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P r e s i d e n t ’ s  M e s s a g e D o n a l D  o .  Q u e s t ,  M D

75th AANS Annual Meeting
April 14–19, Washington, D.C.

O
f all of the responsibilities I have un-
dertaken during this past year, pre-
paring for the 75th AANS Annual 
Meeting has been one of the most 

enjoyable. I believe the upcoming meeting 
will prove to be a most rewarding experience 
for AANS members and for the entire neuro-
surgical community. 

The diamond jubilee anniversary cel-
ebration of the AANS founding will be 
held April 14–19 at the 2007 AANS Annual 
Meeting in Washington, D.C. This is a time 
to honor the past achievements of neuro-
surgery as well as an opportunity to look 
forward to the future.

The educational program is outstand-
ing with a multitude of practical courses, 
breakfast seminars, superb oral and poster 
presentations, and plenary and subspecialty 
section sessions. There are exceptional in-
vited speakers. Award-winning journalist 
and Middle-East expert Thomas Friedman 
will deliver the Cushing oration, while Jo-
hannes Schramm, MD, will provide the Van 
Wagenen lecture and Nick Hopkins, MD, 
the Schneider lecture. Additional speak-
ers and their topics are Eric Kandel, MD, 
cognitive neuroscience; Lisa Randall, PhD, 
the multidimensional universe, revealed 
through particle physics and string theory; 
Joseph Piepmeier, MD, ontogeny of glial 
cells and glioma-specific targets; Michael 
Gazzaniga, PhD, the ethical brain; and Sally 
Ride, encouraging young people and wom-
en to enter scientific fields. 

The meeting’s increased focus on socio-
economic and governmental affairs com-
plements the Washington location. For this 
reason and many others, the nation’s capital 
is an ideal venue for the AANS celebration.

The Washington Convention Center is 
state of the art and a beautiful light, airy, 
and modern facility conducive to education 
and communication. The city also is replete 
with outstanding restaurants, and the mid-

April weather should be delightful. 
Washington itself is filled with beautiful 

and monumental architecture and provides 
a wealth of unique and varied opportunities 
to explore art, history, culture, and more. 
Among the multiple outstanding attrac-
tions waiting to be explored are the Nation-
al Museum of Natural History, the Folger 
Shakespeare Library, and the International 
Spy Museum. The numerous art museums 

new friendships and renew acquaintances 
before the meeting with its multitude of ac-
tivities gets under way.

The 75th AANS Annual Meeting repre-
sents a wonderful opportunity to expand 
knowledge and celebrate neurosurgery. The 
extent to which the event will be rewarding 
for me is directly related to the positive ex-
perience of each and every attendee.

To help ensure an educational and en-
joyable experience for all, many people 
have worked diligently throughout the year 
to create a unique meeting. Among them 
are Annual Meeting Chair Mitchel Berger, 
MD, and Social Program Co-chairs Lisa 
and Kevin McGrail, MD. Scientific Pro-
gram Chair Timothy Mapstone, MD, has 
led his committee in planning a program of 
which the AANS founders would be proud, 
if not astonished, at the breadth and depth 
of issues and information that confront 
neurosurgeons today.

That the 75th anniversary of the AANS 
is celebrated at the 75th AANS Annual 
meeting is symbolic of the organization’s 
roots in education and fellowship. The 
AANS was conceived as an educational or-
ganization by founders who recognized the 
essential values of coming together to share 
ideas and information, to support one an-
other in serving patients, and to improve 
the profession. For 75 years our forebears 
have accepted this responsibility, carried 
the torch and inspired successors to carry 
on the tradition. 

I will pass the torch of AANS leadership 
to the organization’s 75th president in April 
feeling honored to have served as the AANS 
president during this landmark year. I in-
vite and encourage you to attend the 75th 
AANS Annual Meeting in April, and I hope 
the experience will inspire you to continue 
striving to maintain the excellence of our 
profession and enhance its prospects for 
the future. 3

Donald O. Quest, 
MD, is the 2006–2007 

AANS president.

include the newly opened National Por-
trait Gallery, the Freer and Sackler galleries 
featuring Asian Art, the National Museum 
of African Art, the American Art Museum, 
the National Gallery of Art, the Corco-
ran Gallery, and the Phillips Collection of 
modern art.

The history of the United States is palpa-
ble at the Washington Monument, the Lin-
coln and Jefferson memorials, the Capitol, 
the Library of Congress, the White House, 
and the National Mall. Magnificent muse-
ums include the multiple branches of the 
Smithsonian Institution. One such branch 
is the Smithsonian Air and Space Museum, 
the world’s most visited museum and the 
venue for the opening reception. 

The opening reception marks the of-
ficial start of festivities, and this year’s an-
niversary-themed gala will be an event to 
remember. The Navy band will welcome all 
to the party, followed by an enjoyable eve-
ning with musical offerings by the Neuro-
surgical Jazz Quintet. This 75th anniversary 
gala offers a prime opportunity to forge 
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n e w s l i n e
News  Members  Tr ends  Leg i s l a t i on

Important Neurosurgical Procedural Statistics Survey Underway In March and April neurosurgeons across 
the country are being asked to participate in an independently conducted and confidential AANS 
survey recording by CPT code the numbers of procedures performed in 2006. The survey is expected 
to yield insight into how neurosurgeons are practicing today and how practice patterns may have 
changed since the late 1990s. Participants will receive a copy of the results in aggregate when they 
become available.

MedPAC Releases Report on Medicare Physician Payment Options On March 1, the Medicare Payment Advi-
sory Commission submitted a report to Congress outlining various options for fixing the Medicare 
physician payment system. Unless Congress intervenes, the flawed sustainable growth rate formula, 
which determines Medicare’s annual payment update, will result in a 9.9 percent physician payment 
cut on Jan. 1, 2008. As an interim measure, MedPAC recommended that Congress increase physician 
payments by 1.7 percent in 2008. MedPAC failed to reach consensus on any single methodology for 
fixing the SGR formula in the long term. Instead, MedPAC provided alternative paths for changing 
the current physician payment system: Path 1 would repeal the SGR and adopt new approaches to 
contain costs. Path 2 would adjust the existing SGR target to end the large annual cuts, and extend 
an expenditure target to all Medicare providers, not just physicians. MedPAC also recommended that 
Medicare adopt programs to emphasize efficiency and quality, such as increasing the accuracy of pay-
ments, bundling payments, and creating new payment policies that reward providers for coordination 
of care. The report, Assessing Alternatives to the Sustainable Growth Rate System (March 2007), is avail-
able at www.medpac.gov/publications/congressional_reports/Mar07_SGR_mandated_report.pdf. 

Medical Liability Reform Legislation Introduced in U.S. Senate A medical liability reform bill, S. 243, the 
Medical Care Access Protection Act, was introduced Jan. 10 by Sen. John Ensign, R-Nev. This leg-
islation is modeled after the Texas reform legislation and includes the following provisions: (1) a 
$250,000 cap on noneconomic damages against physicians; (2) a three-year statute of limitations 
for filing a lawsuit; (3) limits on attorneys’ fees to 40 percent of the first $50,000, 33.3 percent of the 
next $50,000, 25 percent of the next $500,000 and 15 percent of any amount exceeding $600,000; 
(4) standards for expert witnesses; (5) elimination of joint and several liability; and (6) a fine for at-
torneys who file frivolous lawsuits. The bill currently has 15 cosponsors.  On the same day, Sen. Judd 
Gregg, R-N.H., introduced S. 244, the Healthy Mothers and Healthy Babies Access to Care Act, which 
applies the reform provisions of S. 243 to obstetrics and gynecology services only. This legislation has 
12 cosponsors. Additional information and a “Contact Congress” link are available in the Doctors for 
Medical Liability Reform’s Action Center at www.protectpatientsnow.org. 

New Physician Quality Reporting Initiative On Feb. 16, the Centers for Medicare and Medicaid Services an-
nounced the availability of a new Web page for the 2007 Physician Quality Reporting Initiative. Cre-
ated through a provision in the Tax Relief and Health Care Act of 2006, PQRI provides financial 
incentives for physicians who voluntarily report on certain quality measures for applicable Medicare 
patients from July 1 to Dec. 31, 2007.  Physicians participating in this program may earn a lump-sum 
bonus payment of 1.5 percent of total allowed charges (subject to a cap) for all covered Medicare phy-
sician fee schedule services. Bonus payments are estimated to be between $1,000 and $2,000, although 
the reimbursement amount will vary depending on the individual physician’s Medicare practice. A 
number of measures included in the PQRI program (for example, perioperative antibiotic and venous 
thromboembolism prophylaxis) are applicable to neurosurgical practice. The new Web page, www.
cms.hhs.gov/pqri, will be updated regularly to reflect the program’s development.

3

3

3

3

AskDrWiki? 

A new Web site seeks to 

function as a “collective 

online memory for physi-

cians, fellows, residents, 

and medical students.” 

Askdrwiki.com allows any 

medical professional to 

contribute or edit medical 

articles as well as to pub-

lish clinical notes, pearls, 

EKGs, and other images.

Send news briefs for  

Newsline to bulletin@

AANS.org.
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P e r s o n a l  P e r s P e c t i v e W i l l i a M  t .  C o u l D W e l l ,  M D

T
he cover story in this issue of the AANS 
Bulletin addresses a vexing problem 
facing neurosurgery in the United 
States: limited availability of pediatric 

neurosurgeons and variable coverage of pe-
diatric neurosurgical emergencies. 

The Institute of Medicine’s June 2006 
report on emergency care highlighted the 
national problem of children’s access to 
such care, including their access to emer-
gency neurosurgical care. 

As a neurosurgeon who typically pro-
vides pediatric care for only unusual skull 
base and vascular cases, I offer my thoughts 
on the issue and provide some suggestions 
for solutions to this current problem. The 
main issues can be summarized as follows:

ER Coverage Crisis There is limited avail-
ability of pediatric neurosurgery coverage in 
many regions of the country. This limited 
availability is delaying care for emergent 
neurosurgical problems because pediatric 
patients must be transferred to a regional 
children’s hospital with dedicated pediatric 
neurosurgeons. 

Reduced Reimbursement There is a large 
and apparently increasing number of un-
insured and underinsured families, which 
translates to increasing numbers of people, 
including children, presenting to the ER 
and stressing the available resources. In ad-
dition, physician reimbursement levels for 
providing pediatric services are less than for 
the equivalent services provided to adults, 
creating a disincentive to care for children.

Waning Workforce Few graduates of neu-
rosurgical residencies—fewer than 10 indi-
viduals per year entering pediatric fellow-
ship training for the last several years—are 
interested in pursuing careers in pediatric 
neurosurgery. The number of pediatric neu-
rosurgeons retiring approximates the current 
number entering the subspecialty, which 
portends a larger problem in the future. The 
pediatric neurosurgical shortage is far more 
extreme than that for general neurosurgery.

What Are Our Potential Solutions?
3 Neurosurgeons must cover pediatric neuro

surgical emergencies. Neurosurgeons must 
increase their participation in the cover-
age of pediatric neurosurgical emergencies 
such as shunt malfunction and head or 
spine trauma. These are routine procedures 
and remain part of core neurosurgical 

Emergency in Pediatric Neurosurgery
Neurosurgery Must Unite in Care for Kids

training and competency. To enhance cov-
erage of pediatric critical emergencies and 
to avoid delay of patient care with transfer, 
there should be a general understanding 
and acknowledgement as a specialty that 
pediatric emergency care does not require 
advanced training beyond residency. Such 
acknowledgement should help neutralize 
the perception that providing pediatric 
care will increase one’s liability. 

It should be noted that currently there are 
no neurosurgical subspecialties accredited 
by the Accreditation Council for Graduate 
Medical Education; recently, the directors of 
the American Board of Neurological Surgery 
reviewed this issue at length and for the pres-
ent have decided not to proceed with subspe-
cialty accreditation through the ACGME. In-
stead, to reflect the true mix of the individual’s 
practice, recognition for subspecialty practice 
will be through the ABNS Maintenance of 
Certification process. This decision supports 
the reality that many subspecialty areas sig-
nificantly overlap those of general neurosur-
gery, and further that formal recognition of 
a subspecialty area can produce disenfran-
chisement of the generalist who is providing 
important care in subspecialty areas.

3 Better financial support must be provid

ed. While better reimbursement for pediatric 
neurosurgical procedures is a long-term goal, 
in the short term, given the relatively poor re-
imbursement for these procedures, increased 
financial support of pediatric neurosurgeons 
is necessary. While one source of such sup-
port has been through cross-subsidization in 
large neurosurgical groups, other sources ex-
ist. For example, hospital reimbursement for 
Medicaid in most states is quite reasonable, 
and the hospital often sustains a profit for this 
care. Many institutions now are recognizing 
this and are able to help surgical subspecial-
ties through support of medical directorships 
or pay for on-call activity. Additionally, given 
the limited availability of such providers in 
most areas, children’s hospitals such as our 
own in Utah have been successful in nego-
tiating enhanced reimbursement from third 
parties for pediatric tertiary care.
3 More neurosurgical trainees must be 

encouraged to pursue careers in pediatric neu

rosurgery. Part of the solution lies in the spe-
cialty sharing the load of covering pediatric 
emergencies and in finding ways to curtail fi-
nancial disincentives for providing pediatric 
care. In addition, good mentorship is crucial 
to encouraging careers in pediatric neurosur-
gery. In our own neurosurgical department, 
neurosurgeons in the pediatric group func-
tion as excellent mentors for our residents, 
many of whom have subsequently sought 
pediatric fellowship training, and the depart-
ment currently is far exceeding the national 
percentages of residents entering the pediat-
ric neurosurgery subspecialty.

To solve neurosurgery’s current and 
worsening problem in the coverage of 
emergency pediatric neurosurgery requires 
a combined effort as a specialty. The first 
step is recognition of the problem; given the 
limited number of pediatric subspecialists, 
all neurosurgeons will have to pitch in until 
the availability of pediatric subspecialists 
increases to meet demand. 3

William T. Couldwell, 
MD, PhD, 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.
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Paul Klee (German, born Switzerland, 1879–1940), “The One Who Understands,” 1934, oil and gypsum on canvas, H. 21 1/4 in., 
W. 16 in. (54.0 x 40.6 cm.): The Metropolitan Museum of Art, Jacques and Natasha Gelman Collection, 1998. (1999.363.31). 
Photograph © 1988 The Metropolitan Museum of Art; © 2007 Artists Rights Society (ARS), New York/VG Bild-Kunst, Bonn
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F
ew physicians doubt that patients in need of neurosurgical 
care are best treated by neurosurgeons. Similarly, few physi-
cians doubt that children—particularly young children—in 
need of neurosurgical care are best treated by pediatric neu-
rosurgeons. However, stresses in the emergency care system 
and on the neurosurgical profession have created a particular 

threat for children who need emergency neurosurgical care.
To alleviate this situation in the short term and to resolve it in the 

long term will require the participation of all neurosurgeons in local 
or regional emergency planning as well as organized neurosurgery’s 
advocacy at the national level. To facilitate both processes with the 
goal of swift and appropriate delivery of neurosurgical care to chil-
dren, a description of the current situation and short- and long-
term solutions are presented.

What We Know
Neurosurgical emergency care has been explored recently in the 
Bulletin’s pages in “Baseline ER Survey Explores System’s Cracks,” 
one of a collection of articles on the topic in the Winter 2004 Bul-
letin, and in “Completing the Picture,” a report on the AANS 2006 
Workforce survey. More information was added to the mix with 
the June 2006 release of three Institute of Medicine reports evaluat-
ing the emergency medical system in the United States. The report 
Emergency Care for Children: Growing Pains, summarized in this 
issue, focuses on how children are faring in the nation’s emergency 
care system. In short, there is great capacity for improvement, and 
the same might be said with respect to the delivery of neurosurgical 
emergency care to children. 

The IOM report notes that 27 percent of all emergency room 
visits are for children, with more than 30 million children seen in 
emergency rooms each year. However, the report asserts that the 
needs of children were largely overlooked in the design of the emer-
gency care system. It documents that only 6 percent of emergency 
rooms are fully equipped to handle the spectrum of pediatric emer-
gencies and only half of hospitals that lack pediatric emergency 
care capabilities have formal transfer agreements. Further, it finds 

that few healthcare providers in the emergency system have formal 
training in pediatric emergency care, and that neurosurgeons are 
among the specialists in limited supply.

The AANS 2006 Workforce survey found that while 94 percent 
of neurosurgeons are taking ER call, 76 percent feel that emergency 
call is a problem in their areas. A most disturbing finding is that of 
the 94 percent of respondents taking call, only 22 percent are cov-
ering pediatric neurosurgical emergencies; this translates to about 
530 survey participants. Extrapolating the percentages to the ap-
proximately 3,200 neurosurgeons certified by the American Board 
of Neurological Surgery—the certification for which includes the 
care of pediatric patients—about 662 neurosurgeons are providing 
neurosurgical emergency care for the nation’s children. 

Given the lack of ERs adequately supplied and staffed for pedi-
atric emergency care, it is little wonder that when faced with a pedi-
atric neurosurgical emergency, ER staff is quick to call for transport 
to the nearest children’s hospital. 

Children’s hospitals represent about 5 percent of the 4,908 hos-
pitals in the United States, according to the National Association of 
Children’s Hospitals and Related Institutions. They include 50 to 55 
freestanding general acute care children’s hospitals (20 percent); 110 
to 125 non-freestanding general acute care children’s hospitals, also 
known as children’s hospitals within larger hospitals (44 percent); 
and 90 to 100 orthopedic and other specialty children’s hospitals 
(36 percent). The distribution in the United States of 212 NACHRI 
member hospitals is shown in Figure 1 on page 8. 

Also shown in Figure 1 is the state-by-state distribution of 85 
pediatric level 1 or level 2 trauma centers verified by the American 
College of Surgeons Committee on Trauma. Similarly depicted are 
174 pediatric neurosurgeons certified by the American Board of Pe-
diatric Neurological Surgery. Of the 174 pediatric neurosurgeons 
listed, 13 are retired and a larger number are nearing retirement. 
ABPNS certification for a 10-year period requires: completion of 
a postgraduate fellowship in pediatric neurological surgery ac-
credited by the Accreditation Council for Pediatric Neurosurgical 
Fellowships Inc.; certification by the American Board of Neuro-
logical Surgery or the Royal College of Physicians and Surgeons of 

Emergency Care

Can Neurosurgery Do Even Better?
KIDSfOR
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U.S. Children’s  
Hospitals by State

U.S. aBPNS  
Diplomates by State

aCS–CoTVerified Level  
1–2 Pediatric Trauma  
Programs by State

3 Data Source:
American College of Surgeons Committee on 
Trauma, www.facs.org/trauma/verified.html  
(data as of March 9, 2007)   
 

6 Data Source: 
American Board of Pediatric Neurological  
Surgeons, www.abpns.org (accessed  
March 27, 2007) 

= Data Source: 
National Association of Children’s Hospitals and 
Related Institutions, www.childrenshospitals.net 
(accessed March 27, 2007)

NACHRI estimates the number of U.S. children’s 
hospitals at 250; 212 NACHRI member hospitals 
are represented in this figure.
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Canada; submission of surgical logs con-
firming that 75 percent of operative cases 
for the year preceding application were in 
patients age 21 and under, or that 125 op-
erative cases were in patients age 12 and 
under; and a passing score on the ABPNS 
written examination.

With the availability of so few facilities 
that are tailored to emergency pediatric care, 
and very few pediatric neurosurgeons avail-
able across the country to care for children 
with neurosurgical emergencies, the trend 
has been toward regionalized care.

Pediatric Neurosurgery:  
A Model for Regionalized Care? 
The IOM and others have touted regional-
ization as the primary remedy for the emer-
gency healthcare system as a whole and for 
pediatric emergency care in particular. In-
deed, pediatric neurosurgery is becoming a 
model for regionalized care. 

However, a reliably functioning system 
of pediatric emergency care has not yet 
been achieved. As the IOM report points 
out, the emergency care system is highly 
fragmented, and while some areas of the 
country have developed admirable systems, 
“a state-by-state analysis shows that many 
states still have not formally regionalized 
pediatric intensive or trauma care.”

Further, the IOM cites a 2004 study by 
Gauche-Hill and colleagues that puts the 
number of children’s ER visits to a children’s 
hospital at only about 7 percent. Therefore, 
the vast majority of children are seen at 
community ERs, a setting where, accord-
ing to the 2006 AANS Workforce Survey, 
59 percent of neurosurgeons provide care.

Everyone can agree that it is daunting to see 
children suffer death or permanent injury, but 
this is particularly true when children must 
bypass facilities where board-certified neuro-
surgeons are on call but cannot care for a child 
because their practices are limited to adults.

Two true-life cases illustrate this problem. 
TS, a 14-year old male, accidentally ran into 
the schoolyard wall while playing at recess. 
He was briefly unconscious. School person-
nel called an ambulance, but en route to the 

local hospital he began vomiting and became 
disoriented. An emergent CT scan showed a 
linear skull fracture and associated acute epi-
dural hematoma. Even though a neurosur-
geon was on call for that emergency room, he 
no longer cared for children and thus was not 
called. By the time emergency transfer to the 
nearest children’s hospital could occur, the 
child had herniated and, despite emergency 
craniotomy, he lives with severe, permanent 
neurological sequelae.

BG, who had been born prematurely 
and shunted for hydrocephalus, had mild 
cerebral palsy but had only required one 
shunt revision as an infant. At age nine, she 
presented to her local ER with headaches 
of one week duration. She had vomited re-
peatedly in the preceding 24 hours and had 
become very lethargic. In the ER her pulse 
was in the 50s and her blood pressure was 
elevated. An emergent CT scan was con-
sistent with a shunt malfunction, and her 
shunt series showed that her abdominal 

catheter was no longer in the peritoneum. 
There was a neurosurgeon on call for the 
hospital but he no longer treated children 
and advised the ER physicians that she 
should be transferred to the regional chil-
dren’s hospital. A helicopter transport was 
arranged, but in flight BG suffered a respi-
ratory arrest. By the time she arrived at the 
children’s hospital, she was beyond salvage.

Certainly, in the absence of pediatric an-
esthesia and pediatric critical care at a hos-
pital, it is not feasible for a neurosurgeon to 
do more than place an intracranial pressure 
monitor or tap a shunt before transporting 
the child to the nearest pediatric trauma cen-
ter. However, in an emergency older children 
often can be treated in a community setting, 
and in any case, a local neurosurgeon is need-
ed to ensure a child is stable for transport. 

Barriers to Providing Pediatric  
Emergency Care Locally
There are a number of factors that influ-
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ence the local neurosurgeon’s ability to care 
for critically ill children in a nonpediatric 
setting, some of which have been discussed. 
Two main areas that deserve individual at-
tention are those of medical liability pres-
sures and a “poor” payer mix.

Medical Liability Pressures Medical li-
ability plays a role in some neurosurgeons’ 
reluctance to treat children, but their reluc-
tance may be based on perception rather 
than reality. Treating a pediatric patient in 
a general hospital emergency room, in the 
absence of pediatric emergency physicians 
and the ancillary support necessary to care 
for children, may expose a neurosurgeon 
to undue risk. And it is true that there is 
longer exposure to the possibility of law-
suits when treating pediatric patients. In 
most states, the statute of limitations for 
medical malpractice is one-to-two years 
beyond the “age of discovery.” For neuro-
surgeons caring for adults the exposure risk 
is one-to-two years, but for those caring for 
children it is one-to-two years beyond the 
age of legal adulthood. A neurosurgeon’s 
liability exposure after caring for an infant 
therefore can be as long as 20 years.

But despite the longer liability exposure, 
pediatric neurosurgeons are not sued more 
frequently than other neurosurgeons. Ac-
cording to Data Sharing System informa-
tion for 2005 from the Physician Insurers 
Association of America, in 2005 alone and 
cumulatively between 1985 and 2005, neu-
rosurgeons were most frequently sued for 
procedures involving the spine.

While liability insurance rates have been 
a great concern recently for all neurosur-
geons, rates for pediatric neurosurgeons are 
the same as those of other neurosurgeons. 
Further, there is little evidence that liabil-
ity insurers reduce premiums for those not 
treating children. With regard to premium 
reductions for neurosurgeons not taking 
any type of emergency call, only 2 percent 
of AANS 2006 Workforce Survey respon-
dents said they received such a break.

“Poor” Payer Mix For treatment of pri-
vately insured children, the rates of re-
imbursement are the same as for adults. 

the report Emergency Care for Chil-

dren: Growing Pains notes that chil-

dren’s needs were largely overlooked 

when the emergency care system initially 

was developed and that the outcomes for 

children served in the system have trailed 

those for adults.

Growing Pains recognizes that children’s 

medical needs are impacted by their 

anatomical, physiological, developmental 

and emotional attributes and that these 

attributes need to be taken into account 

in healthcare providers’ assessment and 

treatment of children. (“Children,” as de-

fined in the report, are age 18 or younger, 

and “infants” are under age 1.) Healthcare 

providers need specialized training and 

skills as well as access to specialized 

equipment and supplies. furthermore, chil-

dren’s needs should be fully integrated into 

all aspects of emergency care planning.

Among the problems identified:

3 Unavailable Pediatric Equipment and 

Supplies—Although children make up 27 

percent of all visits to the emergency de-

partment, only 6 percent of U.S. emergency 

departments have all of the supplies for 

handling pediatric emergencies and only 

about half of hospitals have at least half of 

these supplies.

3 Lack of Written Transfer agreements—

Of the hospitals that lack the capabilities to 

care for pediatric patients, only half have writ-

ten transfer agreements with other hospitals.

3 Lack of Continuing Education in Pediat

ric Care—Continuing education in pediatric 

care is not required or is limited for many 

emergency care providers including pre- 

hospital emergency medical technicians.
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3 Medications Inadequately Tested for 

Children—Many medications prescribed to 

children have not been adequately tested or 

approved by the fDA for pediatric populations.

3 Undertreated, Unstabilized Children—

Many providers undertreat children in 

comparison to adults and do not properly 

stabilize seriously injured or ill children.

Among the recommendations:

3 Further Developed and Defined Regional

ization—Although regionalization of pediatric 

emergency care is required in some states, 

regionalization should be formalized in all 

states. A nationally recognized and easily 

understood system for categorization of 

emergency department pediatric capabili-

ties should be implemented.

3 Strengthened Workforce—All emer-

gency care providers should possess a 

level of competency to deliver emergency 

care to children. Education, evidence-

based guidelines and standards of care, 

and pediatric leadership all should help 

providers attain this competency.
3 FamilyCentered Care—Emergency 

providers should acknowledge and utilize the 

family’s presence, skills and knowledge of 

the child’s condition when caring for the child.

3 Improved Evidence Base—Pediatric 

emergency care is a young field, and a  

national commitment to emergency care  

research is needed to ensure that treat-

ments and management strategies are 

supported by scientific evidence.

3 Increased Funding—funding for the  

federal Emergency Medical Services for  

Children Program should be increased to 

$37.5 million per year for five years.

GROWING PAINS

System fragmentation; lack of funding, service coordination and  
accountability; and a limited workforce—particularly the scarcity of  
available specialists—are among the notable findings of the three  
Institute of Medicine reports released in June 2006. The reports’ recom-
mendations include improving hospital efficiency and patient flow; creating 
a coordinated, regionalized, and accountable system; increasing resources; 
and attending to the needs of children.

Key findings of Report on Emergency Care for Children
IOM:
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However, the care for a large percentage 
of children presenting at the ER is either 
unfunded or underfunded. This in part re-
flects the large number of uninsured people 
in the United States— 44.8 million or 15.3 
percent of the population in 2005, accord-
ing to the U.S. Census Bureau—many of 
whom must use the ER as their local clinic. 

It may also reflect the fact that for chil-
dren with chronic disabilities such as spina 
bifida, seizures, hydrocephalus and cerebral 
palsy, the insurance often runs out or won’t 
cover them, leaving them to state spin down 
programs for coverage.

Bolstering the Pediatric Workforce 
Not only have medical liability and payer mix 
issues influenced children’s accessibility to re-
ceive care at their local hospitals, these factors 
impact pediatric neurosurgeons daily. Most 
pediatric neurosurgeons find themselves ei-
ther having to perform some general adult 
neurosurgery or having their salaries supple-
mented by their hospitals or their employer 
in order to achieve a standard of living com-
mensurate with the rest of the neurosurgical 
community. A commitment to pediatric neu-
rosurgery translates to more nighttime emer-
gencies, more time away from family, longer 
liability exposure, and all for less remunera-
tion than other areas of neurosurgery.

Whereas a decade ago the majority of pe-
diatric neurosurgical cases were done by com-
munity neurosurgeons, today pediatric neu-
rosurgeons across the country are reporting 
that their clinical practice volume is steadily 
increasing. According to Rick Abbott, MD, 
chair of the AANS/CNS Section on Pediatric 
Neurological Surgery, there are currently 44 
jobs available in the United States for pedi-
atric neurosurgeons. But too few people are 
pursuing careers in pediatric neurosurgery to 
keep up with the growing demands. To sup-
port a fully functional emergency medical 
system one day, neurosurgery as a specialty 
needs to encourage people now to enter the 
field of pediatric neurosurgery.

Pediatric neurosurgery entered an en-
couraging period of development in 1978 
when the American Society of Pediatric 

Neurosurgery was founded by 16 neuro-
surgeons, according to Leland Albright in 
his 2004 Matson Lecture. These people “es-
tablished standards for pediatric neurosur-
geons” and “were committed to advancing 
the development of pediatric neurosurgery 
through laboratory and clinical research” 
with “impressive foresight as to how we 
should advance our field.”

The American Society of Pediatric Neu-
rosurgeons currently has 150 active mem-
bers who are fellowship trained in pediatric 
neurosurgery and committed to providing 
neurosurgical care for children. As of March 
2007 the American Board of Pediatric Neu-
rological Surgery has 174 neurosurgeons cer-
tified as diplomates in the United States. The 
number of ABPNS diplomates certified each 
year since 1996 is shown in Figure 2 on page 
9. In 1996 and 1997 the original members of 
the American Society of Pediatric Neurosur-
geons were grandfathered into membership. 
Since that time, the number of pediatric neu-
rosurgical fellows entering the job market has 
remained between six and 10 per year. One 
or two of those individuals per year ultimate-
ly will become frustrated with the demands 
of a pediatric neurosurgical practice and will 
enter a general neurosurgical practice. At the 
present pace, the number of senior pediatric 
neurosurgeons who are retiring is about the 
same as the number entering the workforce. 

To stimulate the interest of trainees in 
a pediatric neurosurgery career certainly 
will require adequate exposure to the field 
during training. Disturbingly, a recent sur-
vey of resident participants in a pediatric 
neurosurgery review course found that the 
majority of attendees had only three to six 
months of pediatric neurosurgery expe-
rience during their clinical neurosurgery 
training. While such training may be ad-
equate to care for a 15-year-old “child” with 
a sports injury, it is hardly adequate for 
most neurosurgeons. It also may contrib-
ute to a lack of comfort with the pediatric 
population which may decrease the likeli-
hood that these neurosurgeons will make 
themselves available to treat children, even 
on an emergency basis. 

Stimulating the interest of trainees in pedi-
atric neurosurgery no doubt will also require 
reimbursement levels comparable to those of 
other neurosurgical subspecialty areas.

In the typical pediatric neurosurgical 
practice, 30 percent to 60 percent of the payer 
mix is Medicaid and another 10 percent to 15 
percent is self pay. Because a number of state 
Medicaid programs are unable to overcome 
budgetary shortfalls, reimbursement is either 
untimely or nonexistent. 

Oftentimes children’s hospitals are able 
to help their pediatric neurosurgeons nego-
tiate reasonable Medicaid and third party 
contracts through global pricing or carve-
outs for subspecialty services. A growing 
number of children’s hospitals are subsi-
dizing their surgical subspecialty divisions 
either through emergency call pay arrange-
ments or through medical directorships. 

Also, a certificate of added qualification in 
pediatric neurosurgery may allow pediatric 
neurosurgeons to better negotiate reasonable 
rates of reimbursement with both third party 
payers and with their employers.

Demand Is High Because demand for pe-
diatric neurosurgeons now is outstripping 
the supply, reimbursement may be less of a 
barrier in the future for those who want to 
pursue careers in pediatric neurosurgery. 
Some academic and larger multispecialty 
groups have recognized that they may have to 
pay extra for a pediatric neurosurgeon to join 
them and assume that component of their 
practices. This allows other members of the 
practice to subspecialize in complex spine, 
adult tumor or cerebrovascular areas. 

Many academic institutions find them-
selves “growing their own”; that is, encourag-
ing one of their graduating residents to pursue 
pediatric fellowship training with the promise 
of a faculty position when they complete their 
fellowship. Some academic departments are 
even supplementing fellowship training by 
making the fellow a “clinical instructor” and 
starting faculty salary early with the stipulation 
that the graduate will join the department’s 
faculty upon completion of the fellowship. 

Other groups find themselves offering 
inordinate starting salaries in order to even 

Continued on page 12
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an overlooked Source for Recruiting the  
Next Generation of Neurosurgeons 

Editor:
 A recent article in the AANS Bulletin [Benzil DL, von der Schmidt E: 
Toward harnessing forces of change: Assessing the neurosurgical 
workforce. 15(4):7–11, 29, 2006, article ID 43102] discussed the 
current need for more neurosurgeons in the United States. Several 
methods of recruitment were discussed but one potential source 
was overlooked—undergraduate premedical students. Exposing 
medical students to the challenge and excitement of clinical neu-
rosurgery is well and good but offering the same shadowing op-
portunities to undergraduate students can be just as effective. 

For 22 years I have offered a one-month “Externship in Neuro-
science” to undergraduate students who participate as part of their 
January term (in 4-1-4 calendar programs). Without exception 
these younger premedical students found clinical neurosurgery to 
be fascinating, and a large percentage planned to head in that di-

rection after medical school. I would urge other clinicians not to 
overlook this potential pipeline of future neurosurgeons. 

If anyone is interested in sponsoring such a shadowing program, 
I’d be happy to explain how it works.

Douglas B. Kirkpatrick, MD 

Medford, Ore.

Send Letters
Express your point of view regarding workforce issues, delivery 

of neurosurgical emergency care, pay-for-performance initiatives, 

reimbursement, or other issues in neurosurgery. Send a letter 

to the editor at bulletin@AANS.org. Letters are assumed to be for 

publication unless otherwise specified. Correspondence selected 

for publication may be edited for length, style and clarity. Detailed 

writing guidelines are available at www.aans.org/bulletin. 

l e t t e r s

get a pediatric neurosurgeon to interview. 
The few graduates entering pediatric 

fellowship training generally have a job in 
hand before they even start their fellow-
ship training. In many instances, hospitals 
are now offering to pay off student loans as 
a signing bonus in return for a minimum 
commitment of two-to-three years. 

Keep Pediatric Patients in Mind
Pediatric neurosurgery is an intellectu-
ally stimulating and wonderfully reward-
ing career for those who like working with 
children (whose only goal is to get back to 
playing again), have a love for developmen-
tal anatomy, and enjoy performing spine, 
brain, tumor, and peripheral nerve proce-
dures all in one practice.

The trend toward regionalization is pos-
itive in many respects, but as yet the emer-
gency care system, particularly for pediatric 
patients in some areas, is flawed. Although 
children’s hospitals are eager to develop 
their neuroscience programs, the limited 
availability of pediatric neurosurgeons is 
starting to reach crisis proportions. 

Neurosurgery as a specialty has a re-
sponsibility to ensure that a neurosurgeon 
is available to children when there is a need. 
All neurosurgeons can:
3 perform basic triage, tap shunts and per-
form craniotomies to stabilize children be-
fore transfer.
3 participate in local planning for appropri-
ate transfers of children when their facility 
lacks the capability to care for them; and 
3 participate in pediatric refresher courses to 
gain comfort with handling the complexities 
of neurosurgical care in infants and younger 
children.

Most importantly, neurosurgeons must 
keep pediatric patients in mind in all as-
pects of neurosurgical care. 3

Frederick a. Boop, MD, is associate professor in the 
Department of Neurological Surgery, University of Ten-
nessee, Memphis College of Medicine and a member 
of Semmes-Murphey Clinic. Manda J. Seaver is staff 
editor of the AANS Bulletin.

Emergency Care for Kids
Continued from page 11
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R
ecent nationwide trends in pediatric 
neurosurgery have created challenges 
to resident training in this subspecialty. 
Some of the major changes surround-

ing pediatric neurosurgery especially over 
the past decade have been: (1) the central-
ization of pediatric subspecialty care to large 
children’s hospitals; (2) the standardization 
of fellowship training for board certification 
in pediatric neurosurgery; and (3) the over-
all trend of families increasingly demanding 
that surgical care be given by the senior-most 
members of the neurosurgical team.

The first trend is part of a nationwide re-
gionalization of specialized pediatric care to 
larger children’s hospitals. Medical centers 
with lower volumes of pediatric patients 
are increasingly becoming deficient of pe-
diatric neurosurgeons. This trend is largely 
attributable to economic factors, according 
to R. Michael Scott, MD, neurosurgeon-
in-chief at Children’s Hospital Boston and 
professor at Harvard Medical School.

“Pediatrics is an expensive milieu,” he 
said. “You can’t do state-of-the-art pediatric 
neurosurgery without pediatric intensivists, 
cardiologists, endocrinologists, neuroradi-
ologists, etc., and hospitals can’t afford to 
fully staff a children’s hospital if they don’t 
have the volume.”

Further, the American Board of Pediatric 
Neurological Surgery requires applicants for 
certification or recertification to submit case 
logs demonstrating that their practices center 
on pediatric neurosurgery. Therefore, hospi-
tals cannot attract pediatric neurosurgeons if 
there are not enough cases. 

As a result, many residents train in pro-
grams that do not have a pediatric neu-
rosurgeon at their hospital. Over the past 
decade, the Residency Review Commit-
tee has been citing neurosurgery training 
programs for not having enough pediatric 
volume, putting those programs at risk of 
probation or losing accreditation. 

“There is some uncertainty as to wheth-
er regional demographics allow adequate 
numbers of pediatric neurosurgical cases 
for all 90-plus programs,” explained How-
ard Eisenberg, MD, professor and chair of 
the Department of Neurosurgery at the 
University of Maryland.

Some programs have responded by send-
ing their residents to rotate at larger children’s 
hospitals. For example, at Children’s Hospital 
Boston, in addition to residents from the 
Brigham and Women’s/Children’s Hospital 
program, neurosurgery residents rotate year-
ly from three outside programs. Residents 
from these institutions must spend consider-
able time away from their home institutions, 
leading these institutions to experience in-
creased expenditures for housing and travel-
ing expenses and increased pressure on resi-
dent time allocations.

The standardization of fellowships in 
pediatric neurosurgery has also signifi-
cantly impacted resident training in this 
subspecialty. The ABPNS was founded in 
1996, and shortly thereafter firm guidelines 
for pediatric neurosurgical fellowships were 
defined. There are currently 21 accredited 
fellowship programs in North America. At 
these hospitals, fellowship training may 
potentially interfere with resident training 
because the fellow usually operates on the 
more complex cases and therefore valuable 
educational opportunities for residents on 
service may be lost. Ironically, less resident 
exposure to pediatric neurosurgery because 
of fellows may reduce resident interest in 
pursuing a pediatric fellowship. 

Recent data from the pediatric match 
indicates that some pediatric fellowships 
have difficulty filling their slots. This fur-
ther reduces the pool of qualified pediat-
ric neurosurgeons and increases the trend 
toward regionalization of care. Currently 
there are 44 open pediatric neurosurgery 
positions across the country, according to 

Rick Abbott, MD, professor of neurosur-
gery at Children’s Hospital at Montefiore 
and chair of the AANS/CNS Section on 
Pediatric Neurological Surgery.

Another factor that affects direct resi-
dent involvement in pediatric neurosur-
gical cases is the increasing demand by 
families that care is given directly by the 
attending surgeons. While this trend is a 
challenge for all neurosurgical training, this 
demand arguably may be more emphatic 
from the parents of pediatric patients. In 
addition, there is a notion that pediatric 
neurosurgeons may have a continued stake 
in the outcome of an individual operation 
because they may follow their patients for 
several decades after the procedure. Because 
of this combination of factors, attending 
neurosurgeons may feel compelled to take 
a more active role in operations, which lim-
its the major decision-making by residents 
throughout the surgical procedure.

Residents now face new challenges in 
obtaining pediatric experience: regional-
ization of pediatric care, standardization 
of fellowship training, and the increasing 
demand for delivery of care exclusively by 
attending surgeons. Underlying these fac-
tors is the gradual conversion to subspe-
cialty care on a nationwide basis, both in 
academic and private practices. 

“It’s a natural outcome of what’s happen-
ing in America in every profession from the 
law to medicine,” said Dr. Scott. “Patients as 
consumers are demanding subspecialty care.” 

Pediatric neurosurgeons as a group think 
their subspecialty is improving patient care, 
but as in other neurosurgical subspecialty 
areas, data that support this idea are still be-
ing gathered. 3

Edward S. ahn, MD, is completing a pediatric fellowship 
at Children’s Hospital Boston. 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.
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Training Neurosurgical Residents in Pediatrics
Recent Nationwide Trends Create Challenges 
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W a s h i n g t o n u P d a t e

G
oing into the final days of the 109th 
Congress, the key issue facing all 
physicians was the scheduled 5 per-
cent cut in Medicare reimbursement. 

Although a long-term permanent solution 
for fixing the flawed sustainable growth rate 
formula—on which physicians’ Medicare 
reimbursement is in part based—remained 
elusive, there was widespread, bipartisan 
support to prevent the cut and a correspond-
ing sense of urgency that this needed to be 
accomplished before Congress adjourned for 
the year. Unfortunately, while legislation to 
prevent the pay cut did pass, physicians were 
forced to swallow a number of bitter pills in 
the form of several new Medicare policies 
that will negatively impact neurosurgeons. 

Passing by a margin of 79 to 9 in the 
Senate and 367 to 45 in the House, H.R. 
6111, the Tax Relief and Health Care Act 
of 2006, freezes Medicare physician pay-
ments at 2006 levels. The bill also prevents 
additional cuts (particularly for physicians 
living in rural areas) due to changes in the 
geographic practice cost index. Lastly, the 
legislation includes an additional 1.5 per-
cent bonus payment for those physicians 
who report certain quality measures be-
tween July 1 and Dec. 31, 2007, although 
these bonus payments will not be paid un-
til 2008. 

Although the legislation freezes the con-
version factor at 2006 levels, other changes 
to the Medicare fee schedule implemented 
by the Centers for Medicare and Medicaid 
Services will go forward, causing reduced 
fees for many neurosurgical procedures. 
While the magnitude of these cuts will de-
pend on individual neurosurgical practice 
and case mix, on average neurosurgeons 
will be facing a 3 percent Medicare payment 
cut in 2007: one percent is attributed to 

changes from the statutory five-year review 
of work relative values, 1 percent is due to 
changes to practice expense values, and 
1 percent is due to statutory reductions in 
reimbursement for imaging services. While 
it may be of little comfort, previous itera-
tions of the legislation and CMS policies 
could have produced a cut for neurosurgery 
in the 8 percent to 12 percent range. 

The bill includes $1.35 billion for the 
Physician Assistance and Quality Initiative 
Fund. While Members of Congress indi-
cated that this fund could be used to reduce 
the 2008 physician payment cut, the statute 
does not require that the funds be used in 
such a manner. Rather, the statute indicates 
that the Secretary of Health and Human 
Services may use the funds for an adjust-
ment to the conversion factor for 2008 as 
well as for quality improvement activities. 
Thus, given the Bush administration’s cur-
rent commitment to implementing quality 

reporting for all physicians, it is highly like-
ly that these funds will be used primarily to 
create a larger and more expansive quality 
reporting program. 

Why Neurosurgery Didn’t Support the Tax 
Relief and health Care Act of 2006
Despite being pleased that Congress 
stopped the 5 percent pay cut for 2007, the 
AANS and CNS did not support this legis-
lation because: 

3 the way in which the payment freeze is 
financed is extremely problematic and will 
cause physicians to be in an even deeper 
hole next year; 

3 the bill creates a new fraud and abuse 
program; and

3 the new “quality” reporting system is 
unworkable, overly burdensome and inad-
equately funded. 

Flawed Financing Structure The bill includes 
a budgetary gimmick that will lead to a 
steeper Medicare physician payment cut in 
2008 and beyond. While Congress shifted 
money from the Medicare managed care 
stabilization fund to pay for the freeze in 
2007, it did not change the underlying pay-
ment formula. As a result, the sustainable 
growth rate formula is still in place, and 
the cumulative nature of the SGR formula 
creates steeper cuts in future years than the 
already anticipated annual 5 percent cuts. 
In fact, the Congressional Budget Office re-
cently analyzed the legislation and estimat-
ed that physicians are now facing at least a 
10 percent cut in 2008.  

New RaC “Bounty Hunter” Program Con-
gress expanded the recovery audit contrac-

l o r i  s h o a f ,  J D
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program operating in California, Florida 
and New York, to all 50 states. Under the 
RAC program, the CMS works with special 
contractors who are authorized to audit 
physician practices in search of improper 
Medicare payments that may not have been 
detected through the existing fraud and 
abuse programs. These contractors essen-
tially are bounty hunters who are paid a 
percentage of any overpayments they col-
lect. A major complaint among physicians 
is that these contractors are disruptive to 
their practice and do not educate the prac-
tice regarding their common billing errors. 
They simply collect the “overpayments” 
and disappear. 

Burdensome “Quality” Program The legis-
lation is structured in a way that creates a 
burdensome new quality reporting pro-
gram that may do little to actually improve 
quality. Initially, the CMS is required to 
build on the existing Physician Voluntary 
Reporting Program, which was launched 
in 2006 as an opportunity to test data col-
lection and reporting methods before ty-
ing Medicare reimbursement to a physi-
cian quality reporting program. Starting in 
July 2007, physicians can qualify for the 1.5 
percent bonus payments if they report to 
the CMS on at least three of the program’s 
quality measures for at least 80 percent of 
the cases in which the measures apply. The 
bonus payment will be a lump sum pay-
ment applied to all Medicare claims for 
the six-month period if the provider’s par-
ticipation qualifies for the bonus payment. 
According to the Congressional Budget 
Office, approximately $300 million will 
be available in the bonus pool in 2007, al-
though physicians who qualify for this pro-
gram will not receive the bonus payments 
until sometime in 2008. The CMS has not 

yet clarified many of the rules involved in 
this new program, and a great deal of un-
certainty about how it will operate remains. 
Several measures, including antibiotic and 
venous thromboembolism prophylaxis, are 
applicable to neurosurgery. 

In 2008, the CMS has broad authority 
to implement a quality reporting program 
that could potentially morph into manda-
tory pay for performance. Although the 
legislation states that the CMS will select 
measures that have been developed under 
a consensus-based process and adopted or 
endorsed by a consensus organization, the 
AANS and CNS are concerned that this 
language is too vague and gives the CMS 
free reign over the selection of measures 
without appropriate oversight, direction 
and input from physicians. 

Charting a Course for Fixing the Medicare 
Reimbursement Problem
The AANS and CNS, along with others in 
organized medicine, will be implementing 
an aggressive advocacy effort aimed at edu-
cating the new Congress about the prob-
lems with the Medicare physician payment 
system, as well as our serious and ongoing 
concerns about the new quality reporting 
program and pay for performance. Part of 
this strategy will be an immediate effort to 
repeal (or make significant changes to) the 
recently passed legislation, particularly the 
provisions related to the quality program. 
Of course, the focus of significant attention 
will be on averting the pending 10 percent 
payment cut in 2008 by repealing the cur-
rent SGR formula and replacing it with a 
more sustainable reimbursement system. 
The Medicare Payment Advisory Com-
mission released a report to Congress in 
March that outlines the problems with the 
currently broken Medicare physician pay-

ment system and recommends a number 
of potential options for reform, including 
preventing further cuts in 2008. 

Given the high costs associated with both 
of these efforts—over $20 billion to prevent 
the 2008 pay cut and over $200 billion to re-
peal the SGR—medicine faces a tough, up-
hill battle. To complicate an already daunt-
ing task, the new “pay-go” budget rules that 
the Democrats have implemented require 
any additional federal spending to be off-
set by either increased taxes or decreases in 
spending. 

Physicians will need to play an active 
part in the political process to realistically 
have any hope of success. The AANS and 
CNS will be calling on all neurosurgeons 
to contact their legislators throughout the 
year. Please respond to these “Calls to Ac-
tion” so policymakers hear the voices of 
neurosurgeons and their patients from all 
parts of the country, throughout the year. 
Your involvement is imperative. 3

Lori Shoaf, JD, lshoaf@neurosurgery.org or (202) 628-
2072, is senior manager of legislative affairs in the 
AANS/CNS Washington office.

For More Information

Detailed summary of the Tax Reform and 
Health Care Act of 2006 legislation, 
www.aans.org/legislative/aans/Summary and 
Legislation 2006.pdf

Tally of Congressional votes on the Tax Reform 
and Health Care Act of 2006, http://capwiz.
com/noc/keyvotes.xc/?lvl=C 

Recovery Audit Contractor Demonstration 
Program, www.cms.hhs.gov/RAC/

Comprehensive list of quality measures ap-
plicable to neurosurgical practice, www.aans.
org/legislative/aans/Neurosurgical Quality 
Measures.pdf 

CMS Physician Quality Reporting Initiative, 
www.cms.hhs.gov/PQRI/40_Transitionfrom 
PVRP.asp.
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I
n conjunction with the 75th anniversary celebration of the 
AANS, in February the AANS Bulletin launched a new on-
line manuscript submission and review portal that further 
professionalizes the publication, encourages open submis-
sions, and facilitates a rigorous peer-review process for so-
cioeconomic research papers.

“The new online submission system is a linchpin of publishing 
peer-reviewed socioeconomic research in the Bulletin,” said William 
T. Couldwell, MD, editor of the Bulletin. “The easy-to-use system 
also will encourage open submissions of articles, an important ele-
ment in a vehicle for information and analysis that seeks to repre-
sent all of neurosurgery.”

This advancement follows several permutations of the AANS’ 
premier communication vehicle for members. More importantly, 
it demonstrates the leadership of the AANS in the area of socioeco-
nomic and professional issues as they affect the specialty of neuro-
surgery and its commitment to advancing the specialty by encour-
aging research in these areas.

The AANS began ongoing publication of a newsletter in 1975. 
Citing Frank Mayfield’s 1965 presidential proclamation that the 
organization had become the “official organization representing 
the neurological surgeons of the United States,” Richard Schneider 
wrote in his Presidential Newsletter that “it is believed that the AANS 
should present vital and pertinent material to all neurosurgeons.” 

The following year the publication became known as the AANS 
Newsletter. Topics addressed in the early issues may sound familiar: 
continuing medical education, coding, Washington activities, and 
neurosurgical workforce. Issues being tackled by the Socioeconomic 
Committee included relative value scales, density and distribution 
of neurosurgeons and delivery systems of neurosurgical care, and 
medicolegal problems.

Sixteen years later Michael L.J. Apuzzo, MD, was named newslet-
ter editor with the goal of making the publication the “premier source 
of neurosurgical news throughout the 1990s.” In Vol. 1, No. 1, Dr. Apuzzo 
introduced the new AANS Bulletin and predicted that “Through-
out the 1990s and beyond, the Bulletin will serve as a prime source 
of general neurosurgical and association-related news.” The format 
was upgraded with a full-color cover, and the content was assembled 
with “special attention…to critical issues, including reimbursement 
and legislative challenges.”

In 1998, A. John Popp, MD, was appointed editor of the Bulletin. 
By the Winter 1998 issue, the publication had “taken on a new look 
and a new focus, evolving into a more member-friendly publica-
tion with a strong focus on socioeconomic topics,” he wrote in his 
Personal Perspective. “This change,” he continued, “was in direct re-
sponse to AANS members’ expressed interest in hearing more from 

the association about practice management issues, reimbursement 
concerns and other socioeconomic topics.” In 1999 the eight-mem-
ber Bulletin Advisory Board was formed to “ensure that our mem-
bership magazine is the best in the field.”

James R. Bean, MD, who had served as associate editor, became 
the Bulletin’s editor in 2003. In 2004 the AANS Member Survey found 
the Bulletin to be a premier member benefit and a top predictor of 
members’ satisfaction with their membership. In 2005 the first peer-
reviewed socioeconomic research paper was published in the Bulletin, 
and eight reviewers agreed to support the peer-review process.

Today, the Bulletin Advisory Board includes 20 members, among 
them Dr. Couldwell, editor, and Patrick W. McCormick, MD, as-
sociate editor. A core group of nine peer-review panelists, many of 
whom are active in the Council of State Neurosurgical Societies, is 
led by Deborah L. Benzil, MD.

“The CSNS, acting on the initiative of Mick J. Perez-Cruet, MD, 
has been very instrumental in the development of the Bulletin’s 
peer-review component,” said Dr. Benzil. “The continuing support 
of this project by the CSNS is both important and greatly appreci-
ated.”

Bulletin Enters New Era
New Online Article Submission Portal Facilitates Peer Review

Peer Reviewers Needed Those interested in occasionally reviewing so-

cioeconomic research papers are invited to register as reviewers for 

the AANS Bulletin at http://mc.manuscriptcentral.com/aansbulletin. 

Those creating an account: In step three of the process, select “Yes” 

to the question, Are you willing to be a reviewer for the AANS Bulletin? 

Those who have an account already should see an Author Center and 

a Reviewer Center after login. If only an Author Center is available, 

select “Edit Account” at the topic of the screen, go to step three, and 

follow the same instruction. Be sure to select appropriate key words 

and to enter enough information about yourself so that your interests 

and expertise in socioeconomic topics are indicated.
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Writing Guidelines for the AANS Bulletin
The Bulletin’s detailed writing guidelines are available from the 
Bulletin’s home page, www.aans.org/bulletin; the direct link is www.
aans.org/bulletin/writing.asp. A link to the online submission por-
tal is provided in the guidelines.

The following is intended as a summary of the online submis-
sion process and the writing guidelines for research papers and for 
general articles. Before articles are submitted to the Bulletin, the 
complete guidelines online should be carefully reviewed and the 
manuscripts, accordingly prepared. 

The Bulletin considers for publication original, nonpromotional 
articles that have not been published previously. The AANS Bulletin 
reserves the right to print accepted articles in the vehicle it deems 
most appropriate.

online article Submission  All articles must be submitted online 
through the AANS Bulletin’s secure electronic submission plat-
form, available 24 hours a day and seven days a week at http://
mc.manuscriptcentral.com/aansbulletin. From this main page: 
3 Those with an account enter their User ID and Password 

where indicated on the login screen and select “Submit.”
3 Those with an account but who do not know their password 

select the “Forgot Your Password?” link to generate an e-mail mes-
sage containing a temporary password and additional instructions.
3 Those without an account select the “Create Account” link 

and follow the three brief steps. In step three of the process, those 
who wish to participate as peer reviewers of socioeconomic research 
papers should select “Yes” to the question, Are you willing to be a 
reviewer for the AANS Bulletin? 

The manuscript submission process consists of six steps. Selecting 
the “Next” arrow at the bottom of each page will save the submission 
to that point. The system is intuitive and includes step-by-step instruc-
tions. User tutorials also are accessible from the login page. The “Get 
Help Now” link at the top right of every page provides 24-hour access 
Monday through Friday to help online or by telephone.  

Submission Requirements
Authors are required to (1) submit a completed copyright release 
form, one for each author; (2) disclose conflicts of interest; (3) sub-
mit a cover letter certifying that the manuscript has been read and 
approved by all of the authors and that each author believes that 
the manuscript represents honest work, among other requirements; 
and (4) provide at least two key words. 

Manuscripts must be submitted as Microsoft Word files. Figures, 
including tables, graphs and charts, must be submitted as separate 
Microsoft Excel files. Digital photographic images must be submit-
ted at no greater resolution than 150 DPI, and full-size files at 300 
DPI will be required if the paper is accepted for publication.

When an article is accepted, an editor will work with the au-
thor to finalize the article for publication. Articles will be edited 
for length, clarity and style, and final copy will be provided for the 
author’s review. Authors are responsible for the content of their ar-
ticles. Unless specifically stated otherwise, the opinions expressed 
and statements made in the AANS Bulletin are the authors’ and do 

not imply endorsement by the AANS. 
Articles accepted for publication become the property of the 

AANS and the Bulletin unless otherwise stated in a written agree-
ment between the author and the AANS Bulletin prior to publica-
tion. Two copies of the issue in which the article is published will be 
provided to the author(s) with thanks for participating in a devel-
oping dialogue that advances the specialty of neurological surgery.

Research Papers The AANS Bulletin seeks submissions of hy-
pothesis-driven research articles, which are evaluated by the Bul-
letin’s peer reviewers, to encourage research into socioeconomic 
topics related to neurosurgery and to disseminate this valuable in-
formation among neurosurgery’s decision-makers.

The expectation for length of research articles is between 1,500 
and 3,000 words. To facilitate the AANS Bulletin’s double-blinded 
peer-review process, a title page must not be included. The manu-
script must be submitted with an abstract of 250 words or less. 
The text of most manuscripts should be divided into Introduc-
tion, Materials and Methods, Results, Discussion, and Conclu-
sions. References must be formatted as endnotes, alphabetized by 
author last name and cited in text parenthetically. See the online 
instructions for details.

General articles The AANS Bulletin welcomes feature articles, 
and occasionally articles for specific departments, that are written 
by neurosurgeons and others who have knowledge of topics that 
directly affect neurosurgeons and the practice of neurosurgery. 

General articles in the AANS Bulletin usually are 750 or 1,500 
words. Articles published in the AANS Bulletin typically are written 
in the journalistic style of a magazine and lead with a brief intro-
duction that communicates the current significance of the topic or 
stresses what is current and newsworthy about the subject at hand. 
A topic sentence that follows the introduction clearly conveys the 
main idea of the article to the reader and previews what the article 
will cover. The article’s following paragraphs support the main idea 
expressed in the topic sentence, and assertions are supported by evi-
dence. Resources may be published with the article to assist read-
ers interested in pursuing additional information. See the online 
instructions for details.

other Items The Bulletin additionally encourages submission 
of letters to the editor, news briefs and calendar items. These items 
should be submitted to bulletin@AANS.org. See the online instruc-
tions for details. 3

Manda J. Seaver is staff editor of the AANS Bulletin, www.aans.org/bulletin.

For More Information

Couldwell WT: AANS Bulletin’s momentum continues: New editor  
considers peer review, practice survey impact. AANS Bulletin 14(3):16, 
2005. Article ID 37080

Seaver MJ: Bulletin spurs research: Peer-reviewed papers will  
deepen pool of socioeconomic data. AANS Bulletin 14(3):17, 2005. 
Article ID 3708
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Sanjay Ghosh, MD
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Michael P. McCue, MD
Rajesh V. Mehta, MD
Sanjay N. Misra, MD
William Mitchell, MD
Sandeep Mittal, MD, fRCS(C)
fardad Mobin, MD
John (Jack) LeRoy Moriarity Jr., MD
Tung T. Nguyen, MD
Bradley R. Nicol, MD
Eric W. Nottmeier, MD
Michael Y. Oh, MD
Masaki Oishi, MD, PhD
Greg Olavarria, MD
Renatta J. Osterdock, MD
Naresh P. Patel, MD
Loi K. Phuong, MD
John Pollina Jr., MD
Eric A. Potts, MD
Charles Joseph Prestigiacomo, MD
Patricia B. Raksin, MD
John Kevin Ratliff, MD
George Timothy Reiter, MD
Robert E. Replogle, MD
Laurence D. Rhines, MD
Norman C. Rokosz, MD
Joshua M. Rosenow, MD
Ali Sadr, MD
faheem A. Sandhu, MD, PhD
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AANS Welcomes 701 New Members in 2006
In 75th Year AANS Membership Exceeds 7,000

M e M b e r s h i P

Active 2,910 41%

Active Provisional 473 7%

Associate 287 4%

Allied 2 0%

Resident/fellow 1,181 17%

Honorary 17 0%

International 606 9%

International Resident 20 0%

Lifetime 1,592 22%

Total Members 7,088

AANS Membership as of March 2007 
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Robert D. Strang, MD
Daniel Y. Suh, MD, PhD
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Olusegum Coker, MD
Chad Cole, MD
Giac D. Consiglieri, MD
Valerie Coon, MD
Martin Cote, MD
Richard Webster Crowley, MD
Gregory Cumberbatch, MD
Elias Dakwar, MD
Hayan Dayoub, MD
Ryan De Marchi, MD
Nicolas Dea, MD
Sheri Dewan, MD
Guipson Dhaity Dhaity, MD
Daniel John DiLorenzo, MD, PhD, 

MBA
Zachary H. Dodd, MD
Ian G. Dorward, MD
Agustin Caldera Duarte, MD
Andrew f. Ducruet, MD
Travis M. Dumont, MD
Huy T. Duong, MD
Rick Edgar, MD
Samy Adel Elhammady, MD
Arnold Etame, MD
Mark Raymond Ettinger, MD
Brandon Evans, MD
Daniel K. fahim, MD
Julio Cesar fernandez Jimenez, MD
James Brett fleming, MD
Marie-Pierre fournier-Gosselin, MD
Benjamin Davis fox, MD
Evan frangou, MD
John Murage Gachiani, MD
Marcelo Galarza, MD
Victor Garcia Navarro, MD
Mark P. Garrett, MD
Jaime Gasco-Tamarit, MD
Bryan Anthony Gaspard, MD
Rasha S. Germain, MD
Daniel P. Gibson, MD
Eric Goeble, MD
Orest Grigenas, MD

Continued on page 20

AANS Welcomes 701 New Members in 2006
In 75th Year AANS Membership Exceeds 7,000
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Leonid Groysman, MD
Thomas Gruber, MD
Gaurav Gupta, MD
Zakaria Hakma, MD
Raqeeb Haque, MD
Basil Hassouneh, MD
Jason Hauptman, MD
Neal G. Haynes, MD
Michael Herbas Rocha, MD
Dean A. Hertzler, MD
James Michael Hitt, MD
Joseph Hobbs, MD
Mark Ray Hoeprich, MD
Alastair Tucker Hoyt, MD
forrest Hsu, MD
Namath Hussain, MD
David M. Ibrahimi, MD
Navarro Chavez Ignacio Pavel, MD
Kelly Jane Ishizuka, MD
Christopher G. Janson, MD
Lincoln Jimenez, MD
Tiffany Grace Johnson, MD
Zul Kaderali, MD
Yahya Kalache, MD
Stephen Kalhorn, MD
Charles Kanaly, MD
Reza Karimi, MD
Willard Kasoff, MD
Brandon Kelly, MD
Tyler James Kenning, MD
Sassan Keshavarzi, MD
Kofi Kessey, MD
Michael Keyoung, MD, PhD
Helene T. Khuong, MD
Hendrik B. Klopper, MD
Jessica Knirk, MD
Jared Knopman, MD
Andrew Lin Ko, MD
Michael Thomas Koltz, MD
Evgueni Kouznetsov, MD
Medina Calli Kushen, MD
David V. LaBorde, MD
Albert Ladislau, MD
Genevieve Lapointe, MD
Matthew f. Lawson, MD
Carlos J. Ledezma, MD
Albert Eugene Lee, MD
Janet Lee, MD
Peter Lee, MD
Ron Levy, MD
Shih-Chun Lin, MD, PhD
Timothy Lindley, MD
Thomas P. Lo Jr., MD
Andrew J. Losiniecki, MD
Yi Lu, MD
Eriks A. Lusis, MD
Neal Luther, MD
Jeffery Ching-Kwei Mai, MD
Nicolas Marcotte, MD
Nicholas f. Marko, MD
Jared Joseph Marks, MD
Robert Anthony Marsh, MD
Matthew B. Maserati, MD
Gaurav Gajanan Mavinkurve, MD

David Mercier, MD
fassil B. Mesfin, MD, PhD
Alfredo Emilio Miranda Del Pozo, MD
Amrendra Miranpuri, MD
Marc D. Moisi, MD
Jennifer Moliterno, MD
Steven L. Morgan, MD
Brian Nahed, MD
Wesley Nahm, MD
Charles Ben Newman, MD
Guillermo Silos Nieto, MD
Michael A. Nikolakis, MD
Joel Norman, MD
Pawel Ochalski, MD
Justin L. Owen, MD
David James Padalino, MD
Michael Seijoon Park, MD
Stephen Parker, MD
Shashikant Patil, MD
Sanjay Patra, MD
Wayne C. Paullus, MD
Edward Charles Perry III, MD
Edson Pineda Santos, MD
Glen A. Pollock, MD
Tiffany Powell, MD
Gustavo Pradilla, MD
Maryam Rahman, MD
Shayan Rahman, MD
Pranatartiharan Ramachandran, MD
Bethwel Raore, MD
Ahmed M. Raslan, MD
Mark Anthony Reddick, MD
Tausif-el Rehman, MD
Adam S. Reig, MD
R. Mark Richardson, MD, PhD
Elias B. Rizk, MD
Christopher Daniel Roark, MD
Jen Robinson, MD
Brandon Rocque, MD
Ruben Rodriguez Perez, MD
Dmitry S. Ruban, MD
Paulo Rubio Rodriguez, MD
fanor Manuel Saavedra, MD
Benjamin Serxner, MD
Melissa Setiawan, MD
Stephen Shafizadeh, MD
Mohsin Shah, MD
Ahmed Shakir, MD
Robert Lawrence Shearing, MD
Mahesh Bhaskar Shenai, MD
Sameer Sheth, MD
Patrick Shih, MD
Ali Shirzadi, MD
Cedric D. Shorter, MD
Nicholas P. Slimack, MD
Adam P. Smith, MD
Youji Soga, MD
Alexander Spiotta, MD
William J. Spire, MD
Robert Morgan Stuart, MD
Michael Sughrue, MD
Jennifer Sweet, MD
Omar Syed, MD
Oscar Szentirmai, MD

Alexander Taghva, MD
Andreas C. Tomac, MD
Nestor Denys Tomycz, MD
Jamie J. Van Gompel, MD
Alfonso Vega Sosa, MD
Simona Velicu, MD
Timothy Vogel, MD
Sheesan Weeshen, MD
Jessica Wilden, MD
Susan Williams, MD
Jon T. Willie, MD
Kamal Woods, MD
Graeme Woodworth, MD
Sanjay Yadla, MD
Parham Yashar, MD
Raymund Lee-Ming Yong, MD
Erick Ulises Zepeda, MD
John E. Ziewacz, MD
Mateo Ziu, MD
Garrett K. Zoeller, MD
Alex Zouzias, MD
Holly Zywicke, MD

Fellow Members (100)
Khalid Mohmud Abbed, MD
Bassam Mohammed Addas, fRCS
Edward S. Ahn, MD
Michele Renee Aizenberg, MD
Nabeel Saud Al-Shafai, MD
Kevin N. Ammar, MD
Jeremy W. Amps, MD
Victor Manuel Arteaga Larios, MD
farbod Asgarzadie, MD
Tariq Elemam Awad, MD
Hooman Azmi-Ghadimi, MD
Peter Basta, MD
Michael Philip Bellew, MD
Ronald Benveniste, MD
Jocelyn Blanchard, MD
Ali Bydon, MD
Gordon Kwok Tung Chu, MD, MSc
John Sherman Cole IV, MD
Ernesto Coscarella, MD, PhD
Daniel Edward Couture, MD
Anthony L. D’Ambrosio, MD
Arnaldo Neves Da Silva, MD
Sandrine N. de Ribaupierre, MD
Milind Deogaonkar, MD
Eric Michael Deshaies, MD
Aclan Dogan, MD
Rose Du, MD, PhD
Edward A. M. Duckworth, MD
Aaron S. Dumont, MD
Sudesh J. Ebenezer, MD
Randell Edgell, MD
Daniel R. fassett, MD
Juan Carlos fernandez-Miranda, MD
Vishal C. Gala, MD, MPH
Clare Naomi Gallagher, MD
Chirag D. Gandhi, MD
Anand V. Germanwala, MD
Humberto Gomez, MD

Hector Humberto Gomez  
Acevedo, MD

Ashok Gupta, MD
Bharat Guthikonda, MD
Bradley T. Hall, DO
Adam Olding Hebb, MD
Jason Michael Highsmith, MD, MSc
Mark John Hornyak, MD
Jorge J. Jaramillo de la Torre, MD
Andrew H. Jea, MD
Ryan Phillip Jewell, MD
Sarah C. Jost, MD
Julius July, MD, MHSc
Konstantina Karabatsou, MD
Michael O. Kelleher, MD, fRCS
Shah-naz H. Khan, MD
Paul Khoueir, MD
Louis J. Kim, MD
Stefan S. Kim, MD
Eric Klineberg, MD
Christopher J. Koebbe, MD
Thomas Kretschmer, MD, PhD
Yu-Hung Kuo, MD, PhD
Ahmed Ibrahim Lary, MD
Hui Li, MD
James Kuanhsin Liu, MD
Darlene A. Lobel, MD
John A. Lopez, MD
Miguel Angel Lopez-Gonzalez, MD
Ian HL Low, MD
Ali R. Malek, MD
Jon I. McIver, MD
Sean A. McNatt, MD
Joshua Eric Medow, MD
francisco Mery, MD
Alex Mohit, MD
Akio Nemoto, MD
Dhruv Pateder, MD
frederik Pennings, MD
Julie Georgia Pilitsis, MD, PhD
Nasir Quraishi, MD
Creed Rucker, MD
Abdulrahman Sabbagh, MD
Sam Safavi-Abbasi, MD, PhD
Joseph Salame, MD
Uzma Samadani, MD, PhD
Tetsuro Sameshima, MD, PhD
Patrick B. Senatus, MD
Donald C. Shields, MD
Christopher Somoygi, MD
Daniel L. Surdell, MD
Gamaliel Tan, MD
Ajith J. Thomas, MD
Zulma Sarah Tovar-Spinoza, MD
Rachana Tyagi, MD
Arthur John Ulm III, MD
Artem Y. Vaynman, MD
Aleksander Vitali, MD
Kajetan Ludolf Von Eckardstein, MD
Jean-Marc Voyadzis, MD
Huan J. Wang, MD
Zhiyuan Xu, MD
Junichi Yamamoto, MD

M e M b e r s h i P

Continued from page 19
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International Members (44)
Hisham Al-Khayat, MD
Rodney Stewart Allan, fRACS
Ronald H. M. A. Bartels, MD
Sylvia Bele, MD
Ali Akbar Bhand, fCPS
Carlos Botella Asuncion, MD, PhD
Harley Brito-Silva, MD
Guillermo Horacio Castillo, MD
Giuseppe Cinalli, MD
Marcelo U. Crusius, MD
Paulo Andrade de Mello, MD
Ake Hansasuta, MD
Nobuo Hashimoto, MD
Efrain Ernesto Herrera Magana, MD
Yuichi Hirose, MD, DMSc
Almario Geronimo Jabson, MD
Ian D. Kamaly-Asl, MBChB, fRCS
Edward Oluwole Komolafe, MD
Sun-ho Lee, MD
Hulda B. Magnadottir, MD
Conor L Mallucci, MBBS, fRCS
Mehryar Mashouf, MD
Khalid Naser Mayah, MD
Melike Mut, MD
farideh Nejat, MD
Hiroshi Nishioka, MD
Akkapong Nitising, MD
Kenji Ohata, MD, DMSc
Selcuk Peker, MD

Mohamed Sabbagh, MD, MSc
Khalid Saeed, MBBS, fRCS
Juan Sahuquillo, MD
Abubakr D. Salim, MD
Antoine Salloum, MD
Ibrahim Sbeih, MD
Sook Young Sim, MD
Sait Sirin, MD
Miltos K. Sugiultzoglu, MD
Ulrich Sure, MD
Michael Synowitz, MD
Ming-Yuan Tseng, MD, MSc
Jingcheng Xie, MD
Maria Loreto Yanez, MD
Orlando Luis Zamora Plasencia, MD

International Resident  
Members (18)
Nauman Ahmed, MBBS, BSc
Gopal Balamurali, MD, fRCS
Ahmed Balfaqih, MD
Oliver Bozinov, MD
Patricia Bozzetto-Ambrosi, MD
Young Hyun Cho, MD
Cristhian Mauricio Cruz, MD
Mazen Kassab Bashi Dahhan, MD
Venko Ilija filipce III, MD
Okezie Obasi Kanu, MD
Boris Krischek, MD

Pablo Gerardo Pena-Tapia, MD
Hatem Sabry, MD
Haitham Handhel Shareef, MBChB, 

IBMS
Babak Shariati, MD
Ken (Wuttipong) Tirakotai, MD, MS
Christian Wess, MD
John Chung-Che Wu, MD

Associate Members (45)
Beverly Aagaard Kienitz, MD
Denise Barnes, RN
Arunas L. Birutis, RN
Naomi R. Breiner, ARNP, MSN
Eric Ryan Butler, PA-C
Barbara G. Cechanowicz, PA-C
Boyle C. Cheng, PhD
Krystal A. Coffman, AC, NP
Paula Suzanne Colledge, PA-C, MS
Patrick Davis, PA-C
Joshua Joel Del Homme, PA-C
Megan Delaney, PA-C
Douglas J. DeProfio, PA-C
Varaprabhu V. Dhas, fNP
Rudi T. Dimas, PA-C
Kristy Ashton falk, NP
Elisa L. Garza, PA-C
Dhanesh Kumar Gupta, MD
Johnny J. Hudson, NP

Lance Klein, NP
Daniel Lyn Kreun, PA-C, MPAS
Denise Lally-Goss, NP
Kurt Butler Lamers, PA-C
Twyila Lay, NP, MS
Cortney Nessen, RNMS, CP, NP
Marilyn Grayce Orlova-Zitzer, NP
Nancy Palmer, NP
Lynn Elizabeth Pittsinger, ARNP, MSN
Ricky James Placide, MD
Debbie Pleasants, RN
George Rappard, MD
Reuben Dennis Rieke Jr., PA-C
Leroy K. Rung, PA-C
Mark Kenneth Ryan, CRNP
Karen Lynn Saban, MSN, APN
Martha Short, PA-C, MS
Julie T. Smith, NP
Julie May Sundermann, ARNP, MSN
Lynne Patricia Taylor, MD
Ronald James Thiessen, RN
Mary Elizabeth Trujillo, NP
Alexander Vaccaro, MD, fACS
f. Michael Vislosky BSN, CNRN
Kim M. Vognet, RN
Nancy LaVigne White, fNP

Allied Members (1)
Theresa Elizabeth Reiner, CST, CfA

Young Neurosurgeons Committee

presents its 
N i N t h  A N N u A l  S i l e N t  A u c t i o N

at the
2 0 0 7  A A N S  A N N u A l  M e e t i N g

Benefiting the Neurosurgery Research and Education Foundation (NREF)

Electronics, wine, travel packages, and medical items are just a few of the wide variety of items 

that will be auctioned at the Ninth Annual Silent Auction during the AANS Annual Meeting.  

Place your bids beginning Monday, April 16th in the AANS Resource Center, booth #1912.

For more information, contact the Development Coordinator at (847) 378-0535 or tlb@aans.org.

April 16–18, 2007  n  Washington, DC
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I
n a city replete with monuments to people and events that 
shaped U.S. history, the AANS holds its 75th Annual Meet-
ing and 75th anniversary celebration as a living monument to 
people and events that have shaped both the association and 
the profession of neurosurgery. Plans are for this very special 
meeting to be worthy of superlatives, with a core of top-notch 

science complemented by a festive atmosphere and Washington, a 
city connected to the AANS by the common threads of honoring 
the past and aspiring to future advancement.

“The 75th Annual Meeting represents a wonderful opportunity 
to expand knowledge and celebrate neurosurgery,” stated AANS 
President Donald O. Quest, MD. “The educational program is out-
standing, and the meeting’s increased focus on socioeconomic and 
governmental affairs complements the Washington location.”

The expanded role for socioeconomic topics at this meeting 
is one of several new facets this year. In addition to the socioeco-
nomic session on Thursday morning, these sessions will be held 
each afternoon. Topics include Medicare and its so-called pay for 

performance initiatives, neurosurgical emergency care delivery, and 
patient-centered practices. The Thursday session centers on new 
paradigms for malpractice reform and includes oral presentations 
of socioeconomic research.

To enhance the 75th Annual Meeting’s festive atmosphere, the 
AANS is exhibiting historical photographs from its archives, and a 
commemorative book will be presented to all medical attendees. The 
Historical Trivia Contest, online at www.aans.org/annual/2007/Trivia 
Contest.pdf, offers an enjoyable way to participate in the celebration 
with the possible reward of a portable DVD player complete with a 
DVD of Harvey Cushing’s two thousandth verified tumor operation.

The “75th” theme continues at the Sunday evening opening re-
ception. The setting is the Smithsonian’s National Air and Space 
Museum, which boasts an array of flying machines and artifacts in 
23 exhibits that trace the rapid developments in aeronautics dur-
ing the 20th century. The gala event promises to be a memorable 
evening of food, fun and entertainment and an apt kick-off for the 
historic meeting. 3

Related Article
75th AANS Annual Meeting: April 14–19, Washington, D.C., President’s 

Message, page 3.
3

2007 Annual Meeting
A Living Monument to AANS and Neurosurgery

Celebrate AANS’ Diamond Jubilee  
April 14–19 in Washington, D.C.
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New Books Honor aaNS, Neurosurgery

T
wo new books honoring the AANS and neurosurgery will be 

released in conjunction with the AANS’ diamond jubilee celebra-

tion. Additional information for both books is available from 

AANS Member Services or the Online Marketplace at www.AANS.org.

The Legacy of Harvey Cushing: Profiles of Patient Care, edited 

by Aaron Cohen-Gadol, MD, and Dennis D. Spencer, MD, features 

previously unpublished patient photos (such as the photo at right) 

and case accounts, including histories as well as operative and other 

notes, from the Cushing Tumor Registry at Yale University. 

“The current generation of neurological surgeons may understand 

that the roots of their discipline are found in the stories of these 

patients,” writes Dr. Cohen-Gadol in the book’s Preface. “This book 

is a recognition of the Cushing patients for their gift to neuro-

surgery…In this book, we witness their suffering and we renew our 

oath to care for our patients with passion and to honor 

their trust in our hands.”

The History of the American Association of Neu-

rological Surgeons—Seventy-Fifth Anniversary offers 

essays on the development and progress of the 

Harvey Cushing Society, now the AANS, intermingled 

with photos from the AANS archives (see inset) and a 

trove of data showcasing people, places and publica-

tions throughout AANS history.

The commemorative book is a gift to AANS members. 

Medical attendees of the 75th AANS Annual Meeting 

will receive a copy at the meeting with their registration 

materials. The book additionally is available to AANS 

members for the cost of shipping. 

Mother holding child with cervical  
meningocele. Harvey Cushing in surgery.

2007 annual Meeting  
Program at a Glance

Friday, April 13
Early Registration 5:00 PM–7:00 PM

Tumor Section  
Biennial Meeting 12:30 PM–5:40 PM

Saturday, April 14
Registration 7:00 AM–5:30 PM

Practical Clinics  8:00 AM–5:00 PM

Tumor Section Biennial  
Meeting 7:45 AM–5:00 PM

Sunday, April 15
Registration 7:00 AM–6:00 PM

Practical Clinics 8:00 AM–5:00 PM

Opening Reception – National  
Air and Space Museum 7:00 PM–9:00 PM

Monday, April 16
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 – Lisa Randall, PhD 
Hunt-Wilson Lecture – Eric Kandel, MD
Cushing Orator – Thomas Friedman

Lunch/Poster Viewing 1:00 PM–2:00 PM

YNS Lunch Session  1:00 PM–2:00 PM

Scientific and Socioeconomic 2:45 PM–5:30 PM 
Sessions

Ronald L. Bittner Lecture –  
Joseph M. Piepmeier, MD

Joint Annual Business Meeting of the  
AANS and the American Association  
of Neurosurgeons 5:30 PM–6:30 PM

Tuesday, April 17
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

Presidential Address – Donald O. Quest, MD 
Louise Eisenhardt Lecture – Sally Ride, PhD

Lunch/Poster Viewing 1:00 PM–2:00 PM

Section and Socioeconomic  
Sessions 2:45 PM–5:30 PM

Wednesday, April 18
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 –  
L. Nelson Hopkins III, MD 
Theodore Kurze Lecture – Michael S. Gazzaniga, PhD
Van Wagenen Lecture – Johannes Schramm, MD

Lunch/Poster Viewing 1:00 PM–2:00 PM

Section and Socioeconomic  
Sessions 2:45 PM–5:30 PM

International Reception 7:00 PM–8:30 PM

Thursday, April 19
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
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GAry M. BlooMGArden, Md, And kAtie o. orriCo, Jd

M
ore than 30 years ago, the AANS realized that the de-
cisions made by Congress have a profound effect on 
neurosurgeons, their patients and their practices. For 
some of the most important issues facing neurosur-
geons, including the need for medical liability reform, 
stabilization of reimbursement rates, pay-for-per-

formance, clarification of emergency on-call requirements and in-
creased research funding, the road leads through Washington, D.C. 
Like it or not, federal policymakers have a huge impact on how we 
practice, when we practice, and what we get paid to practice. And 
this influence is only growing. 

To maximize our effectiveness, the AANS added another tool to its 
advocacy arsenal: a political action committee. Established in August 
2005, NeurosurgeryPAC is a nonpartisan political action committee, 
which does not base its decisions on party affiliation, but instead fo-
cuses on the voting records, official positions and campaign pledges of 
the candidates. Simply put, NeurosurgeryPAC supports candidates for 
federal office who support neurosurgery’s advocacy goals. 

Considering that NeurosurgeryPAC was created just over one year 
in advance of the November 2006 elections, we did fairly well with 
our limited fundraising efforts. As a result of direct mail, telephone 
solicitations and personal requests at the AANS Annual Meeting, 
404 neurosurgeons contributed 
$313,540. Special thanks to those 
AANS members who made one 
or more contributions.

On the giving side, the 
NeurosurgeryPAC Board ap-
proved contributions totaling 
$184,795.50 to 40 candidates 
and one leadership PAC, with 
87 percent of the funds support-
ing Republican candidates and 
13 percent going to Democratic 
candidates. These contributions 
were based solely on the candi-
dates’ positions on neurosur-
gery’s priority issues: Medicare 
reimbursement, medical liability 
reform and improving access to 
emergency neurosurgical ser-
vices. Of the 38 candidates who 
ran for election or reelection, 29 
won their races and nine lost, for 
a win/loss ratio of 76 percent to 
24 percent. One candidate re-

tired and another was not up for reelection in this cycle. Candidates 
receiving NeurosurgeryPAC support and their election results are 
shown in the table.

With the Democrats taking over both the U.S. House of Repre-
sentatives and the Senate, major changes are afoot. Although it is 
too early to tell what effect these changes will have on physicians, 
NeurosurgeryPAC will continue to support candidates who em-
brace neurosurgery’s positions on key issues. High priority issues 
for the 110th Congress including preventing a 10 percent cut in 
Medicare reimbursement for 2008, passing a permanent fix to the 
Medicare physician payment formula problem, repealing (or sig-
nificantly modifying) the quality/pay-for-performance provisions 
that were included in the Tax Relief and Health Care Act of 2006, 
and promoting legislation that will improve on-call requirements 
and access to emergency neurosurgical services. While organized 
neurosurgery will continue to press for federal medical liability 
reform legislation, given the makeup of the new Congress, find-
ing a bipartisan solution to this vexing problem will be a chal-
lenge—although we will not give up this fight. 3

Gary M. Bloomgarden, MD, is chair of NeurosurgeryPAC. Katie o. orrico, JD, korrico@
neurosurgery.org or (202) 628-2072, is director of the AANS/CNS Washington office. 
NeurosurgeryPAC, www.aans.org/legislative/aans/neurosurgerypac.asp.

NeurosurgeryPAC 
Makes Its Mark in 2006 Elections

NeurosurgeryPaCSupported Candidates—November 2006 Election

CaNDIDaTE RESULT CaNDIDaTE RESULT

Jon Kyl (R-AZ-Senate) Won fred Upton (R-MI-6) Won

John Shadegg (R-AZ-4) Won Joe Schwarz, MD (R-MI-7) Lost Primary

J.D. Hayworth (R-AZ-5) Lost John Dingell (D-MI-16) Won

Bill Thomas (R-CA-22) Retired Mark Kennedy (R-MN-Senate) Lost

Xavier Becerra (D-CA-31) Won Chip Pickering (R-MS-3) Won

Nancy Johnson (R-CT-6) Lost Roy Blunt (R-MO-7) Won

Jeff Miller (R-fL-1) Won John Ensign (R-NV-Senate) Won

Dave Weldon, MD (R-fL-15) Won Tom Kean (R-NJ-Senate) Lost

Tom Price, MD (R-GA-6) Won frank Pallone (D-NJ-6) Won

Charlie Norwood, DDS (R-GA-9) Won Jeff Bingaman (D-NM-Senate) Won

Nathan Deal (R-GA-10) Won Sue Myrick (R-NC-9) Won

Phil Gingrey, MD (R-GA-11) Won Earl Pomeroy (D-ND-At-Large) Won

Mark Kirk (R-IL-10) Won Sherrod Brown (D-OH-Senate) Won

John Shimkus (R-IL-19) Won David P. Hunter, MD (D-OK-5) Lost Primary

Michael Whalen (R-IA-1) Lost Rick Santorum (R-PA-Senate) Lost

Charles Boustany, MD (R-LA-7) Won Bart Gordon (D-TN-6) Won

Olympia Snowe (R-ME-Senate) Won Joe Barton (R-TX-6) Won

Peter Beilenson, MD (D-MD-3) Lost Primary Shelley Sekula-Gibbs (R-TX-22) Won Special 

Steny Hoyer (D-MD-5) Won Michael Burgess, MD (R-TX-26) Won

Dave Camp (R-MI-4) Won Michael Enzi (R-WY-Senate) NA
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Neurosurgery Locum Tenens
Whether you’re interested in working a few days a week,
a week or two a month, or considering locum tenens 
full-time, The Surgeons Link can direct you to the best
hospital-sponsored and group practice locum tenens
opportunities from those available in the marketplace,
nationwide. As a locum tenens provider through The
Surgeons Link you will enjoy:

• Highly Competitive Income with No 
Overhead Worries

• A Rated Malpractice Insurance

• Assistance in Obtaining Medical Licenses 
and Hospital Privileges

Let our experienced staff take care of all the details so
you can do what you do best–take care of patients.

Call toll free 1-866-266-9211 or 1-877-977-3444 
email: info@thesurgeonslink.com • Fax 502-267-7605 

www.thesurgeonslink.com

LOCUM TENENS SPECIALISTS

Surgeons-Link

CAN YOU COLLECT
DISABILITY INCOME
BENEFITS?

CAN YOU COLLECT
DISABILITY INCOME
BENEFITS?

Our law firm represents medical and
business professionals who are either
preparing to file or
have been denied
benefits under
their disability
insurance policy.
Established in 1979,
our litigation
experience and
disability claim
handling knowledge
has allowed us to
help our clients
receive disability
benefits. Visit our
website at
www.diAttorney.com
or call to learn how
we can help you with
your disability claim. 

FREE PHONE CONSULTATION

REPRESENTING CLIENTS NATIONWIDE

www.diAttorney.com
The hiring of an attorney is an important decision that should not be based solely upon advertisements.

Before you decide ask us to send you free information about our qualifications and experience. Main office Hollywood

800-828-7583

Document1  5/12/05  9:45 AM  Page 1

Looking for up-to-date, free educational
information to share with your patients? 
Did you know that www.NeurosurgeryToday.org, 
the public Web site of the AANS, is a one-stop shop 
for the latest patient education materials? Nearly 50  
neurosurgical topics include essential components  
such as prevalence and incidence statistics, risk  
factors, symptoms, diagnosis, and both surgical 
and nonsurgical treatment options. 

Visit www.NeurosurgeryToday.org 
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c o d i n g c o r n e r G r e G o r y  J .  P r z y b y l s k i ,  M D

Five-Year Review Results
Neurosurgery Sees Significant Successes 

T
he five-year review, mandated by Con-
gress, compels the Centers for Medi-
care and Medicaid Services to examine 
the physician fee schedule for mis-

valued procedures in terms of relative value 
units. This Coding Corner reviews some of 
the codes that the CMS recommended for 
analysis as well as those brought forth by the 
AANS and CNS and reports the outcome of 
the process.

The CMS brought forward a group of 
cranial and spinal codes for revaluation. 
Codes for burr hole drainage of a subdu-
ral hematoma, code 61154, and craniotomy 
for evacuation of a subdural hematoma, 
code 61312, were resurveyed. While the 
surveys of 61154 supported the current 
value, the surveys completed by neurosur-
geons for 61312 identified the procedure as 
undervalued, predominantly as a result of 
increased postoperative work. As a result, in 
2007 there was a modest increase for 61154 
to 30.96 RVUs from 28.68 RVUs, and a 
substantial increase in the value of 61312 to 
51.60 RVUs from 45.95 RVUs.

The AANS and CNS brought forward 
four craniotomy-for-aneurysm codes and 
two epilepsy codes. 

aneurysm Codes Several years ago when 
complex aneurysm codes were developed, 
the codes were valued identically to the 
simple aneurysm codes. This allowed for 
a period of volume tracking in order to 
make accurate assumptions in the bud-
get neutrality adjustment required when 
one code is split into two codes. The 
2005 survey process identified all of the 
codes as undervalued; consequently, the 
AANS/CNS Coding and Reimbursement 
Committee made the strategic decision to 
bring the codes to the five-year review. 

The neurosurgeons completing surveys 
identified substantive increases in post-
operative work for patients with complex 

aneurysms. Despite the Relative-Value Up-
date Committee’s reticence to assign some 
intensive care services to the initial postop-
erative care, the volume and level of post-
operative visits increased significantly, sup-
porting higher values. While the value of 
craniotomy for simple anterior circulation 
aneurysm, code 61700, decreased modestly 
to 90.41 RVUs  from 91.30 RVUs, the cra-
niotomy for simple posterior circulation 
aneurysm, code 61702, increased to 97.28 
RVUs from 85.21 RVUs. More significant 
increases were seen in the craniotomy for 
complex anterior circulation aneurysm, 
code 61698, to 104.40 RVUs from 91.34 
RVUs, and for craniotomy for complex pos-
terior circulation aneurysm, code 61697, to 
109.87 RVUs from 87.61 RVUs. 

Epilepsy Codes Two codes for craniotomy 
for temporal lobe epilepsy also were identi-
fied as misvalued. Code 61537 for temporal 
lobectomy without electrocorticography 
increased to 58.80 RVUs from 46.66 RVUs, 
while the code for temporal lobectomy 
with electrocorticography, 61538, increased 
to 62.55 RVUs from 49.04 RVUs.

Spine Codes The CMS also requested ex-
amination of seven spine codes. After mini-
surveys were presented in cooperation with 
the North American Spine Society, thoracic 
vertebroplasty and posterior nonsegmental 
instrumentation were recommended and ac-
cepted for no change. As a consequence of re-
duced hospital length of stay, anterior cervical 
discectomy, code 63075, and anterior cervical 
arthrodesis, code 22554, were recommended 
for reduced values. With the budget neutral 
adjustments, 63075 was revalued at 33.97 
RVUs from 36.12 RVUs, while 22554 was 
revalued at 35.97 RVUs from 35.42 RVUs. 
As these procedures often are performed to-
gether, the net reduction is less than 1 RVU 
after the –51 multiple procedure modifier is 

applied to 63075. It is important to note that 
the value of 22554 is now higher than that of 
63075 and should be coded as the primary 
service. Lastly, modest increases occurred in 
posterior lumbar laminectomy, code 63047, 
to 28.25 RVUs from 27.74 RVUs, and adja-
cent level laminectomy, code 63048, to 5.77 
RVUs from 5.64 RVUs.

E&M Codes Neurosurgeons also may benefit 
from the nearly complete examination of 
evaluation and management services, which 
the primary care coalition identified as un-
dervalued. These E&M codes, comprising 
office and hospital visits, were last examined 
10 years ago. There were some substantial 
increases in the values of E&M codes for 
performing office visits and hospital consul-
tations, and some of the budget neutrality 
adjustment to procedure codes was mitigated 
by increases in the calculated E&M compo-
nent of the postoperative global period. 

In summary, there were significant 
successes in this five-year review process. 
Despite CMS concerns regarding overval-
ued cranial and spinal codes, only a small 
reduction was seen in anterior cervical de-
compression. The values of several codes 
were reaffirmed, whereas craniotomy codes 
for subdural evacuation, temporal lobecto-
my for epilepsy, and aneurysm clipping saw 
substantial improvements in total value. 

On behalf of the Coding and Reimburse-
ment Committee, I personally would like to 
thank all of the neurosurgeons who partici-
pated in the survey process that led to a suc-
cessful result for all neurosurgeons. We are all 
greatly indebted in this endeavor to the tire-
less efforts of RUC advisers John Wilson, MD, 
and Rick Boop, MD, as well as Cathy Hill in 
the AANS/CNS Washington office. 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 
also plans and instructs coding courses for the AANS 
and the North American Spine Society.
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r e s i d e n t s’ F o r u M

D
uring my research year 
at the University of Vir-
ginia, with no danger of 
exceeding the soon-to-be-

implemented 80-hour workweek, 
the tradition was for the labora-
tory residents to meet at Dr. Jane’s 
house every Sunday at noon, ei-
ther before or possibly after lunch 
(I could never tell, since I rarely 
during my residency saw him eat) 
to review and discuss a neurosur-
gical journal in its entirety. 

At first “Sunday School” was 
somewhat time-consuming, necessitat-
ing the rapid development of efficiency in 
quickly reviewing and evaluating the neu-
rosurgical literature. While hardly ground-
breaking, I humbly submit some lessons 
learned at the knee of a master, lessons that 
since have proven their worth.

What Is the Exact Question Being Asked?
Every research paper should properly start 
with some sort of question. Otherwise it 
starts with an answer, and the resulting paper 
is likely to be biased, since one is likely to at-
tach undue weight to confirmatory evidence 
while ignoring contradictory evidence. De-
termining the question is usually self-explan-
atory, but particularly in complex random-
ized controlled trials, it may be much more 
specific than one would first think. 

For instance, given the title “Anterior 
Versus Posterior Fusion for Thoracolum-
bar Burst Fractures” one might be tempted 
to assume that the question being asked 
is simply which approach is better for this 
type of fracture. However, after further 
reading, it may be that the actual question 
is, “In a neurologically intact patient with 
a thoracolumbar burst fracture of less than 
50 percent canal stenosis, is there a ben-
efit to either an anterior or posterior ap-
proach?” which can be further shortened 

to, “Does the method 
of fusion matter in 
a patient who could, 
because of the nature 
of the fracture, have 
either approach?”

how Important is  
the Question? 
Each subspecialty in 
neurosurgery has its 
important and un-
solved questions, be it 
sagittal balance, vaso-
spasm, or gross total 
resection of gliomas. 
If the importance of 
the question is not 
obvious, the ques-
tion either is not im-
portant or the reader 
lacks the information 
to put the paper into 
its proper context.

Also, is the intervention something that 
can be generally implemented in practice? 
If not—because it involves a procedure that 
requires special skills, technology, unavail-
able resources, or is just plain clinically im-
practical—the importance of the paper will 
be somewhat diminished.

how Well has the Question Been Answered?
Entire books have been written on this top-
ic. Suffice to say that a double-blind, ran-
domized controlled trial trumps a random-
ized controlled trial, which in turn is more 
valid than a case-control trial, case series, 
and lastly, a case report and review of the 
literature. As previously noted, however, the 
scope of either a double-blind RCT or an 
RCT sometimes can be so narrow as to not 
be clinically useful.

Other important questions:
3 Are the numbers large enough to mini-

mize false positive or false negative errors?
3 Is the treatment or intervention stan-
dardized in each patient?
3 Is the measurement instrument well-
known, valid, accurate, and reproducible, 
and is the effect measured, even if statistically 
significant, a clinically important effect? For 
example, given enough patients, a statisti-
cally significant difference of 1 point in the 
Oswestry Disability Index probably could be 
determined. However, this would not repre-
sent a significant difference in terms of how a 
patient actually feels after back surgery. Also, 
one should be wary if a paper uses a relatively 
unknown outcomes measure or statistical 
test to determine significance.

Are the Figures and References  
Appropriate?
I learned this lesson the hard way. Figures 
should be easily understood and readable, 
and should match what is written in the 
text. When a statement should be refer-
enced, make sure it is referenced and check 
to see if the references are actually the semi-
nal, important papers in the subject, rather 
than obscure papers obviously selected to fit 
the data or confirm the author’s viewpoint.

What Constitutes “Discussion”?
The discussion section rarely makes or 
breaks a paper but, particularly in more 
narrowly focused papers, “discussion” 
should place the current study in its proper 
context. Additionally, the results should be 
compared to the current literature, and po-
tential biases and flaws in the paper, noted.

In conclusion, critical, efficient reading 
of the literature is important during train-
ing, when both time and the need to learn 
and assimilate new information are at a pre-
mium. The same skills also serve to improve 
the quality of one’s own research papers. 3

K. Michael Webb, MD, is in practice with Neurosurgical 
Associates PSC in Lexington, Ky.
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“Sunday School” Lessons: A Rumination
Critical Reading Helps Digest Neurosurgical Literature 
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NREF and Spine Section announce  
New award opportunity

T he AANS/CNS Section on Disorders of the Spine and Periph-

eral Nerves and the Neurosurgery Research and Education 

foundation are pleased to announce the establishment of the 

new, cosponsored NREf/Spine Section Young Clinician Investiga-

tor Award.  

Annually, the NREf offers residents and junior neurosurgi-

cal faculty members two different grant opportunities: the NREf 

Research fellowship and NREf Young Clinician Investigator 

Award. The Young Clinician Investigator Award supports faculty in 

the early years of their academic careers, pursuing neurosurgical 

research in a hospital or university setting. 

Applicants for this new, cosponsored spine award must be 

neurosurgeons who are full-time faculty in North American teach-

ing institutions. The purpose of this award is to fund pilot studies 

that will yield data to be used to strengthen applications for lon-

ger-duration funding from other sources. The research application 

must be in the area of spinal cord, vertebral column or periph-

eral nerve disorders.

“In recognition of the reality that spinal care and spinal sur-

gery are a major component of most neurosurgeons’ practices, 

the section has always considered opportunities to expand 

research and knowledge in this field,” said Charles f. Branch 

Jr., MD, chair of the Spine Section. “Partnership with the NREf 

to establish a YCI award in the field of spinal care facilitates the 

pursuit of this goal and adds value not just to neurosurgery, but 

to the entire universe of spine care.” 

The NREf’s Scientific Advisory Committee will review and 

score the applications, as part of the overall NREf grant review 

process. “The NREf is pleased to join in this partnership with 

the Section on Disorders of the Spine and Peripheral Nerves,” 

said Martin H. Weiss, MD, fACS, chair of the NREf Executive 

Council. “We anticipate great interest in this cosponsored 

award, not only this year, but for many years to come.”

The first NREf/Spine Section Young Clinician Investigator 

awardee is Jason Huang, MD. 3 
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Dr. & Mrs. Jonathan E. Hodes
Peter O. Holliday III, MD 
Peter H. Hollis, MD 
Eric K. Holm, MD, fACS 
Robert N. N. Holtzman, MD 
John Harrel Honeycutt, MD 
Robert S. Hood, MD 
Donald G. Hope, MD 
Paul P. Huang, MD, fACS 
George V. Huffmon III, MD 
Matthew K. Hummell, MD 
Alan T. Hunstock, MD, fACS 
Warren Yukio Ishida, MD 
Bermans J. Iskandar, MD 
Masanori Ito, MD 
Brian A. Iuliano, MD 
George I. Jallo, MD 
Saied Jamshidi, MD 
John A. Jane Jr., MD 
Randy Lynn Jensen, MD, PhD 
Dale K. Johns, MD 
John K. Johnson, MD, fACS 
Douglas L. Johnson, MD, PhD 
William J. Johnston Jr., MD 
f. Douglas Jones, MD 
Charles C. Kanos, MD 
Jeffrey L. Karasick, MD 
Michael E. Karnasiewicz, MD 
John M. Kast, MD 
M. Richard Katz, MD 
Robert f. Keating, MD 
David B. Kee Jr., MD 
Craig M. Kemper, MD 
David G. Kennedy, MD 
Oliver Lee Kesterson, MD 

Agha Shahid Khan, MD 
Larry T. Khoo, MD 
Steven P. Kiefer, MD 
Anje Kim, MD 
Moo Seong Kim, MD, DMSc 
Daniel L. Kitchens, MD, fACS 
A. Bernhard Kliefoth III, MD 
Leonard I. Kranzler, MD 
John J. Kruse DMD, MD 
David C. Y. Kung, MD 
Byung Duk Kwun, MD, PhD 
James R. La Morgese, MD 
Barry J. Landau, MD 
fraser Edmond Landreneau, MD, 

fACS 
David J. Langer, MD 
Todd Hopkins Lanman, MD 
Jeffrey J. Larson, MD 
John Pershing Latchaw, MD 
EdmunD, P. Lawrence Jr., MD 
fredric Lax, MD 
Sheldon Lazar, MD 
Martin L. Lazar, MD, fACS 
Barbara E. Lazio, MD 
James W. Leiphart, MD, PhD 
Michael A. Leonard, MD 
Jodie K. Levitt, MD 
Veetai Li, MD 
Daniel M. Lieberman, MD 
John D. Lipani, MD, PhD 
Douglas J. Long, MD 
Darren S. Lovick, MD 
Kang Lu, MD, PhD 
Sergio Lutz, MD 
Aaron Curtis MacDonald, MD, fACS 
Christopher Ian MacKay, MD 
Hisham S. Majzoub, MD 
Shahram Makoui, MD 
Amir S. Malik, MD 
Jacek Marian Malik, MD, PhD 
Gunwant S. Mallik, MD 
Stavros N. Maltezos, MD 
Robert f. Mann, MD 
Paul K. Maurer, MD 
Peter L. Mayer, MD 
Phillip V. McAllister, MD 
William H. McAllister IV, MD 
Lori A. McBride, MD 
Paul R. McCombs III, MD 
fred G. McMurry, MD 
Alan Mechanic, MD 
Thomas D. Meek, MD 
Dr. & Mrs. George E. Mendelsohn
Ali H. Mesiwala, MD 
Thomas H. Milhorat, MD 
John I. Miller, MD, fACS 
Ray N. Miller, MD 
Joseph C. Mirabile, MD 
Sanjay N. Misra, MD 
Mark A. Mittler, MD 
Ashok Modha, MD, fRCS(C) 

Continued from page 29

Gifts of $100 to $249, con’t.

a d va n c i n g  n e u r o r e s e a r c h



Vol. 16, No. 1 • 2007 • AANS Bulletin  31

Michael C. Molleston, MD 
James A. Moody, MD 
Dr. & Mrs. federico Mora 
Howard Morgan, MD, fACS 
David Lawrence Morris, MD 
Richard J. Moulton, MD 
Kevin J. Mullins, MD, PC 
Dr. & Mrs. Praveen V. Mummaneni
Ilyas Munshi, MD 
Steven E. Murk, MD 
Joseph M. Nadell, MD 
Richard C. Naftalis, MD, fACS 
Raj K. Narayan, MD 
John W. Neblett, MD, fACS 
Bradley R. Nicol, MD 
Manouchehr Nikpour, MD, fACS 
fariborz Nobandegani, MD 
Masaki Oishi, MD, PhD 
Shige-Hisa Okawara, MD, PhD 
Jeffrey J. Olson, MD 
Julio A. Ordonez, MD 
Richard K. Osenbach, MD 
Joan frances O’Shea, MD 
M. Chris Overby, MD 
Artur Pacult, MD 
Kimberly Ann Page, MD 
Charles Park, MD, PhD 
Jeffrey Erle Pearce, MD 
Terrence L. Pencek, MD, PhD 
Mick J. Perez-Cruet, MD 
Srinivasan Periyanayagam, MD 
Daniel L. Peterson, MD 
Joseph M. Phillips, MD, PhD 
John G. Phillips, MD 
Gautam Phookan, MD 
Cynthia B. Piccirilli, MD 
Daniel R. Pieper, MD 
David T. Pitkethly, MD, fACS 
frederick W. Pitts, MD 
Robert J. Plunkett, MD 
Ania G. Pollack, MD 
Dr. & Mrs. Ian f. Pollack
DaviD, Poulad, MD 
Ashutosh Ashok Pradhan, MD 
Stefan G. Pribil, MD 
Mark R. Proctor, MD 
Louis J. Provenza, MD 
Dr. & Mrs. Gregory J. Przybylski
Dr. & Mrs. G. Barrie Purves
Michael R. Puumala, MD 
Joseph V. Queenan, MD 
Craig H. Rabb, MD 
Michael Howard Rabin, MD 
Richard Julian Radna, MD, PhD 
Bimal G. Rami, MD 
Lincoln f. Ramirez, MD 
Suresh Ramnath, MD 
Steven M. Rapp, MD 
Amed A. Rawanduzy, MD 
Raymond Blaine Rawson, MD 
William S. Reid, MD 

Juan Carlos Reina Gama, MD 
Benjamin J. Remington, MD 
Justin W. Renaudin, MD 
Daniel K. Resnick, MD 
W. Emery Reynolds, MD 
R. L. Patrick Rhoten, MD 
Nathan Rifkinson, MD 
Michael Howard Robbins, MD 
Jose L. Rodriguez, MD, fACS 
Norman C. Rokosz, MD 
Marshal D. Rosario, MD 
Harold Rosegay, MD 
Szymon S. Rosenblatt, MD 
Bruce R. Rosenblum, MD 
Arthur P. Rosiello, MD, fACS 
Dr. & Mrs. Hubert L. Rosomoff 
Steven Roth, MD 
Christopher S. Rumana, MD 
Stephen M. Russell, MD 
Ralph Edward Rydell, MD 
Abubakr D. Salim, MD 
Anthony Sances Jr., PhD
Dorothea M. Sandin
Jose Santos Pico, MD 
Stephen C. Saris, MD 
John Sarris, MD 
Kiyoshi Sato, MD 
Leslie Schaffer, MD 
Gerald R. Schell, MD 
Charles L. Schnee, MD, fACS 
John H. Schneider Jr., MD 
Steven J. Schneider, MD, fACS 
Karl D. Schultz Jr., MD 
Jason M. Schwalb, MD 
William A. Schwank, MD 
frederic T. Schwartz, MD, fACS 
Jacob P. Schwarz, MD 
Brett Andrew Scott, MD 
Lali H. S. Sekhon, MD, PhD 
Brad A. Selland, MD 
David Louis Semenoff, MD 
Christopher I. Shaffrey, MD 
Kavian Shahi, MD 
Donald Sheffel, MD 
Dr. & Mrs. Peter E. Sheptak 
Minoru Shigemori, MD 
Joel D. Siegal, MD 
Julius Anthony Silvidi, MD 
Grant P. Sinson, MD, fACS 
Theodore Leigh Slade, MD 
Robert B. Snow, MD 
Michael H. Song, MD 
Wendy Jennifer Spangler- 

Morrison, MD 
Mark A. Spatola, MD 
Caple A. Spence, MD 
Lawrence M. Spetka, MD 
Daniel E. Spitzer, MD 
William W. Sprich, MD, fACS 
Joseph Sramek, MD 
Ladislau Steiner, MD, PhD 

Mark Kenneth Stevens, MD, PhD 
John E. Stevenson, MD 
John Klotz Stokes
Richard Charles Strauss, MD, fACS 
Douglas L. Stringer, MD 
Merle Preston Stringer, MD 
Ann R. Stroink, MD 
Oscar Sugar, MD 
Peter P. Sun, MD 
Narayan Sundaresan, MD 
Arno S. Sungarian, MD 
Shigeharu Suzuki, MD 
Asher H. Taban, MD 
Peyman R. Tabrizi, MD 
Kiyoshi Takagi, MD, DMSc 
Philip W. Tally, MD 
Mario Augusto Taricco, MD 
Tetsuo Tatsumi, MD 
Michael D. Taylor, MD, PhD, fRC 
Robert Theodore Tenny, MD 
Quoc-Anh Thai, MD 
Nicholas Theodore, MD 
Geoffrey M. Thomas, MD 
Carson Joseph Thompson, MD, 

fACS 
James A. Tiesi, MD 
Russell L. Travis, MD 
Gregory R. Trost, MD 
William Stewart Tucker, MD 
Hari K. Tumu, MD 
Donn Martin Turner, MD 
Dante f. Vacca
Alexander Vaccaro, MD, fACS 
Dr. & Mrs. Alan S. Van Norman
Gary D. Vander Ark, MD 
Troy M. Vaughn, MD 
John J. Viola, MD 
Ildemaro Jose Volcan, MD 
Rand M. Voorhies, MD 
Alan S. Waitze, MD 
Andrew E. Wakefield, MD 
Michael A Walker, PA-C, MS 
frederick T. Waller, MD 
Paul P. Wang, MD 
Ronald K. Warren, MD 
Kristopher Michael Webb, MD 
Jed P. Weber, MD 
Jeffrey S. Weinberg, MD 
Howard L. Weiner, MD 
Joseph E. Welsh, MD 
Merylee E. Werthan, MD 
Charles A. Wetherington, MD 
Jonathan A. White, MD 
William L. White, MD 
Steven B. Wilkinson, MD 
Philip J. A. Willman, MD 
Ronald J. Wilson, MD 
Jeffrey A. Winfield, MD, PhD 
Charles J. Winters, MD 
Dennis D. Winters, MD 
Timothy C. Wirt, MD 

Wayne L. Wittenberg, MD, PhD 
Eric H. Wolfson, MD, fACS 
Daniel Won, MD 
Karen S. Woncik, MD 
Sasan Yadegar, MD 
Ravi Yalamanchili, MD 
Dr. & Mrs. Shokei Yamada
Basil Manley Yates, MD 
David Allan Yazdan, MD 
Joseph S. Yazdi, MD 
John Yen, MD 
Peter K. Yoon, MD 
Daniel Yoshor, MD 
Young J. Yu, MD 
Ahmad Zakeri, MD 
Kevin M. Zitnay, MD 

Gifts up to $99
Denise Angerstein
Yunus Aydin, MD, Prof. 
Mr. & Mrs. Dan Barzel
Juanita Naomi Beal, BSN, CNRN 
W. Ben Blackett, MD, JD 
Terri L. Bruce
S. Marshall Cushman, MD 
Anthony De Marco
Robert E. Dicks III, MD 
Eldon L. foltz, MD 
Philip D. Gordy, MD 
Michele S. Gregory
Robert M. Hess, MD 
Eric M. Jackson, MD 
John David Laidlaw, fRACS 
Jorge J. Lastra-Power, MD 
Ronald A. Naumann, MD 
Chris A. Philips
Brian T. Ragel, MD 
Jeffrey Wayne Sherman, MD 
Joni L. Shulman
Charles H. Tator, MD, PhD, MA 
Ronald James Thiessen, RN 
John Trice
Kathryn T. Ulmen, RN, MS, CNRN 
Joseph C. Watson, MD 
Seth M. Weingarten, MD 
Dr. & Mrs. Robert Joseph White
Julius D. Zant, MD 
Terry M. Ziemba  3
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2007 Van Wagenen Fellowship Awardee Selected The Van 
Wagenen Fellowship and Van Wagenen Selection com-
mittees announce that James C. Miller, MD, of Indiana 
University has been awarded the 2007 William P. Van 
Wagenen Fellowship. As the 2007 Van Wagenen Fellow, 
Dr. Miller will travel to Germany to study with Michael 
Weller, MD, at the University of Tubingen. Through 
this fellowship, Dr. Miller will continue his research 
in neuro-oncology. He will study antitumor immu-
nity involving CD70/CD27 interactions, and evaluate 
the antagonism of the immunosuppressive molecule 
transforming growth factor (TFG)-B with the agent 
SD-208. Training will begin July 1, 2007, and will be 
completed within the 12-month period of the grant. 
Awarded annually, the William P. Van Wagenen Fel-
lowship is offered for postresidency study in a foreign 
country for a period of 12 months. The award stipend 
for this fellowship is $60,000 with an additional $6,000 
available for family travel expenses and $15,000 of re-
search support available to the laboratory sponsoring 
the Van Wagenen Fellow. Additional information is 
available at www.aans.org/research/fellowship/aans.asp 
or from the AANS at (847) 378-0500.

Kyphon Inc. Matches NREF Donations 100 Percent to 
$25,000 The Neurosurgery Research and Education 
Foundation, in partnership with Kyphon Inc., an-
nounces the renewal of the Kyphon Challenge Grant 
for 2007. Beginning in March, Kyphon Inc. will match 
100 percent of all donations to the NREF in 2007 up to 
$25,000. Donors can renew and increase previous do-
nations or give for the first time online at www.aans.
org/research/make/donation.asp. 

AMA, AANS and CNS to Conduct Physician Practice Informa-
tion Survey The American Medical Association, with the 
support of the American Association of Neurological 
Surgeons, the Congress of Neurological Surgeons and 
more than 60 other medical specialty societies, will begin 
conducting a multispecialty survey of America’s physi-
cian practices beginning in 2007. The purpose of the 
survey is to collect up-to-date information on physician 
practice characteristics in order to develop and redefine 
AMA, AANS and CNS policy. Data related to profes-
sional practice expenses will also be collected. The AMA, 
AANS and CNS will survey thousands of physicians over 

the year from virtually all physician specialties to ensure 
accurate and fair representation for all physicians and 
their patients. During 2007, neurosurgeons may be con-
tacted by the Gallup Organization to participate in this 
study. The AMA, AANS and CNS encourage participa-
tion in this survey as the data obtained will be a critical 
source of information. Those called upon to participate 
in the survey are asked to complete it in a thorough and 
accurate manner so that the information collected will 
represent the concerns of participants and their patients 
to national policymakers. 

Neurosurgical Patient Stories Sought To help educate the 
public about the role of the neurosurgeon in treating 
a wide range of medical conditions and diseases, the 
AANS is soliciting personal accounts of patient experi-
ences with neurosurgery. Patients themselves, parents 
on behalf of their children, and family members on 
behalf of immediate relatives may submit their stories 
using the online form at www.neurosurgerytoday.org/
what/patientstory. Patients whose stories are pub-
lished will receive a small honorarium as a token 
of appreciation. Previously published stories can be 
viewed at www.neurosurgerytoday.org/what/neuro 
surgical_patient_stories.asp. 

aaNS Members  
Deceased in 2006
Thomas E. Carter,  

MD, fACS
Ralph R. Dawson, MD
Arthur Ecker, MD, fACS
fred J. Epstein, MD
Joseph A. Epstein, MD
Michael L. Griffith, MD
Mary Kathryn Hammock, MD
Allan E. Kagen, MD
Edward B. Keller, MD
Henry R. Liss, MD, fACS
John B. Moyar, MD
John C. Oakley, MD
Iftikhar Ali Raja, MD
Kazuo Ugajin, MD, PhD
Kelvin A. Von Roenn, MD
Lester J. Wallman, MD

AANS Releases Two Position Statements 
Complete Text: www.AANS.org,  

Article ID 43088, 43527 

one Suggested Evaluation Process for Neurosur

geons’ Return to Work after Neurological Injury 

Individuals who sustain a new neurological injury 

should avail themselves of appropriate medical as-

sessment of their condition prior to returning to the 

practice of neurosurgery in the interest of ensuring 

patient safety and competence to practice.

Sympathectomy for Hyperhidrosis Position State

ment Endoscopic sympathectomy is safe and highly 

effective for providing a permanent cure for palmar 

and axillary hyperhidrosis. These disorders impair 

the function and activities of daily living of affected 

individuals. Insurance reimbursement for this proce-

dure is appropriate and justified.

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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The turning point in my career came with the 
realization that Black should play to win instead 
of just steering for equality.  —BoBBy Fischer 

W
hether you’re a chess devotee or 
just once knew the moves, re-
gardless of whether your knowl-
edge of the 1972 “Match of the 

Century” between then-World Champion 
Boris Spassky and the eccentric American 
challenger Bobby Fischer in Reykjavic, 
Iceland, is from 34-year memory or only 
hearing it spoken of, no matter if you view 
Fischer as hero, demon, or merely an un-
stable genius, his quotations over the de-
cades are legendary.

Infuriating, intelligent, polarizing, divi-
sive—they can be all those. But dismissing 
Fischer’s chess quotes out of hand ignores 
the ability they have to instruct in arenas 
well beyond the 64-square cauldron that 
forged them.

This Fischer quote is one of my favor-
ites. It appears often in the present, history 
books are filled with examples of how it af-
fected the past, and its lessons are arguably 
most crucial in how they can be applied in 
the future.

In venues of organizational manage-
ment, the quote has relevance far beneath 
its surface. It cuts to a subtle nuance of stra-
tegic vision that is constantly reaffirmed in 
successful institutions.

In too many instances, organizations 
aim their strategic sights merely at “equal-
ity”—setting their goals of reputation, ser-
vice, innovation and mission on the target of 
maintaining status quo. Duplicating previ-
ous levels of achievement is mistaken as suc-
cess, and sacrificing organizational identity 
to maintain calm is viewed as wisdom.

At first glance, who would argue with 
that no-risk vision? Maintaining status quo 
offers safety, cooperation, peaceful coex-
istence and self-satisfaction—as well as a 
swarm of debilitating illusions.

For one thing, settling for indistinct 
equality siphons off an organization’s most 

critical fuel: motivation to grow. There is a 
“gravitational pull” on systems that merely 
tread water in an ocean of sameness, and 
that undertow is often invisible. The cost 
of resources spent to maintain “status quo” 
rises annually, while revenue that should 
be reinvested into services for members di-
minishes as it is required to absorb opera-
tional shortfalls.

When an organization changes its stra-
tegic mentality to achieve increasing de-
grees of excellence, however, it establishes 
a mindset of vigorous growth and instills 
vibrancy in its constituents. Significantly, 
the dollars available after meeting opera-
tional costs are then increasingly reinvest-
ed to expand programs that are meaning-
ful and innovative.

Moreover, robust organizations that 
strive for this type of prominence under-
score a critical distinction: They understand 
the subtle difference between collaboration 
and independence. 

Organizations should collaborate. Part-
nerships can be mutually advantageous, 
realize beneficial economies of scale, and 
create systems evolutions for the partners 
that might not occur independently. 

But the more advanced, developed 
and diverse the individual collaborators 
are, the better the joint outcomes of their 
combined efforts. All partners should have 
compatibly diverse resources to achieve the 
most satisfying outcomes. And the mo-
mentum born of organizations establish-
ing their own definition of “winning” fuels 
the strength of the collaboration. Truly suc-
cessful partnerships are most often realized 

Strategic and Tactical Planning
Risk of Advancement Outweighs Any Plan Not to Fail

Thomas A. Marshall
is AANS

executive director.

by organizations that have already identi-
fied their own independent potential.

Once the AANS secured its financial foun-
dation and redefined methods of accurately 
identifying its members’ needs, it moved 
from a “new year/same service” mentality to 
a robust system of producing the new ser-
vices members were demanding.

In Fischer’s terms, the victory the AANS 
was playing for was not over external orga-
nizations. The opponent was its own his-
torical mindset that numbed attentiveness 
to innovative planning in serving its mem-
bers’ increasingly complex needs.

By any measure, this change of organi-
zational mindset was clearly the modern 
turning point of the AANS’ “career.” The 
intrinsic planning processes now in place 
within AANS assure reinvesting annual 
successes, rather than merely “equaling” 
past, outdated benchmarks. 

AANS members’ comprehensive needs 
are now more directly embedded into its or-
ganizational culture than ever before. This 
was an intentional strategy, implemented 
by successive years of AANS leaders who 
determined that merely achieving historical 
equality was no longer satisfactory.

No organization, management, or deci-
sion-maker should allow the loftiness of a 
goal to obscure the fact that errors of com-
mission can and likely will be made. But 
the error of planning not to fail is without 
question more fossilizing than the risk of 
advancement. Any organization is stifled 
by lack of momentum and rigidness to an-
tiquated expectations. When that occurs 
within service providers, innovation and 
quality are the first casualties of repetition 
and complacency.

AANS’ governance functions assure 
that your voice as a member will always be 
the momentum that drives the association 
forward. That your needs are now intrinsic 
in our strategic and tactical planning may 
be the most valuable benefit of the AANS’ 
change in how it plays the Black pieces. 3
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Inspirations and Epiphanies
T

he AANS 75th anniversary celebration culminates during 
the 75th AANS Annual Meeting April 14–19 in Washing-
ton, D.C. In recognition that the history of modern neuro-
surgery closely parallels that of the AANS, during the past 
year neurosurgeons have taken the opportunity to record 
influential circumstances and individuals that affected 

their careers. Their accounts, published in the pages of the AANS 
Bulletin, record for posterity the moments of inspiration, challenges 
to personal fortitude, and the people who have carried and are car-
rying the profession forward. 

While today the idea of clipping a cerebral aneurysm without a 
microscope—a procedure Dr. Mohr recounts in this issue—might 
cause discomfort for some, 75 years hence others may find it odd 
that residents once worked until their attendings decided the day’s 
job was done, or that in 2006 women were just starting to enter 
neurosurgery in numbers. 

One truth that seems un-
changed in 75 years is the 
importance of personal and 
professional mentors to the 
profession. The father of neu-
rosurgery himself, Harvey 
Cushing, considered pursu-
ing chemistry or architecture 
before settling on medicine. 
In his biography of Cush-
ing, John Fulton reports that 
Cushing was greatly affected 
by a talk on the art and science 
of medicine given by Bryson 
Delavan in 1891: “I well re-
member the informal talk you 

gave…on the medical career,” Cushing wrote to Delavan in 1939. 
“At that time I was disposed to take up architecture and indeed was 
making vague plans with Grosvenor Atterbury to open an office in 
New York with him….” Cushing and Atterbury did work together 
years later to create what became the Harvey Cushing/John Hay 
Whitney Medical Library at Yale. 

In the early 20th century Harvey Cushing told young doctors, 
“There is no profession in which such surprises are more likely to 
happen than in that you are entering, no profession which offers 
greater opportunities for development of character, provided you 
will consecrate your lives unselfishly to your tasks as others you 
would wish to emulate have done before you.” Today he might bor-
row a phrase from popular culture and simply say, “Pay it forward.”

Passion Counts

I 
never intended to be a neurosurgeon. It 
was purely accidental that I even did a 
neurosurgery rotation. However, dur-
ing my first week of clinical work, I 

was assigned to a busy neurosurgery service 
instead of neurology, and my challenging 
journey to become a neurosurgeon began. I 
could not have experienced success on this 
voyage without the help of others.

First, I recognize my grandmother, who unflinchingly supported 
my drive to enter neurosurgery when few others did. In her unique-
ly insightful way, she said, “Debbie, it is better to work 80 hours a 
week at something you love than 40 hours a week at something you 
hate.” My challenges were undersized compared to the struggles in 
her life, but she taught me that passion is what matters most; you 
must love what you do in life.

My husband and children have also provided unwavering love 
and support. During my residency, I married and had two children 
(not missing a single call) while receiving a grant, doing more than 
1,200 cases, and landing an academic appointment. My marriage is 
20 years strong, my children will soon leave for college; we remain a 
close family despite my demanding career.

There were neurosurgeons who motivated, taught, and encour-
aged me. The first was Ernesto Botero, the chief resident where I did 
my first neurosurgery rotation. His passion and skill for neurosur-
gery were noteworthy. He had the confidence to stand aside while 
I performed my first lumbar puncture, and a week later he took 
me through a craniotomy. Others I credit are my close colleagues in 

Women in Neurosurgery; Neville Knuckey, 
for his dedication to teaching and meticu-
lous patient care; Christer Lindquist, for 
the finer points about Gamma Knife, arte-
riovenous malformations, and much more; 
Arno Fried, for boosting my confidence in 
the technical aspects of neurosurgery; Wil-
liam Couldwell, my strongest academic 
chair; and Ed Benzel, my philosophical 
soul mate. 

Beating the odds, becoming one of the 
early women neurosurgeons, was an arduous challenge. My passion 
for neurosurgery and the passionate commitment of these notable 
individuals made the unlikely happen.
—Deborah L. Benzil, MD, Hartsdale, N.Y.

Deborah L. Benzil, MD

Ernesto Botero, MD

Cushing drawing, circa 1900
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Pioneering Neurosurgeon an Inspiration

U
pon entering medical school, age 17, at the University of Stras-
bourg, I was attracted by neuropsychiatry. During my third 
year as an “externe” in 1965, I rotated through the neurosur-
gery service, still part of general surgery at “Clinique Chirur-

gicale B.” The first case was a craniotomy for epidural hematoma on a 
priest who fell from a hay wagon at a summer camp; his recuperation 
from the initial “coning” was spectacular. The neurosurgeon, Prof. De-
meter Philippides, was impressive. Originally from Thessalia (Greece), 
he completed medical school in 1929 in Leipzig, Germany, and be-
came a general surgeon under the renowned Prof. Martin Kirschner 
in Tubingen. 

Prof. Philippides obtained special neurosurgical training under 
Tonnis in Berlin and during WW II moved to Strasbourg, France, 
where he stayed after the liberation, establishing the first organized 
neurosurgery. He was obliged to sit the French “Baccalaureat” and 
to repeat his entire medical school, finally completing another doc-
toral thesis in 1959. 

I attended his first anterior cervical corpectomy with tibial bone 
graft for spinal fracture. I sometimes had to get up early for the “ice 
bath” of patients undergoing deep hypothermia for cerebral aneu-
rysms, clipped at that time without microscope. I also witnessed 
retro-gasserian neurotomies in sitting position under local anesthe-
sia through a small subtemporal craniectomy (Spiller-Frazier pro-
cedure). We used to be in the OR until 1:30 p.m., and after a quick 
lunch we started pneumograms, carotid angiograms, myelograms, 
then went on rounds. I rotated again as “interne” on his service in 
1968 at Pavillon Clovis Vincent. As the junior member of the team, 
I occasionally had to confirm the thermocoagulation with a stetho-
scope on the patient’s head during stereotactic operations done 
with the Riechert frame. 

Search for the Elusive 2 Percent

I 
started medical school without any 
fixed specialty interest but figured I 
probably would end up in internal 
medicine. Small problem: I didn’t like 

cardiac, gastrointestinal or pulmonary 
physiology. Fortunately, at the University 
of Michigan there was a two-year inter-
disciplinary course called Neuro-Behav-
ioral Science, and I fell in love with it. It 
was so orderly, and the logic of clinical 
diagnosis fascinated me. From then on, the decision was narrowed 
to neurology, pediatric neurology or neurosurgery.

It was in Shelley Chou’s clinic that I 
learned what a thoughtful neurosurgeon is. 
A young man who had fractured his aorta 
wrestling and had become paralyzed came 
in two years after the event to see if some-
thing could be done. My response was no, 
because it had been two years. Dr. Chou 
was more thoughtful and insisted that we 
figure out why he was paralyzed before we 
even thought of giving him an answer. He 
spent 30 minutes analyzing all the possibili-

ties and in the end concluded that we could do nothing, but he had 
taught me that the process is more important than the answer and 
that 98 percent of the time you can skip the process, but in doing 
so you will miss that 2 percent of cases where you might identify a 
way to help. That afternoon, he made me want to be like him and 
search for that 2 percent that distinguishes an excellent physician 
from a good one. 

Today, the most fun cases still are the very complicated ones with 
long histories where you curl up in the corner of the ICU for hours 
poring over old charts and papers and figure out some small details 
that allow you to crack the case. The excitement of that discovery 
never dulls. It keeps you coming back for more.
—Alexa Canady, MD, Pensacola, Fla.

Shelley Chou, MD

Alexa Canady, MD

Continued on next page

Prof. Philippides was a brilliant pioneering neurosurgeon and a 
hardworking physician. As a teacher, he was rather intimidating, yet 
his example was remarkable, and I will forever be grateful to him for 
inspiring my passion for neurosurgery.
—Gerard Mohr, MD, FRCS(C), Montreal, Canada

Inspirations and Epiphanies

Strasbourg, france
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I Wanted to Do What he Did 

I
t was my first time in the operating 
room. My 32-year-old patient, a bright 
and articulate Washington, D.C., lawyer 
had been a rising star in his profession 

until just the previous week, when he slurred 
his words in court. Since then, his entire life 
had changed. Here he was, six days later, un-
der anesthesia for a craniotomy to remove 
the tumor that had been discovered.

 I watched transfixed as the professor and chairman of the neuro-
surgery department, Hugo Rizzoli, assuredly performed all the moves 
that are now so familiar to me: incision, bone flap, opening the dura, 
adjusting the microscope. The surgeon’s skill, his deft use of simple 
cottonoids and fine microinstruments, his command of the anatomy 
and his confidence appealed to me as no other activity I had ever ob-
served. The decision was simple, immediate and crystal clear. I wanted 
to do what he did.

 And, 25 years later, I still do. I love 
to plan operations, perform operations, 
discuss operations. I love being the one 
who first gets to share the good news with 
the patient’s family, as well as helping to 
bear the bad news. Along the way I have 
been inspired by patients’ stories and their 
courage: helping a man with a spinal cord 
ependymoma walk for the first time after 
surgery, fighting back tears as both moth-
er and grandmother describe how they 
feel about being completely well while the 

23-year-old young woman with glioblastoma slips away before their 
eyes, and seeing the dramatic change over time in the appearance of a 
young woman cured of acromegaly.

 We learn medicine patient-by-patient, and we learn surgery 
mentor-by-mentor. If it is an intensely personal thing to put your 
hands inside another as a surgeon, it is also intensely personal to 
train or be trained by another. Hippocrates likened the intimate 

relationship between doctor and apprentice to that between father 
and son.

While the number of those to whom I am forever grateful is far 
too long to list here, there are some whose daily influence upon 
my life and my practice for over two decades must be mentioned: 
Hugo Rizzoli, for the inspiration; Ed Laws, for the uncompromis-
ing insistence on excellence in patient care and the responsibility to 
give back; Jeff Jacobson, Ed Engle and Harvey Ammerman, for how 
to treat patients and staff kindly while remaining firmly in charge; 
Norman Horwitz, for an appreciation of history; Peter Jannetta and 
Laligam Sekhar, for creativity and innovation; and all my fellow res-
idents, for teaching a girl with only sisters how to get along in what 
had traditionally been a man’s profession. Other than my immedi-
ate family, no one ever has or ever will influence me more.
—Gail Rosseau, MD, Chicago, Ill.

Fascinating Problems to Solve

I 
wanted to be a physician from a very 
young age, with much encouragement 
from my parents. My father, a research 
biochemist, fostered my interest in sci-

ence and learning. Medical school was a 
foregone conclusion, but my direction in 
medicine began during the summer awaiting 
entrance. I religiously watched reruns of Ben 
Casey, the dashing young neurosurgery chief 
resident of the 1960s. I was fascinated by the 
program’s content, and thus began the trek 
during medical school to explore the amazing world of neurosurgery. 
After two summers of neuroscience research, the last at the National 
Institutes of Health in the neural transplantation laboratory, where I 
witnessed the living brain for the first time, my decision was made.

Unfortunately, I did not match in neurosurgery during my last 
year of medical school. After the initial devastation, “Plan B” brought 
me to Mount Sinai Medical Center in New York as a surgical intern. 
A September rotation on the neurosurgical service of the trauma af-

filiate sealed my destiny. My senior resident, 
Kathryn Ko, was one of three women in the 
program. The Mount Sinai Department of 
Neurosurgery, under the chairmanship of 
the legendary Leonard Malis (and subse-
quently Kalmon Post), possessed an open-
door policy to women compared to other 
institutions that I had seen. I will always be 
grateful to Dr. Malis for accepting me into 
the residency program, the only one I listed, 
during that internship year. I am also grate-

ful for Dr. Post’s encouragement and mentorship throughout my 
residency and beyond.

Today, I am a faculty member of the Mount Sinai School of Med-
icine and the director of neurosurgery at the same neurotrauma af-

Gail Rosseau, MD

Hugo Rizzoli, MD

Inspirations
Continued from page 35

Leonard Malis, MD

Jamie S. Ullman, MD

“The surgeon’s skill, his deft use of simple  

cottonoids and fine microinstruments, his command  

of the anatomy and his confidence appealed to me  

as no other activity I had ever observed.  

The decision was simple, immediate and crystal  

clear. I wanted to do what he did.”
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filiate where I started. My experience as a neurosurgeon has been 
full of the ups and downs inherent to our patient responsibilities. 
Anyone considering entrance into the discipline should know that 
it not as glamorous as the general public thinks. However, I love the 
fact that each day brings a variety of fascinating problems to solve in 
the OR and at the bedside. Also, participating in resident education 
and watching each resident evolve is extremely gratifying. Quite 
simply, if I can positively affect at least one life at the end of the day, 
it will have been worth the long road to get here.
—Jamie S. Ullman, MD, Elmhurst, N.Y.

Support of Mentors a Source of Strength

M
y experience as an ER nurse had 
directed my interest toward ortho-
pedics. That is until late one eve-
ning when, as fate would have it, 

a young boy was admitted with a malfunc-
tioning shunt. He was scheduled for surgery 
the following morning but died that night. I 
witnessed the autopsy where the ventriculo-
jugular shunt was found occluded by a thin 
membrane. He was a charming youngster, top of his class, defeated by 
a small plug of tissue. Something inside me said, “That isn’t right.”

Almost two years later I met with William Collins to discuss ap-
plying for a neurosurgery residency at Yale. I was the first woman 

to apply, so he made the following proposal: 
Do the laboratory year first, attend rounds, 
cover for vacationing house staff and then 
a decision would be made. I was struck by 
his honesty and openness. He remained 
a strong support throughout my career. 
Indeed it was the remembrance of the ca-
maraderie of residency and the support of 
mentors along the way that were a source of 
strength when I later encountered instances 
of the undisguised bias of peers because of 

my sex. My only real regret is that for medical reasons I was forced 
to retire early from the profession I loved.
—Joan Venes, MD, Auburn, Calif.

Just One of the Guys

W
hen I was a child growing up in Tehran, Iran, the way my 
mother, my whole family, and neighbors reacted with re-
spect when someone mentioned the local family physician 
imprinted on my young mind the idea of becoming a doc-

tor. When I finished high school, I competed with several thousand 
other students for top scores on the university entrance exam, hoping 
for a spot in medical school. There were only two major universities in 
Iran at the time, one in Tehran and the other in Shiraz. Medical school 
in Iran included a straight seven years of premedical and medical stud-
ies together, with the internship served in the final year. The top 200 
candidates would be selected for medicine, the next 50 for pharmacol-
ogy, and the next 40 for dentistry. 

I managed to get into medical school, and my interest in neu-
rosurgery started in the third year, when I became consumed with 
neuroanatomy and neurophysiology. I knew that to get into a good 
U.S. neurosurgery program, I would need to start in straight sur-
gery in a very respectable hospital. After a year in general surgery, I 
was lucky enough to get into the New York University neurosurgery 
program under Joseph Ransohoff. 

The program was brutal. There were 
times when I was on call two nights in a row 
in addition to daily responsibilities. As if the 
specialty itself were not challenging and de-
manding enough, Dr. Ransohoff ’s program 
demanded even more. 

As a foreign graduate, I had a very thick 
accent. I will never forget that one day after 
I had presented a case, Dr. Ransohoff took 
me aside and said, “Yaz, you still sound like 
a goddamn foreigner. Go to Berlitz and im-

prove your English.” I was not offended at all because he was right. 
Now, of course, he has left us and I miss him. I have been in practice 
now for 36 years and am proud to be just one of the guys.
—David A. Yazdan, MD, Brick, N.J.

William Collins, MD

Joseph Ransohoff, MD

Joan Venes, MD

“I was struck by his honesty and openness.  

he remained a strong support throughout my career. 

Indeed it was the remembrance of the camaraderie  

of residency and the support of mentors along  

the way that were a source of strength when I later 

encountered instances of the undisguised bias  

of peers because of my sex. ”

“Anyone considering entrance into the 

discipline should know that it not as 

glamorous as the general public thinks. 

however, I love the fact that each day 

brings a variety of fascinating problems 

to solve in the OR and at the bedside.” 
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t i M e l i n e :  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

Pediatric Neurosurgery:  
New Kid on the Block

M i C h a e l  s C h u l D e r ,  M D

I 
was taught as a resident that “adults may 
be big kids, but kids ain’t little adults.” 
Medicine is an ancient art, but pediat-
rics, the art of caring for the young, is a 

young branch of medicine. From antiquity 
onward, physicians understood that chil-
dren were subject to different diseases than 
adults, and treatises on children’s care were 
written by Roman, Arab, and Renaissance 
European physicians. However, premodern 
doctors usually were reluctant to care for sick 
children, who “give no other light into the 
knowledge of their diseases than what we are 
able to discover from their uneasy cries and 
the uncertain tokens of their crossness,” as 
Walter Harris noted in Acute Disease in In-
fancy, published in 1689.

The emergence of scientific medicine 
in the 19th century was accompanied by 
an interest in improving public health. In-
creasing urbanization worked to increase 
infant and childhood mortality, because of 
overcrowding, unsanitary living conditions, 
and the adulteration of food and cow milk. 
Children above all bore the brunt of these 
problems, and their distinct needs began to 
be addressed by the increasingly organized 
field of medicine. In 1858, the German-
educated American physician Abraham 
Jacobi coined the term “pediatrics,” and this 
specialty was officially born.

Neurological surgery itself, barely 100 
years old, is even younger as a discipline. 
The early brain surgeons operated on chil-
dren as well as adults. This included Harvey 
Cushing, who recognized the preponder-
ance of posterior fossa tumors in children, 
and who described the clinical syndromes 
associated with these lesions. Pediatric neu-
rosurgery was born out of this experience 
in 1929 when Cushing sent Franc Ingraham 
to take charge of his practice at the Boston 
Children’s Hospital. It would take another 

40 years before a pediatric neurosurgical 
meeting was organized by Ken Shulman. 

The first fellowship in pediatric neu-
rosurgery was at the Toronto Hospital for 
Sick Children, starting in 1972. At this time, 
not very long ago, there were few neuro-
surgeons dedicated to caring for children. 
Many department chairmen scoffed at the 
idea, but in 1978 the American Society for 
Pediatric Neurosurgery was founded. Much 
of the society’s attention in its early years 
was devoted to discussion of “enforce-
ment”—who should do pediatric cases, 
and what exactly was the scope of practice 
of a pediatric neurosurgeon, a question that 
perhaps remains unresolved.

Should only pediatric neurosurgeons 
operate on children? Should pediatric  
neurosurgeons operate only on children? 
As Larry Page wrote, “A pediatric neurosur-
geon is difficult to define, but easy to iden-
tify.” They are neurosurgeons who under-
stand that the kids for whom they care ain’t 
little adults. 3

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

Harvey Cushing, the recognized father of neurosurgery, with a pediatric patient. When Cushing sent 
franc Ingraham (inset) to take charge of his practice at the Boston Children’s Hospital, the first 
pediatric neurosurgeon was born. It would take another 40 years before a pediatric neurosurgical 
meeting was organized by Ken Shulman. The Cushing photo is from the forthcoming book “The 
Legacy of Harvey Cushing: Profiles of Patient Care,” edited by Aaron Cohen-Gadol, MD, MSc, and 
Dennis Spencer, MD, and published by the AANS and Thieme.
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D
avid Gratzer, a psychiatrist with a Ca-
nadian background, is a senior fellow 
at the Manhattan Institute for Policy 
Research. His economic hero, the late 

Milton Friedman, wrote the foreword to this 
book. If you listen to talk radio, you’ve prob-
ably heard Dr. Gratzer expressing his cure 
for the American healthcare system. He fer-
vently believes that the answer to our present 
healthcare mess is a free market economy. 

This book presents a three-part vision 
for revolutionary change of the U.S. health-
care system. First of all, healthcare must be 
individual; secondly, the FDA must be re-
formed and downsized; and thirdly, today’s 
workers must be allowed to save for the 
healthcare expenses of their elderly years.

We’ve Done Everything Wrong
Dr. Gratzer documents well our past fail-
ures and supplies the history of how our 
present system evolved. His conclusions: 
We have done everything wrong. Giving 
choice to government and corporate bu-
reaucrats has robbed patients of choice and 
flouted the laws of basic economics. Mod-
ern American healthcare, which began only 
six decades ago, is an accidental system that 
largely arose from a fluke tax ruling during 
World War II. That’s when our employer-
based health insurance system began, a 
system which does not tax employers on 
employee health insurance costs. This em-
ployer-based system has robbed individuals 
of choice and sent costs spiraling into the 
stratosphere. To this point, four decades of 
attempted reform have been disastrous. Ev-
ery federal law passed has had unintended 
consequences. Federal meddling has led to 
rationing and price controls. 

Dr. Gratzer does not believe that there 
are 46 million Americans on any given 
day without health insurance. He thinks 
that 93 percent of Americans either have 
insurance or have ready access to insur-
ance and that the government’s efforts to 
help the remaining 7 percent of people are 
deeply misguided. His documentation of 
his statistics is footnoted as a story told 
him by a colleague.

Healthcare costs have escalated because 
state governments require so many things 
to be covered. As a result he recommends 
a national market for health insurance and 
just state voucher programs for dealing with 
the uninsured. He believes that Medicaid is 
a failed experiment that should go the way 
of other federal welfare programs. 

The Medicare Disaster
Medicare is also a disaster that must be re-
formed. If you have never been an admirer 
of Rep. Wilbur Mills, you will enjoy Gratzer’s 
ridicule of this former chair of the House 
Ways and Means Committee and the father 
of Medicare. The problem with Medicare, 
says Gratzer, is that it is inadequate, ineffi-
cient, inequitable, and insolvent. Combine 

these four I’s with poor physician participa-
tion, regulatory excess, and uneven service 
and you have a program that needs to be 
junked. Gratzer’s solution is to immediately 
replace Medicare with a system like the Fed-
eral Employees Health Benefits  program 
that would give older Americans choice, 
competition and minimal regulation. He 
also does not think anyone under 70 needs 
to be covered by such a system.

Because pharmaceuticals are costing so 
much, this part of healthcare also needs 
reform. The FDA is identified as the prob-
lem because is takes too long to approve 
new drugs. The solution is to get rid of 
hungry trial lawyers and Washington bu-
reaucrats, make the approval process for 
pharmaceuticals quick, just evaluate safety 
(don’t worry about whether a drug does 
any good) and the result will be more and 
cheaper drugs produced. 

Learn From Others’ Mistakes
We can learn from mistakes made by Dr. 
Gratzer’s home country where rationing is 
draconian and patients in need of health-
care have to travel to the United States. Al-
though he deplores a single-payer system, 
Gratzer believes that the European-style 
mix of government and private universal 
healthcare is no better; all healthcare sys-
tems except ours are anti-innovation.

His prescription for America: By making 
health insurance an individual responsibil-
ity, employment will be taken out of the 
equation and insurance made truly por-
table. By allowing individuals to direct their 
own healthcare and by promoting health 
savings accounts, healthcare in the United 
States can be saved. Bring competition back 
to American healthcare. 

Dr. Gratzer closes this book with these 
words. “Capitalism is not the cause of Amer-
ica’s healthcare problems. It is the Cure.”

And if you believe this, I’ve got this great 
piece of property in Colorado for sale.  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.

b o o k s h e l F G a r y  V a n D e r  a r k ,  M D

What if the Cure Is Worse  
Than the Disease?
New Book Says Healthcare System Needs Bigger  

Dose of Capitalism

The Cure: How 

Capitalism Can 

Save american 

Health Care,  

David Gratzer, MD, 

2006, Encounter 

Books, New York, 

233 pp., $25.95.
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AANS DVD LIBRARY
In response to this need, the AANS
offers recordings of popular seminars
and clinical courses covering diverse
areas of neurosurgical importance,
topics designed to maintain and advance
the physician’s knowledge and skills in
an ever-changing environment.

Professional management strategies
and continuing medical training prove
a formidable challenge and lifelong
commitment for any physician.
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Improving Your Bottom Line in Today’s Neurosurgical
Practice
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Cerebral Trauma: State-of-the-Art Treatment
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Medical Liability: How to Develop an Action Plan
Preparation for Medical Legal/Testimony
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Minimally Invasive Microendoscopic Discectomy     
Minimally Invasive Spinal Techniques
Modern Techniques and Future Trends in Lumbar  
Interbody Fusion

Innovations in Spinal Fixatio n

TUMOR
Update on Tumors for the General Neurosurgeon

Neurosurgeons at all levels of practice will find these
instructional recordings valuable tools in their continuing
education.

• Explore the latest advances in neurosurgical procedures
aimed at expediting patient recovery and lessening post-
operative pain

• Hear renowned faculty discuss the latest case studies
and examine limitations of different treatment options

• Gain expert insight into professional development and
practice efficacy

• Clinical courses feature both didactic presentations and
footage of hands-on lab instruction using cadaver material

For additional information including pricing and CME
availability or to place an order, call the AANS Member
Services Department at
(888) 566-AANS [2267]
x539 or visit the AANS
Online Marketplace at
http://marketplace.aans.org.
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NEW!
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Purchase any AANS DVD at the 
AANS Resource Center for a 
chance to win an iPod nano®
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