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Edward R. Laws, Jr., MD

This is the last
report that I will
prepare as Presi-
dent of The
American Associa-
tion of Neurologi-
cal Surgeons
(AANS). We have
had an eventful
year and I hope
that the member-
ship is reassured
about the strength

and direction of the AANS.

Task Force on Fellowships
The Fellowship Task Force has

successfully addressed the important
issue of subspecialty fellowships in
neurosurgery and all of their implica-
tions for training and for clinical
practice. A firm stance has been taken to
review the quality of fellowships and
not to provide any certification
associated with various fellowship
programs. A detailed article on the work
and recommendations of the Task Force
can be found elsewhere in this issue of
the Bulletin.

Cerebrovascular/
Endovascular
The Cerebrovascular/Endovascular Task
Force is still working on methods of
improving the role of neurosurgeons in
endovascular procedures. We are optimistic
that continued collaboration with our
colleagues in neuroradiology will result in
real advances in this new and growing field
of collaborative endeavor.

Cost Containment Task Force
In the area of reimbursement, The Cost
Containment Task Force has been working
hard to achieve its dual goals of decreasing
the cost of neurosurgical care to our
patients and in increasing the efficacy and
cost effectiveness of neurosurgical practices
in general.

In recognition of the fact that reimburse-
ment is so closely tied to CPT coding, the
Joint Officers of the AANS and Congress of
Neurological Surgeons (CNS) have just
created a new task force centered on the
various aspects of CPT coding. This will
include the correctness and appropriateness
of codes, the development of new codes for
new procedures, the teaching of proper
coding practices, and the proper valuation
of various neurosurgical procedures for
reimbursement. Richard Roski, MD, has
been appointed the Chair of this task force,
and we expect that it will remain in the
center of reimbursement activities for the
near future.

How Neurosurgery has
Evolved

As I reflect on the practice of
neurosurgery and how it has evolved, it
becomes clear to me that there is a
tremendous vitality within our field
and I think there is room for significant
optimism on almost every front. As I
look back on my own clinical activities
over the past five years, it is extraordi-
nary how many new procedures have
been incorporated into my own day-to-
day practice.

Endoscopic approaches have become
routine for carpal tunnel surgery; for
performing third ventriculostomy and
operating on third ventricular tumors;
for assisting in transsphenoidal surgery;
for adjunctive use in craniotomies with
operations around and about the optic
chiasm; and lamina terminalis. I have
been using computer-guided surgery
incorporating laser guides, pointers and

stereotactic microscopes for many
different types of intracranial surgery
and have recently incorporated the
functional MRI into the actual interac-
tive computer guided techniques.

Three-dimensional computerized
image planing has been used for
stereotactic pallidotomy and
thalamotomy with great effect. We
have now moved to using the same
techniques for deep brain stimulation
for the relief of essential tremor and
tremor of parkinsonism.

We have used selective dorsal
rhizotomy with a minimal exposure for
the treatment of children with spastic
cerebral palsy, and intercostal
neurotization for brachial plexus injuries.
We have been using BCNU wafers in the
adjunctive management of glioblastomas.
We have used lateral mass plates for the
correction of cervical spine fracture
dislocations and have used proximal
intraoperative balloon occlusion for
clipping of a basilar tip aneurysm along
with an intraoperative angiography.

 These are just a few of the procedures
that a single neurosurgeon has adopted
over a relatively short period of time and
after more than 25 years of neurosurgical
practice. I hope this example is as
encouraging to others as it has been to
me with regard to the future of
neurosurgery and that of clinical
neuroscience in general.

Edward R. Laws, Jr., MD, FACS
President
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(continued on page 4)

The Health Care
Financing Administration
(HCFA) is in the process
of finalizing its proposed
new practice expense
relative value units
(RVUs) for the practice
expense component of the
resource based relative
value scale (RBRVS). The
RBRVS is used by

Medicare and many other private insurers
to determine physician reimbursement.
The proposed new values are currently
scheduled to be published in the Federal
Register on May 1, 1998. Following a 90-
day comment period, HCFA will finalize
the new RVUs, which will go into effect
on January 1, 1999.

Last year, HCFA had proposed practice
expense RVUs that would have reduced
total neurosurgical income by 25-30
percent. This situation brought much of
organized medicine together to seek federal
legislation aimed at preventing the
implementation of this plan. Neurosurgery
was at the forefront of this successful
legislative campaign, which resulted in the
passage of a new law that delayed the
implementation of the new payment
system and mandated HCFA to take an
entirely new approach to devising the new
payment system.  The AANS and CNS
continue to be concerned that HCFA will
not make significant changes to last year’s
proposal, although with continued
oversight by Congress and the General
Accounting Office, we remain hopeful
that HCFA will publish new practice
expense values that reflect neurosurgeons’
actual practice costs.

The purpose of this article is to bring
AANS and CNS members up-to-date on
some of the recent activities related to
this project.

Balanced Budget Act of 1997
Last August, Congress passed the

Balanced Budget Act (BBA) of 1997,
which was subsequently signed into law by
President Clinton. The AANS and CNS, in
conjunction with the Practice Expense
Coalition, the AMA and the American
College of Surgeons, were successful in
getting extensive practice expense
provisions included in the BBA. The BBA,
among other things, requires the following:
● A one-year delay in the implementation

date of new practice expense RVUs
from January 1998 to January 1999;

● A four year phase-in of the new values
from 1999-2002;

● A General Accounting Office (GAO)
review and evaluation of HCFA’s
proposed methodology, including an
evaluation of the adequacy of the data
and the potential impact of the
proposal on Medicare beneficiary’s
access to services; and

● Detailed requirements for HCFA in
developing new practice expense RVUs,
including a directive to use generally
accepted cost accounting principles and
data based on actual physician practice
expenses. HCFA is also required to work
closely with physicians in developing the
new values.

HCFA’s Activities Since the
Enactment of the BBA

Since last August, HCFA has convened a
series of meetings with the physician
community – the October “validation”
panel meeting, the November “indirect
expense” conference, and December’s
“cross-specialty” panel meeting. HCFA
also published a Notice of Intent to
Regulate in the Federal Register, seeking
suggestions from medical groups as to
how the agency should proceed in
developing the new values. Finally,
HCFA has held private meetings with a
number of interested parties.

Representatives from the AANS and
CNS participated at each of these meetings,
and we submitted comments in response to
the Federal Register notice.  Based on this
experience, however, it is clear that HCFA is
not meeting the directives of the BBA.  In
general, no new data on actual physician

practice expenses were collected, and
HCFA continues to resist making any
changes to last year’s proposal. For example,
at both the October and December
meetings, we offered detailed data refuting
HCFA’s numbers. At each of these sessions,
however, neurosurgery was “outnum-
bered,” and when put to a vote, our data
were essentially rejected.

HCFA is currently in the process of
finalizing the new proposed values. In its
recent Report to Congress, HCFA outlined
several “options” under consideration for
the May rule. Although the report lacked
sufficient detail, it appears that HCFA will
use last year’s methodology and data,
making only minor changes.

The GAO Report
As required by Congress, the General

Accounting Office (GAO) conducted a
thorough review of HCFA’s original
proposal. Issued on Friday, February 27,
1998, the GAO report is titled: “HCFA
Can Improve Methods for Revising
Physician Expense Payments.” Even though
HCFA has made considerable progress
developing the new practice expense RVUs,
the GAO notes that “much remains to be
done before the new fee schedule payments
are implemented in 1999.” The report
identifies several key problem areas that must
be addressed before a final system is in place.
These include:

1. HCFA’s failure to validate the data
produced by the clinical practice
expert panels. In 1996, HCFA
convened a number of expert panels to
collect information on direct costs.
While the GAO concluded that the
process itself for collecting this informa-
tion was acceptable, it recommended
that these data be validated using
surveys of actual physician practices –
something HCFA has not done.

2. HCFA’s use of statistical techniques to
manipulate the direct cost data. These
statistical manipulations were primarily
responsible for the large cuts in
payments for many neurosurgical
procedures. For instance, the practice
expense reimbursement for CPT code
63047, lumbar spinal decompression,
would have been reduced by 65
percent under the original proposal.
The GAO raises serious questions
about the use of these statistical
manipulations, recommending that
they be substantially revised.
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3. HCFA’s failure to use specialty specific
costs to formulate “indirect” practice
expenses. HCFA proposes to divide
physician practice expenses into direct
and indirect costs.  Because HCFA
abandoned its survey of physician
practices, it has no data on indirect
expenses. It therefore had to use
estimates rather than actual data.
Moreover, HCFA decided to allocate
expense data based on a single direct/
indirect cost ratio of 55/45 percent for
all specialties (neurosurgery’s ratio is
35/65 percent). The GAO report
points out that the use of specialty
specific indirect expense ratios would
be more consistent with the law,
which requires HCFA to use actual
practice expense data.

4. HCFA’s disallowance of certain costs.
HCFA has disallowed nearly all the
costs physicians incur when they bring
their own staff to the hospital to assist
in the care of patients, arguing that
these costs are already included in the
hospital payment rates. However,
several specialties, including neurosur-
gery, regularly use their own staff to
perform these functions and are not
reimbursed by the hospitals for these
services. The GAO acknowledged that
there may have been a shift in hospital
and physician practices that Medicare
has not recognized in its reimburse-
ment methods. If hospitals are no
longer providing the same level of staff
support and physicians are supple-
menting this with their own personnel,
these costs need to be recognized in the
physician fee schedule.

The GAO report also cautions that the
magnitude of the changes proposed last
June were “significant and could affect

physician decisions regarding care of
Medicare beneficiaries.” The GAO
therefore suggests that there be ongoing
review of beneficiary access to care once the
new system is in place, with a special focus
on access to those services that see the
biggest payment reductions.

Congressional Hearings
Congress continues to be sensitive to this
issue and recently two committees held
public hearings on the status of this project.
On March 3, 1998, the House Ways and
Means Health Subcommittee convened a
hearing to review the GAO report. The
GAO, Practice Expense Coalition, AMA,
American Society of Internal Medicine
(ASIM) and American Academy of Family
Physicians (AAFP) testified at the hearing.

Committee members raised several
concerns about HCFA’s proposal and
expressed their support for GAO continu-
ing its oversight of the project. Representa-
tives Jim McCrery (R-LA), John Cooksey
(R-LA) and Nancy Johnson (R-CT) were
particularly critical of HCFA. Rep. Johnson
noted that the lack of supporting data was
“very serious” and “disturbing,” adding: “I
think the weaknesses in HCFA’s work…are
substantial.”

Senator Arlen Specter (R-PA), Chairman
of the Senate Labor and Health and Human
Services Appropriations Subcommittee,
invited Arthur Day, MD, AANS Board
Member and Chairman of the Joint
Washington Committee, to testify at a
March 10, 1998, hearing. Dr. Day spoke on
behalf of the AANS, CNS and the Practice
Expense Coalition. Also appearing before
the subcommittee were representatives of
HCFA, Society of Thoracic Surgeons, ASIM
and AAFP.

In our testimony, we outlined the
numerous problems with HCFA’s data and

methodology and stressed that without
substantial correction, HCFA’s current effort
to develop new practice expense relative
values will cause access to care problems. We
also requested additional funding for HCFA
to collect actual physician practice cost data.
Senator Specter expressed serious concerns
about the direction of HCFA’s work and
indicated his willingness to provide the
additional resources necessary to get accurate
data. At the conclusion of the hearing,
Senator Specter requested that the HCFA
Administrator, Nancy-Ann Min DeParle,
meet with Dr. Day to further discuss ways in
which HCFA can improve its methodology
and data.

AANS/CNS Strategy for 1998
The AANS and CNS have a comprehen-
sive strategy in place for 1998. Once again,
our efforts will focus on each branch of
government – Congress, Executive and
Judiciary.  Specifically we will engage in the
following activities:

1. The Congress. Given this year’s short
legislative session (at press time less than
60 legislative days remained), Congress
will have limited opportunity to review
HCFA’s proposal or, if necessary, to
intervene on the final proposal before it
is implemented on January 1, 1999.
Nevertheless, there are a number of
things we can do to keep Congress
involved and informed about this issue.

These include:
● Meeting with key Members of

Congress and their staff,
● Urging Members to write to HCFA

expressing their concern about the
proposal

● Urging Congress to convene additional
oversight hearings; and

● Conducting a grassroots letter writing
campaign.

The AANS and CNS will facilitate these
activities through our participation in the
Practice Expense Coalition, which has
retained several ex-Members of Congress as
outside consultants. We will also utilize our
Key Person Program, if necessary. Despite
the fact that HCFA has not made many
changes to its original proposal, it is clear
that significant ongoing Congressional

HCFA’S TIME TABLE FOR IMPLEMENTATION

April 1, 1998 Begin Internal Clearance Process
May 1, 1998 Publish Proposed RVUs in Federal Register
July 29, 1998 90-Day Public Comment Period Ends
October 31, 1998 Publishes Interim Final RVUs in Federal Register
January 1, 1999 25% of New Practice Expense RVUs Go Into Effect
January 1, 2000 50% of New Practice Expense RVUs Go Into Effect
January 1, 2001 75% of New Practice Expense RVUs Go Into Effect
January 1, 2002 100% of New Practice Expense RVUs Go Into Effect
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Suspension of Member
On November 22, 1997, the AANS Board
of Directors approved the recommendation
of the Professional Conduct Committee
that a Connecticut neurosurgeon’s
membership in the AANS be suspended
for a period of six months because of
unprofessional conduct. That conduct
included giving testimony as an expert
witness in a medical malpractice case
involving aneurysm surgery despite having
done no aneurysm surgery himself for close
to 15 years prior to his trial testimony. The
Professional Conduct Committee con-
cluded, and the Board of Directors agreed,
that the neurosurgeon’s trial testimony
demonstrated inappropriate advocacy,
marginal subject matter and a lack of
adequate objective research.

Leadership Meeting
The leaders of the AANS and CNS Joint
Sections met along with the AANS and
CNS Executive Committees in January to
enhance working relationships between the
Sections and the parent organizations.

pressure will help temper the magnitude of
the reductions.

2. The Executive. This is where most of
the action will be this year.  A variety of
activities are planned to influence
HCFA’s final proposal.

These include:
● Collecting additional practice expense

data. The AANS and CNS are in the
process of conducting a survey of 300
private neurosurgical practices, and all
academic practices, to collect detailed
practice expense data. The purpose of
this survey is twofold: (1) to influence
HCFA and (2) to develop practice
expense benchmarks for AANS and
CNS members to use in evaluating
their own practice expenses. It is critical
for each neurosurgeon receiving this
survey to complete and return it
promptly. Without adequate data, we
will not be able to convince HCFA to
make changes to its proposal.

●●●●● Developing an alternative methodology
for devising practice expense RVUs.
The Practice Expense Coalition has
hired Coopers and Lybrand, a well
known national accounting firm with
extensive health care experience, to
develop an alternative methodology.

● Conduct a grassroots writing campaign,
whereby individual neurosurgeons
submit individual comments to HCFA
in response to the May proposal.

3. Judiciary. The AANS and CNS will
review avenues for potential litigation.
The Practice Expense Coalition has
retained two law firms to develop a
detailed litigation strategy, should we
decide to sue HCFA.

Final Thoughts
Even though it appears that HCFA is

merely recycling last year’s proposal, there
are signs that we are making progress.

HCFA’s administrator has questioned the
need to make these drastic changes. HCFA
is testing the alternative methodologies we
have suggested. Congress remains
committed to achieving a reasonable
solution. While neurosurgeons will likely
see some fee reductions, we are hopeful that
we will not be facing the magnitude of cuts
proposed last year.

The AANS and CNS leadership will
continue to keep our members informed
about this issue as HCFA moves forward.
Last year’s legislative victory was achieved
because most of you took the time to make
a phone call, write a letter or send an e-mail
to your Member of Congress. Our work is
not done, and each and every neurosur-
geon needs to participate, when called
upon, or we will not be successful.

For more information, please contact
Katie Orrico in the Washington Office at
(202) 628-2072 or e-mail at
kateorrico@aol.com.

Washington Update (continued from page 4)

AANS/CNS Joint Officers: The Joint Officers of the AANS and CNS met in January to discuss
joint projects and issues.  Pictured, left to right, first row: Marc R. Mayberg, MD, (CNS Past
President); Stephen M. Papadopoulos, MD, (CNS Treasurer); William A. Friedman, MD, (CNS
President); Edward R. Laws, Jr, MD, (AANS President); Stewart B. Dunsker, MD, (AANS
Treasurer); Stanley Pelofsky, MD, (AANS Secretary); second row: Mark N. Hadley, MD, (CNS
Secretary); Russell L. Travis, MD, (AANS President-Elect); H. Hunt Batjer, MD, (CNS
President-Elect); James R. Bean, MD, (Chairman, CSNS); J. Charles Rich, Jr, MD, (AANS Past
President); and Mitchel S. Berger, MD, (CNS Vice President).

During the meeting, Section leaders
shared ideas and strategies on meeting
planning, project development, member-
ship and the development or practice
guidelines. Attendees also heard from
Ossama Al-Mefty, MD, on the possible
establishment of a skull base section; Bruce
Kaufman, MD, on coordinating communi-

cation and public relations efforts; and
Charles Tator, MD, on the Joint Trauma
Section’s proposed gun safety initiative.

Future Section Leadership Conferences
are now planned to coincide with the Joint
Officer’s Meeting in January of each year in
Chicago.
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Task Force Recommends
Action to Improve Fellowship
Process
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Every year as their residencies end, more
than 120 neurosurgeons make the decision
to continue their training in the form of a
fellowship. But, what exactly is a “fellow-
ship,” who sets the curriculum, is anyone
measuring the quality of the programs and
what do residents gain by pursuing this
additional training?

The American Association of Neuro-
logical Surgeons/Congress of Neurologi-
cal Surgeons Task Force on Fellowships
was formed in April of 1997 by the Joint
Officers after a series of fellowship-related
resolutions advanced by the Council of
State Neurosurgical Societies (CSNS).
The Task Force was chaired by Julian
Hoff, MD, and submitted its final report
to the AANS/CNS Joint Officers in
January, 1998.

The members of the Task Force
included: Frederick Boop, MD; David
Jimenez, MD; James Bean, MD; Stewart
Dunsker, MD; Hunt Batjer, MD; Kim
Burcheil, MD; and Stephen Haines, MD.

“Fellowships are definitely a rising trend
in neurosurgery and there’s a growing
concern about who and how these
fellowship programs are being monitored
for quality,” Dr. Hoff said. “This is an issue
that needs to be addressed by organized
neurosurgery.”

Conclusions
During its 9-month investigation, the

Task Force polled neurosurgical residents,
program directors, and other medical
specialties about fellowships, quality
standards and accreditation. Based on its
research, the Task Force developed four
general conclusions about neurosurgical
fellowships:

1) The natural and historical trend in
medicine has been toward
subspecialization. Survey data from
within neurosurgery as well as other
surgical and medical subspecialties
suggests that this trend will continue.

2) Other surgical subspecialties offer
formal guidelines for fellowship
training and monitor the quality and
impact of these fellowships. In
orthopedics, for example, the Resi-
dency Review Committee (RRC) is
charged with monitoring and
credentialing fellowships.

3) Surveys of current residents, chief
residents, and recent graduates
suggest that between 20 and 25
percent of graduating neurosurgeons
plan to enter fellowship subspecialty
training. Currently, at least 127
neurosurgical fellowships are offered
in the United States in 10 different
areas of subspecialization.  These
fellowships last from 3 months to 2
years, have no minimum quality
standards established, and little data
exists as to their impact upon
residency training or the practicing
community. Given their prevalence, it
is recognized that mechanisms need to
be established to develop guidelines
for fellowship training in neurosurgery
and to insure a consistent quality
product for the trainees.

4) The practicing neurosurgical
community is opposed to formal
subspecialty certification, feeling that it

will confer an unfair market advantage
against the non-subspecialty trained
neurosurgeon and that it may place
them in medicolegal jeopardy.

Recommendations for Action
Based on these conclusions, the Task

Force made five recommendations for
action.

These recommendations have been
approved and accepted by the AANS
Board of Directors and the CNS Executive
Committee.

Recommendation One: Definition of
“Fellowship.” A fellowship is defined as
specialized training and acquisition of skills
beyond ordinary residency training
requirements and should occur within an
ACGME accredited institution, but not
necessarily within an ABNS approved
neurosurgical training program. It should
occur later than the PGY-4 and should be
distinguished from the general residency
training, and focused upon a particular area
of interest within the scope of neurosurgical
practice such as neurotrauma, endovascular,
spine, cerebrovascular, tumor, pediatrics,
skull base surgery, pain or functional and
stereotactic surgery.

Recommendation Two: Fellowship
Content. Written guidelines should be
developed by the appropriate AANS/CNS
Joint Section for each type of fellowship.
The Residency Review Committee (RRC)
should review and approve this curriculum
and oversee its implementation.

Several Joint Sections, including
Pediatrics, have all ready developed written
guidelines for fellowships in their area of
interest. Once approved by the RRC, these
guidelines will be used to monitor
programs for content and quality.

Recommendation Three: Fellowship
Duration. The Task Force felt that a formal
fellowship should be a minimum of 12
months duration. Focused educational
experiences of shorter duration occurring
prior to residency, during residency (elective

Number of Currently
Available Fellowships
in the US and Canada

Cerebrovascular                     17
Endovascular          3
Epilepsy                                 17
Neuro-oncology                          23
Pediatrics                              15
Peripheral Nerve     1
Spine                                                       29
Skull Base                    6
Stereotactic/Functional     12
Trauma/Critical Care          15
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rotations), or following residency should
not be considered fellowships.

There are approximately 26 existing
fellowship programs, including 9 spine and
8 functional, that are less than 12 months
in duration. The remaining programs are
currently between 12 and 24 months.
Approximately 95 percent of fellows polled
felt their fellowship was adequate in length.

Recommendation Four: Qualifications
and Responsibilities. The RRC should
establish faculty qualifications and
responsibilities for fellowship training.
Furthermore, it was felt that the RRC
would be the most appropriate body to
develop institutional requirements for
fellowships and to monitor their quality, in
addition to their impact, upon residency
training. Once this process is established,
fellowships should be accredited through
the RRC.

Recommendation Five: Certification
Criteria. Because we do not currently know
how to monitor competence, and because
the neurosurgical community remains
opposed to national certification of
fellowships, certification criteria for
fellowships must presently remain at the
institutional level.

The American Board of Orthopedic
Surgery (ABOS) currently recognizes eight
areas of fellowships – hand, foot and ankle,
pediatrics, musculoskeletal, oncology,
reconstruction, trauma, sports medicine
and spine, but the only subcertification
given is a Certificate of Additional
Qualifications in Surgery of the Hand. This
certificate is given in conjunction with the
American Board of Plastic Surgery and
American Board of Surgery.

In neurosurgery, the AANS/CNS Joint
Sections have been created to address the
issues of the subspecialties.  There are Joint
Sections on pediatrics, cerebrovascular
surgery, tumors, trauma and critical care,
stereotactic and functional, pain and spine.
All of the Joint Sections have seen substan-
tial growth over the years (please see chart
2) and many have formed their own
executive committees, task forces, annual
meetings, newsletters, research awards and
policy statements.

The Next Step
The recommendations for action have

been sent to the RRC for neurosurgery and

the American Board of Neurological
Surgery (ABNS) for review. If the RRC and
ABNS approve and accept the recommen-
dations, the process will begin to develop
the quality standards, accredit programs
and monitor institutions for quality.
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“At this point, we’ve made what we
think are good, strong recommendations,”
Dr. Hoff said. “We now need to wait for
the RRC and ABNS’s comments and go
from there.”
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Recommended Neurosurgical
Core Curriculum Developed
for Medical Schools
The Education Committees of The
American Association of Neurological
Surgeons and Congress of Neurological
Surgeons have developed a core curriculum
in neurological surgery for medical
students. The curriculum outlines the basic
neurological disease processes, and was
distributed to medical school deans.

The core curriculum was developed out
of concern for the variability of curriculum
and level of knowledge of graduating
medical students regarding the indications
and general principles of surgical therapy
for neurological disease.

“Most of these medical students will
never receive subsequent formal teaching
about neurological disease. Yet, these will be
the physicians entrusted with the front line
decisions in health care systems of tomor-
row,” Edward R. Laws, Jr., MD, president
of the AANS, said. “They must decide
whether a headache may be due to a brain
tumor or ruptured aneurysm, what may be
an early warning sign of stroke, or whether
a child who struck his head or had a seizure
will need specialized intervention. In each
case, there must be minimal standards for
recognizing the presenting symptoms of
neurological disease, an understanding of
the initial management principles and
diagnostic pathways, and a reliable
threshold for referral to specialized
expertise.”

The objectives and topics listed in the
core curriculum were designed to assist
deans, curriculum committees and faculty
members with the difficult task of
adjundicating what must be known by
medical students. The Core Curriculum
includes areas on General Skills, Intracranial
Disease, Spinal Disease, Peripheral Nerve
Disease and Other Common Neurosurgical
Problems. The Recommended Core
Curriculum was approved by both the
AANS and CNS.

If you would like to view the Recom-
mended Core Curriculum in Neurological
Surgery, please visit NEUROSURGERY:
//ON-CALL® (www.neurosurgery.org).

ABNS Develops
Re-Certification Process
for Neurosurgeons
By Stewart Dunsker, MD
The American Board of Neurological
Surgery (ABNS) has approved a new
re-certification process that will affect all
neurosurgeons who become board certified
after November of 1998. This new process
will require neurosurgeons to be re-certified
every ten years.

The ABNS is the last Board of the
American Board of Medical Specialties to
submit a plan for re-certification. All other
Boards have mandatory or voluntary
re-certification. In addition, individual states
are moving toward a process of requiring
re-licensure or re-certification every 10 years.

The desire of the ABNS is to produce a
meaningful exam that will be a fair test of a
neurosurgeon’s practice. It will not be an
examination of minutia, basic science or
arcane material. The ABNS wants to utilize
the practice experience of physicians, as well
as existing CME credits. Neurosurgeons
will be allowed to take the re-certification
exam multiple times, if necessary.

The requirements for re-certification for
those certified after November of 1998
include:

1. CME Requirement

All diplomats must provide evidence of
successful completion of at least 90
hours of category I CME credits during
the 3 years preceding the application to
the ABNS for re-certification. These
requirements may be documented by a
certificate from the AANS, qualification
for the Physician’s Recognition Award
(APRA), Award of the American
Medical Association or by completion
of a list of CME Programs accredited
by the ACCME.

2. Written examination

A. The diplomats must have successfully
attained a passing grade on a written
examination emphasizing neurosurgical
practice and offered by the ABNS.

B. Re-certification Interval: Beginning in
November 1998, the ABNS will
begin issuing time-limited certificates.
The certificates may be renewed
every 10 years through the process of
re-certification. The diplomats may

enter the re-certification process after
3 years prior to the expiration of their
current certificate. The first re-certifica-
tion process will begin in the year 2005.

C. Repeating the examination: There will
be no limit in the number of times
diplomats may attempt to complete the
re-certification process. A diplomat who
has entered the re-certification process
will be maintained on a list of certified
diplomats for two years after his/her
time limit and certificate have expired.

3. General Requirements

The re-certification of the ABNS will be
open only to individuals who have
been certified in the past by the ABNS.
These individuals will need to have a
valid medical license, which is full and
unrestricted. They will need to supply
verification of satisfactory performance,
such as letters from Chiefs of Staff.

Any questions regarding this process can
be directed to Ms. Mary Louise Sanderson,
Administrator, American Board of
Neurological Surgery, 6550 Fannin Street,
Houston, Texas, 77030.

Skull Base Surgeons Start
Process to Form Joint Section
A group of skull base neurosurgeons have
petitioned the AANS/CNS Joint Officers
for the formation of a Joint Section on
Skull Base Surgery. The proposal was
brought forward at the January 1998
Joint Officers Meeting, and will be on the
agenda again at the April 25th Joint
Officer’s Meeting in Philadelphia.

“There is a continuum of neurological
surgeons entering practice with an interest
in skull base surgery and a need for
continuing education, professional
development and a solid resource base,”
said Ossama Al-Mefty, MD, who presented
the proposal to the Joint Officers on behalf
of the 25 neurosurgeons who signed the
petition requesting formation of the new
Section.

In his presentation, Dr. Al-Mefty noted
that a survey of neurosurgical residency
program directors had been conducted to
determine the level of importance placed
on skull base surgery in training programs.
Over 97 percent of residency program

(continued on page 13)
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Manpower issues have been a hot topic
for several years in the neurosurgical
community, but, there is currently very
little data about the market demands for
practicing neurosurgeons. A report
published in the Journal of the American
Medical Association utilized the conference
board help-wanted index to evaluate trends
in physician marketplace demand.  The
JAMA study concluded that over the past

five years there has been a significant fall in
demand for specialist physicians. However,
neurosurgery was not one of the field
included in the JAMA study. By employing
the same methodology as was used in the
JAMA study to neurosurgery, the results
challenge JAMA’s conclusion and show
that, in fact, the neurosurgical market is
actually quite stable.

The JAMA Study
The study conducted by Seifer et al in
JAMA used the conference board help-
wanted index as its methodology. This index
tracks national changes in job availability by
comparing changes in the number of help-
wanted advertisements to a base figure.

In the study, Seifer et al used the Annals
of Internal Medicine, American Family
Physician, Pediatrics, Anesthesiology, Chest,
the Journal of Bone and Joint Surgery and the
New England of Journal of Medicine to
analyze market trends in the appropriate
medical generalist and specialty fields. The
September of 1984 issue was used as the
base year and the study compared the
September issue of 1987, 1990, 1993 and
1995 to that base.

After analyzing the data, Seifer et al
concluded that over the past five years there
have been steep declines in the number of
advertised positions for specialist physicians.
In 1990, for example, there was a 4:1 ratio
of specialist to generalist positions adver-
tised, but, in 1995, this ratio dropped to

1:8. The most dramatic change was in
medical specialists, where there was a 75
percent decline in the number of positions
advertised between 1990 and 1995.
Orthopedic surgery was the only surgical
subspecialty included in the study and saw
a 50 percent decline.

Applying the Methodology to
Neurosurgery
In order to apply this methodology to
neurosurgery, data on the number of
advertisements for positions was obtained
from the Journal of Neurosurgery and
Neurosurgery. From 1990 to 1995, there
was only a 13 percent decline in the
number of position advertisements. This is
considerably less than the other specialties
included in the JAMA study

Conclusions
Using this methodology to analyze both
specialists and generalists, neurosurgeons
have reason for cautious optimism. The
number of advertised positions in
neurosurgery appears to be relatively stable
compared to other specialists.

How accurately the conference board
help-wanted index can be applied to
professional medicine remains to be
proven. However, in light of how little
concrete information there is on market-
place trends in medicine, it does provide
information that has logical reasoning
behind it.

directors stated they have faculty with skull
base surgery dedicated as their area of
interest and have resident training in skull
base surgery. There have also been 29 new
CPT codes established relating directly to
skull base surgery.

Several national, regional and interna-
tional skull base societies consisting of
physicians from neurological surgery,
otolaryngology, ophthalmology, plastic
surgery, radiology, pathology, radiation
oncology and oncology have been formed
recently. The American Academy of
Otolaryngology Head and Neck Surgery

established a Standing Committee for Skull
Base Surgery in 1995. Currently, several
AANS/CNS Joint Sections, including
tumor, cerebrovascular and trauma, address
skull base surgery issues.

According to the proposal, the formation
of a Joint Skull Base Section would:

1) Support, coordinate and enhance
efforts to generate and disseminate
scientific information useful to
neurosurgeons caring for patients with
diseases of the skull base.

2) Promote advancement in skull base
surgery by sponsoring and promoting

clinical and basic research related to the
disease of the skull base.

3) Promote the mutual fellowship and
cooperation among various scientific
disciplines that deal with diseases on
the skull base.

4) Promote the public welfare through
advancement of skull base surgery and
related sciences.

If you have questions about this
proposed Joint Section, please call
Dr. Al-Mefty at the University of Arkansas,
(501) 686-8757.

n e w s
Neurosurgical (continued from page 12)

Neurosurgery in the Marketplace
By CarBy CarBy CarBy CarBy Cary D. Alberstone, MD, Edwary D. Alberstone, MD, Edwary D. Alberstone, MD, Edwary D. Alberstone, MD, Edwary D. Alberstone, MD, Edward C. Benzel, MD, Fd C. Benzel, MD, Fd C. Benzel, MD, Fd C. Benzel, MD, Fd C. Benzel, MD, FACS, Deborah GarACS, Deborah GarACS, Deborah GarACS, Deborah GarACS, Deborah Garcia, CNRNcia, CNRNcia, CNRNcia, CNRNcia, CNRN

Journal of Neurosurgery
Neurosurgery
Anesthesiology
Chest
Journal of Bone and Joint Surgery

Journal of Neurosurgery
Neurosurgery
American Family Physician
Annals of Internal Medicine
Pediatrics
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MANAGED
CARE

By John A. Kusske, MD

Managed care does not
seem to be winning any
popularity contests - as
witnessed by audience
reaction to the castiga-
tion of HMOs in the
movie “As Good as It
Gets,” or if you tabulate
the new laws that
regulate health mainte-
nance organizations.

 But as the New York
Times reports in its January 20, 1998
edition, managed care plans achieved a near
monopoly of employer health plans last
year. The Times reports that managed care
plans enrolled 85 percent of employees in
1997, up from 77 percent in 1996 and
only 48 percent five years ago.

The shift to managed care helped to keep
overall health care costs flat last year, according
to a survey published by the Foster Higgins
unit of William M. Mercer benefits consult-
ing firm. According to John Erb, a principal at
Mercer, it was the biggest one-year shift out of
traditional indemnity coverage since 1994.
That surprising migration has been at the root
of corporate America’s success in reversing
several years of double-digit inflation in the
late 1980s and early 1990s.

Total U.S. health expenditures rose an
inflation-adjusted 1.9 percent in 1996,
according to data presented in the January
13, 1998 edition of the Wall Street Journal.
This was the slowest rate of growth in
nearly four decades, according to the article.
But the report comes amid growing
concerns, especially among the nation’s
employers, that the many problems in the
managed care industry jeopardizes a five-
year string of victories in keeping the lid on
medical bills.

Health Care Tab Continues
to Grow

According to data published in Health
Affairs, the total healthcare tab in the U.S.
topped $1 trillion for the first time in

1996. That amounted to 13.6 percent of
the gross domestic product (GDP), a
percentage that has remained steady since
1993. The Congressional Budget Office
projects that the growth in health
premiums will be 5.5 percent in 1998, up
from the 3.8 percent in 1997. They
further state that the growth in healthcare
spending will soon accelerate, and that
national health expenditure will reach 15.5
percent of GDP by 2008.

One factor affecting these increases in
the private sector relates to the profit
crunch at major managed care companies.
The prognosis for managed care companies
is, at the same time, growing grimmer.
According to Business Week, analysts had
projected premium increases of 5 percent to
10 percent for this year, but most plans are
settling for increases of 3 percent to 5
percent. Insurers who had been intent on
setting up national managed care plans are
stumbling, reporting sharply lower
quarterly earnings largely due to rapidly
rising medical costs.

The primary problem, according to
Business Week, is that managed care is turning
into a commodity business, where the cost
savings have been made and now insurers
must compete on price alone in a market
where substantial over-capacity exists.

According to a Wall Street Journal report,
managed care plans are priced lower than
traditional insurance. The gap is narrowing,
however, as traditional insurers try to price
their products competitively.

Many new enrollees, according to the
Journal in a January 20, 1998 story, sign
up for “preferred provider organizations” or
for “point of service” HMOs. But in their
drive to attract members, managed-care
companies have offered such plans with
aggressive prices that threaten profitability.
Furthermore, since managed care plans
now have 85 percent of employees, many
high cost members have joined their rolls
and those patients are driving up the
portion of premium revenues that the plans
must spend on medical care.

Beginning of the End?
Other authors predict the beginning of

the end for HMOs. In a Healthcare Forum
Journal article published in the November/
December 1997 issue entitled “The
Emerging Market,” the author challenges
the assumption that HMOs manage care,
saying that “the essence of today’s HMO
remains pricing—offering competitive
prices to purchasers of health care and
negotiating profitable prices with

providers.” He does not see this strategy as
sustainable; in a competitive market, the
middleman role will ultimately disappear
because it represents another layer of costs.

It is also not clear, according to the
author, that HMOs have really been the
major factor in bringing about health
spending reductions. To a large extent, the
loss of health benefits for many workers
and low inflation for all goods and services
are the real causes. HMOs relationships
with employers is also under siege, much as
it is with those covered by the insurance
products. Employers question whether
managed care plans are really saving money
and they are troubled by the lack of cost
and outcome data. The author sees
provider sponsored organizations as the key
to effecting systematic health care reforms as
a new generation of health care providers
begins to adapt to the managed care norm.

Integrated Healthcare Report, in its
October 1997 issue, featured a story
entitled “Is Direct Contracting the Next
Wave?” Their conclusions are worth
reviewing. Initially HMOs grew by taking
relatively healthy customers in large
companies away from indemnity plans.
That left the sicker, more expensive patients
with indemnity and further drove up
indemnity premiums. Not surprisingly,
indemnity fell like a rock in a matter of two
years. Next, HMOs went after the same
relatively healthy employee groups in
midsize and even smaller employers. A
similar shift out of indemnity happened.

Today, HMOs are turning their
attention to capturing Medicare and
Medicaid market segments. Competition in
many urban markets is now between
HMOs and no longer focused on trying to
wrest control form indemnity insurance.
Soon enough we might see competition
that attempts to convince employers that
the HMO who is taking 25-30 percent of
the premium is actually adding value. The
paradigm of “bigger is better” may be
reaching the end of the rope. Consumers
and employers are beginning to search for
other answers.

We as neurosurgeons must be aware of
these changing attitudes so that we can
respond in a proactive fashion as these
alterations unfold in the delivery of
healthcare. The road to direct contracting
will be a long and arduous trail because
many physicians and their organizations do
not yet possess the structure necessary to
make this a successful venture. In our next
column, we will speak more about direct
contracting.

u p d a t e
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The question is often asked “Are there too
many neurosurgeons?” The answer is not a
simple yes or no. It lies deep within the
complex environment of the discipline of
neurosurgery, and hinges on its definition.
Perhaps one should first ask the question,
“what is a neurosurgeon?” Although
neurosurgeons are commonly thought of as
“brain surgeons,” this aspect of neurosurgery
only encompasses 25-30 percent of the
whole. Occlusive vascular surgery, critical
care, spine and peripheral nerve surgery etc.,
comprise the remaining 70 percent.

Neurosurgery Manpower –
The Statistics
The job market for neurosurgeons is, as
with all other specialties, somewhat
uncertain. The medical and surgical
specialties have been challenged regard-
ing their position in the marketplace by
the recent article by Seifer et al in the
Journal of the American Medical Associa-
tion.3 Seifer et al’s work, however, has
itself been challenged regarding neuro-
surgery by Alberstone et al ( in this issue
of the AANS Bulletin).1

Non-neurosurgery specialists, such as
internal medicine, gastroenterology,
anesthesiology and orthopedic surgery
fared poorly in the marketplace in recent
years, as assessed by help wanted index
parameters used by Seifer et al.3 Neurosur-
gery (utilizing similar assessment tech-
niques), however, is faring relatively well
and, in fact, is stable in this regard.1

Can Neurosurgeons Compete?
In order for neurosurgeons to effectively

compete, they must solidify their founda-
tion. They must develop strategies that

include the augmentation of post-graduate
neurosurgeon education. This can be
accomplished through pre-meeting courses,
as well as via the Professional Development
Program of The American Association of
Neurological Surgeons. Great strides, in
fact, have been made in this domain in
recent years.

Neurosurgery fellowships in spine surgery,
peripheral nerve surgery, occlusive vascular
surgery, etc., increase the ‘presence’ of
neurosurgeons in the academic arena, as well
as in the marketplace. This provides training
for neurosurgeons so that competent
specialist physicians may be appropriately
placed in academic centers; thus ensuring
that all training programs are capable of
training qualified neurosurgeons in all
spheres of neurosurgery. This, however,
requires that training programs utilize this
increased level of expertise to train residents
effectively in all aspects of neurosurgery.

Scholarly pursuits must follow. Neuro-
surgeons must be recognized as being
academically progressive and astute in spine
care, pain management, tumor, peripheral
nerve surgery, occlusive vascular surgery
and critical care. For spine care, this
includes the domains of spinal cord injury,
biomechanics, back pain, outcome
assessment, bone physiology, peripheral
nerve surgery, occlusive vascular surgery
and critical care research.

Unity
Unity is mandatory. This is graphically
evident in the domain of spine surgery. The
de-emphasis on certificates of special or
added qualifications regarding spine
surgery (and other components of
neurosurgery), and an emphasis on the fact
that neurosurgeons are qualified spine
surgeons, has played an integral role in the
maintenance of neurosurgery’s unity.
Neurosurgeons are trained as spine
surgeons and have been recognized as such
by the Counsel on Spine Societies (COSS).
In this vein, board certified or eligible
neurosurgeons are equivalent to fellowship
trained orthopedic spine surgeons.2

If neurosurgeons had not ‘stood together’
their ranks may have been decimated. The
elimination of spine surgeons from the
ranks of neurosurgery would have
decreased the number of neurosurgeons by
greater than one-half. The fact that
neurosurgeons stood together helped
separate neurosurgery from it competitors,
and helped establish neurosurgeons as
spine surgeons.

The Paranoia
In many respects, neurosurgeons are their
own worst enemies. They persist in asking
“are there too many neurosurgeons? Are
there too many training programs? Should
we restrict training?” If a neurosurgeon
performs only brain surgery , the answer to
these questions is “yes.” If neurosurgery
broadens its scope to include the aforemen-
tioned components of neurosugery, the
answer is “no.” An assessment of the
‘capitated’ marketplace may help to clarify
this issue.

In a capitated environment, the average
reimbursement for a cranial neurosurgeon
is approximately 7-10 ¢ per member per
month (pmpm). If one considers the
traditional spine neurosurgeon as the
appropriate ‘definition’ of neurosurgeon
(performing both cranial and traditional
spine surgery, as well as peripheral nerve
surgery, etc.), the neurosurgeon is ‘worth’
approximately 20-25 ¢ pmpm. However,
if the neurosurgeon provides all of the
aforementioned , plus a comprehensive
non-operative back pain management
program he/she may be worth as much as
40-50 ¢ pmpm. These are sobering
figures. They portray the neurosurgeon, in
his/her broadest sense (a comprehensive
cranial, spinal, and peripheral nerve
surgical and non-surgical care provider);
and to be worth much more than if
considered in his/her narrowest sense (i.e.
solely as a brain surgeon).

What Neurosurgeons Must Do
Neurosurgeons as a group must demon-
strate competence. They must establish and
confirm the comprehensive nature of their
training and demonstrate a strong academic
and a research presence. The demonstration
of competence can be achieved by utilizing
standard outcome assessment tools. If
clinical results are suboptimal (resulting in
suboptimal outcomes), patient manage-
ment strategies must be altered. If clinical
results are good, these results should be
used as a marketing tool.

Quality research must be based on the
soundest of clinical and scientific founda-
tions. Regarding spine surgery alone, it
must be based in multiple arenas, including
spinal cord injury, biomechanics, back pain,
outcome assessment and bone physiology.
Neurosurgeons must firmly and convinc-
ingly define (redefine) themselves. They
must define themselves as cranial neurosur-
geons, occlusive vascular surgeons,
peripheral nerve neurosurgeons, pain

(continued on page 16)
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management physicians, traditional spine
surgeons, complex spine surgeons and non-
operative spinal specialists. They cannot be
uni-dimensional, but must indeed be
multi-dimensional as a group (and for the
most part as individuals). They must
develop and nurture new and previously
inadequately established attributes.

The days are rapidly vanishing when a
spine surgeon can refuse to care for a
patient without a surgical problem.
Those were the days of the silver platter.
Instead, neurosurgeons must answer the
questions posed by the referring
physician and the patient, regardless of
the presence or absence of an indication
for surgery. The neurosurgeon must
deliver the complete package.

Are there too many neurosurgeons and
training programs? The answer appears to
be no! What neurosurgeons must establish
is a high standard of neurosurgical care, and
they must maintain this standard. They
must remember their roots. Neurosurgeons
are complex spine surgeons. They are
peripheral nerve surgeons. They can
effectively manage pain. They can care for
critically ill patients. Neurosurgeons must
define themselves. However, they cannot
abuse their privileges. They must partici-
pate in directing their future.

THE FUTURE
In order to determine how neurosurgeons
might survive in the years and decades to
come, let us examine how neurosugery may
more effectively position itself in the
marketplace. Back pain and the treatment
of spinal disorders is perhaps, the perfect
paradigm to examine in this regard.

Back Pain: The Paradigm
There are many ways to deal with patients
with back pain. One can employ both
operative and non-operative management
strategies. Internal structural support, by
way of spinal fusion, may be employed for
most patients. Alternatively, an exercise
program that strengthens the supporting
structures of the spine is very effective in
the majority of cases.

In order to effectively deal with the
problem of back pain, back pain must first
be defined. It is, indeed, not a homoge-
neous entity, but rather a very heteroge-
neous disorder consisting of a broad
spectrum of poorly defined maladies. These

include: 1) overt structural failure, 2)
muscle spasm, 3) neurogenic disorders, 4)
mechanical back pain and related disorders,
and 5) a variety of other less common
pathologies. The treatment of overt
structural failure and neurogenic disorders
are relatively straightforward. Overt
structural failure, (e.g., secondary to
trauma), is effectively treated by surgical
stabilization, external splinting and
rehabilitation. Neurogenic complaints and
radiculopathy are treated by decompression
in many cases and non-operative strategies
in others. Muscle spasm and mechanical
low back pain are effectively treated non-
operatively in the great majority of cases.

The Scope of the Problem
It is with the aforementioned in mind that
one must consider the significance of the
‘back pain problem’, as well as its overall
significance, in a global manner. Eight of
ten people will see a physician for back pain
in their lifetime. 93,000,000 work days are
lost annually due to back pain. Chiroprac-
tors are reimbursed three fold more than
neurosurgeons and orthopedic surgeons
combined for the management of back
pain. Therefore, one might logically
conclude that back pain is “big business”
and that it behooves neurosurgeons to take
a more aggressive posture in this market-
place than they have in the past.

The Charge
Neurosurgeons must educate patients,
referring physicians and peers. They must
employ active management programs and
de-emphasize passive programs. A program
that encompasses all aspects of patient care,
including cessation of smoking, weight loss,
aerobic exercise, and stretching and
strengthening exercises (active programs
with respect to patient participation) may
be implemented. They provide an
opportunity for the neurosurgeon to
monitor specific aspects of the program.
They provide an opportunity for the
physician to “contract” with the patient so
that the patient and physician are effec-
tively working together to “fight” the
enemy - the patient’s back pain. Passive
therapy regarding patient participation,
such as surgery or narcotic analgesic use,
diminishes this opportunity and disengages
the patient from ‘therapeutic responsibility’.

The employment of active patient
participation treatment strategies provides
the neurosurgeon with an opportunity to
study the effect of these treatment

programs on patient outcome. It provides
an opportunity for the neurosurgeon to
document the cost of care, the savings
provided, and the patient’s satisfaction, as
well as the outcome achieved.

A Strategy
One might ask how a neurosurgeon can
possibly achieve such goals in a busy
practice. A neurosurgeon should consider
him or herself as the “captain of the ship”
(because he/she knows more about back
pain than do other health care providers)
and, therefore, the director or employer of
mid-level health care providers, primary
care physicians and others who help
“deliver” the product (a comprehensive
back pain management program). In order
to accomplish this, alliances must be made
between the neurosurgeons and primary
care physicians and mid-level health care
providers. The neurosurgeon can then
function as the overseer of such a manage-
ment scheme (team). The non-surgeon
members of the team can then determine,
to a significant degree, the management
schemes to be used on a patient specific
basis. Only rarely is surgery required, but
the neurosurgeon is always in “proximal
control” by being positioned as the
“overseer” or the “captain of the ship.” This
“proximal control” creates an environment
in which all patients are managed similarly.
Furthermore, it creates a fixed referral
source for surgical pathology, while
providing the “complete package” for the
customer. It is no longer acceptable to say to
the patient “I am sorry I cannot help you
(because you do not need surgery).” Rather,
the neurosurgeon perhaps should say, “You
do not need surgery, but I can provide an
alternative management strategy for you.”
This appeals to most patients, as well as
referring physicians.

Is a neurosurgeon worth 7 ¢ pmpm or
50 ¢ pmpm? Can neurosurgeons
demonstrate cost savings, patient
satisfaction and optimal outcomes in a
comprehensive back pain management
program? If the answers to these questions
are yes, the neurosurgeon should be able
to market him/herself effectively, and be
able to effectively compete in capitated
and managed care environments.

 A neurosurgeon must be able to
practice efficiently. He/she must ‘visualize’
and meet the needs of the community by
achieving a high and efficient standard of
care, as well as by identifying his/her
competitors. It is emphasized that these

(continued on page 22)
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Cerebrovascular Section
By Philip E. Stieg, PhD, MD
The activities of the Joint Section on
Cerebrovascular Surgery continue to thrive
and expand. Membership has exceeded
500 and our free-standing Annual
Meetings have been a resounding success.
The Section has also continued its
communication with the American Society
of Interventional and Therapeutic
Neuroradiology (ASITN), as well as with
the American Heart Association. The CV
Section’s Annual Meeting is held in
conjunction with the American Heart
Association’s International Stroke Meeting,
thereby allowing greater interaction and
dialogue.

Third Annual Meeting
The Third Annual Meeting took place at
Disney World, in Orlando, Florida on
February 1-4, 1998. This was the first
meeting held in conjunction with the
ASITN. The meeting was under the
directorship of Drs. Robert Harbaugh,
from the Joint Section, and Michele
Mawad, from the ASITN.

The scientific sessions focused on the basic
science of cerebrovascular disease, innova-
tions in the management of cerebrovascular
disease and outcomes analysis. Special
lectures were given by Albert Rhoton, MD,
on Small Arteries, Large Deficits: Strategically
Situated Perforating Arteries; as well as
Charles L. Bosk PhD, who spoke on
“Forgive and Remember.”

Our international relationships were
expanded by a presentation by Hirosi Abe,
MD, on The Surgical Treatment of Moya
Moya disease. Target Therapeutics also
supported the Lussenhop lecture, which
was given by Alex Berenstein, MD, on
Endovascular Neurosurgery: The Birth of a
New Specialty. Bayer Award presentations
were also given by Drs.E. Sander Connely
and Nicole Moayeri. Panel discussions by
leading neurosurgeons and endovascular
surgeons proved to be of great value, as it
gave everyone an opportunity to voice
opinions and discuss difficult cases.

Upcoming Events
The Joint Section also has several upcoming
events. The CV Section session at the

AANS Annual Meeting and two sessions at
the CNS Annual Meeting are near
completion. Next year’s Joint Section
Annual Meeting will again be held in
association with the American Heart
Association. It is scheduled to take place on
January 28-30, 1999, at the Grand Ole
Oprey in Nashville, Tennessee. Because of
this year’s success, the ASITN has also
agreed to have a meeting in conjunction
with the Joint Section. The meeting will be
under the directorship of Drs. Philip Stieg
and Randall Higashida.

The CV Section plans to continue its
expansion through innovations, collabora-
tive efforts and communication. Our
educational goals have been met, but we
continue to seek new methods. Recent
results from the North American Symp-
tomatic Carotid Endarterectomy Trial
(NASCET) data for carotid stenosis,
between 50-69 percent, will undoubtedly
expand the number of endarterectomies
performed. The role for stenting in this
disease will continue to be discussed. The
indications for clip vs. coil remain a
controversial topic and clearly outcomes
analysis will be extremely important in
these discussions. Any individuals wishing
to become a member of the CV Section
should contact Joshua Bederson, MD,
(212) 831-3324, or the AANS office in
Chicago directly, (847) 692-9500.

Joint Section on
Neurotrauma and
Critical Care
By Charles H. Tator, MD, PhD,
FRCS(C)
There are a number of ongoing activities
within the Joint Section on Neurotrauma
and Critical Care which we would like to
bring to the attention the members of The
American Association of Neurological
Surgeons.

Awards and Fellowships
In order to enhance neurotrauma research
and research in neuro critical care, the Joint
Section on Neurotrauma and Critical Care
has developed a resident and young
investigator award for the best papers
presented at the Annual Meetings of the
AANS and CNS. Please be sure to mark
your abstract forms to indicate that you are
competing for one of these awards when
you submit your abstracts in the areas of
neurotrauma and critical care research.

Several applications were received for the
new Neurotrauma Research Fellowship

being offered annually by the Joint Section
on Neurotrauma and Critical Care. Jack
Wilberger, MD is the Chair of this
Committee, and applications should be
directed toward him. Several applications
were received for the January, 1998
deadline and the winner of the 1998
Neurotrauma Research Fellowship will be
announced shortly. This will be an annual
competition, so please keep this in mind for
next year. Basic science or clinical science
research in neurotrauma or critical care are
eligible topics for this Fellowship.

Critical Care
The Joint Section continues to offer courses
in critical care at each of the Annual
Meetings of the AANS and CNS. In
addition, the Professional Development
Committee offers two courses annually in
neuro critical care. The Committee on
Critical Care, chaired by Michael Rosner,
MD is developing a curriculum for
residents, which will be presented shortly to
the Program Directors at the May meeting
of the Society of Neurological Surgeons.
The Committee is working to enhance the
role of neurosurgeons in critical care.

Prevention of Neurotrauma
and Gun Safety
THINK FIRST for Kids is currently being
offered in hundreds of elementary schools
throughout the United States and Canada.
THINK FIRST for Kids is a teacher-
administered injury prevention program for
grades 1, 2 and 3. This school-based
prevention program has 6 modules, which
include vehicle safety, water safety, gun
safety, etc.

With respect to gun safety, the Gun
Safety Committee of the Joint Section is
developing strategies to promote the use of
child-proof gun safety locks as a means of
reducing the incidence of unintentional
gunshot injuries in children.

Remuneration for
Neurotrauma
The Joint Section is involved in the
development of strategies to improve
compensation for the management of
neurotrauma by neurosurgeons. Together
with the Council of State Neurosurgical
Societies, a number of strategies are being
considered including the provision by
hospitals of stipends for neurotrauma call.

(continued on page 22)
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State Neurotrauma Initiatives
Several states, including Florida and
Kentucky, already have Neurotrauma
Funds based on a surcharge on traffic
violations. These surcharges are being used
to support neurotrauma research and
prevention programs. It is the goal of the
Joint Section on Neurotrauma and Critical
Care to promote the development of
Neurotrauma Funds in all States of the
United States and all Provinces of Canada.

Tumor Section
By Mark Bernstein MD, FRCSC
The Joint Section on Tumors portion of the
Scientific Program for the AANS Meeting
in Philadelphia Wednesday afternoon will
feature guest presentations on tumor
vaccines and anti-angiogenic approaches to
glioma therapy. Awards will be given in the
categories of best resident research paper
(Preuss), best clinical research by a
neurosurgeon (Mahaley), best research by a
neurosurgeon within the first 6 years of
practice (Young Investigator), best
translational research by a practicing

neurosurgeon (NBTF), and contributions
by an established investigator to neuro-
oncology (Farber). There will also be a
special course on surgical neuro-oncology
on Thursday morning.

The Third Satellite Symposium will take
place immediately following the AANS
Annual Meeting. Featured topics for
invited speakers and platform presentations
include tumor promoters and suppressers,
meningiomas, futuristic therapies, and
angiogensis and invasion, as well as a special
lecture on pituitary tumors by the AANS
President, Edward R. Laws, Jr., MD. The
quality and quantity of submitted abstracts
is gratifying.

Essentials of Clinical
Neuro-Oncology
The book “Essentials of Clinical Neuro-
Oncology” to be published by Thieme
Medical and Scientific Publishers with
significant input from members of the
Section is progressing. This book will
feature chapters on most aspects of neuro-
oncology and will incorporate special
features such as pearls and pitfalls in

n e w s
Section (continued from page 21)

competitors are not just other neurosur-
geons and orthopedic surgeons. They
include chiropractors, physical therapists,
primary care physicians, occupational
medicine physicians, and physiatrists.

The Marketplace
Neurosurgeons, have the potential for
increasing their market share. However, the
neurosurgeon’s status in the marketplace is
not clearly defined. Nevertheless, it is
evident that the marketplace decline of
other specialists, both surgical and non-
surgical, is contrasted by the relatively stable
nature of neurosurgery’s marketplace status.
Neurosurgeons appear to be in a good
position to take advantage of the current
environment. This may be accomplished
by assuming a more aggressive posture

Guest Column (continued from page 16)

regarding patient care. It most certainly
cannot be accomplished by retreating.

A Philosophy
As is true for much of surgery, spine
surgery, in the majority of cases, is only
appropriate if the patient has failed an
aggressive non-operative management
program. An aggressive and effective non-
operative management program leads to
appropriately selected surgical candidates. It
helps the neurosurgeon adjust to the new
and evolving healthcare environment. It
provides satisfaction to the surgeon, as well
as the patient, and improves surgical
outcomes by providing more precisely
selected patients for surgery. This, in turn,
makes the surgeon more marketable. In
addition, it increases surgical volume
because the surgeon has an increased
market share. Finally, it augments the

highlighted text. It should be a very
informative and user-friendly volume.

Outcomes Projects
The Glioma Outcomes (GO) Project,
sponsored by Rhone-Poulenc Rorer, is also
well underway with over 30 centers
registered. The study features an instru-
ment designed to facilitate prospective
collection of outcome data, including
comprehensive quality of life information
on patients with malignant gliomas. The
Section has also taken a leadership role in
the development of Practice Parameters for
low-grade glioma, which is nearing
completion, and brain metastases, which
has just started.

We have also recently articulated our
perceived priority areas in NIH funding to
the Washington Committee: (1) clinical
and laboratory studies in gene therapy; (2)
basic research into the molecular mecha-
nisms of tumorigenesis, tumor invasion,
and tumor resistant to treatment; and (3)
clinical studies such as a randomized study
of radiation in the initial management of
patients with low-grade glioma.

interest level and enthusiasm of the
surgeon.  The surgical cases become more
rewarding because the pathology is often
more striking and more amenable to
surgical management. More importantly,
the patients’ outcomes are optimized.
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How to Make Annual Meeting
Exhibits Work For You

Keeping up with the latest neurosurgical
advances and innovations can be difficult
for even the most earnest of neurosur-
geons. But the AANS makes it easy at the
66th Annual Meeting in Philadelphia
where almost 200 companies will be
showcasing the most up-to-date devices,
instruments, computers, software,
pharmaceuticals, publications and more
in the Exhibit Hall.

“The Exhibit Hall is one aspect of our
Annual Meetings where many neurosur-
geons miss an opportunity,” said Jon
Robertson, MD, chairman of the newly
formed Committee on Exhibits. “This is a
rare occasion where we have just about
every company that has anything to do
with neurosurgery in the same place at the
same time. It’s a great opportunity to
compare, ask questions and see first-hand
what’s being developed and how it stacks
up to what you currently use.”

Not only will a tour through the Exhibit
Hall greatly enhance your educational
experience at the meeting, it also will
provide a time-efficient chance to order the
reference books you’ve needed, register for a
Professional Develop Program (PDP)
course, and learn the latest about the
HCFA mandated E/M guidelines.

Lists of exhibitors and maps of the
Exhibit Hall will be available in the Final
Program Book, which will be available on
site. Companies are listed alphabetically, by
product category, or numerically by booth
so that you can track the companies and
displays you don’t want to miss on the

exhibit floor. Highlights of the Exhibit Hall
include:

• Technical Exhibits — Preview the
latest medical devices, equipment and
pharmaceuticals in the neurosurgical
field.  Doctors can gain hands-on
experiences with these new products
and discuss benefits, risks, indications,
and contraindications with industry
representatives.  Exhibitors in this area
include manufactures of surgical
supplies, pharmaceuticals, imaging and
diagnostic products.

• Practice Management/Recruiters –
Find new ways to enhance the manage-
ment of your practice by previewing the
latest in office and patient billing
software, and coding. If you are looking
for a new practice opportunity, visit one
of the physician recruitment exhibits.

• AANS Membership Booth — Come
learn about CME opportunities and
membership benefits at the official AANS
booth. Register for a PDP course and save
10% on the registration fee during the
meeting. Pick up a free E/M coding
reference card. This also is the place to
purchase your favorite novelty items,
medical encyclopedias on CD-ROM,
brain and spine teaching models, and, of
course, Harvey Cushing memorabilia.

• NEUROSURGERY://ON-CALL®

– The Official Web site of the AANS
and CNS will be live on the Internet
right in the Exhibit Hall.  Stop by the
N://OC® booth to tour the largest
neurosurgical Web site in the world.
Learn how to conduct on-line library
searches, submit on-line abstracts,
update your “Find A Neurosurgeon”
listing, download outcomes measure-
ment instruments, and much more.

• Publisher’s Row –Review the latest
neurosurgical text books and journals.
There will be a special booth set up for
SANS VI and the AANS Publications
office.

• Journal of Neurosurgery – Visit with
the staff of the official AANS
scientific journal and learn about
subscriptions, submissions and
purchasing back issues on CD-ROM.
The Journal will also display Neuro-
surgical Focus, a peer-reviewed, on-
line neurosurgical published journal
by the editors of the Journal.

• Posters – Over 500 poster exhibits will
be displayed in the Exhibit Hall.
Posters are arranged according to topic
and describe the latest in neurosurgical
research.

• Lunch – If you need a break during the
meeting to relax and re-energize, the
Exhibit Hall is the place to go. Lunch
and refreshments will be served in the
Exhibit Hall throughout the meeting.

The Exhibit Hall covers more than
100,000 square feet and is the largest
display of neurosurgical products and
services in the world. The exhibitors, AANS
staff, electricians, foremen, and set-up crews
transform the Exhibit Hall from an urban
construction site full of boxes, heavy
equipment and crates into its final product
complete with carpet, 3-story displays,
video displays and Internet access in less
than four days.

Planning for the Exhibit Hall starts
approximately nine months before the
Annual Meeting, and Exhibitors spent over
$1.1 million to exhibit at the 1997 AANS
Annual Meeting.

“The exhibit fees help keep registration
costs down for our members and help
subsidize the Scientific Program,” said
Hank Polson, Director of Marketing for
the AANS. “ The revenue provided by
our exhibitors has allowed the Annual
Meeting to grow in both scope and
quality over the years.”

The Exhibit Hall is open from
Monday, April 27th and Tuesday, April 28
from 9:00 AM– 4:30 PM and Wednesday,
April 29 from 9:00 AM–3:30 PM.



2424242424 AANS Bulletin • Spring 1998

CLINICAL SKILLS COURSES

Spine Surgery � Hands-On: A Comprehensive Approach
for Neurosurgeons & Neuroscience Nurses
May 16-22 – Albuquerque, New Mexico

This is the consummate course for practicing neurosurgeons who
desire an in-depth review of anatomy, surgical exposure, decompres-
sion, and stabilization of the entire spinal axis.

Neurosurgery Review by Case Management: Oral Board
Preparation
May 24-26 – Cedar Rapids, Iowa
November 8-10 – Houston, Texas

This entirely interactive course provides a review of clinical
neurosurgery using case histories in a format patterned after the oral
board examination.  Work with expert faculty who will critique your
neurosurgical skills and help you organize your responses to oral-
board type questions.

Re-Introduction to Neurosurgical Critical Care for
Neurosurgeons, Neuroscience Nurses & Physician
Assistants
June 4-6 – Chicago, Illinois

In this course, you will use clinical problem solving to examine
practical applications of critical care management concepts.  You’ll
learn to better communicate with full-time critical care physicians,
pulmonologists, and other surgeons.

Advanced Brain Anatomy for Nurses
June 27-28 – San Francisco, California
November 21-22 – New Orleans, Louisiana

You will receive in-depth instruction of functional anatomy,
associated pathology, and clinical syndromes with CT and MRI
correlation.  Through demonstration on cadaveric brain specimens,
you will observe the three-dimensional aspects of the brain.

Surgical Management of Movement Disorders
June 26-27 – San Francisco, California

This advanced course reviews the latest theory and techniques for the
surgical management of movement disorders. Hear case discussions
by leaders in the field on pallidotomy, thalamotomy, and deep brain
stimulation.  Review the rationale for these surgeries – and how to
avoid complications.   Discover how to build and strengthen a
successful movement disorders practice.

The AANS Professional Development Program (PDP) brings you a schedule of CME
courses that are designed to give you the best and most up-to-date educational opportunities
for both clinical training and practice management. Courses available from May to
December 1998 include the following:

Spine Review � Hands-On: For
Young Neurosurgeons
August 15-21 – Albuquerque, New Mexico

Learn from the best.  This is the consummate course for residents,
fellows in training or neurosurgeons who have been in practice for
less than two years.  Provides an in-depth review of anatomy,
biomechanics, surgical exposure, decompression, and stabilization of
the entire spinal axis.  Covers the fundamentals and foundations of
spine surgery, with an emphasis on the basic sciences – particularly
biomechanics.

Advanced Surgical Pain Management
September 11-12 – Portland, Oregon

You will learn advanced information and hands-on training in
interventional therapies for pain management, with a focus on both
ablative and augmentative techniques for neurosurgical pain control
in a variety of conditions.

Minimally Invasive Neurosurgery: Neuroendoscopy �
Hands-On
October 30-31 – Cleveland, Ohio

This course gives you a comprehensive review of endoscopy and its
expanding role in neurosurgery.  Hands-on instruction allows you to
gain expertise in handling a variety of neuroendoscopes while
performing dissection exercises on cadaveric materials.  You’ll also
participate in interactive discussions and reviews of video demonstra-
tions about neuroendoscopic procedures.

Advanced Techniques and Successful Strategies in
Image-Guided Neurosurgery: An Intensive Review
November 13-14 – Memphis, Tennessee

More information to come . . . Call for a brochure!

SOCIOECONOMIC COURSES
1998 Reimbursement Update for Neurosurgeons...

Reimbursement Foundations: Neurosurgical Billing and
Coding for Efficiency
June 11-13 – Minneapolis, Minnesota
August 27-29 – Chicago, Illinois

Learn the “best practices” to use in neurosurgery offices for efficient
coding and prompt billing and payment.  You’ll get practical hands-
on coding experience that’s neurosurgery specific.  Register early –
this popular course fills quickly!

Advanced Coding and Reimbursement Concepts in
Neurosurgery
November 13-15 – Cancun, Mexico

This course is for you if you have mastered reimbursement systems
and practice management billing, and have a strong interest in
correct coding.
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Continuing Medical Education

This past year, the Professional Develop-
ment Program (PDP) Committee initiated
an innovative program designed to assist
with the ‘perpetual’ provision of neurosur-
geon education through enhanced
resources. The new venture is called
“Educational Partnerships with Industry”
and will enhance PDP course offerings so
that the AANS can continue to provide the
highest quality education, while increasing
the number of neurosurgeons whom can
benefit from this training.

The primary goal is to make the courses
more economically feasible for a greater
number of members.

Partners Give Support
The  1998 Professional Development
Educational Partners are:

• AcroMed
• Codman/Johnson & Johnson
• Elekta
• Medtronic
• Sofamor Danek

• Zeiss

Each of the Educational Partners
provided educational grants of $25,000 to
support AANS Professional Development
courses.

First Program
In the first year, the PDP Committee

plans to direct a portion of the Education

Partners funding to support Spine Review -
Hands-On: For Young Neurosurgeons.  By
subsidizing this course, the AANS will be
able to provide high quality, low cost
education for those of our members who
are at the beginning of their careers.
Consequently, young neurosurgeons will
have the opportunity to attend a fully
comprehensive spine surgery course for an
extremely reasonable cost.

Although just one example is mentioned,
members will be able to see more examples
in the future as the partnership program
continues to thrive throughout the coming
years.  In the meantime, the Professional
Development Committee would like to
acknowledge these partners and thank them
for taking the first step with us on what
should be a project that will affect and help
all members of the AANS!

Visit the
PDP Booth (#623)

at the
AANS Annual

Meeting
in Philadelphia!

IT’S EASY TO REGISTER FOR
AN AANS PDP COURSE

Did you know the AANS Professional Development Department
offers four easy ways to register for our courses?  If you have a Visa or
MasterCard, you can call your registration into (847) 692-9500 or
fax it to (847) 692-2589.

Another option is to register, on-line, via our Web site
(www.neurosurgery.org).  Once on the site, go to the “Meetings/
CME” page and follow it to “AANS Professional Development
Program” and then to the “1998 Schedule of Courses”.  All registra-
tions over the site are secured and your credit card number will be
available to no one but our registrars.  Also use this site to get the
most up-to-date information about the courses!

Lastly, if you want to pay via a practice check, just mail your registra-
tion to the box number shown on the registration form.

NOTE:  Registrations are taken on a first-come, first-served basis and we can only take
registrations if some type of payment accompanies them.  Because many courses sell-out
early, we strongly urge you to refrain from making travel reservations until you receive
confirmation from the AANS that your registration has been accepted.

Be sure to ask us about:

• Earning a 10% discount off
remaining 1998 courses, when
you register during the AANS
Annual Meeting.

• Obtaining a FREE Evaluation
& Management CPT Code
reference card.  When you pick-
up the card, ask about the free
mini-lectures in the Exhibit Hall
which will help you learn how
to use the card.

w i t h  t h e  A A N S
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The Board of Regents of the American
College of Surgeons met in Chicago,
February 6 and 7, 1998. Overall, College
finances remain in satisfactory condition
and the fellowship is growing at a steady
rate. Neurosurgical participation in the
fellowship remains significant and
neurosurgical participation in the various
committees has been outstanding.

Report Card Project and
Outcomes
The Report Card Project originally began
within the Board of Governors as a
response to managed care. The desire,
similar to the one in neurosurgery, was to
provide Fellows with a means of measuring
their own clinical outcomes in comparison
to their peers. One of the procedures
chosen for the Report Card Project is
lumbar laminectomy, and we have been
actively involved, along with orthopedic
spine surgeons, in reviewing the instrument
designed to collect the data for the outcome
studies and for the report card itself. This is
moving along quite well and will be
supported by the American College of
Surgeons.

Clinical Trials
The ACS has put on effective courses on
Clinical Trials Methods. These are
expensive to produce, but the response
from the participants that have included
neurosurgeons has been encouraging.

The National Cancer Institute has
approved a proposal from the ACS to set
up a nationwide Clinical Trials program.
The statistical arm will be located in
Philadelphia and 15 institutions will be
involved in the initial phase. The National
Cancer Database, maintained by the
College of Surgeons, is the base for selection
of the initial trials. There will be 11 Clinical
Trials supported for the first two to three
years, including four in thoracic oncology,
two in colorectal cancer, one in
retinoblastom and one in breast cancer.

Report from the American
College of Surgeons
By EdwarBy EdwarBy EdwarBy EdwarBy Edward R. Laws, Jrd R. Laws, Jrd R. Laws, Jrd R. Laws, Jrd R. Laws, Jr., MD., MD., MD., MD., MD
Regent for NeurRegent for NeurRegent for NeurRegent for NeurRegent for Neurosurosurosurosurosurgergergergergeryyyyy, American College of Sur, American College of Sur, American College of Sur, American College of Sur, American College of Surgeonsgeonsgeonsgeonsgeons

The opportunity for a Neurosurgical
Clinical Trial will be forthcoming. Educa-
tional opportunities will be built into the
framework of the Clinical Trials program
and it is recognized that maintaining
excellent accrual to the various trials will be
essential for their success.

New Technology Educational
Courses
At the recommendation of the Commit-
tee on Emerging Surgical Technology, the
College will undertake a validation
process for fellows undergoing educa-
tional courses designed to enhance their
practice with new technology . This will
include such procedures as stereotactic
breast biopsy and the use of
intraoperataive ultrasound for general
surgical techniques. Undoubtedly, there
will be other College programs designed to
teach new technologies. The concerns, of
course, are the same as those faced by
neurosurgery, in that one must be aware of
malpractice exposure, the maintenance of
the tax exempt status of the organization
providing the instruction, and the
antitrust aspects of a verification procedure
that might extend to credentials issues.

Subspecialty Advisory
Councils
The Advisory Councils for the various
subspecialties have been quite active. They
have been reviewing together the prerequi-
sites for PGY-1 experience before going
into surgical specialties. They have been
considering the possibility of including
representatives from the candidate group
on the various Advisory Councils and have
been interacting with The Board of
Governors and its Report Card Project.
They also will provide material for the
recently redesigned Journal of the American
College of Surgeons, which will periodically
highlight specialty areas of surgery,
including neurosurgery.

Reimbursement Issues
A position paper on the role of residents in
managed care systems was debated and is
being matured. It will probably be
broadened to include more than just the
role of residents. This will be brought
before the Regents at the June meeting.
The American College of Surgeons
participates in the activities of the ICAHO
and the Council of Medical Specialty
Societies and both of these organizations
are continuing to assert their respective
influence over important areas in surgical
care. The professional liability area has
been marked by tort reform initiatives in
the various states, some of which have
been successful and some of which have
been declared unconstitutional. A surgeon
has been appointed to The Board of the
American Tort Reform Association
(ATRA) to replace Ben Blackett, MD,
who has served so well for surgery and for
neurosurgery.

The regulatory update and physician
reimbursement areas are under constant
analysis by the College staff . Executive
Director Paul Ebert, MD, has been very
active in testimony in Washington, with an
attempt to deal with both the issue of
practice expense and with regard to the
conversion factor, both of which areas are of
major concern to surgeons. The College’s
coding activities have expanded signifi-
cantly and they now have a coding hotline,
which handles significant numbers of
inquiries every day.

MOVING?

When moving remember to send
your change of address to:

AANS Member Services
22 South Washington Street
Park Ridge, Illinois 60068-4287
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N://OC®
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NEUROSURGERY://ON-CALL® is
pleased to announce the grand opening of
the Cyber Museum of Neurosurgery. This
online museum shares the wealth of
information and memorabilia offered by
the neurosurgical archives. You can visit the
Cyber Museum on N://OC® at http://
www.neurosurgery.org/pubpages/
cybermuseum/entrancehall.html.

Below is a quick reference guide to the
exhibits and halls that you will be able
to explore:

Cyber Museum of Neurosur-
gery Guide Aneurysm and
Microneurosurgery
This exhibit, the brochure from the 1995
AANS Archives Exhibit in Orlando,
Florida, features leaders in the development
of aneurysm and microneurosurgery.

Archives Hall
The Archives Hall contains a bibliography of
historical articles neurosurgeons have
published in their premiere journals. Future
exhibits in Archives Hall will document the
development of these journals.

Cyber MuseumCyber MuseumCyber MuseumCyber MuseumCyber Museum
Opens OnlineOpens OnlineOpens OnlineOpens OnlineOpens Online

Art Gallery
This collection of galleries features artwork
of and by neurosurgeons and preserves
images of items of value to the develop-
ment of neurosurgery.

Cushing Tumor Registry
This exhibit is the brochure provided at the
1996 AANS Archives Exhibit in Minneapo-
lis. In it, Dr. Wahl documents an important
facet of Dr. Cushing’s work. In the future,
this exhibit will be augmented by a video-
taped walking tour narrated by Dr. Wahl of
the materials exhibited in 1996.

Donation Office
These are the administrative offices for the
Cyber Museum. You will find information
about how to donate to the archives, the
donor recognition wall and more detailed
information about the Archives Committee.

Gift Shop
A virtual gift shop featuring the items
available through NEUROSURGERY://
ON-CALL®which are of an historic
nature. A portion of all sales will support
the AANS Archives and Cyber Museum.

History of Organized
Neurosurgery
This exhibit highlights articles about the
formation of the five national neurosurgical
organizations. A future exhibit for this site
includes an article about the history of
FIENS, the Foundation for International
Education in Neurological Surgery.

Leaders in Neuroscience
We are fortunate that many of the inventors
and neurosurgical procedure pioneers are
available to interview. Leaders in Neuro-
science is a unique video-taped oral history
program featuring many of the individuals
who were the inventors and pioneers and
those who worked with and trained with
leading neuroscientists from earlier this
century. This exhibit is a compilation of the
abstracts from each of the video-interviews.
The videotapes are available for sale in the
Gift Shop.

Portrait Hall
This gallery of photographs honors the
Presidents of The American Association of
Neurological Surgeons and Congress of
Neurological Surgeons. In the future,
photographs of other eminent neuroscien-
tists and short biographies will be added.

Pre-20th Century Neuro-
science
This exhibit features a few of the interest-
ing avenues taken by neuroscience prior to
the 20th century - in Egypt, Peru, Europe,
and North America. Future additions to
this exhibit will include an article on Native
North American trephination and a
walking tour of the 1993 Archives Exhibit
narrated by Roy Selby, MD.

Stereotactic Neurosurgery
These exhibits contain an account of the
development of Stereotactic Neurosurgery
and a collection of photographs taken at the
1992 AANS Archives Exhibit entitled The
History of Stereotactic Neurosurgery which
was held in San Francisco, California.

CYBER MUSEUM
ANNOUNCES CALL
FOR EXHIBITS

Our Featured Exhibits Gallery will
spotlight all new exhibits to the Cyber
Museum.  An open invitation is extended to
all special interest groups including the
Sections, Women in Neurosurgery, FIENS,
military neurosurgeons, the ABNS, CSNS,
neuroscience foundations, organized
neurosurgical societies, and others to contact
Chris Ann Philips, Archives Coordinator  (e-
mail address: cap@aans.org) to discuss the
development of an exhibit.

We value your feedback! Please send any
comments about the Cyber Museum of
Neurosurgery to info@neurosurgery.org

Make N://OCN://OCN://OCN://OCN://OC®®®®® Your
Home Page

For quicker access to NEUROSUR-
GERY://ON-CALL®, you can
make N://OC® your home page.
This means every time you log-on to
the Internet, N://OC®will be the
Web site that automatically pops up.

Using Netscape (version
4.0 and higher)

1. In the EDIT menu, select
PREFERENCES

2. In the right hand box, type
http://www.neurosurgery.org in
the Home Page field “Location”

Using Netscape 3.0

1. In the Options menu, select
GENERAL PREFERENCES

2. In the Appearance tab, locate the
Start-Up box

3. Select – Browser Starts with Home
Page Location and type http://
www.neurosurgery.org in the field

4. Click OK

Using Internet Explorer

1. In the View menu, selection
OPTIONS

2. In the Navigation tab, locate the
Customize box

3. In the Page field, make sure “Start
Page” is selected

4. In the Address field, type in
http://www.neurosurgery.org

5. Click Apply, then Click OK
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Although the AANS believes these classified advertisements to be from reputable sources, the Association does not investigate offers
and assumes no liability concerning them.



Although the AANS believes these classified advertisements to be from reputable sources, the Association does not investigate offers
and assumes no liability concerning them.

We gave our neurosurgeon $1.5 million to
equip the suite and to demonstrate our
commitment to the new neurosurgical
service. In June 1997, he opened his prac-
tice. In November he was doing 32 cases
monthly. He will do 300 in his first year.
Practice is positioned for substantial growth
in a collegially friendly medical community.
Catchment area serves 257,000 Carbondale,
IL (30,000 residents) is the home of South-
ern Illinois University with 20,000 students.
The University provides a culture uncom-
mon to a city its size. Memorial Hospital is
the Regional Referral Center for sixteen
counties.

Call Andy or Sue @ 800.333.1929
Fax CV to 618.549.1996
www.sih.net/recruit

Partnership Practice

Baltimore, Maryland

A third neurosurgeon is needed for a
growing practice. Some training or experi-
ence with spinal instrumentation is desir-

able. This group, which is one of the oldest
in the Baltimore area, has a very desirable

case-mix with each physician averaging
well over 200 cases per year. This is a

salaried position with emphasis on incen-
tive compensation.

Wanda Parker
E.G. Todd Physician Search

One Byram Brook Place
Armonk, NY 10504

914-273-5666
Fax: 914-273-5895

Position ListingPosition ListingPosition ListingPosition ListingPosition Listing
ServiceServiceServiceServiceService

Do you have a vacancy to fill in
your hospital or practice?

By listing your vacant position in the Bulletin,
more than 4,400 neurosurgeons across North

America will be advised of it.

Quarter page ad costs $275 each.
Call the AANS Marketing Department at

(847) 692-9500 for more information,
or fax or mail your descriptions to:

Floyd Brown
Sales Manager

AANS
22 South Washington Street

Park Ridge, Illinois 60068-4287
Fax: (847) 692-6770



On behalf of the American Neurological Surgery Political Action Committee (ANS PAC), I would like to recognize and thank
the following individuals for their 1997 contributions. ANS PAC has raised over $160,000 — very close to our goal of
$200,000 for the 1997-1998 election cycle. Your participation helped increase neurosurgery’s voice on Capitol Hill regarding
several issues affecting neurosurgeons, their practices, and their patients. If you would like more information about ANS
PAC, please call 202-628-1996.

Sincerely,
George H. Koenig, MD
Chairman

Donald D. Dietze Jr. MD
Bret A. Dirks MD
Antonio DiSclafani II MD
William R. Dobkin MD
Robert Draba PhD
Chris Duma M.D.
John A. Duncan III MD
Jack Hibbard Dunn MD
Stewart B. Dunsker MD
E. Hunter Dyer MD
John D. Ebeling MD
Alan Edelman MD
Bruce L. Ehni MD
Winston S. Ekren MD
Alvin William Ellington Jr. MD
Eric H. Elowitz MD
John M. Emery III MD
Jerry Engelberg MD
Domenic P. Esposito MD
Bruce A. Everett MD
Walter J. Faillace MD
Ronald J. Faille MD
Joel L. Falik MD
Jacques N. Farkas MD
John A. Feldenzer MD
Robert A. Fenstermaker MD
Henry Feuer MD
Tony F. Feuerman MD
Roman Filipowicz M.D.
Andrew D. Fine MD
Frederick E. Finger III MD
S. Sam Finn MD
Kathleen Fisher
Gary M. Flangas MD
Robert E. Florin MD
Ernest C. Fokes Jr. MD
Kenneth A. Follett MD PhD
Donald H. Frank MD
John C. Fraser MD
Michael H. Freed MD
Stephen R. Freidberg MD
Emily D. Friedman MD
Phillip Friedman MD
William A. Friedman MD
Roy Tyler Frizzell MD
Timothy M. Fullagar MD
Daniel D. Galyon MD
William F. Ganz MD
Benjamin R. Gelber MD
Richard E. George Jr. MD
Stephen Z. Gervin MD
Scott R. Gibbs MD
John C. Godersky MD
Jonathan A. Gold MD
Julius M. Goodman MD
Isaac Goodrich MD
Paul L. Gorsuch Jr. MD
Jordan C. Grabel MD
Jeffrey A. Greenberg MD
Samuel H. Greenblatt MD
Jerry H. Greenhoot MD
A. Lee Greiner MD
Kent Grewe MD
Murali Guthikonda MD
John E. Hackman MD
Mark N. Hadley MD
Regis William Haid Jr. MD
Stephen J. Haines MD
Anthony James Hall MD
James E. Hansen MD
Ikram Ul Haque MD
Robert E. Harbaugh MD
Timothy Harrington MD
Frank S. Harris MD
Robert D. Harris MD
Robert L. Hash II MD
John C. Hawkins III MD
Michael D. Heafner MD
Robert G. Hennessy MD

David A. Herz MD
Julian T. Hoff MD
William F. Hoffman MD
Peter Osborne Holliday III MD
Eric K. Holm MD
Jonathan Hopkins M.D.
Jerry L. Hubbard MD
Richard O. Hubbard MD
Otakar R. Hubschmann MD
George A. Hurt MD
Richard Henry Jackson MD
Theodore R. Jacobs MDJafar

Jewad Jafar MD
Nigel Ross Jenkins MD
Timothy J. Johans MD
Dale K. Johns MD
Arthur Johnson M.D.
Rudolph A. Kachmann MD
Theodore Kaczmar Jr. MD
Gerald N. Kadis MD
Charles G. Kalko MD
Howard H. Kaufman MD
Roger H. Kaye MD
David B. Kee Jr. MD
Darwin W. Keller MD
Thomas P. Kenefick MD
W. Charles Kennedy MD
Yong Kie Kim MD
Michael A. King MD
Thomas A. Kingman MD
Phillip Kissel MD
Mark S. Klein MD
George H. Koenig MD
Douglas R. Koontz MD
Barry A. Kriegsfeld MD
Timothy C. Kriss MD
Mark J. Kubala MD
Keith R. Kuhlengel MD
John A. Kusske MD
Ranjit Kumar Laha MD
Frederick F. Lang Jr. MD
Robert G. Lang MD
Henry E. Lattinville MD
Edward R. Laws Jr. MD
Fredric Lax MD
Bothwell G. Lee MD
Lyal G. Leibrock MD
Thomas J. Leipzig MD
Ricardo R. Leoni MD
James E. Lesnick MD
Marc A. Letellier MD
Robert Levinthal MD
David I. Levy MD
Jay M. Levy MD
James G. Lindley Jr. MD
Daniel V. Loesch MD
Dean C. Lohse MD
Marie L. Long MD
John J. Lowrey MD
Michael Lusk MD
Arthur E. Lyons MD
Joel D. MacDonald MD
Alex MacKay MD
Kasargod B. Mallya MD
Thomas J. Mampalam MD
James B. Mansfield MD
Erich P. Marchand MD
J. Alexander Marchosky MD
Paul J. Marcotte MD
Edward K. Mark Jr. MD
Clinton Edward Massey MD
Bill Mastrodimos MD
Patrick P. Mastroianni MD
William E. Mayher III MD
Harold E. Mazurek PA-C
Duncan Q. McBride MD
William McCann MD
John J. McCloskey MD
C. Scott McLanahan MD

Warren F. McPherson MD
John H. McVicker MD
Otto R. Medinilla MD
Thomas E. Melin MD
Donald L. Mellman MD
James C. Metcalf Jr. MD
Kathleen L. Meyer MD
Mark E. Meyer MD
Sheldon B. Meyerson MD
Christopher G. Miller MD
Ray N. Miller MD
Abraham Mintz MD
James A. Moody MD
Robert A. Morantz MD
Glenn Morrison MD
Richard C. Naftalis MD
Daniel G. Nehls MD
M. Ellen Nichols MD
Maurice W. Nicholson MD
Manouchehr Nikpour MD
Bruce J. Nixon MD
Bruce E. Northrup MD
Thomas E. O’Hara Jr. MD
John C. O’Loughlin MD
John C. Oakley MD
Herbert M. Oestreich MD
Stephen L. Ondra MD
Jeffrey S. Oppenheim MD
Katie Orrico
David Edward Ostrow MD
Robert B. Page MD
Vivekanand Palavali MD
Savvas Papazoglou MD
Michael David Partington MD
Nettleton S. Payne MD
John ‘Ian’ K. Peden MD
Valmore A. Pelletier Jr. MD
Stan Pelofsky MD
Richard E. Pelosi MD
Russ Pelton
Mick J. Perez-Cruet MD
Thomas P. Perone MD
Jerry M. Petty MD
Ron Pickard
Barry J. Pollack MD
A. John Popp MD
Harold D. Portnoy MD
Kalmon D. Post MD
Michael W. Potter MD
William L. Pritchard MD
Michael B. Pritz MD PhD
Donald J. Prolo MD
Louis J. Provenza MD
Donald O. Quest MD
William M. Rambo Jr. MD
George H. Raque Jr. MD
Robert A. Ratcheson MD
Roger A. Ray MD
Mark P. Redding MD
Ralph F. Reeder Jr. MD
John D. Reeves MD
Gerald D. Reilly MD
Justin W. Renaudin MD
Andrew H. Rhea MD
Albert L. Rhoton Jr. MD
Eric Loren Rhoton MD
Gregory F. Ricca MD
J. Charles Rich Jr. MD
J. Ronald Rich MD
Robert Richardson MD
Thomas W. Rigsby MD
Thomas G. Rodenhouse MD
Gerald Edward Rodts Jr. MD
Larry Arch Rogers MD
Jacob Rosenstein MD
Philip Rosenthal MD
David A. Roth MD
Patrick G. Ryan MD
James Karl Sabshin MD

George Ablin MD
Carlos Acosta MD
Tim E. Adamson MD
Alfonso Aldama-Luebbert MD
Todd D. Alexander MD
John C. Amann MD
Abdul R. Amine MD
Bruce J. Ammerman MD
Russell H. Amundson MD
James S. Anderson MD
Lloyd S. Anderson MD
Mark E. Anderson MD
Brian T. Andrews MD
Ronald I. Apfelbaum MD
Alan J. Appley MD
Anthony L. Asher MD
Sam Assam MD
Inad B. Atassi MD
James I. Ausman MD PhD
E. Adeleke Badejo MD
Frank D. Barranco MD
Jay M. Barrash MD
Daniel L. Barrow MD
Ernest A. Bates MD
H. Hunt Batjer MD
Ulrich Batzdorf MD
James R. Bean MD
Donald L. Behrmann MD
Carl J. Belber MD
Vallo Benjamin MD
Gregory J. Bennett MD
Edward C. Benzel MD
Mitchel S. Berger MD
Bradley J. Bergquist MD
Thomas V. Bertuccini MD
Charles H. Bill II MD PhD
W. Ben Blackett MD
Gary M. Bloomgarden MD
James M. Blue MDRobert J.

Bohinski MD PhD
Frederick A. Boop MD
Kevin L. Boyer MD
Robert Bradley MD
Steven Brem MD
Rebecca P. Brightman MD
Fred A. Brindle MD
Kim J. Burchiel MD
Bruce L. Burke MD
Arnold B. Calica MD
Albert J. Camma MD
Peter W. Carmel MD
David A. Carter MD PhD
L. Philip Carter MD
John Richard Cassidy MD
C. Michael Cawley III MD
R. Cem Cezayirli MD
Israel P. Chambi-Venero MD
Tamerla D. Chavis MD
Andrew G. Chenelle MD
Jonathan D. Chilton MD
George I. Chovanes MD
Young Chung MD
Robert M. Clark MD
John R. Clifford MD
Hans C. Coester MD
Harry O. Cole MD
Maurice Collada Jr. MD
Jeffrey D. Cone MD FACS
John Vernon Coon MD
Roger W. Countee MD
Jeffrey W. Cozzens MD
Paul D. Croissant MD
John V. Cuff MD
Lycurgus M. Davey MD
Arthur L. Day MD
John Diaz Day MD
Peter K. Dempsey MD
Gary C. Dennis MD Richard C.

Dewey MD

David P. Sachs MD
Hossein Sakhai MD
Camille G. Salame MD
Anthony A. Salerni MD
Delmar Sanders MD
Devdutta Sangvai
Scott M. Schlesinger MD
James F. Schmidt MD
Steven J. Schneider MD
John F. Schuhmacher MD
Robert E. Schultz MD
Frederic T. Schwartz MD
P. Robert Schwetschenau MD
Daniel J. Scodary MD
Eric W. Scott MD
Jeffrey J. Segal MD
Edward L. Seljeskog MD
Warren R. Selman MD
Imad M. Y. Shahhal MD
Paul Sheehan MD
Donald Sheffel MD
Dennis L. Shubert MD
Henry M. Shuey Jr. MD
Rajindar S. Sidhu MD
Gerald D. Silverberg MD
Robert Lewis Simons MD
Donald Ray Smith MD
Harold K. Smith MD
Randall W. Smith MD
Roger D. Smith MD
Volker K. H. Sonntag MD
Paul E. Spurgas MD
Thomas A. Staner MD
Timothy D. Steege MD
Gary K. Steinberg MD
Max R. Steuer MD
John E. Stevenson MD
Thomas John Stilp MD
Mitchell L. Supler MD
Philip W. Tally MD
Kevin R. Teal MD
George P. Teitelbaum MD
Charles S. Theofilos MD
Carson J. Thompson MD
Larry D. Tice MD
Troy M. Tippett MD
Benjamin K. Tipton MD
Frederick D. Todd II MD
Todd W. Trask MD
Russell Travis MD
Dante F. Vacca MD
Craig A. Van Der Veer MD
Marc A. Vanefsky MD
Eugenio F. Vargas MD
W. Michael Vise MD
Margaret R. Wacker MD
Gregory E. Walker MD
Philip R. Weinstein MD
David Leslie Weinsweig MD
Robert E. Wharen Jr. MD
Richard B. Williams MD
Crystl D. Willison MD
Philip J. A. Willman MD
John A. Wilson Jr. MD
H. Richard Winn MD
Jeffrey H. Wisoff MD
James H. Wood MD
Charles J. Wright MD
Shokei Yamada MD
Craig H. Yorke Jr. MD
Lloyd A. Youngblood MD
Joseph M. Zabramski MD
Karol Zakalik MD
John E. Zimmerman MD
David S. Zorub MD
Lloyd Zucker MD
Gerald M. Zupruk MD
Edie E. Zusman MD
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Research FoundationResearch FoundationResearch FoundationResearch FoundationResearch Foundation
Recognizes CampaignRecognizes CampaignRecognizes CampaignRecognizes CampaignRecognizes Campaign
1997 Donors1997 Donors1997 Donors1997 Donors1997 Donors

f o u n d a t i o n
Research

The Executive Council of the Research
Foundation of the AANS is happy to
acknowledge the following individuals,
groups and corporations who have made
generous contributions to the Foundation’s
1997 Campaign.  These donors have seen
how important it is to provide critical
funding for some of the most promising

studies being conducted in the United
States today.  They have set the standard for
the entire neuroscientific community, by
applying philanthropy to enhance science.
Join with us as we salute our benefactors.

This list includes all gifts of $100 or
more received between January 1, 1997,
and February 14, 1998.  The number in
the parentheses following each individual’s
name represents the number of years he or
she has supported the Research
Foundation’s annual campaign.

1998 Campaign Underway
The 1998 Campaign is already underway.
You can help the Research Foundation to

Anonymous
Dr. and Mrs. George Ablin (2)
Michael Apuzzo, MD (5)
Walter L. Bailey, MD (11)
Timir Banerjee, MD (13)
Donald P. Becker, MD (2)
Vallo Benjamin, MD (11)
Dr. and Mrs. Gary

Bloomgarden (4)
Lawrence F. Borges, MD (10)
Derek A. Bruce, MD (7)
I. Chambi, MD (1)
Paul H. Chapman, MD (13)
Dr. and Mrs. W. Upton

Clary (3)
G. Rees Cosgrove, MD (6)
Dr. and Mrs. Arthur Day (6)
Dr. and Mrs. Stewart B.

Dunsker (8)
Allan Friedman, MD (1)
Steven Giannotta, MD (4)
Julius M. Goodman, MD (12)

Dr.’s Ravindra and Rashmi
Goyal (1)

Barth A. Green, MD (2)
Dr. and Mrs. Robert L. Grubb, Jr. (9)
Griffith Harsh, IV, MD (7)
Roberto C. Heros, MD (8)
Lucien R. Hodges, MD (11)
Julian T. Hoff, MD (6)
Dr. and Mrs. Lawrence and

Sherry Jelsma, MD (4) (in
memory of Franklin Jelsma)

Patrick J. Kelley, MD
Robert B. King, MD (16)
Howard J. Landy, MD (2)
Allan D. O. Levi, MD (1)
Dr. and Mrs. Robert Levinthal, (2)
Philip J. Marra, MD (3)
Marc R. Mayberg, MD (1)
Carole A. Miller, MD (4)
Dr. and Mrs. Ray N. Miller (1)
Jacques J. Morcos, MD (1)
Mrs. Mary Stewart Natiello (1)

MAGNA CUM LAUDE
(Gifts of $2,500–$4,999)

Hans Coester, MD (5)
Mrs. Ruby C. Keller (15)

Robert L. Martuza, MD (10)
Dr. and Mrs. Russell H. Patterson, Jr. (16)

SUMMA CUM LAUDE
(Gifts of $5,000 and up)

Harold and Mimi Steinberg (1)

CUSHING SCHOLARS CIRCLE

CUM LAUDE
(Gifts of $1,000–$2,499)

Dr. and Mrs. Herbert M.
Oestereich (7)

Christopher S. Ogilvy, MD (2)
Robert G. Ojemann, MD (13)
Stephen E. Olvey, MD (1)
Carlos M. Ongkiko, Jr. MD (9)
Tae Sung Park, MD (3)
Dr.’s Rob G. and Michele

Parrish (5)
Dr. and Mrs. Nettleton S. Payne

(4) (in memory of Mother and
Father)

Dr. and Mrs. Donald H. Pearson (1)
Stan Pelofsky, MD (1)
Mr. and Mrs. Russell Pelton (1)
A. John Popp, MD (11)
Elisabeth M. Post, MD (7) (in

memory of Dr. Herbert Lourie,
an inspirational teacher and
mentor)

John Ragheb, MD (1)
Robert A. Ratcheson, MD (14)

* Deceased

Dr. and Mrs. Albert L. Rhoton, Jr. (8)
Dr. and Mrs. Gene Salkind (8)
Bruce D. San Filippo, MD, (4)
Dr. and Mrs. Arthur O. Schilp (3)
John F. Schumacher, MD (12)
Ed and Peg Seljeskog (11)
Dr. Michael and Linda Shannon (1)
Volker K. H. Sonntag, MD (2)
Dr. and Mrs. Robert F. Spetzler, (8)
Dr. and Mrs. Oscar Sugar (16)
Mimi Sutherland (1)
Brooke Swearingen, MD (2)
Phillip Villanueva, MD (2)
Edward Von der Schmidt, III,

MD (1)
M. Christopher Wallace, MD (5)
Martin Weiss, MD (4)
Dr. and Mrs. Richard Winn (6)
Shokei Yamada, MD (8)
Eric L. Zager, MD (2), in memory

of Dr. Frederick Murtagh
Nicholas T. Zervas, MD (14)

(continued on page 34)

get an early start by making your tax-
deductible gift today!  Donations go
towards expanding our endowment, which
has funded 46 Research Fellowships or
Young Clinician Investigator Awards in the
past 15 years.  Gifts of appreciated stock
can help to avoid certain taxes.  Gifts by
will, or changing a life insurance policy’s
beneficiary designation to the Research
Foundation, can ensure that Neuroscience
research continues to be funded long after
your death.  For more information on
special ways to support the Research
Foundation, please call John O’Connell at
847-692-9500, or write: AANS, 22 S.
Washington, Park Ridge, Illinois  60068.
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Honor Roll Members
(Gifts of $500–$999)

Dr. Ronald I. Apfelbaum and Dr.
Kathleen A. Murray (5)

Dr. Aaron and Doreen Berman (7)
R. Bullock, MD, PhD (1)
Albert J. Camma, MD (9)
Shelley N. Chou, MD, PhD (8),

in memory of Virian Lee,
R.N., CRNA, Ph.D.

Robert E. Draba, Ph.D. (2)
Bruce L. Ehni, MD (2)
David Eng, MD (1)

Dr. and Mrs. Donald L. Erickson (5)
Dr. and Mrs. Stephen Friedberg (12)
Sidney Goldring, MD (9)
Robert G. Grossman, MD (13)
W. A. Hall, MD (4)
Gregory Helm, MD (2)
Michael Higgins, MD (1)
Mary Louise Hlavin, MD (5)
Charles Hodge, MD (5)
James W. Holsapple, MD (2)
Dr. and Mrs. Jerry Hubbard (5)

(in memory of Thoralf Sundt,
Jr. MD)

John A. Jane, MD (7)
Lonnie Jay Lamprich, MD (1)
Edward R. Laws, Jr., MD (9)
Neal F. Kassell, MD (6)
Howard H. Kaufman, MD (8)
David L. Kelly, MD (9)
Michael H. Lavyne, MD (6)
Robert E. Maxwell, MD (5)
David M. McGee, MD (4)

Craig Montgomery, MD (1)
Charles Nussbaum, MD (1)
Dr.’s Keith and Margaret Rich (2)
Gerard Rodziewicz, MD (5)
Anthony Salerni, MD (3)
Mark E. Shaffrey, MD (1)
Mark V. Smith, MD (3)
Ladislau Steiner, MD, PhD (7)
Dennis A. Turner, MD (2)
Jack Wilberger, MD (5)
Dr. and Mrs. Daniel J. Won (1)

Foundation Sponsors
(Gifts of $250–$499)

Research
foundation

Adnan A. Abla, MD (4)
Dr. and Mrs. R. E. Balch (10)
James R. Bean, MD  (1)
Deborah L. Benzil, MD (2)
William H. Brooks, MD  (1)
Dr. and Mrs. Lewis J. Brown (6)
Dr. and Mrs. Arnold B. Calica (5)

(in tribute to Sean F. Mullan)
Thomas E. Carter, MD (1) (in

tribute to Hubert L.
Rosomoff, MD)

Philip H. Cogen, MD (4)
Traian T. Cojocaru, MD (4)

William T. Couldwell, MD,
Ph.D. (1)

David Danoff, MD (11)
Dr. and Mrs. Henry Feuer (11)
Kenneth A. Follett, MD, Ph.D. (3)
Phillip Friedman, MD (7)
Dan S. Heffez, MD (2)
Dr. and Mrs. Jonathan E. Hodes (4)
Eric K. Holm, MD (8)
Steven P. Kiefer, MD (1)
Dr. and Mrs. Mark Kubala (7)
Ranjit K. Laha, MD (11)
Joseph C. Maroon, MD (11)

Duncan Q. McBride, MD (1)
James A. Moody, MD (5)
Richard H. Mortara, MD (1)
Dr. and Mrs. Paul B. Nelson (6)
Andrew D. Parent, MD (11)
Lawrence H. Pitts, MD (11)
Donald O. Quest (4)
Justin W. Renaudin, MD (5)
James T. Rutka, MD (1)
Set Shahbabian, MD (2)
Scott Shapiro, MD (6)
Dennis Shubert, MD (2)

Charles Tator, MD (11)
Larry D. Tice, MD (10)
Dr. and Mrs. Sidney Tolchin (7)
Russel L. Travis, MD  (6)
Dr. Frank Vertosick, Jr., and Dr.

Katherine Counihan (4)
Dr.’s Steven B. and Linda

Wilkinson, MD (1)
Charles B. Wilson, MD (12)
Freemont P. Wirth, MD (13)
Young J. Yu (13) (in tribute to

Robert B. King, MD)

Foundation Supporters
(Gifts of $100–$249)

Joel N. Abramovitz, MD (3)
Eben Alexander, III, MD (5)
Richard Anderson, MD (4)
John L. D. Atkinson, MD (5)
Jay Martin Barrash, MD (7)
Carl H. H. Baumann, MD (3)
Peter M. Black, MD (7)
Johnathan A. Borden, MD (1)
Ricardo H. Brau, MD (10)
Bruce S. Chozick, MD (1)
Dr. and Mrs. Edward S. Connolly (5)
Carlo de Luna, MD (1)
Bret A. Dirks, MD (2)
Curtis E. Doberstein, MD (3)
William Ross Dobkin, MD (3)
Michael Dorsen, MD (6)
Jose G. Duarte, MD (3)
John A. Duncan, III, MD (4)
Fredric L. Edelman, MD (7)
Mel H. Epstein, MD (7)
Dr. Domenic and Susan Esposito

and family (2) (in memory of
Will Dornetta)

Bruce A. Everett, MD (6)
Walter J. Faillace, MD (5)

Dr. Robert and Mrs. Ellyn
Feldman (7)

Dr. and Mrs. Robert G. Fisher (8)
Gerhard M Friehs, MD (3)
David M. Frim, MD (2) (in

tribute to Dr. Nicholas Zervas)
Yogesh N. Gandhi, MD (2) (in

memory of Narandas Gandhi)
Thomas A. Gennarelli, MD (1)
Roberta P. Glick, MD (5)
Liliana C. Goumnerova, MD (4)
Samuel H. Greenblatt, MD (6)
M. K. Gumerlock, MD (4)
J. Frederick Harrington, Jr., MD

(3)
Robert D. Harris, MD (7)
M. Peter Heilbrun (12)
Carl B. Heilman, MD (1)
David Herz, MD (12)
Victor T. Ho, MD (2)
Peter H. Hollis, MD (1)
Ellis Keener, MD (13)
David G. Kline, MD (5)
Edward J. Kosnik, MD (7)
William B. Kuhn, MD (4)
Alexandra C. Kunz, MD (3)

Dr. and Mrs. Robert Lacin, (1)
(in memory of Professor
Algimantas Narakas)

Dr. and Mrs. Adam Lewis (1)
Dr. and Mrs. N. Scott Litofsky (3)
Dean C. Lohse, MD (8)
Jeffrey A. Louie, MD (1)
Joseph R. Madsen, MD (4)
Dr. and Mrs. James B. Mansfield

(13)
Dr. and Mrs. Donald Meyers (4)
Georg C. Noren, MD (4)
William G. Obana, MD (1)
Richard A. Olafson, MD (7)
David E. Ostrow, MD (5)
Dwight Parkinson, MD (13)
Ms. Chris Ann Philips (6)
Hal W. Pittman, MD (3)
Theodore Rasmussen, MD (1)
Setti S. Rengarchary, MD (10)
Walker L. Robinson, MD (2)
Harold Rosegay, MD (9)
Dr. and Mrs. Hubert Rosomoff (5)
Gail Rosseau, MD (2)
Stephen C. Saris, MD (6)
Raymond Sawaya, MD (7)

James F. Schmidt, MD (4)
Michael Schulder, MD (5)
Saul S. Schwartz, MD (2)
R. Michael Scott, MD (5)
Mr. Steven L. Serfling (4)
Charles P. Shank, MD (4)
William Shucart, MD (3)
Bernard B. Shuer, MD (5)
Julius Silvia, MD (3)
Randall W. Smith, MD (2), in

memory of Arthur A. Ward,
Jr., MD

Dr. and Mrs. B. Gregory
Thompson (1), in memory of
Amy Jeanne Thompson

Beverly C. Walters, MD (5)
William L. White, MD (10)
Dr. and Mrs. John A. Wilson, Jr., (2)
S. Randy Winston, MD (14)
Julian K. Wu, MD (2)
Rosario A. Zappulla, MD (1)

New Estate
Planned Gifts:
Lester Mount, MD
Donald Ullrich, MD

continued from page 33
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Neurosurgical Group SupportersNeurosurgical Group SupportersNeurosurgical Group SupportersNeurosurgical Group SupportersNeurosurgical Group Supporters
The following list contains university programs, foundations, groups, and organizations that have contributed $1,000 or more within the
last year.  Individual members of these groups are listed within the giving category that corresponds to their individual portion of the total
gift.

Boston Neurosurgical Foundation
The Cleveland Clinic Foundation
Community Hospital Group, John F. Kennedy Medical Center
Georgetown University Medical Center, Washington, DC
Jewish Communal Fund, New York, New York
The Frank J. Keller Foundation
Louisiana Neurosurgical Society
Massachusetts General Hospital, Boston, Mass.
Neurosurgery Foundation, Inc. of Providence Rhode Island
Neurosurgical Associates of Lexington, Kentucky
New York Medical College, Department of Neurosurgery
North Carolina Neurosurgical Society
Pratt Neurosurgical Associates, Boston, Mass.
Harold and Mimi Steinberg Charitable Trust
SUNY Syracuse, Department of Neurosurgery
University Neurosurgical Associates of Detroit, Michigan
University of Miami School of Medicine, Department of Neurological Surgery
University of Minnesota, Department of Neurosurgery
University of Southern California Neurological Surgery
University of Virginia Health Services Foundation
University of Wisconsin Medical Foundation, Madison, Wisconsin, Robert Dempsey, MD Chairman

Research
foundation continued from page 34
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Sustaining Associate
(Gifts of $75,000 or more)

Rhone-Poulenc Rorer Pharmaceuticals, Inc.

Sustaining Associate
(Gifts of $25,000–$50,000)

Synthes Spine, Synthes Maxillofacial

Supporting Associates
(Gifts of $25,000–$50,000)

Codman/Johnson & Johnson Professional, Inc.
Elekta

Sofamor Danek Group, Inc.

The Executive Council of the Research Foundation of the AANS

asks that you join with them in

applauding the efforts of the following companies:

Contributing Associate
(Gifts of $25,000–$50,000)

Depuy Motech

Associates
(Gifts of $5,000–$10,000)

Aesculap
Bayer Corporation

Carl Zeiss, Inc.
Midas Rex Institute

Pharmacia & Upjohn
PMT®  Corporation

The Research Founda-
tion of the AANS
acknowledges with
gratitude the gener-
ous gift from the
estate of Ruth Mount,
wife of past president
of the AANS, Dr.
Lester Mount.  We
appreciate very much
all of the support of
the Mount family, and
send them our most
sincere condolences
on the loss of Mrs.
Mount.
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44 New44 New44 New44 New44 New
MembersMembersMembersMembersMembers
ApprovedApprovedApprovedApprovedApproved

Membership

International Associate
Edwin R. Acuna O.
Nejat Akalan
Khaled B. Aly
Vaso D. Antunovic
Tai Hyoung Cho
Gavin Fabinyi
Isaac Feuerberg
Yukio Ikeda
Umeo Ito
Sim Jae-Hong
Jin-Myung Jung
Young Soo Kim
John D. Laidlaw

Aiko Matoba
Waleed R. Murshid
Sait Naderi
Jung Yul Park
Antonino Raco
Colvin A. Samarasinghe
Itzhack Shacked
Yang-Hsin Shih
Suk Keun Shin
Kazuo Tabuchi
Takayuki Tanaka
Cheuk-Wah Wong
Fumio Yamaguchi
Jun Yoshida

Candidate
Mubarak Al-Gahtany
Carter E. Beck

Jacques Demers
Saadi Ghatan
Ryder P. Gwinn
Odette A. Harris
Babak S. Jahromi
Balraj Jhawar
Michael K. Landi
Victor Lynn Perry
Michael J. Rauzzino
Laurence D. Rhines
Howard Anthony Riina
Prakash Sampath
Carolyn J. Scott
David Andrew Steven
Sarel J. Vorster
Peter J. Yeh
Julie E. York
Gregory J. Zipfel

1998 AANS/CNS Joint Pain
Section Satellite Symposium

April 23 - 24, 1998
Philadelphia, Pennsylvania
 (847) 692-9500

1998 Pallidotomy Accord
April 25, 1998
Princeton, New Jersey
Princeton University

1998 AANS Annual Meeting
April 25 - 30, 1998
Philadelphia, Pennsylvania
(847) 692-9500

1998 AANS/CNS Joint Sec-
tion on Tumors Satellite
Symposium

April 30 - May 1, 1998
Philadelphia, Pennsylvania
(847) 692-9500

Texas Association of
Neurological Surgeons

May, 1998
(817) 465-7764

Society of Neurological
Surgeons

May 10 - 12, 1998
St. Louis, Missouri
(617) 636-5858

s p r i n g ‘ 9 8
Calendar Neurosurgical Society of

America
May 13 - 17, 1998
Quebec, Canada
(210) 567-5625

Georgia State Neurosurgical
Society

May 22 - 24, 1998
Sea Island, Georgia
(404) 876-7535

American Board of
Neurological Surgery

May 25 - 28, 1998
Iowa City, Iowa
(713) 790-6015

Iowa-Midwest Neurosurgical
Society

May 26 - 29, 1998
Iowa City, Iowa
(402) 559-4301

Southern Neurosurgical
Society

June 3 -7, 1998
Hot Springs, Virginia

International Society for the
Study of the Lumbar Spine
(ISSLS)))))

June 9 - 14, 1998
Brussels, Belgium

American Medical Associa-
tion Annual Meeting

June 14 - 18, 1998
Chicago, Illinois
(312) 464-5000

Rocky Mountain Neurosurgi-
cal Society

June 14 - 18, 1998
Vail, Colorado

Canadian Neurosurgical
Society

June 16 - 20, 1998
Montreal, Quebec

Residency Review Committee
for Neurological Surgery
(ACGME)

June 26 - 27, 1998
Durango, Colorado

Pituitary Society
June 28 - 30, 1998
Naples, Florida

American Board of Medical
Specialties

September 17, 1998
Chicago, Illinois
(847) 491-9091

Western Neurosurgical Society
September 12 - 15, 1998
Napa, California

1988 CNS Annual Meeting
October 3 - 8, 1998
Seattle, Washington
Information:  Annual Meetings Service

Department
(847) 692-9500


