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A
long with the growth of neuro-
surgery as a specialty, the AANS has
flourished since its inception 75
years ago and has developed into a

body that encompasses the full spectrum of
neurological surgery and is involved with
every aspect of the field. Thus, the occasion
of the AANS 75th anniversary observation
at the 2007 AANS Annual Meeting in April
offers much to celebrate.

To honor its diamond jubilee, the AANS
returns to Washington, D.C., the city where
Temple Fay, Eustace Semmes, Glen Spurl-
ing and William Van Wagenen founded the
Harvey Cushing Society on Oct. 10, 1931.
The Cushing Society adopted the name
American Association of Neurological Sur-
geons in 1967, after President Frank May-
field identified the AANS as the society that
represents North American neurosurgeons
and speaks for all of neurosurgery.

This “Mayfield proclamation” is echoed
in today’s AANS Mission Statement, which
was reappraised in anticipation of this
anniversary year and approved on April 21:

The American Association of
Neurological Surgeons (AANS) is the
organization that speaks for all of
neurosurgery. The AANS is dedicated
to advancing the specialty of neuro-
logical surgery in order to promote 
the highest quality of patient care.

During the past 75 years the AANS has
encouraged the development of all the sub-
specialty groups within the field and main-
tains them under its aegis, unifying all
aspects of the specialty. The AANS continues
to foster collegial relationships with the
other professional organizations within neu-
rological surgery, with the house of surgery
in general, and indeed with all of medicine.
Communication and cooperation are essen-
tial among these various entities and are the
foundation on which the AANS relies in its

education forum that would allow “investi-
gation and advancement in the fields of
neurosurgery,” in the words of Temple Fay.
Neurosurgical education remains an inte-
gral function of the AANS, and this dedica-
tion is evidenced in the AANS’ recent focus
on supporting the American Board of Neu-
rological Surgery’s Maintenance of Certifi-
cation program, which began rollout last
January. Today the AANS produces courses
in neurosurgical education, jointly sponsors
such courses and meetings, and provides
continuing medical education opportuni-
ties through print publications and online
opportunities. At www.MyAANS.org the
AANS offers members and subscribers an
online tracking service that tallies continu-
ing medical education credit for MOC and
state certification requirements as well as
for AANS membership requirements.

At the apex of AANS educational pro-
grams and representative of AANS activities
as a whole is the annual meeting. The
upcoming meeting April 14–19 in our

nation’s capital most certainly will draw
neurosurgeons and related professionals
the world over to a memorable event.
Annual Meeting Chair Mitchel Berger, MD,
and Scientific Program Chair Timothy
Mapstone, MD, are preparing the unique
mix of science, technology, professional and
socioeconomic programs and social events
that will constitute the “Celebrating AANS’
Diamond Jubilee” meeting. Historical ex-
hibits and a commemorative book are
among the planned special attractions.

An Amazing Epoch
“We are living in an amazing epoch, too
near for us to get other than a blurred pic-
ture of its full significance.” This observa-
tion by Harvey Cushing at the dedication
of Yale University’s Sterling Hall of Medi-
cine in 1925 remains true for us today. By
1925 Cushing had seen the recognition of
neurosurgery as a specialty, had led in the
development of many advances that ben-
efited patients, and already himself had
become an inspiration.

Cushing sparked the idea for Van Wage-
nen and colleagues to create our organiza-
tion, and their foresight would fuel the
continual growth of our profession while
inspiring generations of neurosurgeons to
be of the highest quality and to lead and
inspire in their turn. A look at the listing of
AANS presidents reminds us of many oth-
ers on whose shoulders we have stood. I am
honored to join their ranks, particularly in
such an auspicious year for our organiza-
tion, and am myself reminded that this is
our time to lead and inspire. It is on our
shoulders that neurosurgeons of tomorrow
will stand, our foresight and determination
which will set the course of practice for
future colleagues.

This diamond jubilee year is a time to
honor the venerable ideals of the AANS
founders, ideals which have remained
unchanged since the inception of the organ-
ization. I invite you to join me in recogniz-
ing 75 years of achievement and to step into
the future, beginning with the AANS dia-
mond jubilee celebration in April.3

Reason to Celebrate
AANS Vitality Stimulates Amazing Epoch

Donald O. Quest, MD,

is the 2006–2007

AANS president.

advocacy role for neurosurgery to the pub-
lic, the medical community in general, the
government, the media, and third party
payers. These principles form the founda-
tion of the current AANS Strategic Plan,
which specifies financial, organizational,
member service, and advocacy goals.

From the Beginning
The formation of the AANS was driven by
the desire for a neurosurgical continuing
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N E W S L I N EN E W S L I N E
3 CMS Proposes Significant Physician Payment Cuts for 2007 The Centers for Medicare and Medicaid

Services on Aug. 22 issued a notice of proposed rulemaking for the 2007 Medicare physician fee sched-
ule. In the notice, the CMS estimated that physician payments will be cut by 5.1 percent. Congress
adjourned in late September without passing legislation to halt the cut, and unless Congress intervenes
and makes changes to the sustainable growth rate, or SGR, formula in the final session of the year, the
cut will go into effect on Jan. 1, 2007. The AANS and CNS are working closely with other medical spe-
cialty groups to ask Congress to change the SGR formula and mitigate the SGR-driven cuts. In addition
to the SGR-related cuts, neurosurgeons should anticipate decreases in reimbursement resulting from the
five- year review of the Medicare fee schedule and proposed changes to the methodology for calculating
practice expenses. As a result of the five-year review, most codes in the fee schedule have been increased,
particularly the evaluation and management codes and the E&M component of the surgical global fee.
Because of budget neutrality requirements, however, the CMS will need to apply a budget neutrality
adjuster, which will result in a cut of about 5 percent. The practice expense changes will decrease pay-
ments for neurosurgery by an additional 1 percent. Taken together, neurosurgeons can anticipate
decreases in reimbursement of 10 percent or more on Jan. 1, 2007. More information is available at
www.cms.hhs.gov/center/physician.asp. Neurosurgeons can contact their members of Congress by
e-mail, http://capwiz.com/noc/issues/alert/?alertid=9067826&type=CO, or by calling a toll-free tele-
phone number sponsored by the Alliance of Specialty Medicine. The number is (866) 899-4088, and the
neurosurgery access code is 9595. After entering the access code and zip code, callers will be connected
to their legislators.

3 MCAC Addresses Spinal Fusion Surgery for Degenerative Disc Disease Nov. 30 A public meeting of
the Medicare Coverage Advisory Committee on Nov. 30 will address spinal surgery for degenerative
disc disease. Specific topics for review include identifying the most informative measures of clinical
outcomes; indications for spinal fusion; clinical outcomes for the different surgical techniques and
components; complications; harms and adverse events; persistence of benefits and harms over time;
and general applicability to the Medicare population in routine practice. The committee is charged
with identifying areas where the current data might be considered to be deficient and where addi-
tional research is warranted. The Federal Register notice is available at www.cms.hhs.gov/faca
/downloads/id37.pdf.

3 National Provider Identifiers Accepted Now, Required After May 2007 The Health Insurance
Portability and Accountability Act of 1996 mandated the creation of a standard unique health identi-
fier number for healthcare providers. The Centers for Medicare and Medicaid Services is in the process
of issuing National Provider Identifier numbers and, after May 23, 2007, the CMS will require an NPI
number for all Medicare claims submitted. When applying for the NPI, the CMS recommends includ-
ing “legacy” identifiers for all payers, not only those for Medicare. When reporting a Medicaid number,
the state associated with the number should be included. Beginning Oct. 1, Medicare can accept claims
that list only the NPI, but the CMS strongly encourages providers to submit both legacy identifiers and
their NPIs on claims. In addition to its use as an identification number for Medicare, some private
health plans may begin using the NPI. Information on applying for an NPI is available at
www.cms.hhs.gov/NationalProvIdentStand.

3 New Administrators at HHS Leslie Norwalk, who has served as Centers for Medicare and Medicaid
Services deputy administrator, becomes CMS acting administrator effective Oct. 15. She replaces Mark
McClellan, who resigned on Sept. 5. Robert Kolodner, chief health informatics officer at the Veterans
Health Administration, was named acting national coordinator for health information technology in
the Department of Health and Human Services. He replaces David Brailer, who resigned in May.

Neurosurgeon Appointed to

NINDS Advisory Council 

On Oct. 6 the National

Institute of Neurological

Disorders and Stroke

announced the appoint-

ment of Ralph G. Dacey

Jr., MD, to the National

Advisory Neurological

Disorders and Stroke

Council. One of six new

appointees who will

serve on the 18-member

council through July

2010, Dr. Dacey joins

John Loesser, MD, who

had been the council’s

lone neurosurgeon.

www.ninds.nih.gov.

Send news briefs for

Newsline to

bulletin@AANS.org.

                 



6 Vol. 15, No. 3 • 2006  • AANS Bulletin 

Prosthetic,”addressed improved processing
and interpretation of neural recordings
and how they enhance the development of
human cortical neuroprosthetic devices.

In 2006, the NREF awarded 13 research
grants in the form of four young clinician
investigator awards and nine research fel-
lowships. While this is a record number of
supported research grants in the NREF’s
25-year history, nearly two-thirds of the
highly qualified research applications
remain unfunded due to lack of financial
support. The NREF dedicates 100 percent
of every dollar contributed to the NREF to
neurosurgical medical research and educa-
tional opportunities.

The NREF sincerely appreciates the
investment of every contributor into neu-
rosurgical research and education as it
enables the foundation to fund research
grants which generate progress in the
quest to conquer neurological disorders
and improve patient care. The foundation
will benefit from your support in the form
of additional research grant funding. It will
not be able to continue supporting impor-
tant research efforts without donations.

In honor of its 25th Anniversary, the
NREF is asking previous supporters to
increase their contributions by $25 or 25
percent and new supporters to contribute a
minimum of $175 to this year’s fundraising
campaign. NREF Chair Martin H. Weiss,
MD, FACS, believes that these increases are
necessary and in line with the foundation’s
ongoing effort to award at least one new
grant each year.

“We cannot do it without your sup-
port,” said Dr. Weiss. “Research and devel-
opment opens the door to advances in the
specialty, and these young researchers, with
our support, hold the key.”3

Michele S. Gregory, msg@AANS.org, is AANS director
of development.

I
n celebration of the Neurosurgery
Research and Education Foundation
25th anniversary, the AANS and the
NREF announce the new Medical Stu-

dent Summer Research Fellowship pro-
gram, beginning summer 2007.

“The AANS is committed to ensuring
that neurosurgery flourishes as the future
unfolds,” said AANS President Donald O.
Quest, MD. “This exciting new opportuni-
ty is another way to make that happen.”

This research fellowship program offers
first- and second-year medical students the
chance to spend a summer working in a
U.S. or Canadian neurosurgery depart-
ment or research laboratory. Up to 10 fel-
lowships of $2,500 each will be awarded
annually, with the entire process being
directed by an NREF subcommittee led by
Robert A. Ratcheson, MD.

“This fellowship program is an excel-
lent compliment to NREF’s existing grant
program,” said Dr. Ratcheson. “It exposes
young medical students to research activ-
ities from the beginning of their medical
studies, thus whetting their appetites for
and cultivating their interests in scientific
investigations.”

Applications are available through the
AANS Web sites beginning Oct. 1 and will
be distributed to neurosurgery department
chairs, residency program directors, cur-
rent National Institutes of Health investiga-
tors and the deans of all U.S. and Canadian
medical schools.

“Through these new fellowships we
invite medical students to sample the excit-
ing prospects of this challenging and
dynamic specialty in the hope that the best
and brightest of them will pursue neuro-
surgery as a career,” commented Dr. Quest.

The new Medical Student Summer
Research Fellowship program is the latest
addition to the many research opportu-
nities available through the NREF and

funded through generous voluntary dona-
tions from the AANS, AANS members,
corporate partners and the general public.
Annually the NREF awards important
research fellowships and young clinician
investigator awards. These NREF awardees
are the neurosurgeons of tomorrow—
bright, young residents and academicians
whose research has the potential to
improve the lives of those suffering from
neurosurgical disorders through innova-
tions in the field of neurosurgery.

One example is Joseph Ong, MD, who
was awarded the NREF/DePuy Spine
Research Fellowship in 2005. His study,
entitled “Design of Human Cortical Neural

A D V A N C I N G N E U R O R E S E A R C H

Medical Students Hold the Key
New Research Fellowships Will Involve Medical Students in Neurosurgery

M I C H E L E S . G R E G O R Y

2004 NREF Awardee Robert J. Kowalski, MD,
received a fellowship of $70,000 to conduct 
a two-year study of artificial discs for the lumbar
spine, exploring whether artificial discs can 
preserve a normal range of motion and withstand
stress better than standard therapies such as 
discectomy and spinal fusion.
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Jan. 1 – June 30, 2006

The Executive Council of the AANS Neurosurgery Research
and Education Foundation gratefully acknowledges the indi-
viduals, groups, corporations and members of the general

public who generously supported the NREF between Jan. 1,
2006, and June 30, 2006. 

We thank these donors for continuing to recognize the need
for and understanding the importance of providing critical funding
for some of the specialty’s brightest scientists and their promis-
ing neurosurgical investigations. These studies have set a high
standard in the neuroscientific community, serving as key indica-
tors of our ability to enhance science, technology and improve
patient care. These NREF supporters include:
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P
atient-centered care represents a par-
adigm shift from disease-oriented
care. It involves the employment of a
multidisciplinary team of neurosur-

geons, an informed, respected patient (and
family), and a coordinated health-delivery
system and team. Government agencies,
insurance companies and patient advocacy
groups champion the shift to patient-cen-
tered care, and it currently is a focus of much
attention among surgical specialties (2).

In the cover story, Rahimi and col-
leagues document the implementation of a
patient-centered care plan at the Medical
College of Georgia. They describe an insti-
tution-wide initiative, and for nearly two
years following its implementation in 2003
they tracked measurable outcomes based
on patient satisfaction and length of stay.
Following the studied period they noted an
increase in neurosurgical admissions, a sta-
tistically significant increase in patient sat-
isfaction, and decreased length of stay.

The maintenance costs for hospital beds
increased commensurate with the increase
in neurosurgical admissions during the
period studied. One would expect the con-
tribution margin to the hospital from
neurosurgical admissions also to have
increased significantly during this period.

Neurosurgeons should be aware of the
importance of neurosurgical admissions to
the fiscal health of the hospital. The combi-
nation of rising neuroscience volumes and
continued strong margins has led some
hospital administrators to determine that
“the brain is the new heart,” according to
one hospital CEO whose facility is among
a number expanding its neuroscience serv-
ice line (5). This expansion is at a time
when traditional volume drivers such as
orthopedics and cardiology/cardiac sur-
gery are threatened by reimbursement cut-
backs and non-hospital competitors.

The most frequent neuroscience proce-

dures such as stroke care and spinal and
cranial surgery offer comparable or superi-
or margins to these services. For example,
the average per-patient contribution prof-
it in 2002 for neurosurgery, $9,893, signif-
icantly outpaced per-patient profits for

Patient-Centered Care
Success Depends on Multidisciplinary Collaboration

William T. Couldwell,
MD, is editor of the

AANS Bulletin.
He is professor and

Joseph J. Yager Chair of
the Department of

Neurosurgery at the
University of Utah
School of Medicine.

general surgery ($7,491), thoracic surgery
($6,341), vascular services ($4,718) and
spinal procedures ($2,599). Furthermore,
the total neurosurgical inpatient and out-
patient volumes are expected to increase
significantly as the U.S. population ages (4).
Between 2004 and 2014 projected increas-
es in national volumes are 10 percent for
cerebrovascular services including stroke
and aneurysm, 14 percent for spinal surger-
ies, and 26 percent for neurodegenerative
diseases (3).

The Rahimi article clearly demonstrates
the benefits of a coordinated effort for
patient-centered care in neurosurgery. Neu-
rosurgical outcome studies, generated both
within the specialty and externally by gov-
ernmental, hospital and insurance entities,
increasingly will be incorporating measures
of patient satisfaction. This will represent
something of a shift from the “silo” mental-
ity of traditional departmental structure in
most institutions. Neurosurgical practition-
ers of the future must successfully engage in
a patient-centered, collaborative environ-
ment. Collaboration in the form of multi-
disciplinary management and partnering
with the hospital and allied services to
improve patient care (and the bottom line)

will be the hallmarks of the successful neu-
rosurgical practices of the future (1).

Socioeconomic Research in the 
AANS Bulletin
The article by Rahimi and colleagues is one
of several peer-reviewed articles published
in the AANS Bulletin in the last two years.
Presenting reliable information on socio-
economic topics to readers is a vital inter-
est of the Bulletin and the AANS. By
introducing a rigorous peer-review process
and providing a definitive venue for publi-
cation, the Bulletin seeks to promote
research into socioeconomic topics.

The mission of the Bulletin is to provide
socioeconomic, professional and associa-
tion information to AANS members and to
serve as the primary socioeconomic and
professional publication for the neurosur-
gical community. The participation of a
broad cross section of researchers and
authors inside and outside of the specialty
therefore is necessary and desired.

I invite you to review the Bulletin’s writ-
ing guidelines, available from the Bulletin’s
home page, www.aans.org/bulletin, and to
consider submitting an article that will add
to neurosurgery’s body of knowledge in
socioeconomic areas. 3
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T
The classic theme of man versus nature evoked by this photograph might also be seen as a metaphor for
the patient “versus” an increasingly complex and often incomprehensible system of healthcare. In the
cover story, Rahimi and colleagues describe how a redesigned healthcare delivery system can engage
patients and their families in creation of a healing environment that results in increased patient satisfac-
tion and decreased cost of hospitalization.3 This image by Joel Meyerowitz was published in his first
book, Cape Light. A chromogenic color print of the image, printed in 1981, resides in the collection of the
Art Institute of Chicago, where the image is described as “a traditional subject [in which] Meyerowitz
nonetheless succeeded in extending the possibilities of the photographic medium by allowing color to
heighten the emotional and spiritual content of his images.” In September 2006 Meyerowitz, who was
granted continuous access to the World Trade Center site after Sept. 11, 2001, published Aftermath, a book
of photographs that chronicle the experience of transformation at Ground Zero.

“Bay/Sky,
Provincetown,” 1977
©Joel Meyerowitz
Courtesy Edwynn
Houk Gallery

THE PATIENT AT THE 
CENTER OF CARE

       



Abstract
In 2003 the Department of Neurosurgery at the Medical College of Georgia
embraced the institution-wide patient- and family-centered care plan in an attempt
to improve productivity and patient satisfaction and reduce hospital costs. This ini-
tiative included the creation of a neuroscience center with large state-of-the-art
rooms that can serve as floor or intensive care unit beds and that can offer unre-
stricted patient visiting hours and a family resource library. A bed management
board composed of neurosurgery faculty and residents, rehabilitation professionals,
social workers, and nurses was established to provide a multidisciplinary approach to
patient care. Input from all members of the team is considered and utilized in creat-
ing therapeutic and discharge planning for every patient. The patient plan then is
discussed with individual patients and their families at regular intervals. Following
implementation of these new principles in the Department of Neurosurgery, patient
satisfaction increased from average scores of 79.2 percent in 2002 to 84.6 percent in
2004. The average length of stay decreased from 6.58 days in 2003 to 4.59 days in
2005. Elective admissions increased from 35.1 patients per month in 2002 to 52.3
patients per month in 2005. With the evolution of medicine into a multidisciplinary
business, cost, productivity, and patient satisfaction must be integrated into the
healthcare process. The implementation of the patient- and family-centered care
plan has increased the number of patients cared for in the department, decreased the
cost of hospitalization, and improved the quality of care received by each patient.

12 Vol. 15, No. 3 • 2006  • AANS Bulletin 

On The Cover: Patient- and Family-Centered Care Initiative

Introduction
In 2003, the Department of Neurosurgery at the
Medical College of Georgia embraced the institu-
tion-wide patient- and family-centered care plan in
order to increase productivity, decrease cost, and
improve patient satisfaction. Implementation of this
plan included the creation of a neuroscience inpa-
tient and intensive care unit with input from patients
and their families, nursing staff, and physicians. In
addition to regular information gathering rounds
conducted by residents and faculty, a bed manage-
ment board was established. This group of neuro-
surgery residents, social workers, charge nurses,
physical therapists, occupational therapists, speech
therapists, and neurosurgery faculty members, who
preside over the meeting, assembles once a week to
discuss each patient’s care.

Methods
The bed management board convenes once every
week to discuss all aspects of patient care on an indi-
vidual basis. Input from all members of this multidis-
ciplinary team is considered and utilized in creating
therapeutic and discharge planning for every patient.
This information is then discussed with individual
patients and their families at regular intervals.

A new multimillion-dollar neuroscience center
was created with the needs of physicians and patients
in mind. This has included a neurosurgery intensive
care unit with universal rooms that can serve as
intensive care, stepdown, or floor beds (Figure 1). All
rooms are spacious and equipped with couches and
foldout beds, an arrangement that allows family
members to remain with their loved ones during
hospitalization and visiting hours to be eliminated.
(Figure 3). In addition, a resource center was created
with Internet access and information pamphlets for
patients and their families.

Administrative records for the Department of
Neurosurgery adult section were reviewed from 2002
to 2005. These records were kept and organized by
the department’s business administration office.
Length of stay for patients on the floor and in the
intensive care unit was evaluated. Average cost for an
intensive care and floor bed is estimated to be $1,400
and $800 per night respectively at our institution.
Patient satisfaction scores also were reviewed for this
period. Patients were given questionnaires prior to
discharge allowing them to rate their overall hospital
experience on a scale of 0 to100. This scale represents
the overall satisfaction of the services received by
patients during hospitalization each month. The
number of participating patients varied monthly
from approximately 40 percent to 80 percent.

Results

Patient Satisfaction and Volume
Analysis of patient satisfaction scores and patient vol-
ume was performed. The mean patient satisfaction
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score in 2002 was 79.2 percent (low 64.6/high 87.1).
For 2003 the score increased to 81.8 percent (low
70.3/high 89.8). During 2004 the mean patient satis-
faction score again increased to 84.6 percent (low
76.3/high 88.2). With the exception of a score of 76.3
percent, all other scores were above 80 percent in
2004. It is important to note that movement of these
percentage points indicates real process improve-
ments and not statistical aberrations. During this
same period our elective admissions increased from
35.1 patients per month in 2002 to 52.3 in 2005. Our
elective admissions for 2003 and 2004 were 42.3 and
49.5 patients per month respectively (Figure 2).

Patient Length of Stay and Hospitalization Costs
Patient length of stay was reviewed from January
2002 to September 2005. The average length of stay
initially increased from 5.72 days in 2002 to 6.58 days
in 2003. Average length of stay continually decreased
after 2003, to 5.34 days in 2004 and to 4.59 days in
2005 (Figure 4).

A Kruskal-Wallis test was performed to deter-
mine whether any differences exist between the
length of stay medians for years 2002 to 2004 (Figure
5). Since there was a significant difference between
the three years, three Wilcoxon tests were performed
to determine where the differences were located
(Figure 6). Statistical significance was determined at
p < 0.05 for the Kruskal-Wallis test, and a Bonferroni

adjustment was used to obtain a familywise error rate
of 0.05 for the three Wilcoxon tests. A Wilcoxon test
was considered statistically significant when the p <
0.05/3 = 0.0167. Statistical significance was noticed
for the data between all three years.

The maintenance cost of hospital beds used for
our center was $2,642,640 in 2002, $3,647,952 in
2003, $3,453,912 in 2004, and $3,150,576 in 2005.

Discussion

Background
Neurosurgery historically has been a specialty of few
practitioners. Every year fewer than 160 individuals
enter neurosurgery residency programs (2). Recent-
ly, economic and legal pressures have led some neu-
rosurgeons to change where and how they practice or
to opt for early retirement. As the number of neuro-
surgeons practicing in community facilities has
decreased, the volume of patients at academic centers
has increased. In the past, a strategy for handling
increasing workload was to have neurosurgery resi-
dents spend more hours in the hospital. However,
with the introduction and enforcement of the 80-
hour resident workweek in 2003, residents are no
longer able to compensate for the expanding volume
of patient care with longer workdays.

Patients have become much more informed
about their healthcare due in part to the widespread
availability of the Internet beginning in the 1990s.
Information regarding specific illnesses and thera-
peutic modalities is widely available. Individuals also
are able to compare physicians, programs, and hos-
pitals throughout the country. With the availability of
all of these resources, patients and their families have
come to expect more from their physicians and their
hospitals. Today many patients and their families
prefer to take an active role in the daily decision-
making process of their healthcare. However, many
patients are frustrated with the healthcare system.
Bruster et al. demonstrated this frustration in a
national survey of hospital patients published in
1995. More than 5,000 patients were interviewed at
36 different hospitals. The main complaint was lack
of communication by physician to patient. Fifty-six
percent reported that they had not been given writ-
ten or printed information regarding their medical
status or discharge summary at time of release from
the hospital. Another 70 percent stated that they were
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FIGURE 1

Universal Rooms

The universal rooms serve patients in intensive care, stepdown
or floor status. 

                  



FIGURE 2

Patient Satisfaction and Patient Volume (2002–2004)

100

90

80

70

60

50

40

30

20

10

0

2002 2003 2004
MONTH

J F M A M J J A S O N D J F M A M J J A S O N D J F M A M J J A S O N D

PATIENT SATISFACTION 
(AVERAGE PERCENTAGE)

PATIENT VOLUME 
(NUMBER OF PATIENTS)

Continued from page 13

On The Cover: Patient- and Family-Centered Care Initiative

14 Vol. 15, No. 3 • 2006  • AANS Bulletin 

not informed of any warning signs or symptoms
related to their illness at time of discharge (1).

A New Approach
In order to provide excellent healthcare and increase
patient satisfaction in a framework of an 80-hour res-
ident workweek, we created a patient- and family-cen-
tered care plan. Utilization of universal beds allows
patients to remain in one location throughout their
hospital course as they progress from an intensive care
unit setting to a floor setting. Creation of a resource
center allows patients to actively search for informa-
tion regarding their ailment, empowering them to
participate fully in their healthcare. The incorporation
of a multidisciplinary approach to patient care has for-
malized the process for medical personnel to include
the patient and the family in the healthcare process.
During bed management meetings, neurosurgery fac-
ulty and residents, nursing staff, social services, and
rehabilitation services all convene to outline treatment
and discharge planning for each individual patient.
Simultaneous input from this multidisciplinary team
allows fragmented goals from each group to coalesce
in a comprehensive treatment plan.

In this manner hospital and discharge planning
for each patient is clearly defined and understood by
each member of the multidisciplinary team. Each

FIGURE 3

Private Patient Rooms

Spacious rooms with seating and foldout beds allow family mem-
bers to stay with patients, eliminating the traditional visiting hours.

Both average patient sat-
isfaction scores and 
average patient volume
trended upward from
2002 to 2004. The 
percentage of increase 
in average patient 
satisfaction scores was
6.8 percent between
2002 and 2004, and the
percentage of increase in
average patient volume
was 41 percent for the
same period.
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FIGURE 5

Results of Kruskal–Wallis Test

Kruskal–Wallis Test Test Statistic p Value

2002 vs 2003 280258.5 0.0003

2002 vs 2004 359253.5 0.0122

2003 vs 2004 496768.5 < 0.0001

FIGURE 6

Pairwise Comparisons of Three Years 
With Wilcoxon Tests

Chi-Square Test Statistics Differential p Value

39.7784 2 < 0.0001

FIGURE 4

Average Length of Stay for Neurosurgery Patients
(2002–2005)

provider is aware of the ultimate goal and the contri-
butions from each team member to obtain that goal.
The team member is then able to tailor his or her
objectives in the context of the team plan in order to
achieve the set goals. This plan is then communicat-
ed to patients and family members by residents and
faculty. In addition, because each member of the mul-
tidisciplinary team is aware of hospital and discharge
planning, this information can be relayed to patients
and families by multiple individuals. This allows for
greater efficiency in patient management.

Identified Improvements
Review of our administrative records provides
objective support for the idea that a multidiscipli-
nary approach to patient care allows for better deliv-
ery of healthcare in a neurosurgical setting. Over the
past several years there has been a dramatic increase
in the number of patients treated at our institution.
With the utilization of our new neurosciences sys-
tem, we have been more efficient in taking care of
these patients. This is evident in the decreased length
of stay over the past several years. Taking into
account the cost for hospital rooms, decreasing the
length of hospital stay for even one day correlates to
savings of thousands of dollars annually for hospi-
tals, allowing these resources to be utilized else-
where. We have noted a substantial decrease of
$500,000 in operational costs associated with hospi-

tal bed use over the past three years, even though our
volume during the same period has increased by
more than 15 percent. With implementation of our
patient-centered care principles, the quality of care
at our institution has continuously improved as is
evidenced by the increase in patient satisfaction
scores over the past several years. Review of patient
comments reveals that our patients were most satis-
fied with the unrestricted visiting hours and the
continuous updates regarding hospital and dis-
charge planning. We are now able to successfully
balance an increasing volume of patients within the
confines of a shortened resident workweek.

Conclusion
With the evolution of medicine into a multidiscipli-
nary business, cost, productivity, and patient satis-
faction must be integrated into the healthcare
process. With the creation of our patient- and fam-
ily-centered care plan, we have increased our patient
satisfaction and decreased the length of hospital stay
for each patient. This has allowed us to take care of
more patients effectively with an associated decrease
in the cost of hospitalization. 3
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A
surprisingly large amount of the world’s gross national
product—approximately 5 percent—is spent in the U.S.
healthcare system. This enormous amount of money, now
in excess of the gross national product of France, has pro-
gressively increased from approximately $100 billion in

1960 to approximately $1.9 trillion in 2005. Engendered by costly
new technology, a defensive response to adversarial litigation,
unfunded government mandates, demographic pressure, and
increasing patient expectations, healthcare cost inflation creates a
substantial societal dilemma.

Some form of healthcare rationing often is the primary focus of
governmental and market-force strategies to restrain escalating
expenses. Such rationing is enforced by expanded managed care,
diminished entitlement programs, stringent certificate of need reg-
ulations, diminution of end-of-life expenses and a rigorous eco-
nomic physician credentialing process.

Alternatively, medical healthcare costs may be controlled by
improving healthcare efficiency. Improved efficiency may be fos-
tered by malpractice reform, increased outpatient care, the rigorous
employment of economic factors of scale, and pursuit of less expen-
sive yet effective healthcare modalities.

Many physicians perceive little incentive to decrease global
healthcare costs because they lack appropriate healthcare cost infor-

mation and are overburdened with regulatory requirements and
bookkeeping details. Unfortunately, minimal physician involvement
in healthcare cost containment strategies exacerbates cost escalation.
The absence of the physician, arguably the most knowledgeable par-
ticipant in the U.S. healthcare system, logically flaws progress toward
appropriate cost restraints.

This unwelcome physician disconnection is reflected by the min-
imal attention that issues related to healthcare cost receive in med-
ical literature. In neurosurgery, outcome analysis has focused upon
mortality and morbidity rates and measurable physiological and
radiographic parameters, neglecting healthcare cost parameters.

To assess such inattention, a review of English literature address-
ing standards of care in neurosurgery was done through PubMed for
the years 1980–2005 (Figure 1). In the late 1990s there was a mod-
erate increase of published articles focusing on this matter. Since the
year 2000 there has been a substantial increase in the amount of
activity concerning standards of care in neurosurgical publications.
Nonetheless, articles containing such information constitute only a
small percentage of the overall body of literature.

Further, a PubMed search using “costs in neurosurgery” as the
keyword was performed upon worldwide neurosurgical literature
between 1985 and 2005 (Figure 2). Among the 64,418 cited neuro-
surgical articles, neurosurgical costs were referenced in only 750 arti-
cles (0.85 percent). Between Jan. 1 and Nov. 1, 2005, only 35 of 2,676
neurosurgery papers discussed economic issues (1.3 percent). Other
surgical subspecialties, while showing corresponding publication
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FIGURE 1

Study Finds Absence of Economic Analysis in Neurosurgical Outcome Assessment

Neurosurgeons’Role in Cost Control
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A review of English litera-
ture addressing standards
of care in neurosurgery
was done through PubMed
for the years 1980–2005.
Since the year 2000 there
has been a substantial
increase in the amount of
activity concerning stan-
dards of care in neurosurgi-
cal publications, but 
articles containing such
information constitute only
a small percentage of the
overall body of literature.

        



Vol. 15, No. 3 • 2006 • AANS Bulletin 17

dynamics, were somewhat more sensitive to economic issues. For
the same 20-year period, costs were mentioned 691 times in the
8,911 orthopedic articles (7 percent), and 3,325 times in the 126,379
cardiovascular articles (3 percent).

Using a more specific methodology, the 946 articles which
appeared in the journal Neurosurgery between 1995 and 2003 were
individually reviewed. Approximately 4 percent of these articles con-
tained evidence of economic assessment in their outcome analysis.
Twenty-five articles made some reference to work status and eight
articles made diffuse qualitative remarks about economic issues,
while seven articles mentioned outcome in dollar terms. Only one
article compared different treatment modalities in terms of direct
dollar costs and benefits.

As a relatively static number of neurosurgeons attempt to secure
their place in an evolving and increasingly expensive American
healthcare system, an improved knowledge of treatment costs is
imperative. The paucity of economic assessment in published neu-
rosurgical outcome data implies a disinterest in the custodianship of
the nation’s healthcare dollar. A proactive, physician-led treatment
assessment that routinely considers cost issues offers the best mech-
anism to protect patient welfare against ill-conceived, bureaucrati-
cally directed cost restraints. 3

Joe Sam Robinson III, Cemre Sevin, Konstantinos N. Fountas, MD, Carlos H.
Feltes, MD, Leonidas G. Nikolakakos and Joe Sam Robinson Jr., MD, are in the
Department of Neurosurgery, Medical Center of Central Georgia, School of
Medicine, Mercer University, Macon, Ga.

FIGURE 2
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W
hile neurosurgeons can expect to
enjoy a challenging and reward-
ing career, they also can expect to
be sued. Most residents have little

experience in legal matters, which can make
the process of a lawsuit confusing and time-
consuming. Knowledge of the anatomy of a
medical malpractice suit as well as how to
prepare for depositions and testimony can
help relieve the stress surrounding a lawsuit
and help you defend yourself.

There are four elements that a medical
malpractice lawsuit must address: (1) duty,
(2) breach, (3) causation, and (4) damages.
A lawsuit can only proceed if all elements
are satisfied. The only exception to this is
the legal doctrine of res ipsi loquitur (the
thing speaks for itself), which applies to
errors in which the negligence is obvious.

The first element is duty, which is the
existence of a doctor-patient relationship.
Usually not a matter of dispute, it has been
an issue in cases that involve an informal
consultation on the street or over the phone.

The second element is that of a breach
in the standard of care, which has a very dif-
ferent meaning to lawyers than you might
think. Doctors like to think of the standard
of care as some sort of treatment ideal, a
“standard” that when met provides an irre-
proachable bulwark against accusations of
malpractice. In contrast, for a lawyer a Pla-
tonic “standard of care” does not exist. The
standard of care is established in each case
by the use of paid “experts,” which both
sides will employ to assert that the standard
of care has or has not been met.

The third and fourth elements are cau-
sation and damages, which of all the ele-
ments are usually the most hotly contested.
The plaintiff must show that the alleged
breach in care actually caused damage,
which can often be difficult to prove. Dam-
ages are classified into economic and
noneconomic. Economic damages repre-

Keep in mind you are not being deposed as
an expert witness, and avoid these types of
questions by saying something like, “It
would not be appropriate to comment
since I am not an expert.”

During a deposition, do not answer a
question about a particular document
without having a copy of the document in
front of you. Make sure questions are
phrased correctly in medical terminology,
and answer only the specific question you
were asked. Do not guess or presume any-
thing you don’t know from first-hand
knowledge, and do not speculate about
what someone else may have been think-
ing. Your only obligation is to answer the
exact question asked of you truthfully,
based on your own personal knowledge,
not what you think you know, should
know, or what might have happened. “I
don’t know” and “I do not remember” are
perfectly acceptable answers. Above all,
keep your answers as short as possible;
“yes” or “no” is best.

Most malpractice suits are settled, but if
the case goes to trial it may not start until
many years after the lawsuit is filed. When
giving testimony at trial, be polite, sincere,
and likeable.

Being named in a lawsuit is now nearly
unavoidable. To protect yourself emo-
tionally, it is helpful to appreciate that a
malpractice suit rarely has anything to do
with medical error, and that multiple
studies have shown no correlation
between negligence and litigation. Ulti-
mately what is best for the patient—
appropriate medical care accurately
documented and a healthy, trusting doc-
tor-patient relationship—is also your best
defense against a malpractice lawsuit. 3

K. Michael Webb, MD, is a neurosurgeon with 
Neurosurgical Associates PSC in Lexington, Ky. 
Gregory P. Lekovic, MD, JD, contributed to this article.

sent lost wages and expenses of care.
Among noneconomic damages are pain
and suffering and loss of consortium.

Once the decision to file a lawsuit has
been made, the plaintiff ’s lawyer sends a
notice letter to the physician announcing
the intent to file suit. At this point, the hos-
pital’s risk management department will
contact you at and arrange for legal repre-
sentation.

The next step is the discovery phase,
during which information is exchanged
between the two parties such as expert wit-
ness reports, list of potential witnesses,
reports of other treating physicians, and
other relevant documents pertaining to the
case. Your involvement at this stage will be
in the answering of interrogatories, which
are written questions from the opposing
lawyer, and depositions, which are oral
question and answer sessions with the
opposing lawyer.

You may be deposed either as a named
defendant or as a witness of fact. Either
way, the opposing lawyer will often try to
lead you into criticizing someone else’s
actions. Unfortunately, residents, by nature
of their job, often feel a pressure to have all
the answers, which can lead to needlessly
answering questions that, in a lawsuit,
need not and should not be answered.

Professional Liability Primer
Learning the Anatomy of a Medical Malpractice Lawsuit 
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T
he 2007 AANS Annual Meeting returns members to the city
where the organization began for celebration of 75 years of
education and inspiration. It was in Washington, D.C., that
Temple Fay, Eustace Semmes, Glen Spurling and William
Van Wagenen met on Oct. 10, 1931, and founded the Har-

vey Cushing Society, now the AANS.
Seventy-five years of contributions by many participants in the

neurosurgical community will be honored at the AANS’ Diamond
Jubilee meeting, April 14–19, 2007, in Washington, D.C.

“This diamond jubilee year is a time to honor the venerable
ideals of the AANS founders, ideals which have remained unchanged
since the inception of the organization,” said AANS President Don-
ald O. Quest, MD.“I invite you to join me in recognizing 75 years of
achievement and to step into the future, beginning with the AANS
diamond jubilee celebration in April.”

The festive event is taking shape under the direction of Annual
Meeting Chair Mitchel Berger, MD. The event’s focus, however, will
be on contemporary science in a stimulating scientific program
chaired by Timothy Mapstone, MD.

The scientific program features many new practical clinics,
breakfast seminars, and scientific sessions. New socioeconomic pre-
sentations will focus on practice management and legal issues as well
as topics of current interest such as pay for performance and the
Medicare physician payment system.

Thomas L. Friedman, foreign affairs columnist for The New York
Times and a three-time Pulitzer-Prize awardee, will share his global
perspective in delivery of the Cushing oration.

General meeting registration and housing reservations open Oct.
13 exclusively to AANS members. On Oct. 27, general meeting reg-
istration and housing reservations open for everyone. The advance
registration and housing deadline is Friday, March 9, 2007.

Additional information regarding the 2007 AANS Annual Meet-
ing, including registration and housing reservations, is available at
www.aans.org/annual/2007.

Cushing Orator Thomas L. Friedman
Thomas L. Friedman, a three-time
Pulitzer Prize-winner, is one of the world’s
preeminent commentators on interna-
tional affairs.

In the months following Sept. 11,
2001, his Op-Ed page column for The
New York Times provided the clarifying,
evenhanded assessments that were so
urgently sought. In awarding him his
third Pulitzer Prize (the 2002 award for
Distinguished Commentary), the Pulitzer

Board cited his “clarity 
of vision, based on
extensive reporting, in
commenting on the
worldwide impact
of the terrorist
threat.”

Friedman has
covered many of the
monumental stories
of recent decades, from
the return of Hong Kong
to China and the assas-
sination of Yitzhak Rabin to
the wars in Afghanistan and Iraq.
His tireless reporting skills and innate knack for obtaining the right
information from the right people earned him Pulitzer Prizes in
1983 and 1988 for International Reporting (for his coverage of
Israel and Lebanon).

Friedman’s New York Times bestseller, Longitudes and Attitudes:
The World in the Age of Terrorism, traces his post-9/11 journey
from Afghanistan to Israel, Europe, Indonesia and Saudi Arabia to
meet with the regions’ leaders, thinkers and citizens. Filled with
emotional reactions and reasoned analysis, the book also includes a
collection of his Pulitzer Prize-winning columns.

His bestseller, From Beirut to Jerusalem, serves as a basic text
on the Middle East in many colleges and universities nationwide.
It won both the National Book Award and Overseas Press Club
Award in 1989. The Lexus and the Olive Tree, which was also a
bestseller and was translated into 20 languages, explains globaliza-
tion’s effect on the politics, culture and economics of an increas-
ingly interwoven global community. Kirkus Reviews called it
“simply the best book written on globalization.”

In 1981 Friedman joined The New York Times as a business
reporter, specializing in OPEC and oil-related news. He was quick-
ly named Beirut bureau chief (just six weeks before the Israeli inva-
sion). He also has served as Israel bureau chief, Washington chief
diplomatic correspondent, chief White House correspondent and
chief economics correspondent.

Friedman appears in his own segment,“Tom’s Journal,” on The
NewsHour with Jim Lehrer, talking about his most recent trips
abroad. He is also a frequent guest on programs such as Face the
Nation and Charlie Rose. His TV documentaries, “Searching for
the Roots of 9/11,” “The Other Side of Outsourcing” and “Strad-
dling the Fence” (on the impact of the wall separating Palestinians
and Israelis), have aired on the Discovery Channel.

Friedman’s new book on globalization and geopolitics is The
World is Flat: A Brief History of the Twenty-First Century. 3

Education and Inspiration
2007 AANS Annual Meeting Celebrates AANS’ Diamond Jubilee, April 14-19, 2007

Thomas L. Friedman
2007 Cushing Orator
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mission deadline is Dec. 1. Additional information
and an application are available at www.aans.org/
otheresearch and www.facs.org or contact Michele
S. Gregory, AANS director of development at
msg@AANS.org or (847) 378-0500.

AANS Offers Long-Term Care Insurance Through
John Hancock The AANS now is offering long-term
care insurance to all eligible AANS members and
their family members through a partnership with
John Hancock, an insurer with more than 140
years of service to its policyholders. For those who
are self-employed, a partner in a partnership, or who
have a C-Corporation, premiums may be tax
deductible. More information about long-term care
insurance as an employee or executive benefit is
available from Chris Thomas, (877) 582-4582;
callers should reference their AANS membership.

Information about this and other programs
offered through AANS partners is available at
www.aans.org/membership/aans_partner_pro
grams.pdf.

2006 AANS Annual Meeting Sessions on DVD Now
Available The AANS’ newest educational and scien-
tific DVDs—Minimally Invasive Microendoscopic
Discectomy; Head Trauma: Current Treatments and
Controversies; and Cerebral Trauma: State-of-the-Art
Treatment—now are available for purchase. These
DVDs explore the latest surgical breakthroughs
and feature discussions of current neurosurgical
treatment options as well as hands-on lab instruc-
tion using cadaver materials. These instructional
recordings are appropriate for neurosurgeons at all
levels of clinical practice. Taught by renowned fac-
ulty, each product offers the opportunity to earn
CME credit and is designed to maintain and
advance the physician’s knowledge and skills to
ensure the highest quality patient care.

Orders can be placed through AANS Member
Services at (888) 566-2267, ext. 539, or through
AANS Online Marketplace, www.AANS.org. Sample
video clips also are available in the Online
Marketplace. 3

New Web Pages Designed to Draw Medical
Students’ Attention In October the AANS launched
the new medical students section of www.AANS
.org to encourage as many students as possible to
learn about the specialty of neurosurgery. Designed
to be a first stop in learning about neurosurgery
and a portal to some of the best Web resources, the
site links to the “So You Want To Be a Neuro-
surgeon?” brochure produced by Women in
Neurosurgery and provides questions for medical
students to explore if they are considering a career
in neurosurgery. The site also provides links to
North American neurosurgical training programs,
information about the new AANS Medical Student
Summer Research Fellowship, and a collection of
best resources for medical students about neuro-
surgery on the Web. Through the site medical stu-
dents also can register for online access to neuro-
surgical case studies.

The medical students section is accessed at
www.AANS.org by selecting Medical Students in
the tool bar, and the direct link is www.aans.org
/medical%5F students.

New ACS, AANS Two-Year Faculty Career
Development Award: Applications Due Dec. 1
The American College of Surgeons and the Neuro-
surgery Research and Education Foundation of the
AANS are offering the new two-year Faculty Career
Development Award to neurological surgeons. The
award is to support the establishment of a new and
independent research program in an area of neuro-
logical surgery. The award is $40,000 per year for
the period July 1, 2007–June 30, 2009, to support
neurosurgical research.

The award is open to junior faculty surgeons
who (1) are members or candidate members of
both the ACS and the AANS; and (2) have complet-
ed specialty training within the preceding five years
and have received a full-time faculty appointment
at a U.S. or Canadian accredited medical school.
Applicants should provide evidence of productive
initial efforts in laboratory research (by publication
or otherwise). The award is to be used to support
the research of the recipient. The application sub-

Upcoming AANS/CNS 
Section Meetings

www.neurosurgery.org

Section on Pediatric
Neurological Surgery 
35th Annual Meeting,
Nov. 28–Dec. 1, 2006

2007 International 
Stroke Conference With
AANS/CNS
Cerebrovascular 
Section and The 
American Society of
Interventional &
Therapeutic
Neuroradiology, 
Feb. 7–9, 2007

Section on Tumors
Seventh Biennial 
Satellite Symposium,
April 13–14, 2007

N E W S . O R GN E W S . O R G
A A N S /C N S S e c t i o n s C o m m i t t e e s A s s o c i a t i o n s S o c i e t i e s
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C
oding for lumbar posterior or pos-
terolateral arthrodesis (code 22612)
and posterior lumbar interbody
arthrodesis (code 22630) was the

subject of intense interest and activity in
2006. In April the Centers for Medicare and
Medicaid Services precluded concurrent
use of these codes and then reversed its
decision in July. This Coding Corner
reviews the circumstances and implications
of this pair of CMS decisions as well as the
process underlying them.

Although Current Procedural Termi-
nology describes physician services that are
bundled together, the CMS has used an
additional system, the Correct Coding Ini-
tiative or CCI, to identify bundled services.
Through a contract with one of its regional
carriers, the CMS publishes a quarterly
update of code pairings which are consid-
ered inclusive of one another. Although this
process formerly occurred in the absence of
medical specialty society input, for several
years the CMS has requested physicians’
advice on proposed edits to improve the
accuracy of these edits.

At the end of 2005, a proposed edit was
sent to specialty societies concerning codes
22612 and 22630. Although the CMS did
not submit a rationale for the proposed
edit, societies were asked to consider the
edit and offer medical reasons for modifi-
cation, if appropriate. However, the pro-
posed edits were developed shortly after the
publication of the lumbar fusion guide-
lines. Although the guidelines described the
evidence against performing a concurrent
anterior lumbar interbody fusion with a
posterior arthrodesis, the scientific evi-
dence reviewed did not address a posterior
lumbar interbody fusion and a concurrent
posterior or posterolateral arthrodesis.
Despite comments submitted by several
societies describing the separately identifi-
able physician services between 22612 and

22630, on April 1 the CMS implemented an
edit that precluded concurrent coding of
these procedures.

After implementation of the edit, the
CMS received numerous correspondences
concerning the edit. The CMS agreed to
reconsider the implemented edit if addi-
tional documentation were submitted to
justify medical necessity for performing
both procedures at the same level. Multiple
specialty societies participated in this effort,
among them the AANS, the Congress of
Neurological Surgeons and the North
American Spine Society. The AANS, CNS
and NASS produced a document requesting

society responses to the CMS concerning
proposed edits predominantly addressed
the degree of overlapping physician work
when two procedures were compared.
However, in this circumstance, the distinc-
tion between the physician work of a pos-
terolateral arthrodesis and a posterior
lumbar interbody fusion was insufficient to
prevent the implementation of the pro-
posed edit. This suggests that the govern-
mental and private insurer efforts in
developing performance measures and
standards are likely to include payment
policies and coverage decisions that take
into account the published scientific evi-
dence regarding surgical procedures.

While the CMS appears to be moving
beyond the issue of overlapping physician
work in the development of CCI edits and
toward evidence-based examination of the
medical necessity of surgical procedures, it
also has been very receptive to review and
analysis of evidence by medical specialty
societies and to their recommendations
concerning proposed edits. Although this
particular example resulted in denial of
payment for six months, the correction was
made retroactive, allowing for resubmission
of claims beginning in Oct. 1. 3
Gregory J. Przybylski, MD, is chair of the AANS/CNS
Coding and Reimbursement Committee and a member
of the CMS Practicing Physicians Advisory Council. He
chairs and instructs coding courses for the AANS and
the North American Spine Society.

CMS Reverses Lumbar Coding Decision
Resubmit Claims for 22630-22612 Pair

The CMS has been very
receptive to review and
analysis of evidence by med-
ical specialty societies and
to their recommendations
concerning proposed edits.

Gregory J.
Przybylski, MD, is

professor and direc-
tor of neurosurgery

at JFK Medical
Center in 

Edison, N.J.

reconsideration of the edit and provided
the medical rationale for the necessity of
performing both procedures under certain
circumstances.

In July, the CMS responded favorably
to the request and agreed to remove the
CCI edit beginning Oct. 1. In addition, the
CMS agreed to retroactively allow concur-
rent use of codes 22612 and 22630 and
recommended that after Oct. 1 surgeons
resubmit claims for which the code pair-
ing had been denied.

In comparison to the former CCI
process in which the predominant rationale
for developing edits focused on overlapping
physician work, there seems to be a trend
toward examining the medical necessity
and medical evidence for performing con-
current procedures. Previously, specialty
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I
s healthcare coverage a commodity or a right? In April, Massa-
chusetts came closer to bridging the gap between these opposing
viewpoints. By an overwhelming majority the Massachusetts leg-
islature passed a bill which aims to cover 95 percent of the state’s
uninsured residents within the next three years.

The legislation will cover the state’s approximately 550,000 unin-
sured people, which represents 11 percent of the population. Most of
these people fall into one of four categories: low income individuals,
part-time employees, single adults without children, and youngsters
just starting out in the labor force. The impact of these patients is felt
disproportionately in urban medical centers such as Boston Medical
Center, which now will face the challenge of transitioning from free
care plans to subsidized insurance premiums.

The legislation can be considered an evolution of the current sys-
tem. Much of the old structure, including federal Medicaid funding,
remains as a backbone.

The ideology of the proposed system is summed up by the phrase
“everyone plays their part.” Ideally, individuals, the government,
healthcare providers and employers will all work together to pro-
mote cost-effective, quality care.

A number of strategies will be employed to improve coverage.
The foremost of these is the introduction of the Commonwealth
Health Insurance Connector, which is a mechanism to make it eas-
ier for employees find affordable health insurance. Employees can
combine employer contributions and even keep policies through job
changes. To add more incentive, the Connector allows people to buy
insurance with pretax dollars.

For those without adequate funds to take advantage of the Con-
nector, a number of subsidies will buttress coverage. The Common-
wealth Care Health Insurance Program supplies subsidies on a
sliding-scale basis for individuals with incomes below 300 percent
of the federal poverty guidelines, roughly $48,000 for a family of
three. There will be no premiums for persons with incomes below
100 percent of the guidelines and no deductibles.

As of July 1, 2007, all state residents 18 years of age and older
must have some minimum level of health insurance. The Connec-
tor will determine who can or cannot afford insurance. Those who
fail to obtain coverage will be penalized. A notable penalty is the loss
of personal exemption for the 2007 tax year and in subsequent tax
years a fine equaling 50 percent of the monthly cost of health insur-

ance for each month without
insurance. These measures en-
force what is being touted as the
Individual Mandate, of which the
central hypothesis is that healthy
people in the same risk pool as
sick people will stabilize the cost
for everyone.

Hospitals and community
health centers will receive new
grants to target support for certain
populations. Coupled with this are

reforms for uncompensated care. The current pool will be termin-
ated as of Oct. 1, 2007. In its stead, the Medicaid-administered Safety
Net Care fund will reimburse uncompensated care based on standard
fee schedules. The fund represents the redeployment of money spent
on institutions to that spent on coverage of individuals.

The last piece of the legislation is the contribution of employers.
The reform’s Fair Share Contribution provision necessitates that as
of Jan. 1, 2007, all employers with 11 or more workers must adopt a
“cafeteria plan”as defined by federal law, which allows workers’ pur-
chase of healthcare with pretax dollars. These plans must be filed
with the Connector. Employers must endeavor to provide a “fair and
reasonable”contribution, or they are required to funnel into the “fair
share” program, which commits employers to pay up to $295 per
full-time-equivalent employee, per year.

There are penalties for employers that do not participate. A “free-
rider” surcharge will be assessed on employers whose employees use
free care more than five times per year in aggregate or if one employ-
ee uses free care more than three times in one year. The Division of
Health Care Finance and Policy will enforce the surcharges as
“greater than 10 percent, but no greater than 100 percent of the cost
to the state” of the free care.

It is difficult to anticipate how this health system will look three
to five years from now or what impact the legislation will have on
neurosurgeons. The reform is pro-consumer and blends existing
plans with newer products and services. Private health insurance
and medical care delivery and reimbursement will remain
untouched as will sustainable growth rare measures.

Massachusetts with its reputation of progressive legislation and
medical excellence serves as a worthy petri dish for a health plan that
tries to provide health insurance for all. 3

Lawrence S. Chin, MD, is chair of the Department of Neurosurgery at Boston
University School of Medicine and chair of the AANS Young Neurosurgeons Committee.
Akshal Patel is a medical student at Boston University.

Healthcare Reform
Comes to Massachusetts
How Will Fewer Uninsured 
Patients Affect Reimbursement?

The Massachusetts
bill aims to 
cover 95 percent 
of the state’s 
uninsured residents
within the next
three years.
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Teaching the Business of Medicine
HC 101 Offers Young Neurosurgeons Online Business Training

A
few years ago, I was sitting in my
office at the Medical College of
Georgia when the telephone rang.
The caller was a neurosurgeon who

had recently finished training at MCG and
was now in private practice. He felt over-
whelmed in his new practice and had a
thousand questions about the business
aspects of his new career. Of particular con-
cern to him was the interpretation of his
employment contract that he had signed a
couple of years before. I heard his concerns
and offered some sage advice (such as never
to sign anything without reading or under-
standing the document).

Upon later reflection, I felt that as a
department we were failing our residents.
While we provided our residents the requi-
site training to complete a complex spine
case or craniotomy, we failed to provide
them with any tools to analyze an employ-
ment contract or understand a practice’s
balance sheet.

This experience and others like it
inspired a course designed to introduce
young doctors to business concepts and
practices. Aptly titled Health Care Manage-
ment 101, the course became a required
core competency for successful completion
of MCG neurosurgery and neurology resi-
dency training.

The objectives of HC 101 are simple
and threefold. They are to provide:

3 core competencies in non-clinical
healthcare management;

3 baseline knowledge for business 
decision making; and

3 tools to keep MDs from getting 
MBA blindsided.

Initially, the course was given on
monthly basis during a luncheon lecture.
Because it was next to impossible to gain

W I L L I A M B . H A M I L T O N , M B A

residents’ attention and attendance for an
hour-long session given their busy clinical
loads, after the first year the course was
delivered in an online, interactive format.
The Web-based application is familiar to
students because it is used for other med-
ical courses at MCG. Students must have
access to high-speed Internet and a pass-
word for the Web site. Students merely
direct their browsers to a secure Web site,
enter a password, and begin the course.

The Web-based course consists of seven
consecutive audiovisual lectures, each syn-
chronized with a PowerPoint lecture. Each
lecture is a separate module, enabling the
students to work at their own pace. The
students must take a pretest before viewing
the lectures to determine their knowledge
level of the subject. The subsequent ses-
sions fill in the knowledge gaps, and learn-
ing is assessed by a short quiz following
each lecture.

Residents are able to complete the
course during the year, at their leisure.
Additionally, program administrators and
I can track their progress and provide resi-
dents who are not working on the course
with the necessary motivation.

The content of the course was designed
to expose the residents to some basic
healthcare business topics that they will be
faced with when they enter the “real
world.” The course content was developed
to apply to academic as well as private
practice environments.

The seven sessions range from about
10 to 45 minutes in length and begin
with current issues in the U.S. healthcare
delivery system before moving on to
intensive study of coding, reimburse-
ment, and healthcare regulations and
laws. The course concludes with an MBA
“in 30 minutes.”

The response to the course has been
very positive, and other MCG residency

programs including general surgery,
internal medicine, psychiatry, and pedi-
atrics now are requiring it for their resi-
dency programs.

Measuring Success
The experience over the past two years
shows that the course objectives are being
met, based on the post-quiz score improve-
ments. However, the true value of the
course is its ability to expose young doctors
to the business side of medicine during
their training. The real test of the course’s
success is whether young doctors are pre-
pared to make proper business decisions,
ask knowledgeable questions and succeed
in the business of healthcare.

I know the course is really sinking in
when the residents start to come by my
office in the last six months of their train-
ing and bombard me with questions, con-
cerns, and requests to help them review
contracts, salary offers, and a practice’s
finances. In the past, residents didn’t even
know which questions to ask.

While HC 101 has been successful and
similar business courses are being done
very well across the country through vari-
ous organizations, the courses often are
fragmented or not well administered. Med-
ical schools and training programs at aca-
demic medical centers have an obligation
to establish business training curricula for
residents that help them prepare for the
rigors of the business side of medicine. 3

William B. Hamilton, MBA, is the administrative
director of the Department of Neurosurgery and
Neurology and the Neuroscience Center at the
Medical College of Georgia in Augusta. 

Editor’s Note: An outline of Health Care

Management 101 will be available in the

Bulletin online, www.aans.org/bulletin. 
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T I M E L I N E :

Putting the Patient First
MICHAEL SCHULDER, MD

Sir Victor Was Devoted to His Patients

P
atient-centered care. Emphasizing the needs and wishes of
patients as opposed to our interest in “doing cases,”complet-
ing a clinical trial, or using our latest whiz-bang technology
cannot but be a good thing. The idea sounds very up-to-date.

Looking to the earliest years of modern neurosurgery, however, we
find an outstanding practitioner of patient-centered care.

Victor Horsley (1857–1916) was the first consultant surgeon at
the National Hospital at Queen Square in London. Certain of
Horsley’s neurosurgical accomplishments are well known, includ-
ing the introduction of the stereotactic frame (for animal experi-
mentation) and the first reported and successful removal of an
intraspinal, intradural tumor. What may be less well known is Sir
Victor’s compassion and devotion to his patients.

Ernest Jones, a pioneering British psychoanalyst, served for a
time as a “house surgeon” under Horsley. Noting the frenetic pace
with which Sir Victor conducted his patient rounds (and every-
thing else), Jones added “but the concentrated attention [Horsley]
devoted to each patient gave him the impression that he was his
sole care in life, and he would arrange their pillows with a tender
deftness that was the envy of the nurses.”

On one particular occasion, Horsley operated on a Canadian
patient with torticollis. The surgery was done in a “nursing-home,”
a place for care and convalescence at a time when few if any pri-
vate patients were admitted to hospitals. None of the staff nurses
had a good idea of how to position the patient after her surgery.
Sir Victor had a particular cushion in mind, went by carriage to
purchase it, brought it back to the nursing-home, and arranged the
patient on it. In this and in many other cases, Horsley returned the
payment offered by the patient. He was not averse to making
money (he stated,“I always wish people had my work, on account
of its interest…and I wish they had my wages too”) but was keen-
ly aware of who could afford what.

Wilfred Trotter, a British neurosurgeon who trained with Hors-
ley, described his being “free from the slightest affectation of supe-
riority [and having] an assumption of complete equality.”When a
poor Irish farm girl with an intracranial tumor came to see him in
consultation, she reported that Sir Victor spoke to her “not in the
least like a great doctor with an unimportant patient.”

No one used the term 100 years ago, but without question Sir
Victor Horsley, a great innovator who blazed a trail in neurolog-
ical surgery, was a leading exemplar of patient-centered care. 3

Michael Schulder, MD, is professor and vice-chair in the Department of
Neurological Surgery at New Jersey Medical School in Newark.
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Sir Victor Horsley
was an outstand-
ing practitioner of
patient-centered
care.

The Horsley-Clark stereotactic frame was first reported in the article “The
Structure and Functions of the Cerebellum Examined by a New Method,” pub-
lished in 1908. The unit displayed is the second Horsely-Clarke device, which
was constructed the same year for neurosurgeon Ernest Sachs.
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tries. OECD rates the United States poorly
in quality indicators of survival rates for
various diseases and in life expectancy. It
was shocking to discover how poorly the
United States compares to other countries
in statistics of patient satisfaction. Other
nations in the OECD have citizens who are
much more satisfied with their system of
healthcare than U.S. citizens are with theirs.

Every American and every person from
a developing country should envy the Euro-
peans for their commitment to solidarity, a
value that grasps the need for human inter-
dependence and mutual support in the
struggle against disease, illness and death. It
was Adam Smith’s genius to acknowledge
that the market lacked a moral core. Some-

Liberty or Equality?
New Book Explores the Market’s Place in Medicine

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

Medicine and the
Market: Equity v. 
Choice, Daniel Callahan
and Angela A. Wasunna,
2006, The Johns 
Hopkins University Press,
334 pp., $35.

T
hat the market has a place in medi-
cine few would dispute. What that
place is or should be is the question
explored by Medicine and the Mar-

ket authors Callahan and Wasunna.
The dictionary definition of market is

that it is “an exchange mechanism that
brings together sellers and buyers of a prod-
uct.” Market mechanisms include patient
choice, competition, negotiated contracts
and open bidding. In healthcare the market
is seen in contrast to government as a con-
trol mechanism. Market proponents place
liberty as the highest value. The authors of
this book evaluate the appropriate role of
the market in healthcare and present a his-
torical review of market theory and look at
healthcare systems around the globe. The
Canadian and United States healthcare sys-
tems are contrasted, European systems are
described in detail and then healthcare in
developing countries is examined.

At the outset the authors acknowledge
that they are proponents of universal, equi-
table-access, government-run or super-
vised healthcare systems. They present a
solid case against the market in healthcare
but do admit that the market may have
some useful contributions to make if care-
fully managed and regulated.

They present a very convincing case that
the U.S. system of healthcare does not stack
up well against other countries according
to the Organization for Economic Cooper-
ation and Development, an organization of
30 industrialized, market-economy coun-

research of importance to the industry.
Physicians in America struggle with the

distinction between medical practice and
commerce. Doctors increasingly are using
advertising, marketing and public relations
techniques to attract patients. Professional
societies have viewed competition among
physicians as a necessary feature of the new
medical marketplace. The influence of
market on medicine seems to have pro-
duced a new culture of affluence and pros-
perity among a significant percentage of
practitioners.

The weakest chapter in this book is on
the market in developing countries. The
authors conclude that “increasing disparities
in healthcare access and utilization can be
attributed almost directly to the introduc-
tion of market practices in healthcare sys-
tems.” Poor countries will have to decide
how much inequality in the healthcare sys-
tem can be tolerated by the population for
the sake of economic growth.

In the United States most of our energy,
money, publicity, and political clout is
focused on providing goods, technology and
services for sickness care and cure. Yet
improvement in health comes not from sick-
ness care but from social and economic con-
ditions under which people live.

In summary, Callahan and Wasunna do
not see the market as the answer to our
healthcare problems even if it works well in
other sectors of society. The principal dan-
ger of market practices is that they will
increase healthcare inequities, giving those
with economic resources an advantage over
those without.

This is an interesting book that the con-
servatives among us may not enjoy but which
will give all readers food for thought.3

Gary Vander Ark, MD, is clinical professor of neuro-
surgery at the University of Colorado Health Sciences
Center. He is the 2001 recipient of the AANS
Humanitarian Award.

Physicians in America 
struggle with the distinction
between medical practice
and commerce.

how society has to compensate. That 47 per-
cent of the uninsured in the United States
postpone medical care because of cost, 37
percent fail to fill a prescription for the same
reason, and 35 percent skip recommended
treatment, gives evidence of America’s lack
of commitment to solidarity and provides
an example of how the market has failed
healthcare in the United States.

Pharmaceuticals are another example of
market failure. The pharmaceutical industry
has been the most lucrative of all industries.
Annual profits are 15 percent to 20 percent
and the cost of drugs is the most rapidly
increasing factor in escalating healthcare
costs. The United States basically pays for
research and development of new drugs for
the whole world because the Europeans
will not and the developing countries can-
not. In addition, the National Institutes of
Health accounts for most of the basic
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3 Managing Coding & Reimbursement Challenges 
in Neurosurgery
Nov. 3–4, 2006*  . . . . . . . . . . . . . . . . . . . .Los Angeles, Calif.

Jan. 26–27, 2007  . . . . . . . . . . . . . . . . . . . .New Orleans, La.

Feb. 16–17, 2007*  . . . . . . . . . . . . . . . . . . . .Scottsdale, Ariz.

March 16–17, 2007 . . . . . . . . . . . . . . . . . . . . .Boston, Mass.

June 29–30, 2007*  . . . . . . . . . . . . . . . . . . . . . . .Chicago, Ill.

August 24–25, 2007*  . . . . . . . . . . . . . . . . . . .Charleston, SC

Sept. 7–8, 2007  . . . . . . . . . . . . . . . . . . . . . .Las Vegas, Nev.

*Coding for Pros prerequisite: Coding course taken within the past three years.

3 Neurosurgical Practice Management: “Practice Check-Up! 
Is Your Practice Running Optimally?”
July 1, 2007 . . . . . . . . . . . . . . . . . . . . . . . . . . . . .Chicago, Ill.

3 Neurosurgery Review by Case Management: 
Oral Board Preparation
Nov. 5–7, 2006  . . . . . . . . . . . . . . . . . . . . . .Houston, Texas

May 20–22, 2007  . . . . . . . . . . . . . . . . . . . .Houston, Texas

Nov. 4–6, 2007  . . . . . . . . . . . . . . . . . . . . . .Houston, Texas

3 The Moving Spine—Hands-On Primer
April 28–29, 2007  . . . . . . . . . . . . . . . . . . . . . .St. Louis, Mo.

3 Neurosurgeon as CEO
June 9, 2007  . . . . . . . . . . . . . . . . . . . . . . . . . . . .Chicago, Ill.

3 Weekend Update: Interactive Review of Clinical Neurosurgery 
by Case Management
Feb. 24–25, 2007  . . . . . . . . . . . . . . . . . . . . . . . .Atlanta, Ga.

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

AANS Courses

4th Neurocritical Care Society 
Annual Meeting
Nov. 2–5, 2006
Baltimore, Md.
www.neurocriticalcare.org

Minimally Invasive Surgery 
of the Spine
Nov. 3–4, 2006
San Diego, Calif.
http://cme.ucsd.edu/

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

Medical Innovation Summit
Nov. 6–8, 2006
Cleveland, Ohio
www.clevelandclinic.org/
innovations

American Board of Neurological
Surgeons Oral Board Exam
Nov. 7–10, 2006
Houston, Texas
www.abns.org

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

2006 Conference of Asian Academic
Neurosurgeons
Nov. 10–12, 2006
Shanghai, People’s Republic of
China
www.aan2006.org

13th Workshop on Endoscopic
Neurosurgery
Nov. 12–15, 2006
Ghent, Belgium
www.neuroendoscopy.org

Carotid Interventional: Interactive
Seminar and Live Demonstration
Simulation+

Nov. 13–14, 2006
Buffalo, N.Y.
(716) 887-5200, ext. 2135

Principles and Practice of Gamma
Knife Radiosurgery
Nov. 13–17, 2006
Pittsburgh, Pa.
www.neurosurgery.pitt.edu/imageg
uided/gammaknife/training.html

AANS/CNS Section on Pediatric
Neurological Surgery+

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

Cervical Spine Research Society
Instructional Course
Nov. 29, 2006
Palm Beach, Fla.
www.csrs.org/meetings/
instructional.htm

Cervical Spine Research Society
Annual Meeting
Nov. 30–Dec. 2, 2006
Palm Beach, Fla.
www.csrs.org/meetings/annual.htm

Craniofacial Surgery and Transfacial
Approaches to the Skull Base
Dec. 2–3, 2006
St. Louis, Mo.
http://pa.slu.edu

Gamma Knife Radiosurgery Training
Program
Dec. 4–8, 2006
Cleveland, Ohio
www.clevelandclinicmeded.com
/ASPCL01B/gammaknife06/
Dec4-8.asp

Advanced Techniques and
Technology in Brain and Spine
Surgery
Dec. 8–10, 2006
New York, N.Y.
http://fusion.mssm.edu/cme/

19th Annual Disorders of the Spine
Jan. 13–19, 2007
Whistler, BC, Canada
www.cme.hsc.usf.edu/dots

Chicago Review Course in
Neurosurgery
Jan. 25–Feb. 4, 2007
Chicago, Ill.
www.chicagoreviewcourse.com

+These meetings are jointly sponsored or
cosponsored by the American Association
of Neurological Surgeons.  The frequently
updated Meetings Calendar and continuing
medical education information are avail-
able at www.aans.org/education. 
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