaging procedures that have been
done, treatment thus far, and supplementary tests such as spinal tap.
At the end of the form, the surgeon indicates a decision to follow
the patient or to treat the patient surgically. If the decision is to treat
the patient, the surgeon completes a “surgical treatment form” fol-
lowing surgery that describes the shunt procedure (new shunt, revi-
sion, endoscopic third ventriculostomy), whether a fixed or variable
valve was used as well as the shunt’s brand name and valve setting,
and the shunt configuration at placement or revision.

Six months after the initial visit or surgical treatment, the “follow-

up form”is completed. On this form, completed after annual visits for
five years thereafter, the surgeon records assessment of the patient’s
status, degree of improvement, any imaging procedures since the last
visit, comorbidities that affect outcome, complications of surgery and
recovery, and, if applicable, the date and cause of death.

Participating surgeons can access the data they have provided to
the registry and compare their data on patient symptoms, compli-
cations, and shunt procedures to the aggregate information. The
aggregate data will also be reviewed regularly by an advisory board
whose responsibilities include guiding the scientific direction of the
NPH Registry, reviewing and modifying the data collection proto-
col as necessary, creating and implementing a data analysis and pub-
lication review process, reviewing and evaluating domestic and
international proposals for analysis and publication of data, and
encouraging neurosurgeon participation.

Key elements underlying the success of the NPH Registry are
unencumbered accessibility and ease of use. The Web-based informa-
tion platform supports electronic practice and research tools includ-
ing electronic data capture that is compliant with regulations set forth
by the U.S. Food and Drug Administration and privacy laws. The sys-
tem allows individual surgeons to access patient information secure-
ly through the Internet, including through a hand-held computer,
whenever a registry patient presents, and to customize data forms to
include additional data elements of interest to them.

A Viable Alternative
I have been involved in clinical trial design and application for many
years, including service as chair of the AANS/CNS Committee for
the Assessment of Quality, the AANS/CNS Cerebrovascular Section
representative to the AANS Guidelines Committee, the chair of the
AANS/CNS Outcomes Committee, a member of the American
Heart Association Stroke Council’s Guidelines Oversight Commit-
tee and presently as chair of the AANS/CNS Washington Com-
mittee’s Quality Improvement Workgroup. I also have participated
in guidelines development for carotid endarterectomy, secondary
stroke prevention and management of subarachnoid hemorrhage.
This experience with clinical trial design and application has led me
to question the application of RCTs as class I evidence in surgery.

Although RCTs are powerful tools for clinical research, their inher-
ent problems for surgical trials make it unwise to rely solely on RCTs
to establish standards of care in surgery and then to codify these results
in clinical guidelines. To do so lends credence to bad science. If
continuous quality improvement and applicability to a wide range of
neurosurgical procedures and practice sites are desired, in my judg-
ment, a necessary addition is to develop a registry that allows contin-
uous collection of data on neurosurgical procedures and risk-adjusted
analysis of outcomes. Such data, collected and shared in a nonpuni-
tive environment, has been shown to result in improving the quality
of surgical care. So far, nothing else we have tried has worked. 3

Robert E. Harbaugh, MD, FACS, is chair of the Quality Improvement Workgroup of the
AANS/CNS Washington Committee. 



asm, and expertise of members in different subspecialty areas—
paradoxically can sometimes hamper the efficiency and limit the
effectiveness of the AANS as neurosurgery’s spokes-organization.
Neurosurgery is a small and elite specialty, and in order to enhance
the effectiveness of the organization all of its diverse members and
groups must continue to work together.

Abundant opportunities to enhance member benefits include:
closer cooperation and coordination with the American Board of
Neurological Surgery facilitating the Maintenance of Certification
process through Web-based data collection and the continuing
development of educational opportunities; furthering neurosurgi-
cal research through the Neurosurgery Research and Education
Foundation; achieving federal medical liability reform through the
advocacy of AANSPAC; developing a system of care for neurosur-

gical emergencies through the Task
Force on Neurosurgical Care and
Physician Workforce; and increas-
ing outreach to the international
neurosurgical community in antic-
ipation of the World Federation of
Neurosurgical Societies’ XIV Inter-
national Congress of Neurological
Surgery in Boston in 2009.

Threats to the AANS are threats
to neurosurgery in general. These
include marginalization of the spe-

cialty, static or even declining medical student interest in the field,
professional liability burden, reimbursement decline, pay-for-per-
formance initiatives with imposition of outcomes parameters and
guidelines by non-neurosurgical entities, and incursion by other
specialties into neurosurgical domains. Professional liability and
reimbursement issues are main priorities of the Washington Com-
mittee, which increases its influence through coordination with
other specialty societies such as the American College of Surgeons
and the American Medical Association.

As the custodian of our profession, the AANS must ensure that the
specialty does not splinter into small interest groups. The AANS must
develop a plan to care for neurosurgical emergencies nationwide, and
it must increase interest in the specialty among medical students, with
a particular focus on women, who comprise half of all medical stu-
dents but only a small percentage of those entering our specialty.

More details about the AANS Strategic Plan will become avail-
able over the next few months as strategies are refined and AANS
committees are charged with the plan’s fulfillment. There are sig-
nificant challenges ahead of us, but our organization is strong and
committed. If every member remains involved and dedicated, we
will continue to achieve success. 3

Donald O. Quest, MD, is AANS president-elect.

November Planning Session Yields Four Specific Goals

AANS Strategic Plan
DONALD O. QUEST, MD
In a recent strategic planning session, the AANS Long Range Plan-
ning Committee identified four goals for the association:

1. Generate non-dues revenue so that member benefits can
be enhanced without corresponding dues increases.

2. Maintain an effective organizational structure, and contin-
ue to serve as the spokes-organization for neurosurgery.

3. Provide cutting-edge services to our membership as a
whole, and to significant subgroups, with emphasis on 
services which are most valued by our members.

4. Serve as the advocate for all of neurosurgery within the
medical field and with government and third-party payers.

The special session, conducted in November, was designed to
fully reevaluate the AANS Strategic Plan using the SWOT
(Strengths, Weaknesses, Opportunities, Threats) analytical method.
Participants in the session included the members of the AANS Long
Range Planning Committee as well as several others representing
specific subgroups: Fremont P. Wirth, MD; Robert L. Grubb Jr.,
MD; James R. Bean, MD; Jon H. Robertson, MD; Robert A. Ratch-
eson, MD; Christopher M. Loftus, MD; James T. Rutka, MD; Troy
M. Tippett, MD; Lawrence S. Chin, MD; William T. Couldwell, MD;
and Paul C. McCormick, MD.

As the session’s facilitator, A. John Popp, MD, provided expertise
in monitoring the organization’s progress, evaluating the relevance
of ideas under discussion, and updating the goals, objectives, and
strategies going forward. Dr. Popp had directed development of the
initial AANS Strategic Plan in 2003 as president-elect. It was grati-
fying to find that many areas of concern identified three years ago
have been addressed successfully. But particularly as the AANS cel-
ebrates its diamond jubilee year, recent successes will not distract
the AANS from its vision for neurosurgery’s future.

SWOT Assessment
The strengths of the AANS are manifold and flow directly from our
membership. Expertise, prestige, commitment, effort and loyalty
are but a few of the attributes that members contribute to the well-
being of the organization. The endeavors of individuals in many
areas enhance the quality of the organization and improve the pro-
fessional lives of each member, ultimately benefiting the patients we
care for. The AANS’ financial stability, which makes it possible to
marshal organizational energies on multiple fronts, has been
achieved without increasing membership dues—in fact, the per-
centage of revenue derived from dues has decreased from 17 per-
cent in 2002 to 15.6 percent in 2005.

One of our greatest strengths—the collective energy, enthusi-

There are 
significant 
challenges ahead
of us, but our
organization is
strong and 
committed.
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T
he increasing integration of neuro-
surgical care with technology for the
evaluation, treatment, care, and ulti-
mate cure of our patients includes

intraoperative guidance systems, implants,
and minimally invasive surgical systems.
Spinal implantation devices undergo itera-
tive improvements, and electronic image-
based guidance devices have continuous
software updates. The role for biomedical
products, such as bone morphogenic pro-
tein, is expanding.

The application of technology to neuro-
surgical patient care, the complexity of the
devices and the furious pace of change have
facilitated the growth and acceptance of a
collaborative care paradigm in which neu-
rosurgeons work closely with product rep-
resentatives to bring new technology-based
solutions to their patients.

It is now quite common for product
representatives to be present and to func-
tion in sophisticated support roles during
surgical procedures, a situation that con-
tributes to the ability of neurosurgeons to
care for their patients. These representa-
tives are well trained in the various attrib-
utes and uses of their products and often
are highly educated as well. However,
unlike physicians and other members of
an operative team, they are not certified by
any public entity and have no recognized
fiduciary duty to the patient. Thus, even a
well-intentioned manufacturer’s represen-
tative —who essentially is a sales represen-
tative—will have an inherent conflict of
interest between fulfilling employer expec-
tations and attending to the well-being of
the patient.

In the interest of patient safety, it is time
to adapt the collaborative care paradigm so
that the integral role played by product rep-
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traditional paradigm, well-defined roles and
boundaries have developed over time. These
team members either are professionals with
a code of ethics and recognized duties and
accountability under the law or they operate
under the supervision of the professionals.
The primary duty of every member of the
care team is to the well-being of the patient,
and no systemic conflicts of interest interfere
with that duty.

The introduction of product representa-
tives to the operating theater has added a new
dimension to the collaborative care team. If
the role of product representatives were sim-
ply that of maintenance of instrument inven-
tory, there would be no need for them to be
present during surgical procedures or to offer
guidance to the surgical staff or the operating

neurosurgeon. Rather, their role is to
support their employers’ technology and to
facilitate its use when deemed appropriate
by a physician. This role becomes increas-
ingly critical as the technology increases
in sophistication.

For example, the software technology
for image-guided brain biopsies is con-
stantly updated with new features and
capabilities. In addition, to improve the
efficiency and accuracy of surgical steps
such as registration, the user interface has
become increasingly sophisticated. The
surgeon who frequently uses the technolo-
gy will become knowledgeable and com-
fortable with these features and will require
little support from the product representa-
tive. A surgeon who uses the technology
infrequently but considers it critical to
offering the best possible patient care will
need to rely more on the product represen-
tative for guidance in the proper use of the
equipment and to troubleshoot any diffi-
culties that arise throughout the case.

When during a surgical procedure
unexpected issues require revision of the
original surgical plan, a product represen-
tative present in the OR often suggests solu-
tions, based on product features, that have
been used effectively under similar circum-
stances. The representative’s failure to accu-
rately convey information or to fully
disclose facts needed by the neurosurgeon
in order to appropriately utilize technology
could result in harm to the patient.

Apportioning Responsibility: 
Current Thought
A recent malpractice case, reported in the
Summer 2005 issue of the AANS Bulletin
and summarized here, illustrates this cir-
cumstance and how a jury might view the

True Collaborative Care Calls 
for Accountability
For Patient Safety, Product Reps Should Share the Load
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Patrick W.
McCormick, MD,

FACS, MBA,
is a partner in

Neurosurgical Network
Inc., Toledo, Ohio.

resentatives in bringing new and beneficial
technologies to our patients is acknowl-
edged and that attendant responsibilities
also are appropriately assigned.

The Traditional OR Team—Redefined
Collaborative care is a complex phenome-
non, and in one sense it has always been a
part of the neurosurgical operating theater.
For example, consider the surgeon, anesthe-
siologist, nurse anesthetist, circulating
nurse, scrub technician, and X-ray technol-
ogist working together as a collaborative
care team throughout a surgical case. In this
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situation. During an operative case a neu-
rosurgeon decided not to use a cranial plat-
ing system or its titanium mesh
cranioplasty alternative because of concern
with scalp erosion, and he instead used a
self-hardening hydroxyapatite cranioplasty
material recommended by a product rep-
resentative on the premises. The represen-
tative guided OR staff in preparing the
product and the neurosurgeon in applying
it. The cranioplasty material subsequently
decomposed, and the patient required sev-
eral additional surgeries.

At trial the neurosurgeon’s attorney
argued that the product representative in
an operating room has a duty to the
patient, including the duty to communi-
cate all of the product’s attributes, espe-
cially when use of the product is proposed
to remedy a surgical problem that occurs
during an operative case. The manufactur-
er’s defense argued that it is the neurosur-
geon’s responsibility to educate himself or
herself and that there is no duty for a prod-
uct representative to warn a physician if the
product is being used in an improper fash-
ion, even when harm to a patient might
reasonably result. The jury found in the
plaintiff ’s favor, apportioning responsibil-
ity for the award 75 percent to the neuro-
surgeon and 25 percent to the product
manufacturer.

Extrapolating this case for discussion
purposes to other types of products and
devices being developed and introduced
for advancing patient care, it is unrealistic
to presume that neurosurgeons can verify
through their own due diligence and study
of technological solutions all of the infor-
mation presented by product representa-
tives. At some point the fund of
information available to a product repre-
sentative who is both dedicated to and
extensively trained on a small product line
surpasses the treating neurosurgeon’s fund
of knowledge on that technology.

Neurosurgeons must be able to rely on
the veracity and integrity of the informa-
tion provided by product representatives
in the treatment of their patients, and the

fiduciary duty to place the patient’s inter-
ests above all other considerations should
in part transfer to those providing
advanced technological support.

If all or the majority of accountability
continues to fall to neurosurgeons, then
they will have to limit their use of techno-
logical solutions to those with which they
are completely familiar, highly trained,
and able to troubleshoot individually.
This will result in a slowing of the intro-
duction of new technology into patient
care and its attendant benefits. Further-
more, it will limit the ability of neurosur-
geons to rely on product representatives
for education regarding products and
technical solutions and will require them
to take time away from patient care for
independent study of these solutions if
they wish to use them. It also could lead to
an increase in device-driven subspecial-
ization, which could have the unfortunate
effect of decreasing patient access to
neurosurgical care.

A New Model
A new model makes sense for the provision
of excellent state-of-the-art patient care in
an increasingly complex collaborative care
environment.

When a product representative is in-
vited to offer technological support in the
operating theater during an episode of

care, then there should be a duty to provide
accurate information inclusive of all facts
that may influence the surgeon’s decision
making. This duty and the associated
accountability for providing accurate and
complete information regarding a particu-
lar technology should reside with the prod-
uct representative.

The neurosurgeon, on the other hand, is
making decisions regarding care based
upon the progress of the operative inter-
vention and the information supplied to
him or her by the product representative.
The duty to make reasonable, prudent
decisions within the standard of care and
execute them appropriately should reside
with the neurosurgeon, and the account-
ability for that aspect of care should remain
with the neurosurgeon.

Although one may envision mastering
spinal instrumentation sets to the point
that there would really be no need for
input from a product representative, the
likelihood of the neurosurgical commun-
ity as a whole mastering software updates
and troubleshooting electronic interfaces
such as those used with intraoperative
image guidance is difficult to envision.
It is reasonable to assert that in the inter-
est of patient care and patient safety, the
appropriate responsibility for technology
support is assigned to the product rep-
resentative; but as that occurs, so too is
accountability assigned.

Adoption of this new paradigm would
be an adjustment for all parties con-
cerned, but it would acknowledge that to
ensure optimal patient care and safety,
multiple specialized roles are necessary in
the application of technological solutions
to neurosurgery. 3

Related Article

3 McCormick, PW: OR friend/courtroom

foe: does a product rep in your OR have a
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T I M E L I N E :
Who Cares About 
Organized Neurosurgery?

Harvey Cushing Did,
and So Should You

MICHAEL SCHULDER, MD

N
eurosurgery is a young specialty,
barely a century old. It was on Nov.
18, 1904, that Harvey Cushing
addressed the Cleveland Academy

of Medicine, calling on his colleagues to
recognize “The Special Field of Neurologi-
cal Surgery.” However, it was not until
October 1919 that the American College of
Surgeons accepted neurosurgery as a dis-
tinct specialty. Five months later 11 physi-
cians (including Cushing) founded The
Society of Neurological Surgeons, whose
membership was to be limited to 45 acad-
emic members.

In the coming years a new generation of
young Americans chafed at being excluded
from the only neurosurgical organization.
In 1931—75 years ago—Temple Fay, R.
Eustace Semmes, R. Glen Spurling, and
William P. Van Wagenen founded the pre-
cursor of the AANS, The Harvey Cushing
Society. The choice of a name was no sur-
prise. Even then it was clear that Harvey
Cushing was the founder of this new disci-
pline. Other surgeons such as William
MacEwen, Victor Horsley, and Charles
Frazier had advanced the art of brain
surgery and to some extent established it as
a special interest of theirs. But it was Cush-
ing who convinced his colleagues that
surgery of the nervous system required
full-time attention and special training.

Temple Fay of the University of Michi-
gan, one of the founders of the Harvey
Cushing Society, stated its mission as the
“investigation and advancement in the
fields of neurosurgery, with the fundamen-
tal needs of establishing methods of early
diagnosis and postoperative treatments,
directed towards the protection of the
patients, and a decrease in mortality.”
While the new society was founded in the
fall of 1931, its first meeting occurred at the

N e u r o s u r g e r y T h r o u g h H i s t o r y

Peter Bent Brigham Hospital on May 6,
1932, with 23 neurosurgeons in atten-
dance. They came from across the United
States, including California. After opening
remarks, Cushing operated on a patient
with a third ventricular tumor (via a trans-
frontal route). The afternoon featured a
series of papers, and a patient clinic took
place in the evening. Not averse to drama,
Cushing’s presentation included examina-
tions of the patient who had just under-
gone surgery that very day.

The HCS morphed into the American
Association of Neurological Surgeons in
1967. This change reflected the passage of
time and the rise of a new generation of
neurosurgical leaders who were not Cushing
trainees and who had no personal experi-
ence with him. It also acknowledged the
presence of other neurosurgical “schools”
such as those of Frazier and Ernest Sachs,
and of Walter Dandy, Cushing’s protege
turned rival. From an organizational per-
spective, it represented the view of the newly
named AANS that it in fact was the official
representative of American neurosurgeons.

On the occasion of the inaugural meet-
ing of the HCS in 1932, Cushing himself
teased the founding members of the

upstart organization that in a short time a
new group of neurosurgeons would look
upon them as “senile and antiquated.”
While other organizations (including the
American Academy, the Congress of Neu-
rological Surgeons, and the Neurosurgical
Society of America) indeed were formed as
other outlets for organized neurosurgical
activity, the HCS thrived, as has the AANS.
Its more than 6,500 members are drawn
from the world over.

Some readers of the AANS Bulletin may
wonder, Who needs organized neuro-
surgery, and why should we care about its
history? Well, without it, there would be no
journals; no meetings where you can learn
new developments and present your
research; no board certification; and no
national voice to represent your interests.
The AANS is not the only American or
international neurosurgical organization,
but it is the largest and nearly the oldest. Its
history—and its future—is important to all
of us who work as neurosurgeons. 3

Michael Schulder, MD, is professor and vice-chair 
in the Department of Neurological Surgery at 
New Jersey Medical School in Newark.

It was Cushing (pictured in 1900) who convinced his
colleagues that surgery of the nervous system
required full-time attention and special training.

(clockwise from top left) Temple Fay, R. Eustace
Semmes, William P. Van Wagenen and R. Glen Spurling
met in Washington, D.C. on Oct. 10, 1931 and decided
that a new society would be formed to encompass the
disciplines of neurosurgery, medical neurology, neuro-
physiology, neuropathology, and roentgenology.
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E D U C A T I O N

The Endoscopy Revolution
Illuminating the Future of Surgical Education

T
he evolution of endoscopy over the
last two decades has changed surgery
in several important ways. The tran-
sition from enteral endoscopy to

laparoscopy (and thoracoscopy) ushered in
the era of minimally invasive surgery that
has impacted all surgical subspecialties,
including neurosurgery. This technological
revolution also has dramatically altered the
definition of technical proficiency.

Perhaps the greatest impact, however,
has been the reorientation of surgical edu-
cation toward the acquisition of proficiency
on models prior to participation on live
patients. This approach is now standard in
many surgical subspecialties but has yet to
become a meaningful component of resi-
dency training in neurosurgery. Historically,
neurosurgery has embraced such training—
for the Midas Rex and spinal instrumenta-
tion, for example. Perhaps the time has
come to reintroduce this “model” approach
to all stages of neurosurgical training.

Instruments of Illumination
Rigid endoscopy was introduced in 1901
and became more widespread after semi-
rigid devices became available in the 1930s.
These instruments, known as gastroscopes,
allowed illumination to be passed into gas-
trointestinal organs with little instrumen-
tation, though the surgeon’s field of vision
was limited, for rudimentary treatments
such as polyp resection or biopsy. With the
advent of fiber-optic illumination in 1957,
the technology began to grow rapidly.
Gynecologists expanded the use and indi-
cations for endoscopy throughout the
1960s, laying the foundations for general
surgeons who finally jumped on board in
the 1980s, performing the first laparoscop-
ic cholecystectomies.

Since that time, laparoscopic technology
has exploded, ushering in the era of mini-
mally invasive surgery. Lengths of stay have
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plummeted in hospitals, and every surgical
specialty has taken up the call. Minimally
invasive surgery has allowed neurosurgeons
to enter the ventricle with increasing ease
and dexterity. Computer-assisted tech-
niques have led to smaller craniotomy inci-
sions and bone openings. Endoscopic
discectomies and thoracoscopic sympa-
thectomies have become part of the stan-
dard neurosurgical armamentarium, and
neurosurgical patients have gained much
by the application of this technology.

Toward a Different Dexterity
Another important change that the endo-
scopic revolution brought was a redefini-
tion of technical proficiency. The dexterity
and skill required to excel in laparoscopic
surgery is different than in open surgical
procedures. While both procedure types
require a thorough understanding of
anatomical principles and surgical
approaches, endoscopic techniques require
a greater ability to understand three-
dimensional anatomy. In addition, a
greater ability to coordinate both hands is
essential, while hand dominance lessens in
importance. Directing instruments that
are remote from our hands also requires
different coordination. In most cases,
accomplished laparoscopic surgeons also
are excellent at open techniques, but the
opposite is not always the case.

The introduction of laparoscopic tech-
niques initially led to high rates of com-

plications, prompting new supervision
requirements as well as development of
skills laboratories. This new approach
allows surgeons to develop proficiency
without exposing patients to our learning
curve. While the best way to provide sur-
gical simulation is still debated, there is
clear evidence that a wide range of skills—
from intubation to sentinel node biopsy to
reconstructive plastic surgery—are im-
proved when simulators are used for sur-
gical education.

New Vision for Neurosurgical Education
Certainly, endoscopic techniques are not
the only ones amenable to using simulators.
During the 1960s, the Vermont laboratory
of R.M. Peardon Donaghy, MD, provided
the first neurosurgical courses in microvas-
cular surgery. Throughout the period from
1970 to 1990, laboratory training for
microneurosurgery continued to be
required for many of us before entering our
senior years of residency. Many neurosur-
geons can still recall the numerous sheep
scapulas that were requisite training for the
Midas Rex. And sawbones were commonly
used to demonstrate spinal instrumenta-
tion during the explosion of this technolo-
gy in the 1990s.

At our national meetings, cadavers,
simulators and other models for surgical
education are still frequently employed,
though their use is neither standard nor
required. Certainly, current literature
strongly supports the use of various mod-
els of simulation for surgical training while
acknowledging that there are drawbacks to
nearly all models. In addition, these studies
emphasize that training on models does not
guarantee proficiency and should only be
viewed as a component of comprehensive
education under supervision.

Despite these caveats, perhaps the time
has come for neurosurgeons to embrace the
successful programs of our surgical col-
leagues. In this era of work hour restrictions
and exploding technology, surgical simula-
tion can help all of us maintain proficiency
throughout our careers. 3

Deborah L. Benzil,
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Hartsdale, N.Y.



10. Trust your lawyer: Realize that your
counsel, who has more experience in legal
matters than you do, usually will be able to
anticipate your anxieties and correct any
mistakes you might feel you have made. If
you have worked with and feel comfortable
with him or her, you should be able to come
up with a strategy together to prevail in your
defense. Never disagree or argue with your
attorney outside of private conversation.

Your deposition is truly the most
important part of your preparation for
your medical defense. You will be under
careful observation by two lawyers: one
attempting to solicit weaknesses and
exploit them to your defeat, and the other
attempting to evaluate your demeanor
and strengthen your arguments so that
you will prevail at trial.

It cannot be overstated that under
these circumstances you must work dili-
gently and closely with your attorney, who
will help you to be a strong witness. You
must inform your counsel of any short-
comings you may perceive in your con-
duct leading to the current litigation. You
must share all concerns you may have with
regard to your defense and anything that
may have a harmful effect on the outcome
of the case. If your attorney is aware of all
potential problems that may affect your
defense, strategies can be developed to
address them appropriately.

Above all, don’t rush into a deposition
to “get it over with.” Prepare! 3

Stanley W. Fronczak, MD, JD, FACS, is a neurosur-
geon with West Suburban Neurosurgical Associates
SC, Hinsdale, Ill., and chair of the Medicolegal
Committee of the Council of State Neurosurgical
Societies.

Related Medicolegal Programs

During the AANS Annual Meeting April 22–27

in San Francisco, Dr. Fronczak will participate

in two programs: the practical clinic

“Preparation for Medical/Legal Testimony,” on

Sunday, April 23, and the breakfast seminar

“Medical Liability: How to Develop an Action

Plan,” on Tuesday, April 25. For Annual Meeting

details, visit www.aans.org/annual/2006.

T
here is a saying among trial lawyers:
“A good deposition won’t necessarily
win your case, but a bad deposition
will surely lose it.” In the trial of a

medical malpractice case, there is nothing
more important than your deposition.

The first three rules to remember before
giving any deposition testimony are: (1) Pre-
pare! (2) Prepare! (3) Prepare! Be sure to
arrange a pre-deposition conference with
your attorney to review pertinent dates,
facts, circumstances, issues and conclusions
regarding your case. Cancel your schedule
the night before and on the day of the depo-
sition, and try to rest and relax. If for some
reason you can’t prepare, are worried about
your command of the issues and facts, or are
missing information, X-rays or records, ask
your attorney to reschedule the deposition.

Do not underestimate opposing coun-
sel. You may know more about neuro-
surgery, but he or she has been trained to
discover and exploit doubt and inconsis-
tency. Wrong or inconsistent deposition
testimony can be made to appear as either
a lack of appreciation of critical issues or
intentional misrepresentation.

Working closely with your attorney is
critical in order to excel at your deposition.
In fact, if your team’s work product is good
enough, there might not be a trial and the
plaintiff may settle or drop the case.

These 10 tips for excelling at your depo-
sition also may be helpful:

1. Be attentive and alert: Sit up straight; no
slouching. Forcing yourself to be attentive
will keep you focused and listening.

2. Be sincere: Sincerity always shines
through. Your character and demeanor are
being evaluated by opposing counsel.

3. Be humble: Avoid over-advocating and
boasting. Use your usual vocabulary, but

don’t be condescending or appear ashamed
of your education.

4. Be an expert listener: Physicians can
sometimes be bad listeners outside of clini-
cal situations, and they have a tendency to
appear opinionated. Listen to all questions
completely. Pause and understand the ques-
tion, think before you speak, and then
answer. Never answer a question you do not
understand.

5. Always tell the truth: It is always easier to
remember facts than interpretations,
assumptions or rationalizations, which can
cause inconsistencies that imply untruth-
fulness. Concentrate on addressing dispos-
itive issues effectively and completely, which
helps to establish credibility. No one is
expected to be perfect, to never make a mis-
take or to be all-knowing. Don’t be afraid to
admit your lack of knowledge.

6. Do not speculate: No one can predict the
future. Never estimate or make guesses
about potential circumstances.

7. Do not volunteer information: Listen care-
fully and then answer only the question
asked, preferably in as few words as possible.
Resist the temptation to fill conversational
voids with unsolicited opinions.

8. Maintain your composure: Don’t react to
the aggressive questioner or be lulled into a
false sense of security by the mild-man-
nered questioner—the old good cop, bad
cop routine. Don’t argue with opposing
counsel; leave that to your lawyer. Concen-
trate on being attentive, listening and
remaining unemotional.

9. Be courteous and gracious: Be sincere and
respectful, especially toward parties in the
litigation, opposing counsel, members of
their staff and, if present at any time, the
judge and jury members.

M E D I C O L E G A L U P D A T E

To Prevail, First Prepare
How to Deliver a Successful Deposition

S T A N L E Y W . F R O N C Z A K , M D , J D
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Editor: 
Dr. Wohns’ article “When Neurosurgeons Drop Cranial
Surgery Privileges” [14(4): 30–31, 2005; www.AANS.org, arti-
cle ID 37391] focuses on the economic upside of a practice
essentially limited to spine surgery. He fails to mention that
when a neurosurgeon drops cranial surgery and opts out of
ER call, someone else has to pick up the slack. While the non-
cranial neurosurgeon is browsing at the Mercedes dealership,
his colleague is catching up on his sleep after last night’s emer-
gency (the poor dumb sap!).

We can’t all clip aneurysms or manage pediatric cases,
but what happens after a majority of us have “wised up”
and aren’t performing basic cranial surgery? Think of the
patient with an acute subdural hematoma who shows up on
a snowy night and the nearest cranial surgeon is three hours
away. What if that patient were your dad? Are we a profes-
sion or a business?

Robert J. Hacker, MD
Eugene, Ore.

The Author Responds:
We all want to provide full service neurosurgery and, in fact,
most neurosurgeons go into neurosurgery with a strong desire
to do brain surgery. But the economic incentives and disin-
centives in our current healthcare system have made it 
onerous for many neurosurgeons to be full service, and the
medical liability crisis has increased the pressure. If we had
federal tort reform and better reimbursement for cranial 
procedures, Dr. Hacker’s concerns would disappear as most
neurosurgeons would again perform full service neurosurgery.
In the meantime, analyzing and understanding the economic
factors underlying a less-than-perfect practice environment
can only benefit our profession and our patients by pointing
the way to practical solutions.

Richard N.W. Wohns, MD, MBA
Puyallup, Wash.

YOUR OPINION COUNTS! 

Send your comments regarding limiting practice, reimbursement,
ER coverage or other issues in neurosurgery to the editor at bul-
letin@aans.org. Letters are assumed to be for publication unless
otherwise specified. Correspondence selected for publication may
be edited for length, style and clarity.
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T
he AANS convenes in San Francisco April 22–27 for the
2006 Annual Meeting, officially beginning a year-long cele-
bration of the AANS diamond jubilee that will culminate
with the 75th Annual Meeting in Washington, D.C.

The San Francisco meeting is built on the scientific foundation
of three plenary sessions, six scientific sessions that explore sub-
specialty areas, and six subspecialty section sessions. New scientif-
ic program topics that focus on the spine include spinal column
tumors, spinal cord anomalies, complications and outcomes in
lumbar interbody fusion and spinal access trauma management.

Opportunities for education and enjoyment abound at this 74th
annual event. Following the Pain Section Satellite Symposium and
weekend practical clinics, the Sunday evening opening reception
provides an introduction to the multicultural city via a “streets of
San Francisco” theme.

In the technical exhibit hall, more than 200 companies and 700
booths offer hands-on access to the latest technology. The exhibit
hall also is the site of the “Top Gun: Neurosurgery Challenge,” the
silent auction benefiting the NREF, and the technology pavilion,
where free courses are available.

The meeting concludes on Thursday with the popular socioeco-
nomic session, which focuses this year on pay-for-performance ini-
tiatives, the Neurosurgery With the Masters special scientific session,
and the afternoon Japanese American Friendship Symposium.

Claim Annual Meeting CME in All-Online Process
With 20.75 category 1 continuing medical education credits at stake,
2006 AANS Annual Meeting registrants should be sure to claim
credit by June 1 for the portions of the meeting they attended.
Beginning this year, meeting registrants will use an entirely online
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The Japanese Tea Garden in San Francisco’s Golden Gate Park is pictured above. 
The Japanese Neurosurgical Society and the AANS come together at the Japanese
American Friendship Symposium on Thursday, April 27, at the San Francisco Marriott.
The afternoon scientific program is preceded by a luncheon and followed by a wine
and cheese reception. (Photo: Jack Hollingsworth, San Francisco Convention and Visitors Bureau.)

AANS Annual
process to self-report CME credit for the portions of the meeting
they attended. The process, accessible during and after the meeting,
begins with login at www.MyAANS.org using e-mail address and
password. After selection of “CME Self-Report” and then the 74th
AANS Annual Meeting, online instructions will guide users through
completion and submission of the form in minutes.

Meeting attendees can enter or edit credit online at any time
from April 22 to June 1. An informative worksheet, viewable online
at www.aans.org/annual/2006 and provided in registration packets,
can be a useful tool for remembering which credits were earned
during the meeting, particularly for those who prefer to enter all
earned CME credit in just one visit to www.MyAANS.org.

There is no need to self-report CME credit for ticketed educa-
tional programs, including breakfast seminars, practical clinics, the
Pain Section Satellite Symposium and the Japanese American
Friendship Symposium. The tickets collected for program admit-
tance will generate the addition of appropriate credit to attendees’
CME records at www.MyAANS.org. Up to 35 category 1 credits are
available for attending these programs. CME certificates that meet-
ing attendees print on or after April 28 will reflect credit earned and
submitted for the plenary sessions and the Thursday socioeconomic
and special scientific sessions. Credit earned at ticketed events will be
added to attendees’ records, and it will be reflected when attendees
print CME certificates on or after May 10.

Special Speakers Lend Expertise and Perspective 

George F. Will, Cushing Orator George Will is 
considered one of America’s foremost political 
commentators and columnists. His penetrating and 
incisive commentary on the national political scene
offers a glimpse into what the future holds for 
public affairs, public policy and American society.
A Pulitzer Prize-winning columnist and Newsweek

essayist, Will writes a popular syndicated column for The Washington
Post syndicate that reaches nearly 500 newspapers throughout the
United States and Europe. As a contributing analyst on ABC News,
he has been presenting his hard-hitting and witty commentary on
ABC’s “This Week” since 1981. Seven collections of his Newsweek and 
newspaper columns have been published, and he has published two
books on baseball.

Fremont P. Wirth, MD, AANS President Dr. Wirth is
assistant clinical professor of the Department of
Surgery (neurosurgery) at the Medical College of
Georgia, and he is engaged in the practice of neuro-
surgery at the Neurological Institute of Savannah. A
member of the AANS since 1980, Dr. Wirth served as
AANS vice president from 2002 to 2003. Dr. Wirth has

served as president of the Georgia Medical Society, president of the
Southern Neurosurgical Society, vice president of the Congress of
Neurological Surgeons, governor of the American College of Surgeons
and director and vice chairman of the American Board of Neurological
Surgeons. He received his medical degree from Vanderbilt University and



completed his training at Johns-Hopkins Hospital in Baltimore and
Barnes Hospital/Washington University in St. Louis.

Mark Bernstein, MD, Theodore Kurze Lecturer Dr.
Bernstein’s topic is “The Voices of Neurosurgeons.” He
is co-director of the Gamma Knife Centre at Toronto
Western Hospital, University Health Network. Dr.
Bernstein’s clinical and laboratory research interests are
focused on malignant brain tumors. His current clini-
cal interests include image guidance in surgery, awake

craniotomy with cortical mapping, outpatient neurosurgery including
lumbar discectomy and craniotomy for brain tumor, and outcomes and
complications of neurosurgical interventions.

Mitchel S. Berger, MD, FACS, Ronald L. Bittner
Lecturer Dr. Berger is chair of the Department of
Neurological Surgery at the University of California at
San Francisco. He is the Kathleen M. Plant
Distinguished Professor and director of the Brain
Tumor Research Center at UCSF. His primary clinical
interests are the treatment of brain and spinal cord

tumors in adults and children and epilepsy related to brain tumors, and
he has extensive expertise in intraoperative mapping of the brain. Dr.
Berger received his medical degree from the University of Miami School
of Medicine, followed by an internship and residency at UCSF.

Arthur L. Day, MD, Richard C. Schneider Lecturer 
Dr. Day is professor of neurosurgery at Harvard
Medical School. He is director of the Cerebrovascular
Center and Neurologic Sports Injury Center, as well as
associate chairman and program director of the
Department of Neurological Surgery at the Brigham
and Women’s Hospital in Boston. His clinical interests

are in cerebrovascular disease and sports medicine. He graduated from
Louisiana State University Medical School and completed his neuro-
surgical residency training at the University of Florida.

Michael Merzenich, PhD, Van Wagenen Lecturer  
Dr. Merzenich discusses “Infant and ‘Adult’ Brain
Plasticity: Relevance to Neurosurgical Practice.” For
more than three decades, he has been a leading pioneer
in brain plasticity research. He is the Francis A. Sooy
Professor at the Keck Center for Integrative
Neurosciences at the University of California at San

Francisco, and he leads the scientific team at Posit Science Corporation.

Volker K. H. Sonntag, MD, FACS, Rhoton Family
Lecturer Dr. Sonntag will discuss “The Journey of
Spinal Neurosurgery.” He is currently the vice-
chairman of the Department of Neurosurgery at
Barrow Neurological Institute, director of the
Residency Program, and professor of Clinical Surgery
at the University of Arizona. A native of Germany, he

graduated from the University of Arizona Medical School, followed 
by his internship at the University of Arizona and his residency at 
Tufts New England Medical Center Hospital.

Annual meeting details are available online at 
www.aans.org/annual/2006.
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Meeting in San Francisco

FRIDAY, APRIL 21

Pain Section Satellite Symposium 8:00 AM–5:00 PM

SATURDAY, APRIL 22

Registration 7:00 AM–5:30 PM

Practical Clinics 8:00 AM–5:00 PM

SUNDAY, APRIL 23

Registration 7:00 AM–6:00 PM

Practical Clinics 8:00 AM–5:00 PM

Opening Reception 6:30 PM–8:30 PM

MONDAY, APRIL 24

Registration 6:45 AM–4:00 PM

Breakfast Seminars 7:30 AM–9:30 AM

Exhibits 9:00 AM–4:00 PM

Plenary Session I 9:45 AM–1:00 PM

Rhoton Family Lecture – Volker K.H. Sonntag, MD
Cushing Orator – George Will
Lunch in Exhibit Hall/Poster Viewing 1:00 PM–2:45 PM

Scientific Sessions 2:45 PM–5:30 PM

Ronald L. Bittner Lecture – Mitchel S. Berger, MD
Business Meeting of the AANS and the 
American Association of Neurosurgeons 5:30 PM–6:30 PM

TUESDAY, APRIL 25, 2005

Registration 6:45 AM–4:00 PM

Breakfast Seminars 7:30 AM–9:30 AM

Exhibits 9:00 AM–4:00 PM

Plenary Session II 9:45 AM–1:00 PM

Van Wagenen Lecture – Michael Merzenich, PhD
Presidential Address – Fremont P. Wirth, MD
Lunch in Exhibit Hall/Poster Viewing 1:00 PM–2:45 PM

Section Sessions 2:45 PM–5:30 PM

WEDNESDAY, APRIL 26

Registration 6:45 AM–3:30 PM

Breakfast Seminars 7:30 AM–9:30 AM

Exhibits 9:00 AM–3:30 PM

Plenary Session III 9:45 AM–1:00 PM

Richard C. Schneider Lecture – Arthur L. Day, MD
Theodore Kurze Lecture – Mark Bernstein, MD
Lunch in Exhibit Hall/Poster Viewing 1:00 PM–2:45 PM

Section Sessions 2:45 PM–5:30 PM

International Reception 5:45 PM–7:00 PM

THURSDAY, APRIL 27

Registration 6:45 AM–10:00 AM

Breakfast Seminars 7:00 AM–9:00 AM

Socioeconomic Session 9:00 AM–10:45 AM

Special Scientific Session 10:55 AM–12:30 PM

Neurosurgery With the Masters: In My Experience
Japanese American Friendship Symposium 12:00 PM–6:00 PM

2006 ANNUAL MEETING PROGRAM AT A GLANCE
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Paolo A. Bolognese, MD
Frederick A. Boop, MD, FACS
Lawrence F. Borges, MD
Robert H. Bradley, MD
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James J. Brennan, MD
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William H. Brooks, MD
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Dr. & Mrs. Derek A. Bruce
Jeffrey N. Bruce, MD, FACS
Dr. & Mrs. William A. Buchheit
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Michael James Burke, MD, FACS
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Robert C. Buza, MD
J. Michael Calhoun, MD, FACS
Travis H. Calvin, MD
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Luis A. Cervantes, MD, FACS
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David T. Chang, MD
Charles E. Chapleau, MD
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Augusto R. Chavez, MD
Tamerla D. Chavis, MD
Ray M. Chu, MD
Leo J. P. Clark, MD, FACS
David B. Clarke, MD
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Douglas S. Cohen, MD
Ronald J. Cohen, MD
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Hans C. Coester, MD, FACS
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MD, FACS
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Dr. & Mrs. Clarence B.

Watridge
Martin H. Weiss, MD, FACS
Ahmet Yildizhan, MD

Creating Masters in Neurosurgery
NREF Donors From July 1 through Dec. 31, 2005
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Dr. & Mrs. Kenneth A. Follett
Stephen R. Freidberg, MD
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Tae Sung Park, MD
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Thomas B. Flynn, MD
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MD, JD, FACS
Ira M. Garonzik, MD
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T he Executive Council of the Neurosurgery

Research and Education Foundation of the

AANS gratefully acknowledges the individuals,

groups, corporations and members of the general pub-

lic who generously supported the NREF between July

1, 2005 and Dec. 31, 2005. We thank these donors

for continuing to recognize the need for and under-

standing the importance of providing critical funding

for some of the specialty’s brightest scientists and

their promising neurosurgical investigations. These

studies have set a high standard in the neuroscientific

community, serving as key indicators of our ability to

enhance science, technology and improve patient

care. The AANS members, individuals and corpora-

tions supporting NREF over past six months include:

Dennis D. Spencer, MD
Shigeharu Suzuki, MD
Kintomo Takakura, MD, PhD
Robert P. Uteg, MD
Agnes Walker
Joseph E. Welsh, MD
Fremont P. Wirth Jr., MD

Gifts of $100 to $249
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MD, FACS
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Shapur A. Ameri, MD
Ashok Anant, MD, FACS
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Steven J. Barrer, MD, FACS
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Ulrich Batzdorf, MD
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Clark B. Bernard, MD
Estrada J. Bernard Jr., MD
Mark Bernstein, MD, FRCS(C)
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Randolph C. Bishop, MD, FACS

*denotes Cushing Scholar
Circle donors 
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2006 Van Wagenen Fellowship Awardees Selected 

For the first time in 39 years, two applicants

have been awarded the 2006 William P. 

Van Wagenen Fellowship: Yu-Hung Kuo, MD, PhD, 

of Weill-Cornell Medical School, and Uzma Samadani,

MD, PhD, of the University of Pennsylvania.

Dr. Kuo attended medical school at Columbia

University College of Physicians and Surgeons and

currently is a neurosurgeical resident at New York Hospital, Weill-

Cornell Medical School. Dr. Kuo will be studying radiation induction

of gene therapy in the central nervous system with Brian Brophy,

FRACS, at Flinders Medical Centre in Australia.

Dr. Samadani attended medical school at the University of 

Illinois and currently is a neurosurgical resident at the Hospital 

of the University of Pennsylvania. She will pursue her interest in 

minimally invasive management of intracerebral hemorrhage with 

Gregory G. Gerras, MD
Sanjay Ghosh, MD
Michael Gieger, MD
Holly S. Gilmer-Hill, MD
Howard J. Ginsberg, MD, 

PhD, FRC
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MD, FACS
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Richard N. V. Gray, MD
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Henry J. Greenwood, MD, FACS
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Peter J. Grillo, MD, FACS
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Hyung Dong Kim, MD
Moo Seong Kim, MD, DMSc
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Byung Duk Kwun, MD, PhD
Barry J. Landau, MD
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Dr. & Mrs. Edward R. 
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MD, PhD
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Dr. & Mrs. Mark E. Linskey
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MD, MBA

Fraser C. Henderson, MD
Philip Henkin, MD
Douglas Hershkowitz, MD
Ray Hester, MD
Philip J. Hlavac, MD
Jonathan E. Hodes, MD, 

MS, FACS
Philip J. Hodge, MD
Brian F. Hoeflinger, MD
Perry Bruno Hoeltzell, MD,

PhD, MSc
Peter Osborne Holliday III, MD
Paul J. Holman, MD
Brian Holmes, MD
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Jose L. Joy, MD, PA
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MD, DMSc
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Barry J. Kaplan, MD
Jeffrey L. Karasick, MD
John M. Kast, MD
M. Richard Katz, MD
David L. Kaufmann, MD
David B. Kee Jr., MD
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Jerone D. Kennedy, MD
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FACS
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Veit Rohde, MD, at the University of Goettingen in Germany. 

Their training, which will begin July 1, 2006, will be com-

pleted within the 12-month period of the grant. 

The William P. Van Wagenen Fellowship was established by

the estate of Dr. Van Wagenen, who was one of the founders

and the first president of the Harvey Cushing Society, now the

AANS. The fellowship is offered annually for post-residency study

in a foreign country for a period of 12 months. In 2004 the

award stipend was increased to $60,000 with an additional

$6,000 available for family travel expenses and $15,000 of

research support available to the laboratory sponsoring the 

Van Wagenen Fellow.

Applications for the 2007 Van Wagenen Fellowship are due

Oct. 1, 2006. The application is available online at www.aans

.org/research/fellowship/aans.asp. 3
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Dr. Van Wagenen
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I
n this issue of the AANS Bulletin, we further explore the recent
pay for performance, or P4P, initiative of the Centers for
Medicare and Medicaid Services. This initiative is gaining trac-
tion, and neurosurgeons need to be aware of the implications.
Performance measures selected to evaluate neurosurgeon per-

formance in patient care should be based on published scientific
evidence. The problem arises when treatment algorithms are stan-
dardized without the corresponding base of strong scientific evi-
dence.

While treatment guidelines for the management of head trau-
ma, spine injury and lumbar fusion exist in our literature, careful
perusal of these indicate that class I or class II evidence is lacking

in many of the clin-
ical treatment sce-
narios. Class III
evidence, if present,
merely denotes
“options” for treat-
ment. Will such
weak evidence pro-
vide a yardstick by
which to measure
physician perfor-

mance? Neurosurgeons must be aware of the negative potential
for P4P and the limited financial impact (2 percent of an already
deeply discounted fee).

Another cautionary note for guidelines: Rather than improv-
ing care for patients, they may be misused at trial in a naive and
simplistic fashion and thus become a potential liability for neu-
rosurgeons. Plaintiff attorneys may advocate to juries, chiefly
composed of lay members of the public, that guidelines can be
used to measure a neurosurgeon's adherence of care to estab-
lished practice (thus applying the cookbook medicine analogy).
This issue is thoughtfully reviewed by Fernando Diaz, MD.

The problems in establishing strong scientific evidence to sup-
port a “standard of care” (class I evidence by randomized clinical
trial), or true “guideline” (class II evidence) in a small specialty
such as neurosurgery are well discussed by Robert Harbaugh,
MD. Given the limitations of using randomized clinical trials to
develop robust guidelines in our specialty, he proposes the devel-
opment of a procedure-specific registry to collate data in a non-
punitive environment. This would enable neurosurgeons to
monitor outcomes while looking at aggregate data and would
provide a repository of data for later analysis to determine opti-
mal outcome related to specific practice. 3

William T. Couldwell, MD, is professor and Joseph J. Yager Chair of the
Department of Neurosurgery at the University of Utah School of Medicine.

Measure for Measure
P4P Implications for Neurosurgery

William T. Couldwell,

MD, is editor of the

AANS Bulletin.

SPINAL SURGERY FELLOWSHIP
JULY 2006 & 2007

Twelve to twenty-four month combined research and clinical
fellowship in spinal disorders for individuals completing 
neurosurgical residency and contemplating academic careers.
Exposure to a large volume of tumors and fractures at all 
levels of the vertebral column, including decompression and
fusion techniques and spinal instrumentation. Extensive 
experience in management of degenerative diseases of the spine.

Research opportunities include biomechanics, neurophysiology
of the spinal cord, and spinal cord regeneration. Extensive
clinical research opportunities also exist.

Individuals who might be interested in pursuing this fellowship
should send inquiries to:

Dennis J. Mailman, MD, PhD, Professor
Department of Neurosurgery

MEDICAL COLLEGE OF WISCONSIN
9200 West Wisconsin Avenue

Milwaukee, WI 53226
414-805-5410

Equal Employment Affirmative Action Employer M/F/D/V

Luther Midelfort
Mayo Health System
Luther Midelfort – Mayo Health System in Eau
Claire, Wisconsin, has an opening for a BC/BE
(upon arrival) neurosurgeon with a broad range of
skills. Call of 1:3 is shared equally. Draw area 
of 300,000. Our neurosurgeons practice “state of
the art” medicine, have equal earning potential
from the beginning, have their office in the only
hospital they cover, and share a close working
relationship with their neurosurgery colleagues at
Mayo Clinic. Eau Claire is a university city of
63,000 with a metro area of 90,000, 90 minutes
east of Minneapolis. You may expect a safe 
family environment, a city that serves as the
regional hub for the arts and shopping, and
schools that are in the top 10% of preferred
schools nationally. For more information contact:

Christie Blink, Director
Physician Recruitment

Phone: 1-800-573-2580
Fax: 715-838-6192

E-mail: blink.christie@mayo.edu
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AANS Board Disciplines Five Members
Professional Conduct Committee Recommends Seven Actions

A
t its meeting in Chicago on Nov.18,
the AANS Board of Directors
decided seven professional conduct
cases. In one case the board

approved the recommendation of the Pro-
fessional Conduct Committee that the
charges against the member be dismissed.
In six other cases the board approved the
PCC’s recommendations that disciplinary
actions be imposed, resulting in two
expulsions, a two-year suspension, two
one-year suspensions and a six-month
suspension of membership.

One of the suspensions is being
appealed to the general membership and
will be heard at the annual business meet-
ing on April 24 in San Francisco. Brief sum-
maries of the other five sanctions follow.

Martin Krell, MD
Two-Year Suspension

The charges against Dr. Krell were based on
his deposition testimony as an expert wit-
ness in a lawsuit involving a 10-year-old boy
who was severely injured when the bicycle
on which he was riding collided with a
truck. In this accident the boy was thrown
an estimated 40 feet, was immediately
unconscious, apneic, and ultimately became
a ventilator-dependent quadriplegic.

The boy was first seen by the neurosur-
geon several hours after an exploratory
laparotomy and a CT scan of the head. A
later MRI showed a cord injury at the cer-
vicomedullary junction. Dr. Krell testified
that the CT scan showed an epidural
hematoma anterior to the cord at the cer-
vicomedullary junction and that immedi-
ate surgery plus methylprednisolone would
have resulted in the patient retaining useful
movement of his arms and legs and being
able to breathe on his own.

The PCC concluded, and the board
agreed, that the CT scan did not show an
epidural hematoma and that while steroid
treatment was and is widely used in spinal
cord injuries, Dr. Krell’s prognosis for recov-
ery with the use of methylprednisolone was
entirely too optimistic. The PCC concluded
that Dr. Krell’s testimony reflected inade-
quate subject matter knowledge in his read-
ing of the CT scan and in his unrealistically
optimistic prognosis for recovery if methyl-
prednisolone had been used. It was unclear
to what extent intentional improper advo-
cacy may have also played a role, but in
either case Dr. Krell’s testimony was highly
inappropriate and unprofessional.

Sidney Peerless, MD
One-Year Suspension

The charges against Dr. Peerless were based
on his expert opinion letter to plaintiff
counsel supporting the filing of a medical

malpractice lawsuit and his subsequent
deposition testimony in that case. The
patient was an obese 43-year-old man with
a history of alcohol abuse, secondary liver
damage, hepatitis C, and hypersplenism.
He was admitted to the hospital with an
acute subarachnoid hemorrhage, hyper-
tension and lethargy, and then was trans-
ferred to another hospital for further
management. There he developed reduced
platelets and probable disseminated
intravascular coagulopathy. A chest X-ray
showed bilateral infiltrates suggestive of
congestive heart failure. He had cirrhosis
and an elevated blood ammonia level.
With vigorous medical care he improved
remarkably over the next week or so and
became medically stable. He then under-
went cerebral angiography that showed a
large (12 mm) right pericallosal aneurysm.

After consultation with the treating
neurosurgeon, the patient and his family
elected to proceed with an attempted clip-
ping of the aneurysm. The operation
involved a right frontal craniotomy with
interhemispheric approach, and ultimate-
ly a wrapping of the aneurysm with muslin
gauze when the neurosurgeon concluded
that clipping threatened continuity of the
parent vessel. The operation was difficult
because of adhesions and took nearly nine
hours. Postoperatively, the patient was slow
to arouse, was aphasic, and was not moving
his lower extremities. Postoperative CT
scans showed a hemorrhagic contusion of
the right frontal lobe and an infarct in the
distribution of the left anterior cerebral
artery. Repeat angiography showed a
patent left anterior cerebral artery. A sub-
sequent neurology consultant documented
a complete paraplegia with a sensory level
at T6 and ordered an MRI which failed to
demonstrate the cause of the paraplegia. A
later MRI did show a probable T6 cord
infarct. The patient developed increasing

W . B E N B L A C K E T T , M D , J D , A N D R U S S E L L M . P E L T O N , J D

Cumulative Record of 
Professional Conduct Actions

As of December 2005 (excluding one

matter under appeal and four awaiting

presentation in April 2006), completed

actions by the AANS Board of Directors

fall into the following approximate 

percentages: 

Dismissal of complaint . . . . . . . . . 33%

Suspension of membership 
(generally six months to two years) . 30%

Letter of censure . . . . . . . . . . . . . 20%

Expulsion (including due to 
loss of ABNS certification) . . . . . . 12%

Unpublished letter of admonition . . . 5%
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difficulty with decubitus ulcers and uri-
nary sepsis and ultimately died. The fami-
ly brought a malpractice suit against the
treating neurosurgeon which, after a full
trial, resulted in a defense verdict.

Dr. Peerless testified that it was below
the acceptable standard of care to have rec-
ommended surgery for this patient because
of an unfavorable risk-benefit ratio and
that the treating neurosurgeon was negli-
gent for allowing decubiti and urinary
infection to develop. Dr. Peerless’ adamant
assertion that surgery should not have been
offered in this circumstance failed to repre-
sent the full range of neurosurgical thought
and practice. The PCC noted that the
aneurysm was large and appeared
amenable to clipping. The PCC and the
board considered that proceeding with
surgery was reasonable and that Dr. Peerless
improperly characterized the decision to
proceed with surgery as substandard. The
PCC and the board also considered that Dr.
Peerless’ testimony showed bias through
inflammatory language used in several
areas of his deposition.

Lawrence F. Marshall, MD
Six-Month Suspension

The charges against Dr. Marshall were
based on his statements made during a dis-
covery deposition as a plaintiff medical
expert in a medical malpractice suit involv-
ing a 58-year-old woman with lumbar sco-
liosis, stenosis, and complaints of
persistent low back and leg pain. The
patient underwent a bilateral decompres-
sion from L1 to S1 with a posterior lumbar
interbody fusion at L2–L3 and L3–L4. A
posterior lateral instrumented fusion was
then done from L1 to the sacrum. During
the decompression a dural laceration
occurred at about the L3–L4 level and this
was repaired. Postoperatively the patient
was found to be severely paraparetic and
was returned promptly to the operating
room where re-exploration failed to
demonstrate any neural compression. At
this reoperation an L2 pedicle screw on the
right was removed, an L3 pedicle screw was

revised, and an L5 pedicle screw was noted
to have become “stripped.” The patient
gradually regained useful strength in her
legs but did not recover to the level of her
immediate preoperative neurological state.
The patient brought suit against the treat-
ing neurosurgeon and a trial resulted in a
defense verdict.

In his deposition, Dr. Marshall was
highly critical of the preoperative planning
and of the surgical performance. Dr. Mar-
shall testified that the treating neurosur-
geon’s conduct would have resulted in a
“criminal referral” in California and made
references to the cord having been
“whacked.” The PCC concluded, and the
board agreed, that Dr. Marshall’s deposi-
tion testimony viewed as a whole did not
adequately represent the range of neuro-
surgical thought and practice and that his
reference to “criminal referral” and a
“whacked” cord constituted improper
advocacy rather than impartial testimony.

Ignacio A. Magana, MD, 
and Richard B. Small, MD
Expelled from AANS Membership

Ignacio A. Magana, MD, and Richard B.
Small, MD, were expelled from the AANS
because each lost his certification by the
American Board of Neurological Surgery,
which is a prerequisite for AANS member-
ship. In addition, Dr. Magana lost his state
license to practice medicine, which is also a
prerequisite for membership in the AANS.

PCC: Working for Nearly 25 Years
The AANS Professional Conduct Com-
mittee evaluates complaints by one or
more AANS members about another
member or members and makes recom-
mendations to the Board of Directors.
Established in 1982, the PCC has served as
a model for other professional associa-
tions to structure and adopt similar pro-
fessional conduct programs. In June of
2001, the AANS Professional Conduct
Committee’s work was examined by the
7th Circuit Court of Appeals in a land-

mark case for professional associations,
Austin v. AANS. This opinion strongly
supported the AANS Professional Con-
duct Program and the importance to a
professional association of having an
internal mechanism for self-regulation.
The program also received an honor roll
designation from the American Society of
Association Executives in 2002. 3

W. Ben Blackett, MD, JD, is chair of the 
AANS Professional Conduct Committee. 
Russell M. Pelton, JD, is AANS general counsel.

For Further Information
The AANS rules for expert witness testimo-

ny, the AANS Code of Ethics and more infor-

mation related to association governance is

available online at www.aans.org/about in

the Governance and Leadership area.

NEW! 
Scientific and Practice 
Management DVD’s

S
elect sessions from AANS
Annual Meetings have been
videotaped and made available

on DVD. Topics cover Tumors,
Interbody Lumbar Fusion, and 
risk management and financial
strategies for your practice.

For DVD descriptions visit the
AANS Web site www.AANS.org 
for more information!
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M ontreal, the city where I grew up, was a
city of medical giants. I didn’t know all
the names, as I didn’t come from a med-

ical family. But my father and his best friend, who
also was my pediatrician, did a good job of instill-
ing in me a sense of awe and reverence for the
medical profession. The Royal Victoria Hospital,
which resembles a castle and overlooks the campus of McGill
University and the commercial center of Montreal, was for me an
icon representing the highest attainment of human skill and learn-
ing. The Montreal Neurological Institute, housed in smaller though
architecturally complimentary adjacent buildings, was on the same
topographic level but even more exalted in its culture of achieve-
ment. Wilder Penfield was a living legend. I was growing up in what
was then the commercial and intellectual capital of Canada, and
medicine/neurosurgery was at the top, at least in my mind.

Some images from my formative years are still with me: curios-
ity piqued by a photograph of a team performing brain surgery in
a children’s encyclopedia given to me on my fifth birthday; seeing
Wilder Penfield on the street (he lived a few blocks away); the shock
of seeing a soon-to-be-deceased young schoolmate’s shaved and
recently stitched head (a medulloblastoma, I now suppose, given
the location of the incision and the outcome).

I never thought that I had it in me to wage heroic battles against
hopeless disease. And perhaps I don’t. Neurosurgery has certainly
changed in the last 40 years. But I was, and still am, impressed by
the brave men who worked with limited tools and imaging in such
an important place and made me want to be a neurosurgeon.
Ian B. Ross, MD
Pasadena, Calif.

I had always wanted to be a vascular surgeon.
In college I did research with a vascular
surgeon in Cleveland. My role involved using

PTFE grafts on the femoral artery on dogs. I con-
tinued with that focus in medical school in
Cincinnati where I did research on endothelial
cells within the vascular surgery division. When I
was a third year student, the chair of the department of surgery
threw me out of his OR and swore I’d never match in a surgery
program. I had done a neurosurgery rotation with John Tew, and
I was very favorably impressed with him as a gentleman, not just
as a fantastic surgeon. I changed my focus and never looked back.
Incidentally, my clinical focus in neurosurgery is aneurysms
and AVMs.
Robert J. Gewirtz, MD
Columbus, Ohio

Inspirationsand
Wilder Penfield, MD

John M. Tew Jr., MD 

B efore there were worries of high medical liability rates,
shrinking reimbursement and a plethora of unfunded
federal mandates, there was an ideal, an individual, a
moment of clarity, or an event that motivated you to
apply for neurosurgical residency and that perhaps sus-

tained you during practice of this most challenging of professions.
During the AANS 75th anniversary year, when neurosurgery’s origins
and organizers will be recognized and remembered, accounts of
inspiration and epiphany by today’s neurosurgeons will be published
in the AANS Bulletin. Consider your own career. What attracted you
to neurosurgery? Who inspired you in this profession? What would
you tell a medical student about your experience as a neurosur-
geon? What do you still love about your daily work?

Send your account (300-word maximum) by e-mail to bul-
letin@AANS.org. You will receive an automatic confirmation of
receipt, and you will be contacted if your item is selected for pub-
lication in an upcoming issue of the Bulletin.

T he threads that led me to become a neurosurgeon took years
to be woven, seemingly without my conscious awareness until
a single moment of epiphany. As a sophomore in college I was

drawn to but dissatisfied with both engineering and literature. One
morning I came late into a darkened psychology class to a movie on
brain lateralization in “split brain” patients. Suddenly I was trans-
ported into the operating room and an open craniotomy for corpus
callosotomy. This was the first thread.

I enrolled immediately in Topics in Neural Science and became
one of the first neural science concentrators at my university. Still, it
was pharmacology and psychiatry that attracted me at this stage. I
entered the MD/PhD program intending to become a biological psy-
chiatrist.Yet I clearly remember sitting in the lab the first summer and
conjuring up the idea that I would do brain transplantation for
Parkinson’s patients (a new idea in 1982), and fund my research doing
so. How naive!

Still, it did not occur to me to become an actual neurosurgeon.
In fact, by the time I was supposed to enter the wards at the com-
pletion of my graduate research—by then on molecular biology of
signal transduction in worms (!)—I wanted to leave medical school
and concentrate on basic research. However, I was convinced to fin-
ish what I started, and so I chose the hardest rotation first: surgery.
After operating on trauma the whole first night of the rotation, I
realized how dissatisfied I’d become with the pace of research, and
that surgery was my calling. It was only natural that it would be neu-
rosurgery. And here I am now:“splitting” the brains of patients with
epilepsy, and helping to fund my research doing brain transplanta-
tion for Parkinson’s patients!
Robert E. Gross, MD, PhD
Atlanta, Ga.



S ince Howard A. Brown, former Harvey
Cushing Society president, was my father,
one could invoke the following of foot-

steps as my reason for becoming a neurosur-
geon. But, by age 19, I had seen the impacts on
family life of being on call and having family
occasions disrupted. Medicine was the one thing
I would not do.

After two years of college I had no specific direction and paged
through the college catalog making notes of the interesting possibil-
ities. I also made a list of nonacademic time spent and was somewhat
disturbed to realize that I enjoyed asking my father about neurosur-
gical matters. I took a series of aptitude tests and was horrified when
they applied the label “doctor” to me.

But reason prevailed; I took some premed courses and found
them interesting. I thought medical school might be worth a shot. I
was successful in being admitted and enjoyed the curriculum. And
I took a fourth year elective at Boston Children’s with Don Matson,
whom I had admired throughout medical school. That sealed the
deal. I returned to San Francisco and had the privilege of being a res-
ident for my father, O.W. Jones, and Ed Boldrey. What a great group
of clinicians and teachers! I became a partner of my father in what
could be considered a lifelong teaching arrangement. I had the
advantage of his counsel for many years after his retirement.

Since I am now retired, I can look back on my training and prac-
tice with great satisfaction. I had inspiring teachers, a great special-
ty, and the career-long pleasure of being able to help patients. It’s
hard to beat that combination! 

Congratulations to the AANS (aka Harvey Cushing Society) on its
75th anniversary! And good wishes to all the young neurosurgeons
who are pursuing ever more challenging problems in our field.
Barton A. Brown, MD
Mariposa, Calif.

I was a sophomore medical student at the University of Pennsyl-
vania during the winter of 1973. My intention at the time was to
do full-time research after graduation, but I became disenchanted

with the basic sciences, and captivated by the clinical aspects of med-
icine. I did not know which specialty would be a good fit, but I knew
that I could never be an ob-gyn (too much howling during labor), a
pediatrician (too much howling by the children), or a psychiatrist
(the patients were just too crazy, and everybody smoked cigarettes).

One Saturday, I attended a large group lecture in clinical neuro-
science given by Thomas Langfitt, who was the chair of neuro-
surgery. He is now deceased, but he was a very tall, imposing figure
with a full head of silver hair and a deep, sonorous voice. He brought
onto the stage a gentleman in a wheelchair with a head dressing and

elicited a history: He had been a high-powered executive at a Fortune
500 company when he suffered mental status changes. A CT scan,
which was a new technique at that time, showed a frontal lobe malig-
nant glioma, which was confirmed at surgery.

Dr. Langfitt bantered with the man a little bit while demonstrat-
ing the neurological findings, and then the patient was excused. He
then addressed the group of students. He explained what a GBM was,
and that it would be fatal within six months regardless of treatment.
But he went on to say that despite the hopeless prognosis, the true
physician still had a vital role to ease pain, prolong useful life, and
allow death with dignity. His plan for this patient was to give pallia-
tive radiation, escalate steroids as needed, and, when the patient was
so disabled that life was burdensome, admit him to the hospital, and
with the consent of the patient and his family, abruptly stop the
steroids. I was absolutely blown away by this display of compassion.
As a student, I felt that my role as a physician would be to fight dis-
ease, and that if the patient died it was my failure. This was my first
introduction to the idea that ultimately, our patients always die. But
that this knowledge does not free us from our responsibility to pro-
vide care. Caring for a dying glioma patient is every bit as rewarding
and valuable as curing a convexity meningioma. I decided on a career
in neurosurgery that same day.

I suspect that most of us chose our career path because of some
mentor, some larger than life figure that we encountered by chance
and wished to emulate. In my case, it was a neurosurgeon, but it
could equally well have been a gastroenterologist or urologist. But,
for me, not an ob-gyn, a pediatrician, or a psychiatrist.
Leslie N. Sutton, MD
Philadelphia, Pa.

M y grandfather was great friends with
Garber Galbraith. When I was in college,
my father, a physician, told Dr. Galbraith

I was interested in neurosurgery. He invited me to
the OR to watch a case; I was mesmerized. Later
that year my college friend, Margaret Laws, invited
me to New York to stay with her parents at the
annual CNS meeting. She said, “My dad is the
president, it should be fun.”

Hanging out with Ed Laws and family sealed my fate. If I could
join a profession that attracted people like Garber Galbraith and Ed
Laws, then I knew I would be forever grateful and challenged.

Later when I was in medical school and I told Dr. Galbraith I
might want to go into neurosurgery, he said, “Where do I send the
letters?” Case closed.
Charles Cobbs, MD
San Francisco, Calif.
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KATHLEEN T. CRAIG

T his April, the AANS begins offering neurosurgical
case studies on the password-protected pages of
www.MyAANS.org. Free and accessible only to AANS
members, this new interactive educational experience
will be driven by members’ case contributions.

“The AANS Online Case Study project is designed to serve as a
repository for neurosurgical cases that present the variation in dis-
ease presentation and management within neurosurgical practice,”
said Bob S. Carter, MD, PhD. A member of the AANS Digital Tech-
nology Committee, Dr. Carter led the development of the case study
project and will serve as its first editor.

Rather than limiting physicians to viewing an article or abstract,
the AANS Online Case Study project offers a comment function
that allows members to interact with each other in a secure and con-
fidential environment. Because viewers’ comments are posted
almost immediately, colleagues across the country have the option
of gathering online to review a case and “discuss” it, or viewing and
adding to cumulative commentary over time.

“Neurosurgeons can discuss the case online and learn from each
other,” said Dr. Carter. “They can describe how they have managed
a similar case in another way or offer insights into other aspects of
the case presentation or pathophysiology.”

Another quality that makes the AANS Online Case Study pro-
ject valuable to members is its
broad appeal. Cases can be
submitted by residents, those
in early practice or board-cer-
tified members.

“Cases will vary in com-
plexity and content so that as

the repository grows, every neurosurgeon will find one relating to
his or her specialty and experience,” said Carter.

Submitting Cases
Members may submit cases online, using the familiar www.My
AANS.org interface. The cases may be prepared in advance and then
posted, or posted by entering content directly online.

“Ease of use was important to the development team,” said Dr.
Carter. “We wanted the interface to be one that is familiar to mem-
bers, and we wanted neurosurgeons to be able to use formats they
were already proficient in, such as PowerPoint or word processing
programs.”

Many types of files can be added to enhance the case presentation:

3 Audio (MP3, WMA, WAV)

3 Video (AVI, MPEG)

3 MS Office (e.g. PPT, DOC)

3 Universal formats (TXT, PDF)

“The online modality makes it possible to enrich the case pre-
sentations in a way that is difficult with standard print media,” said
Dr. Carter. “And, any member of the AANS can submit cases that
they observe in their practice, providing a wide breadth of mem-
ber contribution.”
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Ease of Use and Broad Appeal Characterize New Learning Tool

AANS Online Case Study

To access the AANS
Online Case Study project,
login at www.MyAANS.org
and select “Online Case”
from the tool bar. 

Browse cases in the index 
alphabetically or chrono-
logically or search using
key words.

Add a new case,
see cases you
have posted or
check the status 
of your cases 
in review.



Reviewing and Posting Cases
The Online Case Study project is overseen by an editor who receives
each submission. The editor assigns the case to one or more review-
ers based on the educational content. The reviewers assess the case
and recommend whether or not the case should be posted. If a
favorable review is received, the editor posts the case for AANS
member viewing. The editor and all reviewers will be board-certi-
fied neurosurgeon members of the AANS.

Each person who submits a case will see the status of the sub-
mission in a “my cases” area. They can develop the case presenta-
tion in multiple sessions, coming back to it as time allows and
completing all of the editing before submitting the final version
for review.

Viewing the Online Cases
After logging in at www.MyAANS.org, the viewer selects “Online
Case” from the left-hand navigation tool bar. The size and scope of
the repository will increase as cases are solicited and submitted.
Cases can be viewed chronologically, so new postings are easy to
spot, as well as by subject area (vascular, tumor, spine, functional,
pediatric, peripheral nerve). A title search feature also is available.

After selecting the case, the viewer sees a screen with the case
description at the top, supplemental material such as audio, video

or slides to the right, and viewer comments below. A significant
amount of information is provided in the “help” section to assist
viewers with questions about all parts of the process.

CME and MOC
The AANS Online Case Study project is initially being offered with-
out CME. However, a plan is in place to make neurosurgical con-
tinuing education credit available. “As the case index builds in size
and scope, features will be added to assist members in meeting CME
requirements and, in turn, the Maintenance of Certification
requirements for the American Board of Neurological Surgery,”said
Dr. Carter.

Member Feedback
As members explore the cases, they are encouraged to send their
comments and suggestions to Dr. Carter, bcarter@partners.org.
Board-certified neurosurgeons interested in serving as case review-
ers also can contact Dr. Carter.

The AANS Online Case Study project is a project of the Digital
Technology Committee, the Education and Maintenance of Certi-
fication Committee, and the Young Neurosurgeons Committee. 3

Kathleen T. Craig is AANS director of marketing.
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Supporting files such as videos, PowerPoint presentations
and audio files are options for enhancing case presentation.

Comments, shown in real time, can be edited or deleted by
the person who posted them.
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R E S I D E N T S ’ F O R U M

A
s a medical student, I performed my
first pelvic exam on a “standardized
patient”—an actor specifically
trained to model behaviors that sim-

ulate a clinical experience. Since this early
exposure to medical simulation, nearly
every first experience I have obtained has
been at a real patient’s expense.

Most of my surgical training was com-
pleted through the “watch one, do one,
teach one”apprenticeship model. However,
this “learning by doing” approach can pro-
duce significant variability in educational
experience. Today a number of develop-
ments are converging to drive the use of
simulation in surgery: resident work hour
restrictions, national focus on patient safety
and reducing medical errors, cost of health-
care, and increased patient resistance to
training in the OR. These challenges, as well
as the pace at which surgery itself is devel-
oping, make the need to develop and refine
surgical simulation technology a national
healthcare priority.

In response to this growing interest, the
Society for Medical Simulation was estab-
lished in January 2004, and many compa-
nies have organized to provide education
on the value of medical and surgical simu-
lation. The American College of Surgeons
has identified several ways simulators
potentially can improve patient safety.
These include permitting learning in a
risk-free environment; refreshing tech-
niques for surgeons returning to practice
after an extended absence; correcting case-
mix inequalities during training; and
allowing prototyping of new procedures
and testing of new devices.

The types of medical simulators can be
categorized as computer-based training
systems, mannequins, part-task trainers,
complete or self-contained systems, and
total immersion virtual reality.

Computer-based training systems in-

between scores on simulators and clinical
performance is likely as experience with the
devices increases.

The future role of simulators in surgical
training and practice will be defined by sev-
eral factors: refinement of simulation tech-
nology, identification of the appropriate
context for their use, reduction of cost,
identification of a proper set of metrics,
and validation of surgical simulators for
training and assessment.

Meanwhile, the Young Neurosurgeons
Committee is exploring the use of sur-
gical simulators by sponsoring “Top Gun:
Neurosurgery Challenge” for residents
and fellows at the 2006 AANS Annual
Meeting. Events such as this can encour-
age our specialty to lead, rather than fol-
low, in the field of surgical simulation and
computer-assisted surgery. 3

Michael Oh, MD, is director of the Institute for
Computer Assisted Neurosurgery (ICAN). He is co-
director of the functional neurosurgery program,
Allegheny General Hospital, Pittsburgh, Pa., and co-
director of the stereotactic and functional neuro-
surgery program, West Virginia University,
Morgantown, W.Va.

M I C H A E L O H , M D

creasingly have incorporated man-
nequins. Although mannequin sys-
tems originally had little or no
computer assistance, they now are
sometimes indistinguishable from
part-task trainers, which focus on
skills that need to be acquired in the
context of a larger curriculum.
Examples include chest tube inser-
tion training, central line insertion,
endoscopy, laparoscopy, and neu-
roendoscopy. Force-feedback and auditory
cues are frequently incorporated to enhance
realism and increase skills acquisition.
Complete training systems provide a
comprehensive training course as well as
an integrated simulator and have been
used in courses such as advanced cardiac
life support.

Total immersion virtual reality, while
still only in the research phase, seeks to
replicate the environment of the proce-
dure as well as the procedure itself. An
augmented virtual reality system has been
developed for neurosurgical applications
such as ventriculostomy.

The use of simulators for training is one
thing, but their potential use for assessment
and certification brings up many concerns.
Although traditional observational meth-
ods of technical skill assessment vary in reli-
ability and validity, Auger and colleagues
recently reviewed surgical simulation with
attention to validation methodology in the
journal Surgical Laproscopy, Endoscopy
and Percutaneous Techniques. They found
that “the surgical literature is replete with
editorial, concept, and feasibility articles
describing the potential of surgical simula-
tors [but that] relatively little data has been
obtained so far that examines the validity of
simulators for the training and assessment
of surgical skills.”During the past five years,
attention has focused on validation of sur-
gical simulators, and a higher correlation

It may look like a video game, but this virtual reality
system represents the future of medical education. A
simulator like the one pictured will be in the exhibit
hall at the 2006 AANS Annual Meeting for use in the
“Top Gun: Neurosurgery Challenge” presented by the
AANS Young Neurosurgeons Committee. Participants
will receive scores for their competency, and the top
scorer, the Neurosurgical Top Gun, will receive a prize.

Learning by (Not Really)Doing
Surgical Simulators for Education—and Fun
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contrast, the measurement and fitting of all
nonthreaded machined bone should be
described using category I code 20931.

Code 22840 for placement of posterior
nonsegmental instrumentation was revised
to describe single interspace pedicle screw
fixation and transfacet screw fixation. New
technology has been developed to preserve
motion using pedicle screw fixation with a
nonrigid material connecting the screws
(e.g. Dynesis). Although some neurosur-
geons have been advised by vendors to use
code 22840 given the similarity in tech-
nique, that code was developed for single
joint spinal fixation as an adjunct to spinal
arthrodesis. Similarly, interspinous devices
(such as X-stop) have been developed to
limit motion without arthrodesis. Since the
intent of these devices is not joint arthrode-
sis, these procedures are appropriately
described with the unlisted code 22899.

It can be difficult for a neurosurgeon to
keep up with the growing list of spinal
devices being developed, and the timeline
for determining and publishing clinical
efficacy as well as the 18-month CPT cycle
likewise makes it difficult for CPT to
remain contemporary with practice. Since
the AMA instructs physicians to report
codes that reflect the procedure for which
the code was developed, neurosurgeons are
advised to use unlisted procedure codes
unless a category III code has been devel-
oped as an interim step. It should be noted
that payment policies remain at the discre-
tion of the payer and that there are exam-
ples of both coverage and non-coverage
decisions for category I codes, category III
codes, and unlisted codes. 3

Gregory J. Przybylski, MD, is professor and director of
neurosurgery at JFK Medical Center in Edison, N.J.
He is chair of the AANS/CNS Coding and
Reimbursement Committee and a member of the
CMS Practicing Physicians Advisory Council, and he
plans and instructs coding courses for the AANS and
the North American Spine Society.

ma concerning the most accurate way to
describe the procedure performed. The
physician may also be advised by vendors
concerning coding methods that do not
reflect AMA policy. Two examples of such
procedures include placement of interver-
tebral prosthetic devices (code 22851) and
placement of posterior nonsegmental
instrumentation (code 22840).

Code 22851 for placement of interver-
tebral prosthetic devices was brought
before the CPT Editorial Panel in February
1995. At the time the code described place-
ment of methylmethacrylate or metallic
mesh cages into intervertebral defects. The
new development of threaded titanium
cages led to the revision of the code to
include this additional device. The RUC
subsequently valued the code using a
vignette describing placement of paired
threaded cages. Since the physician work
consisted of either placement of pins for
methylmethacrylate reconstruction or
placement of instruments for insertion of a
pair of threaded cages, some surgeons rec-
ommended inclusion of a threaded bone
dowel, given the similarity of physician
work in placement of titanium cages.

At the same CPT meeting, the vignette
for placement of a bone allograft (code
20931) was reviewed. This procedure
described the physician work of measuring
the defect size with calipers or a trial, fash-
ioning the bone allograft for appropriate
shape and size, and then examining the
graft for appropriate fit after placement.
Placement of the graft was described using
arthrodesis codes. Subsequent develop-
ment of machined allografts created a
dilemma for neurosurgeons. Although
code 22851 was intended for application of
prosthetic devices, it now included the
example of a threaded bone dowel. How-
ever, the threaded bone dowel is “an excep-
tion” to prosthetic device usage. In

S
ubstantial growth in the develop-
ment of new devices for implan-
tation in the spine has given rise to
uncertainty regarding how to

appropriately code for such work.
Although Current Procedural Terminolo-
gy contains a variety of procedures
describing use of bone, screws or prosthet-
ic implants, it is not always evident
whether existing codes can be applied to
newer technology.

In CPT 2002 the American Medical
Association instructed physicians not to
select a code that only approximates the
procedure performed but instead to
report an unlisted procedure code. There-
fore, neurosurgeons should use unlisted
procedure codes—unless a category III
code has been developed.

This Coding Corner describes category
III codes and provides examples of when
to use them rather than category I or
unlisted codes.

Category I codes are used for proce-
dures that have been approved by the Food
and Drug Administration and that are in
broad use clinically. The AMA developed
category III codes as a mechanism to
describe newer procedures that do not ful-
fill criteria for category I codes. For exam-
ple, procedures using non-FDA approved
devices without demonstrated clinical effi-
cacy or broad usage may be described
specifically using category III codes. Since
category III codes are not valued by the
Relative-Value Update Committee or
reviewed by the Centers for Medicare and
Medicaid Services, codes for procedures
using new technology can be introduced
on a semiannual basis. For example, total
disc arthroplasty in the cervical and lumbar
spine is described with a category III code.

However, when a procedure resembles
a category I code and there is no category
III code, the neurosurgeon faces a dilem-

C O D I N G C O R N E R

The Right Number May Be Unlisted
Coding for Placement of New Spinal Devices

G R E G O R Y J . P R Z Y B Y L S K I , M D
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AANS Introduces Free Spine-Related Online Course
A new course, Minimally Invasive Microendoscopic
Technique for Performing a Decompressive Lamin-
otomy for Lumbar Stenosis, is now available online.
The activity features Richard G. Fessler, MD, provid-
ing instruction via audio-narrated slides as well as
video. The course is archived online for viewing any
time. While this course is available to everyone, only
AANS members are eligible for 1.0 continuing med-
ical education credit in category 1 by completing the
test at the end of the presentation. The direct link is
www.aans.emedtrain.com/lumbar_stenosis.

Middle of the Three-Year AANS CME Cycle Approaches
All Active and Active Provisional members of the
AANS are required to document 60 neurosurgical
credits between Jan. 1, 2005, and Dec. 31, 2007, to
maintain membership. Members are invited to
check progress toward documenting these 60 cred-
its by logging in to their individual CME records at
www.MyAANS.org. A current list of CME activities
accepted by the AANS is available at www.aans.org/
education/educational/cme_list.pdf.

Neurosurgical Focus Releases Upcoming Topics and
Deadlines Neurosurgical Focus, the online, indexed,
rapid-publication journal of the AANS,
announces new topics, submission deadlines and
topic editors for upcoming issues: July 2006,
Pathology and Treatment of Cavernous Malform-
ations, April 15 submission, Giuseppe Lanzino,
MD, and Eugenio Pozzati, MD, topic editors;
August 2006, Treatment of Spasticity, May 15 sub-
mission, Tae Sung Park, MD, topic editor;
September 2006, Cerebral Vasospasm, June 15
submission, Ralph G. Dacey, MD, and Greg Zipfel,
MD, topic editors; October 2006, Role of the
Neurosurgeon in Sports Medicine, July 15 sub-
mission, Julian E. Bailes Jr., MD, topic editor.
Additional information is available at www.aans.org/
education/journal/neurosurgical. Continuing med-
ical education credit is available for all current
issues of Neurosurgical Focus.

2006 ASSFN Biennial Meeting, June 1–4 in Boston
(contributed by Konstantin Slavin, MD) Over the
last decade there has been a significant increase in

the volume and quality of clinical and research
information in the field of stereotactic and function-
al neurosurgery. The importance of scientific infor-
mation exchange becomes paramount as the field
grows and more neurosurgeons in the United States
and Canada get involved. With this in mind, a few
years ago a decision was made to change the fre-
quency of American Society of Stereotactic and
Functional Neurosurgery meetings from quadrenni-
al to biennial. The last meeting of the ASSFN  took
place in fall of 2004 in Cleveland. It was extremely
well attended and attracted a significant number of
outstanding speakers and presentations.

The next meeting of the ASSFN will be conducted
in June at the Fairmont Copley Plaza Hotel in the
heart of Boston. The meeting, organized by Rees Cos-
grove, MD, and Emad Eskandar, MD, with scientific
program chairs Ron Alterman, MD, and Robert Maci-
unas, MD, will include a variety of subjects and will
offer current updates on surgery for movement disor-
ders, pain and epilepsy, stereotactic radiosurgery and
neuronavigation. There also will be overviews of
emerging areas in functional neurosurgery, such as
psychiatric surgical indications, treatment of
Alzheimer’s disease, and development of brain-
machine interfaces. The sessions will be led and mod-
erated by renowned experts in the field, and the level
of scientific debate is expected to be high as contro-
versial issues will be presented at most sessions, in
keeping with the traditions of the ASSFN. Honored
guest Ronald Tasker, MD, one of the fathers of mod-
ern functional neurosurgery, will bring wisdom,
unique insight and perspective into meeting discus-
sions. Registration and housing arrangements are
available online at www.assfn.org. The meeting
promises to be a success, and it is my pleasure, on
behalf of ASSFN President Andres Lozano, MD, and
the meeting organizers, to invite everyone.

AMA Adds Tennessee to List of Crisis States In
February the American Medical Association added
Tennessee to its list of 22 states experiencing a
medical liability crisis. The complete map is avail-
able at www.ama-assn.org/go/crisismap. Also,
information about the specialty societies’ cam-
paign to effect federal liability reform is available at
www.protectpatientsnow.com.

New Method for 
Claiming CME Debuts at
AANS Annual Meeting
A simple form available 

at www.MyAANS.org for

online completion and

submission will be the

only method accepted 

by the AANS for claiming

continuing education 

credit earned by attending

the 2006 AANS Annual

Meeting. See page 24 

for details.
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Louis A. Finney, MD
Neurosurgeon Led the Foray 
Into Federal Politics

JAMES R. BEAN, MD
In 2005 neurosurgery lost a pioneer who helped blaze
the trail toward federal lobbying for national health
and economic policies that shape the future of neuro-
surgical practice. Louis A. Finney, MD, 74, died Dec. 5
in Amarillo, Texas, from complications of a stroke.

With foresight and tireless energy, Dr. Finney led
neurosurgery’s first foray into federal politics. Within
a decade of the enactment of Medicare and Medicaid
in July 1965, the federal government became ever
more deeply entrenched in funding and regulation of
medical practice, training, and research. Even preced-
ing 1965, federal involvement in healthcare had
expanded substantially after World War II, with hos-
pital construction (1946 Hill-Burton Act), NIH
research funding, medical school expansion, and
national health insurance proposals. The focus of fed-
eral policy shifted from expansion of medical services
from 1945 to 1970 to cost containment and budgetary
control during the Nixon administration.

Dr. Finney served as the first chair of the
AANS/CNS Washington Committee. The committee
was formed in 1975 in answer to recognition by the
AANS and CNS that federal policies henceforth

would substantially change the practice of medicine
and neurosurgery. Together with a core group of
political activists that included Donald Stewart, MD,
Russell Patterson, MD, and Charles Fager, MD, Dr.
Finney worked to establish representation and a fed-
eral lobbying capability in the nation’s capital

Under Dr. Finney’s leadership, the Washington
Committee contracted in 1976 with Charles Plante, a
former U.S. Senate administrative assistant, for part-
time lobbying services. After 10 years the committee
expanded from the original six members to include
the president and president-elect of the AANS and
CNS to accommodate the high-level policy decisions
that had to be made, and representation on the Wash-
ington Committee expanded in the 1990s to include
liaisons from each AANS/CNS section and the CSNS.
The business of the committee has grown steadily in
importance in the years since Dr. Finney held its helm.

Dr. Finney’s reputation for work intensity and
intellectual versatility on political issues was leg-
endary. His leadership established a precedent for
aggressive political action among neurosurgeons.
He shall long be remembered as a pioneer who saw
the necessity for neurosurgeons stepping outside
familiar academic and hospital surroundings and
entering the rough and tumble arena of public pol-
itics in order to preserve and advance the best of
medical practice and solve socioeconomic problems
through public policy change.

I N M E M O R I A M
AANS Members 
Deceased in 2005

Laurence J. Adams, MD

Robert C. Atkinson, MD

Emile Berger, MSc MD

Joseph E. Bogen, MD

Maurice P. Carlin, MD

Louis A. Finney, MD

Melvyn M. Gelch, MD

Martin Gibbs, MD, FACS

Thomas W. Langfitt, MD

Lyal G. Leibrock, MD

J. Michael McWhorter, MD

Paul G. Meyer, MD

Samuel R. Neff, MD

John C. O’Loughlin, MD

Robert E. Parham, MD

Dwight Parkinson, MD

William Paxton Parker 
Jr., MD

Don F. Rhinehart, MD

John Morgan 
Thompson, MD

Gerard A. Sava, MD

John O. Sharrett, MD

Donald T. Smith, MD

Jess T. Schwidde, MD
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Biography
CONTRIBUTED BY DONALD H. STEWART JR., MD
Dr. Finney, born Aug. 14, 1931, in St. Louis, Mo., was
raised in Chicago and graduated from the Virginia
Military Institute in 1952 with a bachelor’s degree in
biology. He received his medical degree from Johns
Hopkins School of Medicine in 1956. He then interned
at the University of Minnesota and at Johns Hopkins
Hospital and was a neurosurgical resident at Jackson
Memorial Hospital in Miami, Fla. He was a board-cer-
tified neurosurgeon and a member of the AANS and
the Congress of Neurological Surgeons.

Dr. Finney had a private practice in Amarillo as a
neurosurgeon from 1964 to 1987. After retiring from
neurosurgery, he moved to England and received a
master’s degree in clinical tropical medicine from the
London School of Hygiene and Tropical Medicine.

He was a captain in the U.S. Naval Reserve. While
on active duty, he served at the Naval Hospital in
Chelsea, Mass., and was a 5th Fleet Command Sur-

geon in Naples, Italy, for a brief time in 1988. Dr.
Finney served as the chief medical officer of Amarillo
Military Entrance program from 1988 until 1991, the
Denver Military Entrance program from 1991 until
1995, at which time he became the deputy command
surgeon, U.S. Medical Processing Command.

In the 1960s he worked with Project Hope in
Tunisia and participated in a U.S. State Department
sponsored medical tour in the Soviet Union. He
later evaluated neurosurgical programs in India for
the CNS.

In addition to being an active supporter of Texas
Tech Medical School, he extended his sense of
compassion and quiet generosity to provide anony-
mous support for several students at the Virginia
Military Institute.

Dr. Finney had battled melanoma and a brain
metastasis, which was surgically removed in 1993. He
is survived by nine children and his wife, Cynthia
Collum Finney.



solving problems and passing along
compliments.

…everyone in your office would have
the authority to say “yes.” Every employee
should be empowered to make decisions
spontaneously that solve problems and
give good service immediately.

…the concept of work would change
from service to theater. According to Fred
Lee, “If all the world is a stage, then acting,
allowing ourselves to be touched by the
experience of others, is the means by which
the world can become connected in under-
standing and love.” In this “play,” every per-
son in healthcare has a calling.

…the motivating power of imagination
would be harnessed into a valuable asset: a
shared vision of serving the patient together.

…a climate of dissatisfaction with the
status quo would be created. Motivated
workers find pleasure in continuous
improvement.

…rather than using monetary rewards
to motivate people in a competitive man-
ner, intrinsic rewards such as helping a
patient through a difficult experience
would be emphasized. Similarly, the pri-
mary rewards for a string quartet are how
the music sounds and how it is perceived by
the audience.

Lastly, if Disney ran your practice, he
would create a culture of commitment,
not compliance. Commitment means that
everyone in your office takes ownership.
Everyone must be willing to make self-sac-
rificing decisions every day for the good of
the whole.

I suppose there is at least one glaring dif-
ference between Disneyland and a neuro-
surgical practice. People go to Disneyland
expecting to open their wallets. But perhaps
if we ran our practices as Disney would,
patients would even do that. There is not a
neurosurgeon who would fail to learn some-
thing from this book.

Two Titles Offer Provocative Views
Learning From Disney; Empowering Patients

B O O K S H E L F G A R Y V A N D E R A R K , M D

A
s the book title im-
plies, author Fred Lee’s
experience with Dis-
ney enterprises and

with hospital administration
provide for some interesting

insights into leadership and management.
While I wouldn’t go so far as to suggest
that a day in clinic is or ought to be a like
carefree trip to Disneyland, Lee’s views
blend ideas of business and profession in
ways that could probably benefit a neuro-
surgical practice.

I suppose that for the readership of the
AANS Bulletin this book should be called If
Disney Ran Your Practice. With that
thought in mind:

If Disney ran your practice…
…everyone in your office would begin

to believe that they are being judged not so
much against the standards set by their
neurosurgical practices but against the
standards set by the nicest people giving
service anywhere.

…courtesy would become more impor-
tant than efficiency. When efficiency is pri-
mary, the resulting internal focus leads to
turf protection. Putting courtesy first
results in an external focus that produces
responsiveness and ultimately an overall
efficiency.

…patient satisfaction would be mea-
sured in terms of caring, comfort and
empathy. Most satisfaction surveys leave
out compassion, but compassion is
absolutely essential to people in times of
stress, pain and grief.

…systems of measurement would be
used to improve, rather than to impress.
Regular staff meetings would focus on
improving service, generating goodwill,

Port in the Storm: How to Make a Medical
Decision and Live to Tell About It, by Cole A.
Giller, 2004, LifeLine Press, 266 pp., $16.95

W
hat a pleasant sur-
prise this book is.A
neurosurgeon has
written a book for

patients on how to make
informed decisions. It is prac-
tical, useful and comprehensive, and written
in approachable, understandable prose.

Dr. Giller breaks it all down into six
practical steps: (1) identification of your
options; (2) identification of trade-offs; (3)
discovery of data; (4) interpretation of
numbers; (5) gathering your beliefs; and
(6) contemplation of meaning.

The chapter on the use of data alone
makes purchase of this book worthwhile.
It’s the best summary for use in getting
medical data on the Internet that I have
seen. I also especially liked Dr. Giller’s treat-
ment of the “contemplation of meaning”
step. Our patients don’t all think the way we
do or even the way we would like to have
them think. For every step in the process,
helpful examples are used to illustrate each
part of the decision-making process.

Some readers may be shocked by the
three “How to Use Your Doctors” chapters
wherein Dr. Giller tells patients how to get
the most out of their visits with their doc-
tors. If patients would follow his advice, it
would benefit both parties because
patients would get so much more useful
information and doctors could save valu-
able time.

I like this book, and I particularly
appreciate the wonderfully humble
approach this neurosurgeon has to his
patients. 3

Gary Vander Ark, MD, is director of the Neurosurgery
Residency Program at the University of Colorado. 
He is the 2001 recipient of the AANS Humanitarian
Award.

If Disney Ran Your Hospital: 9 1/2 Things
You Would Do Differently, by Fred Lee, 2004,
Second River Healthcare Press, 215
pp., $21.95.
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benefit period (to age 65 or longer). Other
carriers either have limited the own-occu-
pation definition of disability to a maxi-
mum of two or five years or simply no
longer make it available to neurosurgeons.

Modified Own-Occupation
Modified own-occupation (also known as
a “loss-of-earnings” policy) has become
the more prevalent type of policy in the
industry today. It typically pays benefits if
you are “unable to perform the substantial
and material duties of your occupation
and you are not working.” Therefore,
unless your policy contains a residual dis-
ability rider, no benefits would be paid if
you choose to work in another occupation
or medical specialty.

Residual disability means that you are at
work and not totally disabled under the
terms of your policy but, due to sickness or
injury, your loss of income is at least 20 per-
cent of your prior income. Generally, this
rider also states that if your loss of income
were more than 75 percent of your prior
earnings, the insurance company would
deem your loss to be 100 percent and full
benefits would be paid.

A modified own-occupation policy
offers the option of either collecting dis-
ability benefits or returning to work.

While You Are Able
Consider All Options in Disability Insurance

F I N A N C I A L C O N S U L T L A W R E N C E B . K E L L E R , C F P

A neurosurgeon may be well acquaint-
ed with disability as it affects a
patient, but the prospect of becom-

ing disabled oneself deserves consideration.
As a highly skilled professional, you have
invested a tremendous amount of time and
money in your career and deserve to insure
all your years of training and experience.

In today’s market, disability policies
vary greatly in terms of the definition of
disability, the contractual provisions
offered and the premiums charged. As a
result, it is important to take the time to
compare each of the policies that you are
considering and understand how the dif-
ferences might relate to you as a neuro-
surgeon.

The two main types of disability insur-
ance policies available are known as 

3 own-occupation and

3 modified own-occupation.

Own-Occupation
Own-occupation policies contain the more
liberal definition of total disability. This type
of policy pays benefits if you are disabled
and “unable to perform the substantial and
material duties of your regular occupation.”
Your regular occupation is your occupation
at the time disability begins.

The policy also states that “if you have
limited your practice to a professionally
recognized specialty in medicine, the spe-
cialty will be deemed to be your regular
occupation.” Therefore, if an accident or
sickness prevents you from performing
neurosurgery, you would be considered
totally disabled and would collect full dis-
ability benefits. Furthermore, any income
earned in a new occupation would not
reduce your monthly disability benefits.

As of this writing, only one company
still allows neurosurgeons to purchase a
policy with this definition for the entire

Merely having the ability to work would
not affect your disability benefits.You would
actually have to engage in another occupa-
tion (outside of neurosurgery) and earn
more than 25 percent of your pre-disability
income to have your benefits reduced.

For example, if you were earning
$300,000 and purchased an own-occupa-
tion policy with a monthly benefit of
$10,000 ($120,000 annually), you could
become as financially successful as you
wanted in a new occupation without affect-
ing your disability benefits. However, if
your policy contained a modified own-
occupation definition and you earned more
than $75,000 (25 percent of your prior
income), your benefits would be reduced.

Cost and Availability
Although you might suspect that an own-
occupation policy would be substantially
more expensive than the modified version,
there often is very little difference in cost.
However, the sole insurer that still offers
own-occupation policies to neurosurgeons
has introduced a new policy series that
includes substantial rate increases. Those
who live or work in New Jersey, Massachu-
setts and California or other states that have
not yet approved the rate increases can lock
into significantly lower premium rates
while they are still available.

Some may feel that if a neurosurgeon
cannot operate but decides to work in
another capacity earning a similar income,
he or she should not be entitled to receive
disability benefits. However, the fact that
you might be resourceful, talented or moti-
vated enough to pursue a new career
should not affect your disability benefits.

Finding a disability policy that will meet
your individual needs can be a challenge. A
professional insurance agent who special-
izes in working with physicians and who
knows which companies’ policies are best
suited to neurosurgeons can help simplify
the process. 3

Lawrence B. Keller, CFP®, CLU, ChFC, RHU, LUTCF, 
is the founder of Physician Financial Services,
www.physicianfinancialservices.com, New York.
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M E M B E R S H I P

AANS Welcomes 711 New Members in 2005
Robust Numbers Bode Well for AANS 75th Anniversary Year

ACTIVE MEMBERS (27)
Clark Hunter Allen, MD

Ali F. Azimpoor, MD

Bradley Joseph 
Bartholomew, MD

Eric Belanger, MD

John B. Berry, MD

George Kostas Bovis, MD

Haroon Fiaz Choudhri, MD

Michael Ming-Chee Chow, MD

Richard Y. Chung, MD, PhD

Francisco J. Espinosa 
Becerra II, MD

Martin Greenberg, MD, PhD

Michael G. Kaplitt, MD, PhD

Nilesh N. Kotecha, MD

Patricia Ann Mancuso, MD

John F. McNulty, MD

Eduardo Meirelles, MD

Ali Najafi, MD

Jon Park, MD

Amed A. Rawnduzy, MD

Uriel Sanchez Ramos, MD

John Sinclair, MD

Ashutosh Singhal, MD

Theodore L. Slade, MD

Sagun K. Tuli, MD

Kevin A. Vaught, MD

James D. Weinstein, MD

Matthew John Wills, MD

From four founding members in
1931 to nearly 7,000 members in
2006, the The AANS offers several
categories of membership to 
neurosurgeons, residents, fellows 
and allied health professionals.
Information detailing membership
categories and benefits is available
online at www.aans.org/membership.

PROMOTED TO ACTIVE
FROM ACTIVE
PROVISIONAL STATUS
(122)
These members successfully
completed ABNS certification.

Aviva Abosch, MD, PhD

Philipp R. Aldana, MD

Peter A. Alexander, MD

Brent T. Alford, MD

Arun Paul Amar, MD

Kenan Arnautovic, MD

Nathan C. Avery, MD

Lynn Margaret Bartl, MD

Eric Belanger, MD

Ethan A. Benardete, MD, PhD

Bernard R. Bendok, MD

Joe D. Bernard Jr., MD

Alejandro J. Betancourt, MD

Kimberly D. Bingaman, MD

Miroslav P. Bobek, MD

Alan S. Boulos, MD

Peter G. Brown, MD

Louis P. Caragine Jr., MD, PhD

SooHo Choi, MD

Bohdan W. Chopko, MD, PhD

Jean-Valery C.E. Coumans, MD

Paul W. Detwiler, MD

Susan R. Durham, MD

Mohamed H. Elnabtity, MD

Scott W. Elton, MD

Phillip G. Esce, MD

Thomas B. Falloon, MD

Matthias Michael Feldkamp,
MD, PhD

Patrick P. Flannagan, MD

Jeffrey Evan Florman, MD

Mina Foroohar, MD

Daryl R. Fourney, MD

Wesley C. Fowler III, MD

Kai U. Frerichs, MD

Victor T. Freund, MD

Regan Shawn Gallaher, MD

Aruna Ganju, MD

P. Charles Garell, MD

John W. German, MD

Abdi S. Ghodsi, MD

Tushar M. Goradia, MD, PhD 

Judith L. Gorelick, MD

Gerald A. Grant, MD

Michael W. Groff, MD

Jeffrey D. Gross, MD

Raymond W. Grundmeyer 
III, MD

Raymond I. Haroun, MD

Gregory S. Harrison, MD

Mark W. Hawk, MD

Ian M. Heger, MD

Amy B. Heimberger, MD

Jeffrey S. Henn, MD

Jason A. Heth, MD

Sivakumar Jaikumar, MD

Arthur L. Jenkins III, MD

Charles C. Kanos, MD

Michael G. Kaplitt, MD, PhD

Rohit K. Khanna, MD

Nilesh N. Kotecha, MD

John J. Kruse, DMD, MD

Sandeep M. Kunwar, MD

Albert S. Lee, MD

Michael A. Leonard, MD

Maciej S. Lesniak, MD

Mark A. Liker, MD

Russell R. Lonser, MD

Darren S. Lovick, MD

Paul J. Montalbano, MD

Praveen V. Mummaneni, MD

Ilyas Munshi, MD

Ali Najafi, MD

Bradley R. Nicol, MD

Serge K. Obukhoff, MD, PhD

Michael Y. Oh, MD

Greg Olavarria, MD

John Robert Pace, MD

Jon Park, MD 

Loi K. Phuong, MD

Joseph Keith Preston, MD

Mark J. Puccioni, MD

Patricia B. Raksin, MD

Thomas F. Rapacki, MD

John Kevin Ratliff, MD

Michael J. Rauzzino, MD

Robert E. Replogle, MD

Laurence D. Rhines, MD

Curtis J. Rozzelle, MD

Prakash Sampath, MD

Meic H. Schmidt, MD

James M. Schuster, MD, PhD

Amit Y. Schwartz, MD

Cyril T. Sebastian, MD

Michael E. Seiff, MD

David H. Shafron, MD

Kavian Shahi, MD

Jonas M. Sheehan, MD

Ran Vijai P. Singh, MD

Matthew D. Smyth, MD

Robert D. Strang, MD

Daniel Y. Suh, MD, PhD

MariaElaina Sumas, MD

Robert E. Tibbs Jr., MD

John R. Tompkins, MD

James T. Tran, MD

John S. Treves, MD

Todd T. Trier, MD

Neil A. Troffkin, MD

Sagun K. Tuli, MD 

Donald R. Tyler II, MD

Christopher Uchiyama, MD, PhD

Kevin A. Vaught, MD

Alan T. Villavicencio, MD

Todd W. Vitaz, MD

Scott Patrick Wachhorst, MD

Andrew E. Wakefield, MD

Kevin A. Walter, MD

John E. Wanebo, MD

Charles A. Wetherington, MD

Jonathan A. White, MD

Benjamin T. White, MD

Gregory C. Wiggins, MD

Julie E. York, MD

ACTIVE PROVISIONAL
MEMBERS (143)
Ramin M. Abdolvahabi, 

MD, PhD

Todd B. Abel, MD

D. Cory Adamson, MD, PhD

Anthony J.G. Alastra, MD

AANS Membership as of March 2006 
Active 2,852 42%
Active Provisional 441 6%
Associate 277 4%
Allied 1 0%
Resident/Fellow 1,114 16%
Honorary 16 0%
International 601 9%
Lifetime 1,561 23%

Total Members 6,863



David L. Kirschman, MD

Steven R. Klafeta, MD

John S. Kuo, MD, PhD

Hoang N. Le, MD

John Y.K. Lee, MD

Elad I. Levy, MD

Sean M. Lew, MD

Farhad M. Limonadi, MD

Benjamin C. Ling, MD

Jurgen C Luders, MD

Chris A. Lycette, MD

Richard Allen Lytle Jr., MD

Samuel D. Macomson, MD

Anthony V. Maioriello, MD

Thomas K. Mattingly, MD

Christopher M. McPherson, MD

Azedine Medhkour, MD
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Lloyd W. Mobley III, MD

Paul J. Montalbano, MD
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Peter Nakaji, MD

Ewell Lee Nelson III, MD
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Tung T. Nguyen, MD
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Ty J. Olson, MD

Jeff Pan, MD

Erik C. Parker, MD
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David Poulad, MD
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Marco T. Silva, MD

Brian E. Snell, MD

Richard M. Spiro, MD

Todd J. Stewart, MD
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Nitin Tandon, MD

Cheng W. Tao, MD
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William E. Thorell, MD
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Jeremy C. Wang, MD

Paul P. Wang, MD

Marshall T. Watson, MD

Charles E. Weaver Jr., MD,
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Robert J. Wienecke, MD
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Mei Yim Wong, MD
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Kevin C. Yao, MD

INTERNATIONAL
MEMBERS (67)
Imad Hashim Ahmad, MD
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Barakat, MSc

Asif Moazzam Barkatullah, MS
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Tao Fan, MD, PhD
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Hector Giocoli, MD
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Vijay Kumar Gupta, MD
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Kuo-Sheng Hung, MD, PhD
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Chikafusa Kadowaki, MD,
DMSc

Michel Kalamarides, MD, PhD

Hakan Karabagli, MD

Nobutaka Kawahara, MD

Yousef Kazerooni, MD 

Aftab Ahmad Khan, MD, MS

Nadia Khan, MD

Khalid Ali Kharazi, MD

Seong-Rim Kim, MD

Cheng-Loong Liang, MD

Zvi Lidar, MD

Rohana Jaliya Lokuketagoda,
MD, MS 

Juan Alberto Lourido, MD

Kang Lu, MD, PhD

Sergio Lutz, MD

Ehsan Mahmood, MD, PhD

Sohail Majeed, MBBS 

Yoshimasa Mori, MD, DMSc

Kanchan Kumar Mukherjee, MD

Tulio Pompeyo Murillo, MD

Yot Navalitloha, MD, PhD

Yoshitsugu Nuki, MD, PhD

Joachim Oertel, MD

Richard J. Parkinson, MD

Ramiro Antonio Perez de la
Torre, MD

Jose Alvaro Bastos 
Pinheiro, MD

Mario Alberto Rott, MD

Kiyoshi Saito, MD, PhD

Qussay A.M. Salih, MD

Radovan Tadeo Sancevic, MD

Henry W. S. Schroeder, 
MD, PhD

Henry Paul Shapiro, MD

Norihito Shimamura, MD, PhD

Arshad A. Siddiqui, MBBS 

Alfred Sutrisno II, MD

Leonardo Svarzbein, MD

Kok Kee Tang, MBBS 

Hiroki Toda, MD, PhD

Christos M. Tolias, PhD

Francesco Tomasello, MD

Rodrigo M. Vallejo, MD

Hiroshi Yatsushige, MD

Ahmet Yildizhan, MD

Sami Hirmez Moshi 
Youhana, MD

RESIDENT MEMBERS
(202)
Emun Abdu, MD

Gareth Adams, MD

Ellen L. Air, MD, PhD

Abdulrazag Mohammad 
Ajlan, MD

Hussein Al-Ahmadi, MD
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Ali Baaj, MD
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David Frederick Bauer, MD
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David Benglis, MD
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Tibor Boco, MD
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Michael Chan, MD

Edward F. Chang, MD

Louis Chang, MD
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Julie Chen, MD

Joshua Chern, MD

Douglas Cook, MD

Jason L. Cormier, MD

Vladimir Dadashev, MD

Wilson Parrish Daugherty, 
MD, PhD

Igor De Castro, MD

Mariel Delgado, MD

Christopher Demassi, MD

Christopher Paul Demers, MD

Salvatore DiMaio, MD

Michael Joseph Dorsi, MD

G. Logan Douds, MD

Bradley S. Duhon, MD

Erin Dyer, MD

Todd A. Eads, MD

Jan M. Eckermann, MD

John Patrick Eickman, MD

Robert E. Elliott, MD

Andrew J. Fabiano, MD

Steven Falowski, MD

Arash Farahvar, MD

Charbel Simon Fawaz, MD

Mark Fedor, MD

Jeremy L. Fogelson, MD

David Lee Forshaw, MD

Todd Brendon Francis, MD MS

Robbi Lyle Franklin, MD

Justin F. Fraser, MD

Kai-Ming Fu, MD

Roberto Antonio Garcia-
Navarrete Salinas, MD

Mikhail S. Gelfenbeyn, 
MD, PhD
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Jason Gerrard, MD, PhD
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Jimmy S. Ghostine, MD
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Grahame C. Gould, MD
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Omar Hajibrahim, MD
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Gabriel Zada, MD

FELLOW MEMBERS 
(107)
Muhammad Adnan, MD

Masahiko Akiyama, MD

Ali M. Alaraj, MD

Thambipillai Arudchenthan, MD

Michael J. Ayad, MD, PhD

Anandh Balasubramaniam, MD

Kaveh Barami, MD, PhD

Samuel Lee Barnett, MD

Mehmet Caglar Berk, MD

Simone Alise Betchen, MD

Devin K. Binder, MD, PhD

Mark Bryniarski, MD

Mark G. Burnett, MD

Indro Chakrabarti, MD

Chun Siang Chen, MD

Bernard A. Coert, MD

Aaron A. Cohen-Gadol, MD

Jonathan A. Curtis, MD

Neermala Dasi, MD

Reynaldo De Jesus, MD

Robert L. Dodd, MD

Arvind Kumar Dubey, MD

Andrew F. Ducruet, MD

Robert D. Ecker, MD

Richard John Edwards FRCS

Kurt M. Eichholz, MD

Mostafa A. El Khashab, MD, PhD

Hatem Saad El Khouly, MD

Foad Elahi, MD

Toshiki Endo, MD

Farrokh Reza Farrokhi, MD

Douglas John Fox Jr., MD

Peter Yee-Chiung Gan, MBChB 

Ahmed Ganna, MD

Ron Gerstle, MD

David S. Gordon, MD

Tooraj Gravori, MD

Yannick Grenier, MD

Naina Lynn Gross, MD

Daniel James Guillaume, MD

Shahid M. Gul, MD

Prasanna Gunasena, MD

Raphael Guzman, MD

Anthony Glenn Hadden Jr., MD

Ali Haider, MBBS, PhD

John Franklin Hamilton, MD, PhD

Navraj Singh Heran, MD

Virany H. Hillard, MD

Joji Inamasu, MD

Kristoph Jahnke, MD

Babak S. Jahromi, MD, PhD

Surbhi Jain, MD

Sastry Jatavallabhula, MD

Ramin J. Javahery, MD

Mohamed Samir Kabil, MD, MSc

Loannis Karempelas, MD

Rajeev Kariyattil, MD

Michael Kelly, MD

Mohamad Khaled, MD, MS

Manesh Khare, MD

Yevgeniy (Gene) A. Khavkin, MD

Gautam V. Khurana, MD, PhD

Kelly J. Kiehm, MD

Paul Klimo Jr., MD

Paula Klurfan, MD

Ajit A. Krishnaney, MD

John Y.K. Lee, MD

John D. Lipani, MD, PhD

Shaden Marzouk, MD

David Mathieu, MD

Ashesh D. Mehta, MD

Mukesh Misra, MD

Sandeep Mittal, MD

Malini Visalam Narayanan, MD

Joseph S. Neimat, MD

Andrew Nicholas Nemecek, MD

Dimitrios C. Nikas, MD

John E. O'Toole, MD

Robert D. Owen, MD

Adetokunbo A. Oyelese, 
MD, PhD

Jain George Panattil, MD

Justin Paquette, MD

Paul Park, MD

Parag G. Patil, MD, PhD

Daniel Monte-Serrat 
Prevedello, MD

Ganesh Rao, MD

Ahmed M. Raslan, MD

Jay K. Riva-Cambrin, MD

Chanland Roonprapunt, MD, PhD

Guy Rosenthal, MD

Edward Rustamzadeh, MD

Simon Anthony Salerno, MD

Faisal Sayer, MD

Adnan H. Siddiqui, MD, PhD

Eric H. Sincoff, MD

Manish Singh, MD

Michael Patrick Steinmetz, MD

Lori E. Summers, MD

Marshall E. Tolbert, MD

Roy Torcuator, MD

Eve C. Tsai, MD, PhD

Csanad Varallyay, MD

Dennis A. Velez, MD

Kristopher Michael Webb, MD

Jean Paul Wolinsky, MD

Jingcheng Xie, MD

Yi Jonathan Zhang, MD

ASSOCIATE 
MEMBERS (43)
Barbara Birde Cirella, NP

Dianne Bonner, PA-C

Kathleen Bonner, RN

Roseann Cheek, RN, CNOR,
RNFA

Cortney Chiavaro, PA-C

Torry Cobb, PA-C

Stefanie Ann DiCea, PA-C

Douglas Duffy, PA-C

Stephen J. Eichert, DO

Laurie R. Faircloth, RN

David G. Faron, PA-C

Jill M Freidhoff MPAS, PA-C

Robert M. Galler, DO

Richard T. Gosse, PA-C

Clarence Richard Graves III, 
PA-C, MS

Joseph Haymore, CRNP

Michelle Hils, RN

Joan C. Hornick, PA-C, MS

Aaron C. Huston, AC, NP

Ai-Hsi Liu, MD

LaShon Newman Maggio, PA-C

Andrea Mahfouz, PA-C

Jennifer McLaughlin, NP 

Debbie L. Melone, RN

Alan K. Mirly, PA-C

Michael-Gerard J. Moncman,DO

Georgia Nothdurft II, PA-C

Brian D. Philips, FNP

John F. Robb, PA-C, MS

Joseph P. Robinson, PA-C

Steven Roth, MD

Lori Shutter, MD

Janice M. Smith, RN

Teresa Smith, MD

Thomas M. Sweeney II, MD, PhD

Arthur Taub Sr. MD

Martin Lee Taylor, PA-C, MS

William G. Taylor, PA-C

Jerry Van Pelt, PA-C, MBA

Michael A. Walker, PA-C, MS

Donna Wallace, PNP

Terri Wehlander, CNOR, RNFA

Stacy Worrell, RNFA, CNOR

Ronald Hammers, MD

Ciara D. Harraher, MD

Gregory M. Helbig, MD

Jody Benton Helms, MD

Robert Alex Hirschl, MD

Joseph Hsieh, MD

Wesley Hsu, MD

Rollin Hu, MD

Yin C. Hu, MD

Samuel Hughes, MD

Aliasgher Hussain, MD

Christopher A. Iannoti, MD

Mark Hironon Iguchi, MD

Gaurav Jain, MD

Sarah Jernigan, MD

Neilank Jha, MD

Hilal Kanaan, MD

Mahesh Karandikar, MD

Janine Keuskamp, MD

Alexander Arash Khalessi, MD

Fahd Rahman Khan, MD

Brendan Dyer Killory, MD

Betty YS Kim, MD

Bong-Soo Kim, MD

Mike Kis, MD

Henri Knafo, MD

Marci Koch, MD

Dean Kostov, MD

Ryan M. Kretzer, MD

Anil Kumar, FRCS

Shivanand P. Lad, MD, PhD

Ilya Laufer, MD

Richard Lindsey Lebow, MD

Ernesto Ledesma Gonzalez, MD

Peter Lee, MD

Christopher J. Lenart, MD

Gordon Ho-Wan Li, MD

Jessica Shu-Wen Lin, MD

Juan Sebastian Lopez 
Cuesta, MD

Shelly Hsu-Hsien Lwu, MD, MSc

Michael Lynn, MD

Bart A. MacDonald, MD

Babak Maleki, MD

Edward M. Marchan, MD

Timothy Yefim Maryanov, MD

J. Brad McGowan, MD

Greg Stuart McLoughlin, MD

Abdelrazak Meliti, MD

Scott Meyer, MD

Matthew Louis Miller, MD

Brian David Milligan, MD

Alejandro Miranda Gonzalez, MD

John Kurt Mislow, MD, PhD

Symeon Missios, MD

Lana Dawn Mitchel, MD

Gaetan Moise, MD

Timothy Monroe, MD

Ildefonso Munoz Romero, MD

Continued from page 43
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Neurosurgery - Roanoke, Virginia
-Affiliated with Carilion Medical Center, largest hospital in
Southwest Virginia, Level I Trauma Center, 880-beds.
Dedicated neuro ICU, seven residency programs, and medical
school affiliations with University of Virginia and Via College
of Osteopathic Medicine

-State of the art neurosurgical equipment, including biplanar
flouroscopic image guidance, Stealth and CyberKnife.

-Comprehensive, established neurosurgical practice. 

-Hospital-employed group practice, with collaborative
approach and cross coverage.

-Competitive salary and benefits, paid malpractice insurance.

-A five time "All America City", one of the top rated small
cities in the US, nestled in the gorgeous Blue Ridge Mountains
of Southwest Virginia. 

-Metropolitan population of 250,000, referral market 
population of 1.5 million.

-Region offers affordable housing, recreational, cultural, and
professional opportunities. Mild weather and four seasons.

For detailed information about the opportunity, or to submit a
cover letter and CV please contact Andrea Henson, Physician
Recruiter, Carilion Health System ahenson@carilion.com 
540-224-5241 office, 540-985-5329 fax. www.carilion.com 

Southern Oregon 
Neurosurgery Opportunity

Join a well-established group of four neuro-
surgeons and five neurologists in southern Oregon.
Income guarantee with a partnership track.
Medford is a community of approximately 75,000
with a medical service area of 750,000. There 
are two hospitals that share a joint medical staff
and the neurosurgeons provide coverage at both
hospitals, but this is not a hospital-based practice.
The medical community is sophisticated and 
reputable, and the clinic, medical facilities and
equipment are state-of-the-art. The draw to this
area and this opportunity is the ability to recognize
an unprecedented balance of personal and 
professional quality of life in a very desirable location.

Contact: 

Anne Folger, Executive Director, 
Health Future – A unique healthcare consortium
owned byOregon hospitals and healthcare systems 
Email: a-folger@healthfuture.org 
Phone: 541/618-7240



T
hat a young woman found and thanked the neurosurgeon
who had saved her life 18 years before is remarkable. That
he would then become her choice to walk her down the
aisle at her wedding is a powerful testament to the impact
neurosurgeons have on the lives of their patients.

This compelling story was just one of the more than 30 entries
in the first-ever AANS Neurosurgical Patient Stories Contest con-
ducted last fall by the AANS Public Relations Committee. The top
three entries selected by the judges are highlighted in press releases
that promote the Third Annual Neurosurgery Awareness Week,
which coincides with the 2006 AANS Annual Meeting in San Fran-
cisco April 22–27. Only patients treated by AANS neurosurgeon
members were eligible to participate, and the three patients whose
stories were chosen each received a $200 honorarium.

The competition was developed to educate the public about the
role of the neurosurgeon in treating a wide range of medical disor-
ders and to demonstrate to neurosurgeons that the media can be a
useful tool in furthering their work.

“While it is true that media attention has recently been focused
on such topics as medical liability and neurosurgeon shortages,
there is great opportunity to publicize the hundreds of success sto-
ries unfolding every day at hospital neurosurgery departments
across the country,” said Alex B. Valadka, MD, FACS, chair of the
AANS Public Relations Committee.

The contest entries covered the spectrum of neurological con-
ditions and included stories about brain tumors, spina bifida, scol-
iosis, craniosynostosis, epilepsy, Tarlov cyst and traumatic brain
injury. The age of patients ranged from newborn to 82 years. The
depth and variety of submissions illustrated the breadth of neuro-
logical conditions being treated by neurosurgeons and negated the
old adage that “neurosurgeons are just brain surgeons.” A common
theme in all of the submissions was the genuine gratitude and
admiration expressed by patients toward their neurosurgeons.

Neurosurgical Patient Stories Contest Winners

PATIENT: Ariel Nelsen, age 4, craniopharyngioma
NEUROSURGEON: Monica C. Wehby, MD
For about six months, Ariel Nelsen had been experiencing headaches
that were getting increasingly worse, accompanied by bouts of nausea.
Just one day after her fourth birthday, Ariel underwent brain surgery at
Emanuel Children’s Hospital. Her entire four-centimeter tumor was
successfully removed, leaving the pituitary stalk and gland intact. Like
the majority of patients with craniopharyngiomas, Ariel is on hor-
monal replacement therapy, but she is doing remarkably well.

PATIENT: Sylvia Lee, age 45, cerebral aneurysm
NEUROSURGEON: Jeffrey E. Thomas, MD, FACS
For four days, Sylvia Lee experienced an excruciating headache and
vomiting. On the fourth day, she went to the emergency room at her
local hospital, where she was diagnosed with a small, ruptured cerebral
aneurysm. She was transferred to California Pacific Medical Center,
where she underwent surgery to clip her aneurysm. She went back to
work six weeks after surgery and feels great.

PATIENT: Sister Claire, age 82, trigeminal neuralgia 
NEUROSURGEON: Mark R. McLaughlin, MD
Sister Claire suffered from the excruciating pain of trigeminal neural-
gia for two years while she was unsuccessfully treated solely with med-
ication. When the condition became unbearable, she was referred to Dr.
McLaughlin. Sister Claire underwent microvascular decompression
surgery at St. Mary Medical Center to alleviate the pain caused by a
small blood vessel touching the trigeminal nerve. Now pain-free, she
has returned to St. Matthew’s Catholic School and is celebrating her
57th year of teaching.

These patient stories are posted in their entirety in the “What Is
Neurosurgery” area of www.NeurosurgeryToday.org, the public
Web site of the AANS.

Who Walked His Patient Down the Aisle?
That would be Joel Singer, MD. His patient had been diagnosed
with an “inoperable” brain tumor at age 6 in 1981. He operated
on the little girl, removing the entire cerebellar hemisphere that
had been overtaken by tumor. Despite the odds, she grew up to
become a high school soccer star and later a marathon runner.
She was so touched by her experience that she tracked Dr. Singer
down and traveled from California to Virginia to thank him in
person for saving her life. A few years later, he made the cross-
country trek himself and proudly gave his patient away on her
wedding day.

These patient stories represent the thousands of tales yet untold.
Given this fact and the robust participation in the first AANS Neu-
rosurgical Patient Stories Contest, the competition is expected to
become an annual event.

“I hope that the number of entries next year grows consider-
ably,” added Dr. Valadka.“I encourage each and every one of you to
ask your patients to submit stories highlighting their successes when
next year’s contest is announced.” 3

Betsy van Die is AANS director of communications.

New Contest Exposes the Heart of Neurosurgery

BETSY VAN DIE
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Patients Tell
Compelling Stories
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2006 AANS Annual Meeting 
April 22–27, 2006 
San Francisco, Calif. 
www.AANS.org 

American Society of Neuroradiology
44th Annual Meeting
April 29–May 5, 2006
San Diego, Calif.
www.asnr.org

Brain Tumor Symposium
May 12, 2006
Bloomington, Minn.
www.cme.umn.edu

The Society of Neurological
Surgeons Annual Meeting
May 21–23, 2006
Durham, N.C.
www.societyns.org

Carotid Intervention: Interactive
Seminar With Live Demonstration
and Simulation+

May 22–23, 2006 
Buffalo, N.Y.
(716) 887–5200, ext. 2135

Uniformed Services University 18th
Annual International Spine and
Peripheral Nerve Workshop
May 31–June 6, 2006
Bethesda, Md.
www.bethesdaspine.com

American Society for Stereotactic
and Functional Neurosurgery+

June 1–4, 2006
Boston, Mass.
www.assfn.org

Neurosurgical Society of America+

June 4–7, 2006
Ojai, Calif.
www.neurosurgicalsociety.com

Rocky Mountain Neurosurgical
Society+

June 10–14, 2006
Sedona, Ariz.
www.rmns.org

Carotid Intervention: Interactive
Seminar With Live Demonstration
and Simulation+

June 12–13, 2006
Buffalo, N.Y.
(716) 887–5200 ext. 2135

For information or to register call (888) 566-AANS 
or visit www.aans.org/education.

3 Managing Coding & Reimbursement Challenges 
in Neurosurgery
*Coding for the Pros prerequisite: AANS coding course taken within two years.

May 5–6, 2006*  . . . . . . . . . . . . . . . . . . . .Philadelphia, Pa.

Sept. 8–9, 2006  . . . . . . . . . . . . . . . . . . . . . . . .Chicago, Ill.

Nov. 3–4, 2006* . . . . . . . . . . . . . . . . . . .Los Angeles, Calif.

3 Neurosurgery Review by Case Management: 
Oral Board Preparation

May 7–9, 2006  . . . . . . . . . . . . . . . . . . . . . .Houston, Texas

Nov. 5–7, 2006  . . . . . . . . . . . . . . . . . . . . . .Houston, Texas

3 Minimally Invasive Spinal Techniques

June 10–11, 2006 . . . . . . . . . . . . . . . . . . . . .St. Louis, Mo.

3 Neurosurgical Practice Management:  Improving the Financial 
Health of Your Practice

May 7, 2006  . . . . . . . . . . . . . . . . . . . . . . .Philadelphia, Pa.

Sept. 10, 2006  . . . . . . . . . . . . . . . . . . . . . . . . .Chicago, Ill.

E V E N T S
C a l e n d a r  o f  N e u r o s u r g i c a l  E v e n t s

+ These meetings are jointly spon-
sored or cosponsored by the American
Association of Neurological Surgeons.
The frequently updated Meetings
Calendar and continuing medical edu-
cation information are available at
www.aans.org/education.

AANS Courses

9th International Conference 
on Cerebral Vasospasm
June 27–30, 2006
Istanbul, Turkey
www.cerebralvasospasm9.org

Computer Assisted Radiology 
and Surgery (CARS 2006)
June 28–July 1, 2006
Osaka, Japan
www.cars–int.org

Interventional Neuroradiology 
Peer Review Conference+

June 28–July 1, 2006 
Jackson Hole, Wyo. 
(716) 887–5200, ext. 2135 

8th International Conference 
on Cerebral Blood Flow and 
Brain Metabolic Imaging in 
Clinical Practice
July 10–12, 2006
Cambridge, U.K.
www.neurosurg.cam.ac.uk/
xe2006

13th International Meeting on
Advanced Spine Techniques
July 12–15, 2006
Athens, Greece
www.imastonline.org

Pennsylvania Neurosurgical 
Society Annual Scientific 
Meeting
July 14–15, 2006
Hershey, Pa.
jjudy@pamedsoc.org

12th Annual Montana 
Neurosurgery Symposium+

July 23–25, 2006
Big Sky, Mont.
www.umt.edu/mnif/
symposium.htm

Aspen Symposium on 
Brain Tumor Immunotherapy
Aug.7–9, 2006
Aspen, Colo.
diana.doyle@ucltsc.edu

Tennessee Neurosurgical 
Society+

Aug. 19–20, 2006
Chattanooga, Tenn.
(423) 265–2233

Hydrocephalus 2006
Sept. 6–9, 2006
Goteborg, Sweden
www.hydrocephalus2006.com

8th Annual Interventional
Neuroradiology Symposium
Sept. 8–9, 2006
Toronto, Canada
www.cme.utoronto.ca

Western Neurosurgical Society+

Sept. 16–19, 2006
Blaine, Wash.
www.westnsurg.org

2006 Annual Meeting of the
Congress of Neurological Surgeons
Oct. 7–12, 2006
Chicago, Ill.
www.neurosurgeon.org

American Neurological Association
Annual Meeting
Oct. 8–11, 2006
Chicago, Ill.
www.aneuroa.org

3rd International Symposium on
Microneurosurgical Anatomy
Nov. 5–8, 2006
Antalya, Turkey
www.isma2006.org

2006 American Academy of 
Physical Medicine and Rehabilitation
Annual Assembly
Nov. 9–12, 2006
Honolulu, Hawaii
www.aapmr.org

AANS/CNS Section on Pediatric
Neurological Surgery+

Nov. 28–Dec. 1, 2006
Denver, Colo.
www.neurosurgery.org/pediatric



I’m not exactly sure where I first heard the
phrase. The sinking feeling my memory gener-
ates suggests it was from the executive director

I reported to at the first membership association
I worked for in the 1980s. The feeling is sinking
because he and I most definitely did not enjoy
what organizational consultants then termed
“cooperatively productive management team
chemistry.”

But fortunately—and inexplicably—some of
the best and most lasting lessons I’ve learned were
from teachers with whom I shared uncooperative
and irritating chemistry that was—also inexplic-
ably—productive.

So, the phrase still resonates for me today:
“Never confuse activity with results.”

Given where the AANS finds itself today as we
start the second half of this decade, it occurs to
me that our success in the first half was significant
in large part because we honored this notion.

Associations work best and offer their greatest
benefits when they serve as generators of ideas
and implementers of initiatives. But what often
results from enthusiastic bursts of well-meaning
brainstorming is a deluge of disparate activities,
unbounded by the realities of scope and capabil-
ity. And those activities then generate torrents of
reports, timelines, board motions, wasted infra-
structure and volunteer resources, and of course,
dollars. Because one of the things associations do
worst is realize when it’s time to sunset projects
whose time has passed, the champions of those
projects are prone to mistake the frenzied activi-
ty they generate for substantive progress.

Fortunately, the AANS has not fallen victim to
that syndrome. In the “downsizing and reassess-
ment” phase it went through five years ago, there
was only one mission for the organization:
remain solvent. That made this particular threat
realistically avoidable.

However, danger lurks for an organization hit-
ting on all cylinders, when the crises are past and
the coffers are sufficiently robust, to rapidly
change the mission from survival to sustenance,
and then to progress and growth.

A A N S A N S W E R S T H O M A S A . M A R S H A L L

AANS LEADERSHIP 2005–2006

OFFICERS
Fremont P. Wirth, MD, president

Donald O. Quest, MD, president-elect

Robert L. Grubb Jr., MD, vice-president

Jon H. Robertson, MD, secretary

James R. Bean, MD, treasurer

Robert A. Ratcheson, MD, past president

DIRECTORS AT LARGE
Robert E. Harbaugh, MD

Christopher M. Loftus, MD

James T. Rutka, MD

Warren R. Selman, MD

Troy M. Tippett, MD

REGIONAL DIRECTORS
Jeffrey W. Cozzens, MD

Paul E. Spurgas, MD

Clarence B. Watridge, MD

Edie E. Zusman, MD

HISTORIAN
Eugene S. Flamm, MD

EX-OFFICIO
Rick Abbott, MD

Lawrence S. Chin, MD

Fernando G. Diaz, MD

Robert F. Heary, MD

Andres M. Lozano, MD

Dennis E. McDonnell, MD

Richard K. Osenbach, MD

Robert H. Rosenwasser, MD

Alex B. Valadka, MD

Ronald E. Warnick, MD

LIAISONS
Isabelle M. Germano, MD

Mark G. Hamilton, MD

Nelson M. Oyesiku, MD

AANS EXECUTIVE OFFICE
5550 Meadowbrook Drive

Rolling Meadows, IL 60008

Phone: (847) 378-0500

(888) 566-AANS

Fax: (847) 378-0600

E-mail: info@AANS.org

Web site: www.AANS.org

Thomas A. Marshall, executive director

Ronald W. Engelbreit, CPA,
deputy executive director

Susan M. Eget, associate executive 
director-governance

Joni L. Shulman, associate executive 
director-education & meetings

DEPARTMENTS
Communications, Betsy van Die

Development, Michele S. Gregory

Information Services, Anthony P. Macalindong

Marketing, Kathleen T. Craig

Meeting Services, Patty L. Anderson

Member Services, Chris A. Philips

AANS/CNS WASHINGTON OFFICE
725 15th Street, NW, Suite 800

Washington, DC 20005

Phone: (202) 628-2072

Fax: (202) 628-5264

Web site: www.aans.org/legislative/

aans/washington_c.asp

In the last several years the AANS has enjoyed a
satisfying growth in stability and in ability to serve its
members’ needs. The organization’s leadership has
been as vigilant as they’ve been creative in under-
taking programs aimed at meeting the greatest needs
of membership in the most cost-effective manner—
and with the greatest “bang for the buck.” There are
not many organizations that can exercise this kind of
restraint in their decision-making. After a phase of
providing members limited service, the tendency is
to make up for lost time by attempting to deliver
anything that merely, in the dangerous parlance of
many governing bodies, “seems like an appropriate
thing for us to do.”

While the expansion of services you enjoy as an
AANS member has been accelerated over the last
several years, those services have been carefully iden-
tified, selected and delivered more efficiently than at
any time in our history. Part of the reason is that we
now determine program and service development
by what you tell us you need through our various
survey tools. Service development is therefore pre-
dominantly determined by what the membership
tells the organization it desires, not vice versa.

But the AANS’ efficiency also results from
many years of AANS leadership not defining
progress by the length of project lists, board
reports, or verbal ornamentation camouflaging
moribund programs. The desired result drives the
activity, not the other way around.

Thus, the maxim “Never confuse activity with
results” is instructive for all of us involved in the
AANS, and it also can serve as a model that many
larger service organizations would do well to rec-
ognize. The immediate benefit is vital, but its ulti-
mate value is timeless. 3
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Thomas A. Marshall

is AANS

executive director.

Never Confuse Activity With Results
Expanding Services With an Eye on Members’ Needs



Update on Tumors for the General Neurosurgeon 
Director: Jeffrey N. Bruce, MD, FACS
4 DVD Set; 396 minutes; 6 CME credits

This seminar provides an up-to-date overview of current
management strategies for all types of benign and malignant brain
tumors. Designed for the general neurosurgeon, the seminar
includes current research topics but emphasizes practical 
management issues.

Modern Techniques and Future Trends in Lumbar Interbody Fusion 
Co-directors: Robert F. Heary, MD and Eric J. Woodard, MD 
1 DVD; 83 minutes; 1 CME credit

A series of didactic lectures illustrates the “state-of-the-art” in lumbar interbody fusion techniques and
technology. The impact of implant design and biological agents on interbody outcomes will be discussed.

Preparation for Medical/Legal Testimony
Director: Stanley W. Fronczak, MD, JD, FACS
2 DVD Set; 224 minutes; 3.5 CME credits

This video provides an advanced and practical understanding of Medical Malpractice Defense. Topics
discussed include preventive strategies to reduce the threat of a lawsuit; preparing for and giving
deposition and trial testimony; expert medical witness guidelines, testimony and censure; and practical
proactive techniques to form a winning physician-attorney team.

Medical Liability: How to Develop an Action Plan
Moderator: John A. Kusske, MD 
1 DVD; 120 minutes; 2 CME credits

This seminar focuses on the current professional liability crisis, including a history of reform measures
that have worked and those that have not. Methods to reduce exposure to professional liability claims will
be discussed, as well as ways physicians can limit personal liability. Viewers will also learn what
organized neurosurgery is doing to combat the situation.

Improving Your Bottom Line in Today's Neurosurgical Practice
Moderator: James I. Ausman, MD, PhD 
1 DVD; 116 minutes

This seminar will address why income in many practices is dropping due to poor reimbursement, the
increasing number of uninsured, rising malpractice costs, increasing competition from orthopedic spine
surgeons, and the rising cost of doing business.

2005
ANNUAL
MEETING
SESSIONS
ON DVDS

For detailed DVD content,

or to place your order today,

visit the AANS online

marketplace at

www.AANS.org. And be sure

to visit the AANS Resource

Center at the upcoming

Annual Meeting for DVD

viewing opportunities.

AANS
MASTER SERIES

Advanced
Neurosurgical
Procedures for
Experienced Surgeons

PRESENTED ON DVD

Minimally Invasive Spinal Techniques 
12 CME Credits 
Instructions are aimed at expediting patient recovery and
lessening postoperative pain. This 6-DVD set presents
both didactic presentations and footage of hands-on lab
instruction using cadaver material covering:
• Lumbar discectomy and laminectomy
• Thoracic and cervical discectomy
• Foraminotomy
• Vertebroplasty
• Kyphoplasty
• Percutaneous pedicle screw targeting:

Techniques, operative set-up,
and anatomical overview

• Spinal fusion, decompression
and reduction techniques

Featuring Kevin T. Foley, MD,
Larry Khoo, MD; Robert Isaacs,
MD, Isador Lieberman, MD, MBA
and other renowned faculty.

Moderated by Mick J. Perez-Cruet, MD and
Robert F. Heary, MD

Innovations in Spinal Fixation
3 DVD Set; 2 Modules Available
Featuring detailed didactic and hands-on instruction
for advanced spinal fixation techniques from the
occiput to the pelvis. Footage is designed to
showcase close-ups of cadaveric instruction and
navigation. Offered as an advanced self-education
supplement.

Visit the AANS Online Marketplace at
www.AANS.org to place your order and for
complete listings of faculty and presentation

material. Video clips of the Minimally
Invasive Spinal Techniques series 

can be previewed online at
www.aans.org/
education/educational.
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Fighting Serious Disease www.elekta.com

Stereotactic Neurosurgery • Gamma Knife® surgery • Functional Mapping • Precision Radiation Therapy • Image Guided Radiation Therapy • Stereotactic Radiation Therapy

Only Elekta gives you the ability to treat brain disorders with 

sub-millimeter accuracy that is three times more precise than 

the closest competitor. With 50 times more patients treated than

any other technology, and 400 times more peer-reviewed articles,

it’s no wonder Leksell Gamma Knife® remains the most proven

and trusted treatment for brain disorders…with equally strong

results for your bottom line.

See compelling evidence – www.elekta.com/proof.

Millimeters apart. Miles ahead.
Only Elekta gives you the power.
Millimeters apart. Miles ahead.
Only Elekta gives you the power.


