








IMPROVE TRAUMA SYSTEMS AND
ACCESS TO NEUROSURGICAL
EMERGENCY CARE
There are significant gaps in our trauma and
emergency health care delivery systems, and
trauma is the leading killer of Americans under
the age of 44. The AANS and CNS are committed
to working with Congress to develop and imple-
ment creative approaches to improve the emer-
gency care system, including implementing a
system to regionalize emergency care. As recom-
mended by the IOM in its ground-breaking 2006
report, “the objective of regionalization is to im-
prove patient outcomes by directing patients to fa-
cilities with optimal capabilities of any given type
of illness or injury.” In addition, the AANS and CNS
actively support increased funding for the HRSA
Trauma-EMS Program, which provides grants to
states to improve critically needed state-wide
trauma care systems.

CHAMPION AN IMPROVED
MEDICARE PHYSICIAN 
REIMBURSEMENT SYSTEM
Physicians face a 22 percent cut in Medicare
reimbursement on January 1, 2010. Con-
gress needs to avoid band-aid solutions for
fixing the physician payment system and
once-and-for-all replace Medicare’s Sustain-
able Growth Rate (SGR) formula with a stable
mechanism for updating and reimbursing
physicians. The new system must be funda-
mentally fair for all physicians, and any addi-
tional payments that are made to primary
care physicians must not be budget neutral
within the physician payment pool. The AANS
and CNS are committed to working with Con-
gress to pass a long-term solution to avert
this significant cut and identify innovative ap-
proaches for reforming the Medicare pay-
ment system.

ENHANCE MEDICARE AND 
OTHER QUALITY IMPROVEMENT
PROGRAMS
While Congress has taken the first steps to-
wards implementing informed quality improve-
ment programs, the current Physician Quality
Improvement Program (PQRI) is not working and
needs to be drastically reworked to better incor-
porate a system for clinical data collection and
reporting. A “one-size-fits-all” approach will not
accomplish the lofty goals that we all hope will
be the end result of these quality-based initia-
tives — better patient outcomes. The AANS and
CNS support a pay-for-participation system
under which data regarding physician quality is
collected in a non-punitive environment and an-
alyzed using accurate risk-adjustment mecha-
nisms; public reporting of data only occurs at
the aggregate level and not at the individual
level; and physicians receive performance feed-
back continually and in a timely manner.

INCREASE FUNDING FOR
HEALTH CARE RESEARCH
Neurosurgeons are committed to advancing
the public health by fighting diseases, develop-
ing treatments, and finding cures through con-
tinued medical research. Institutions such as
the National Institutes of Health (NIH), Centers
for Disease Control and Prevention (CDC) and
the Agency for Healthcare Research and Qual-
ity (AHRQ) are leading the way to help improve
our nation’s health and save lives. Organized
neurosurgery also embraces the need for well-
designed clinical comparative effectiveness re-
search (CER), which can be a valuable tool to
“learn what works in health care” and support
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good clinical decision making. CER must focus
on communicating research results to patients
and physicians, and must not be used for de-
termining medical necessity or making central-
ized coverage and payment decisions. The
AANS and CNS urge Congress to provide ade-
quate funding for these vital public health re-
search programs. 

PRESERVE QUALITY RESIDENT
TRAINING AND SAFE PATIENT
CARE 
Concerns about resident fatigue must be bal-
anced with the need to adequately train neu-
rosurgical residents and ensure quality
patient care. The AANS and CNS believe that
further reductions in resident work hours will
have a negative impact on resident training
and education and will produce a generation
of neurosurgeons who will not be as skilled or
committed as their predecessors and will fall
short of public expectations. In addition, ad-
herence to strict work hours can lead to med-
ical errors attributable to more frequent
patient handoffs, fragmentation and loss of
continuity of care. The Accreditation Council
for Graduate Medical Education (ACGME) is ef-
fectively addressing these issues and legisla-
tion on this matter is therefore unnecessary.

ALLEVIATE THE MEDICAL 
LIABILITY CRISIS
The AANS and CNS support legislation to pro-
vide common sense, proven, comprehensive
medical liability reform. Federal legislation
modeled after the laws in California or Texas,
which includes reasonable limits on non-eco-
nomic damages, represents the “gold stan-
dard,” but other solutions should also be
explored. A first step would be to apply the
Federal Tort Claims Act to EMTALA-mandated
services. EMTALA, the Emergency Medical

Treatment and Labor Act, is a federal mandate
to provide emergency care and puts neurosur-
geons at an increased liability risk. Congress
should also study alternatives to civil litiga-
tion, including: early disclosure and compen-
sation offer; the administrative determination
of compensation model; and health courts. 

ADVANCE MEASURES TO 
IMPROVE NEUROSURGICAL
WORKFORCE
While neurosurgery continues to fill its resi-
dency slots across the nation, the federally
funded positions have not kept pace with the
growth in U.S. population, particularly the
Medicare population. The future supply of all
surgical specialists is woefully inadequate to
provide the care that our Nation will require.
Training a health care workforce to successfully
serve the needs of the nation requires stable,
long-term predictable funding given the length
of time required to educate and train physi-
cians - 6-8 years for neurosurgical training. The
AANS and CNS support preserving Medicare
funding for Graduate Medical Education (GME)
and eliminating the residency funding caps
that were established by the Balanced Budget
Act of 1997. In addition, Medicare should fully
fund residency programs through at least the
initial board eligibility —- in neurosurgery’s case
6 years.

SAFEGUARD PATIENT ACCESS 
TO SPECIALTY CARE IN 
HEALTH CARE REFORM
Health care reform must ensure that every pa-
tient has access to appropriate quality care, by
the appropriate doctor, at the appropriate time.
The AANS and CNS believe it is imperative that
all health care reform proposals ensure that pa-
tients have timely access to the doctor of their
choice. 

PROTECT PATIENT-CENTERED
HEALTHCARE 
Diagnostic imaging is an integral component
of neurosurgical care, and the ability of neuro-
surgeons to provide in-office diagnostic imag-
ing services to their patients ensures they get
the best possible and timely care available. 
Ambulatory Surgery Centers (ASCs) and physi-
cian-owned specialty hospitals provide cost-ef-
fective care; have low infection, complication
and mortality rates; and produce a marked in-
crease in patient satisfaction. The AANS and
CNS urge Congress to protect patient access
to these services. 

For More Information Contact:
Adrienne A. Roberts, Senior Manager 
for Legislative Affairs
AANS/CNS Washington Office
725 15th Street, N.W., Suite 500
Washington, DC 20005
Office:  202-628-2072
Email:  aroberts@neurosurgery.org 

The American Association of Neurological Surgeons was

founded in 1931 and is dedicated to advancing the specialty

of neurological surgery in order to promote the highest qual-

ity of patient care. The Congress of Neurological Surgeons

was founded in 1951 and exists to enhance health and im-

prove lives worldwide through the advancement of education

and scientific exchange. The AANS and CNS are the two

largest scientific and educational associations for neurosur-

gical professionals in the world and represent approximately

4,000 neurosurgeons in the United States. Neurosurgery is

the surgical specialty concerned with the prevention, diag-

nosis, treatment and rehabilitation of disorders that affect

the spinal column, spinal cord, brain and peripheral nerves.

<
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The last year has seen many opportuni-
ties, challenges, and triumphs for the
Congress of Neurological Surgeons

(CNS). Facilitated by the 2009 leadership in-
cluding CNS President, P. David Adelson, MD,
CNS President-Elect Gerald E. Rodts, MD, Vice-
President Joel MacDonald, MD, Secretary,
Christopher Wolfla, MD and Treasurer, Daniel
Resnick, MD the CNS has continued its tradition
of education and innovation while delivering un-
paralleled member services.

The last twelve months have brought
tremendous financial challenges to profes-
sional organizations worldwide, including the
CNS. The CNS has used this time as an oppor-
tunity to examine all of its activities in light of
their cost and benefit to CNS members. This ef-
fort, in combination with a traditionally conser-
vative investment strategy, has allowed the
CNS to position itself to respond to future chal-
lenges by recognizing the changing environ-
ment for funding for professional organizations.

The 2009 CNS Annual Meeting, held October
24-29, 2009, in New Orleans, Louisiana, again
proved to be the premier educational event in
Neurosurgery. Annual Meeting Committee Chair
Nathan R. Selden, MD and Scientific Program
Committee Chair Ali Rezai, MD, assembled a
worldwide faculty, headlined by CNS Honored
Guest Dr. James T. Rutka. In keeping with the
theme of the 2009 CNS Annual Meeting, “A Cul-
ture of Excellence,” invited speakers included
APJ Abdul Kalam, former President of India, cur-
rent Louisiana Governor Bobby Jindal, tenth an-
nual Walter Dandy Orator Walter Isaacson, the
John Thompson Lecturer, Nobel Prize winning
molecular biologist Peter Agre, MD, and Terry Or-
lick, PhD, the Apuzzo Lecturer on Creativity and

Innovation. The 2009 meeting again featured
CNS educational innovations including Inte-
grated Medical Learning©, Consensus Sessions,
Digital Masters, 3-D Live Cadaveric Demonstra-
tions, Resident SANS Challenge, and Neurosur-
gical Forum. A record number of scientific
abstracts were received for the 2009 meeting.
A wide variety of Practical Courses, Luncheon
Seminars, and Special Courses were offered.
The CNS was also proud to sponsor a joint meet-
ing of the AANS/CNS Joint Section on Tumors
and the Society of Neurooncology immediately
prior to the Annual Meeting.

The CNS remains committed to its interna-
tional mission. After a very successful collabo-
ration with the Brazilian Society of Neurosurgery
in 2008, the CNS proudly partnered with the
Neurological Society of India (NSI) and the
American Association of South Asian Neurosur-
geons (AASAN) for the 2009 CNS Annual Meet-
ing. In order to enhance international
neurosurgical resident education, CNS mem-
bers voted on the creation of an International
Vista Resident membership category at the
2009 CNS Annual Business Meeting. Look for
the announcement of additional CNS interna-
tional collaborative meetings, courses, and ini-
tiatives over the coming months. 

In addition to the Annual Meeting, the CNS
continues to develop other educational pro-
grams designed to enhance health and im-
prove lives worldwide. The past year has seen
the introduction of the very successful CNS
Webinar series, allowing neurosurgeons and
neurosurgical residents to engage in an inter-
active and participatory learning environment
from widely separated locations. This comple-
ments the upgraded CNS University of Neuro-
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surgery, NeuroWiki, and Annual 3-D Surgical
Anatomy Course for Senior Residents. The
Self-Assessment in Neurological Surgery
(SANS) program, already an integral part of the
ABNS Maintenance of Certification program,
has undergone a substantial platform upgrade
and soon will include a resident education
module, SANS Fundamentals.

The CNS Publications Group has had an-
other eventful year. NEUROSURGERY®, the
Official Journal of the CNS, has undergone a
major transformation in 2009. Nelson Oyesiku,
MD, PhD, has been named the new Editor in
Chief and a new Editorial Office has been estab-
lished in Atlanta, Georgia. The CNS Executive
Committee is delighted at his appointment,
looks forward to his leadership of the journal,

and formally thanks the Long Range Planning
Committee for NEUROSURGERY®, under the
direction of CNS Past President Anthony Asher,
MD, for its exhaustive efforts in the selection
process. While there may be slight production
delays during this time of transition, all CNS
members are assured that NEURO-
SURGERY® remains exceptionally vital and
committed to the publication of the very best
science that our profession has to offer. Clinical
Neurosurgery, under the direction of Editor Ger-
ald Grant, MD, remains the peer-reviewed
chronicle of the CNS Annual Meeting, while the

, under the direction of Editor James 
Harrop, MD, continues to be refined as the 
premier quarterly news magazine in Neuro-
surgery. Both are now published through the CNS

Administrative Office in Schaumburg, Illinois. 
The CNS continues its collaboration with the

AANS on the Joint Washington Committee.
Under the direction of Katie Orrico, this commit-
tee issued one of the first formal critiques from
organized medicine of the proposed legislation
to change the American health care system. The
Washington Committee along with its subcom-
mittees continues to be at the forefront of analy-
sis of the political arena and a voice for
neurosurgery in health care and medicine.

As of the summer of 2009, CNS Membership
remains strong and is at an all-time high. There
are currently 6,967 CNS members, including
3,083 Active members, 1,160 Resident mem-
bers, 495 Active International members and
376 International Vista members. The Fellow-
ships Committee, under the direction of Elad
Levy, MD, FACS, FAHA, has expanded the num-
ber of offerings for 2009 and has enjoyed a
record number of qualified applications. The
CNS Administrative Office, under Executive Di-
rector Laurie Behncke, artfully supports the myr-
iad of CNS volunteer activities. In addition, the
CNS has renewed its three year contract with the
AANS/CNS Section on Disorders of the Spine
and Peripheral Nerves for management of its 
Annual Meeting. 

In conclusion, the CNS has had a challenging
but very successful year. We thank Dr. P. David
Adelson for his service and leadership over the
last year and welcome Dr. Gerald E. Rodts as the
new CNS President. As I complete my term this
fall, I would also like to thank the members of
the CNS for the privilege of allowing me to serve
as the CNS Secretary for the last three years. <

> AS OF THE SUMMER OF 2009, CNS 
MEMBERSHIP REMAINS STRONG AND IS AT 
AN ALL-TIME HIGH. THERE ARE CURRENTLY
6,967 CNS MEMBERS, INCLUDING 3,083
ACTIVE MEMBERS, 1,160 RESIDENT MEMBERS,
495 ACTIVE INTERNATIONAL MEMBERS AND
376 INTERNATIONAL VISTA MEMBERS. <
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The Resident and Medical Student Ad-Hoc
Committee for Membership has been
working hard behind the scenes to con-

tinue to provide unique opportunities and bene-
fits for members in training. Two new
membership categories have been introduced
this year, Medical Student and International
Vista Resident. With these new categories, the
CNS welcomes members from around the world
at the very beginning of their journey of lifelong
learning. A number of resident targeted practical
courses and luncheons were held at this year’s
Annual Meeting in New Orleans, in addition to
the ever popular Resident SANS Challenge and
Resident Recruitment Social.

North American Resident and Fellow Mem-
bership is at an all-time high, with just over
1,160 resident and fellow members at the end
of the 2009 academic year. Member participa-
tion within the organization continues to grow,
with activities ranging from attending the CNS
resident courses to presenting at and attending
the Annual Meeting in New Orleans. Members
continue to pursue a dizzying array of high qual-
ity research and clinical fellowships through the
CNS research and training grants. 

This year in New Orleans marked the first In-
ternational SANS Resident Challenge. As in pre-
vious years, residents from the US, Canada and
Mexico participated in an online qualifying round
during the month of July. University of Colorado,
last year’s champions, returned to defend their
title. Additionally, residents from India, this
year’s partner society for the Annual Meeting,
participated in their own qualifying round. One
team from the All India Institute of Medical 
Sciences in New Delhi participated against eight

North American teams during the live rounds.
We hope to continue to expand the international
participation at future challenges. Congratula-
tions to the 2009 CNS Resident SANS Challenge
winners!  
• 1st Place: The Mayo Clinic — Brian Milligan

and Jeremy Fogelson
• 2nd Place: University of Miami — Hamad

Farhat and Ted Brindle
• 3rd Place: Vanderbilt University Hospital —

Adam Reig and Richard Lebow.
In keeping with the CNS strategic plan to 

increase our international presence, we are
pleased to introduce a new membership 
category. This category, International Vista 
Resident, is available to all trainees outside of
North America (which is defined by the CNS 
as including the US, Canada and Mexico). 
International Vista Residents are required to
furnish proof of training from their program 
director, and their membership will expire upon
reaching their expected date of graduation. 
International Vista Residents will receive 
electronic access to NEUROSURGERY®,

, Clinical Neurosurgery and many other
electronic educational resources, including the
NeuroWiki and University of Neurosurgery. 

If you, or someone you know would like to 
become a Medical Student, Resident, Fellow or
International Vista Resident Member, we 
encourage you to apply online today at
http://mbr.cns.org/Application/SignIn.aspx or 
e-mail us at info@1cns.org. <
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Physician re-entry to the workplace after a
prolonged absence is a growing phenom-
enon in all specialties of medicine. There

are numerous scenarios which create this trend;
including more physicians taking time away to
start families, care for ill family members or
aging parents; for personal medical reasons; fi-
nancial hardships following a temporary retire-
ment; or because of time away secondary to
drug or alcohol addiction. In addition, the recent
medical malpractice crisis has also created an-
other similar scenario where individuals may
choose to limit their practices (i.e. neurosur-
geons who limit their practice to only spinal sur-
gery) in order to lower malpractice premiums.

An issue then arises when hospitals, med-
ical societies and state medical boards are
asked to re-credential these individuals who
have been away from medicine or have prac-
ticed under a limited scope of practice and wish
to resume previous privileges. The number of
physicians who fall into this scenario is rapidly
increasing and we must reach a consensus on
how to reinstate such individuals back into their
specialties while at the same time ensuring that
quality patient care is delivered.

These issues were explored and discussed
during Consensus Session IV – Physician Re-
turn to the Workplace – at the 2008 Congress
of Neurological Surgeons Annual Meeting in Or-
lando, Florida. The format of this consensus
session mirrored those of the other sessions. A
brief introduction was given followed by audi-
ence polling to determine their opinion sur-
rounding the subject matter. This was then
followed by a presentation by Holly Mulvey, MA
from the American Academy of Pediatrics who

is a national leader on the subject. Then three
neurosurgical positions were discussed fol-
lowed by a re-polling of the audience and a
question and answer session. Comparison of
the pre- and post-polling questions revealed
that there was a shift in audience opinion re-
garding the subject matter following the invited
speaker’s presentation and discussion of the
three possible neurosurgical positions.

Based on the information presented the fol-
lowing changes were observed in the responses
from the 21 audience participants: 
1. At which point in time away from practice

should a physician require recertification or
retraining: Never (11% to 6%), 1 year (11% to
6%), 2 years (33 to 56%), 5 years (28 to
33%). 

2. What is the best method to recertify a neuro-
surgeon following an absence from clinical
practice: No recertification (6 to 5%), CME
courses (29 to 20%), mentoring program
(41% to 35%), mini-fellowships (24 to 40%). 

3. Whose responsibility should it be to oversee
this process: Surgeon (41 to 30%), Hospital
(12 to 20%), State Medical Board (12 to 5%),
Neurosurgical Organizations i.e. CNS or
AANS (18 to 15%), ABNS (18 to 30%). 

4. What is the best way to recertify a neurosur-
geon who has given up cranial privileges for
an extended period and now wishes to re-
sume such privileges: No recertification (6
to 11%), CME courses (22 to 16%), mentor-
ing program (44 to 37%), mini-fellowships
(28 to 37%).
Based on the overall audience responses

and feedback obtained during this session there
was a sentiment that this is no longer a topic of
concern for only the primary care fields, such as
internal medicine and pediatrics, but is also a
significant concern for neurosurgery. While there
was no agreement on which manner would be
best to oversee or monitor such policy, there
seemed to be consensus that the need for such
a policy definitely exists. <
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The contributions of the Congress of Neu-
rological Surgeons (CNS) to socioeco-
nomic issues are not widely recognized,

yet they were an integral concern of the CNS
founders and its first leaders. Documents in the
CNS Archives, painstakingly assembled by its
third Historian and first and leading Archivist,
John Morgan Thompson (Past-President, 1970),
chronicle the contributions of the CNS (through
its educational debates and committees) to neu-
rosurgical reimbursement, utilization and man-
power needs, and professional liability. This
activism on behalf of our specialty led to the sub-
sequent coalescence with the American Associ-
ation of Neurological Surgeons (AANS) into what
would later become the Joint Officers structure,
the Joint Socio-Economic Committee, the Wash-
ington Office for Neurosurgery, and the Joint
Council of State Neurosurgical Societies (JCSNS).

The earliest focus of CNS activities mostly in-
volved establishing the credibility and special vi-
sion of the new organization. The first meetings
strived for rigorous scientific content presented
by the world’s leading experts, and increasingly
lore-filled social activities and post-meeting
travel excursions created fun-filled events of ed-
ucational value to early attendees. Committee
activities focused on membership development,
incorporation, finances and bylaws of the fledg-
ing new group. Passionate correspondence
among the Founders and CNS strategists, along
with early Executive Committee minutes, articu-
lated a populist and inclusive philosophy reflect-
ing aspirations of young neurosurgeons rather
than those of physicians who were already ac-
complished and established. These included ex-
quisite plots of the prevalence of CNS members

among practicing neurosurgeons, the rate of re-
cruitment of those completing training, and the
age distribution of CNS membership. The third
Annual CNS Meeting in New Orleans in 1953,
presided over by Dr. Nathaniel Roger Hollister,
included the roster of a Survey Committee,
chaired by Dr. Averill Stowell, formalizing a dem-
ocratic tradition of sounding the membership on
issues of relevance to their professional life. This
represented a departure from the tradition of
elitism in that era’s more established profes-
sional societies. In 1954, the CNS Meeting in
New York presided over by Dr. James Rowland
Gay included the first invited lecture on a socio-
economic topic at a CNS meeting. W. Scott Allen,
Vice President of the Mutual Life Insurance Com-
pany of Boston, addressed the group on
“Medico-legal Aspects of Compensation.” 

The first Archives reference to the Socio-Eco-
nomic committee (SEC) is recorded in CNS Exec-
utive Committee Meeting minutes of February 9,
1963, held in Chicago, Illinois, noting a presenta-
tion by Dr. William H. Mosberg Jr. about “a pro-
posed questionnaire to be sent to the
membership regarding the proposed national rel-
ative value scale of Blue Shield,” with the “desired
goal of ascertaining the fee schedule of the nu-
merous Blue Shield plans in existence in the
United States, as well as determining the consen-
sus of neurosurgical opinion on what would con-
stitute a fair relative fee schedule.” A motion by
Dr. DeSaussure, seconded by Dr. Welford, author-
ized the SEC to continue to pursue the investiga-
tion. Later that year, CNS Executive Committee
minutes from its summer meeting in Point Clear,
Alabama on July 27, 1963, record that Dr. Mos-
berg was disappointed “with the response of Con-
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gress members to a request for information re-
garding fee schedule.” Nevertheless, Dr. Mosberg
had apparently succeeded at compiling a list of
neurosurgeons throughout the country serving on
state fee schedule committees. The Executive
Committee “directed Dr. Mosberg and his com-
mittee to proceed with its work on relative fee
schedules.” The SEC Roster that year listed Drs.
Edwin W. Amyes, Edward J. Bishop, Shelly N.
Chou, Arthur B. Eisenbrey, Jr., Robert J. Imler, Jr.,
John N. Meagher, Harry Starr, and Joseph A. Witt,
in addition to Dr. Mosberg as Chairman (Figure 1). 

The Archives do not contain further docu-
ments on the subsequent status of Dr. Mos-
berg’s survey, although Dr. Robert Florin
mentions that the actual survey was performed
in 1964 and supplemented by additional sur-
veys in 1965, with results sent to all CNS mem-
bers. Fees for lumbar puncture ranged from $5
to $75, for herniated disc surgery from $250 to
$1500, and for craniotomy for clipping of
aneurysm from $275 to $2500 (Florin RE, in
Fifty Years of Neurosurgery, Editors Barrow,
Kondziolka, Laws and Traynelis, Lippincott
Williams and Wilkins 2000, page 68). The CNS
SEC was chaired by Dr. Edward Bishop from
1964 through 1967, as Dr. Mosberg rose to the
Presidency of the CNS. In 1967, the CNS Com-
mittees roster mentions Past-President Mosberg
and President-Elect Dr. John R. Russell as “Rep-
resentatives to Liaison Committee to the Harvey
Cushing Society,” the first record of formal rep-
resentation of CNS leadership in the AANS. Sub-
sequent CNS Presidents were often but not
always listed as ex officio members of the AANS
Board, including in formal presentation to the
CNS of a summary of activities of the AANS

Board. Also in 1967, the CNS Committees roster
includes a new “Ad Hoc Committee for Utiliza-
tion Guidelines” chaired by Dr. William Lockhart,
who led that committee from 1967 through
1969. The SEC was also chaired by Dr. Lockhart
in 1968, and co-chaired by Dr. Lockhart and Dr.
James T. Robertson in 1969. The 1969 report
by the SEC to the CNS Executive Committee
“had to do entirely with the problem of mal-prac-
tice.” The CNS Executive Committee entertained
various schemes to facilitate insurance cover-
age of neurosurgeons. 

The year 1969 also witnessed the birth of a
new CNS “Ad Hoc Committee on the Health Care
Crisis” ensuring CNS representation along with
that of other neuroscience professional organi-
zations in a Washington-based professional
coalition. Also in 1969, the CNS Utilization
Guidelines Committee published a landmark
manual on “Neurosurgical Hospital Utilization
Guidelines” (Figure 2). 

In 1970 and 1971, the CNS SEC was chaired
by Dr. James Barnes. It is noted to have been au-
thorized to reprint and mail the “Fee Survey” to
CNS members. 

In 1972, the CNS SEC Committee chaired by
Dr. Edwin Amyes joined the AANS to form the
Joint Socio-Economic Committee of the AANS
and CNS. This newly formed Joint-SEC launched
a major subcommittee designated the National
Neurosurgical Advisory Group (NNAG), including
CNS and AANS appointed representatives from
four regional quadrants of the United States. The
NNAG held its first meeting in Chicago on June
23, 1973, and its report was presented to the
Joint-SEC, in conjunction with the CNS Meeting
in Honolulu in October of that same year, and in-

cluded recommendations for enhanced coordi-
nation with State Neurosurgical Societies. In
1973, the roster of the CNS Committees lists the
names of 33 members of CNS SEC Committee,
the largest ever, chaired by Dr. Amyes. A separate
listing includes those same members along with
their AANS counterparts and regional appointees
under the Joint-SEC-NNAG, with Dr. Russell Pat-
terson, Jr. (AANS) and Dr. Amyes (CNS) as co-
Chairmen (Figure 3). Subsequent documents in
the CNS Archives never again list the SEC as a
separate CNS committee. The CNS Bylaws in use
until that year, printed in 1960, 1964 and 1968
respectively, had not mentioned the SEC as a
standing CNS Committee. Despite the previously
well-documented activities and incredible impact
of that committee, and its listing in CNS commit-
tee rosters as far back as 1963, the CNS culture
of volunteerism had essentially permitted this
group to thrive for more than a decade as an ad
hoc committee! The CNS Bylaws revised in 1978
finally articulated the charge and procedures of
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the SEC as one of the Joint Committees of the
AANS and CNS.

The 1974 CNS Annual Meeting in Vancou-
ver, British Columbia, presided over by Dr.
George T. Tindall, organized an ambitious
Symposium on Socioeconomics in Neuro-
surgery, including presentations by Drs. I. M.
Greenberg on “Neurosurgery’s Constructive
Response to the Changing Political Climate;”
by F. Wrenn on the “Status of Neurosurgical
Societies;” by D. Stewart on “Inter Relation-
ship of Neurosurgery with Other Surgical
Specialties in socioeconomics;” by G. Ablin
on “Are there too many, too, few, or just the
right number of Neurosurgeons;” by L. Finney
on “the Case for Neurosurgeons as Amicus 
Curiae;” and by Dr Amyes “Are Organizational
Changes Needed in the structure of Neuro-
surgery?” This was followed by a Symposium
on Neurosurgery Manpower, with participa-
tion by Kemp Clark and that year’s Honored
Guest, Guy Odom. In follow-up to this intellec-
tual debate, the 1975 CNS Meeting in 
Atlanta, presided over by J.T. Robertson,
hosted a plenary General Scientific Session
on Professional Liability, and an “Open Hear-
ing” of the Joint-SEC on neurosurgical
manpower on October 19, 1975. The 1976
Report of the Neurosurgical Manpower Moni-
toring Committee of the AANS acknowledges
that open hearing at the previous year’s CNS
Meeting, along with discussions with many
state neurosurgical societies, in formulating
the 40 questions to American Neurosur-

geons, representing the first recorded joint
AANS/CNS national survey. 

In 1976, a joint Committee of the AANS and
CNS chaired by Dr. Louis Finnery established a
liaison office in Washington, DC for the pur-
pose of offering “guidance and advice
concerning our relationship with various gov-
ernment agencies.” Charles A. Plante was
designated as consultant at that office. This
jointly funded venture has continued to serve
our specialty on behalf of the AANS and CNS to
this day.

On September 26, 1978, the CNS spon-
sored the First Annual Meeting of the
Presidents of State Neurosurgical Societies
from 8:00 to 11:00 AM in the Lincoln Room at
the Washington Hilton Hotel, in conjunction
with that year’s CNS Meeting, presided over by
Dr. Albert L. Rhoton, Jr. That meeting’s agenda
chronicles a number of initiatives, including a
reference to the “Council of State Neurosurgi-
cal Societies,” the “Washington Committee for
Neurosurgery,” and progressive discussions on
“Categorization and Emergency Health Serv-
ices,” and “Legislation on Death” (Figure 4B). 

In 1986, the CNS Newsletter included a
report by Dr. Paul Croissant on the first meeting
of the “Joint Council of State Neurosurgical Soci-
eties” (JCSNS) in Denver on Friday April 11,
through Sunday April 13, 1986, and plans by
the JCSNS for dedicated symposia in conjunc-
tion with that year’s Annual CNS Meeting in New
Orleans the following October (Figure 5). That
was the beginning of a tradition of subsequent

regular JCSNS meetings in conjunction with
Annual Meetings of the AANS and CNS. The
CNS has continued to marshall its leadership
and volunteerism in the Washington Committee
and Office, the JCSNS, and other socioeconomic
forums since those pioneering days.

The author acknowledges enlightening discus-
sions with Randy Smith, JCSNS Historian,
regarding the NNAG and the early roots of the
JCSNS. 
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> THE CNS HAS 
CONTINUED TO 
MARSHALL ITS 
LEADERSHIP AND
VOLUNTEERISM IN
THE WASHINGTON
COMMITTEE AND 
OFFICE, THE JCSNS,
AND OTHER 
SOCIOECONOMIC 
FORUMS SINCE
THOSE PIONEERING
DAYS. <

Figure 4B. 1978 - First SNS President’s Meeting AgendaFigure 4A. 1978 - First SNS President’s Meeting 

Figure 5



In my CNS presidential address “From Icarus
to Aequanimitas” I shared a proven formula
with the Congress membership guaranteed

to result in balance in one’s personal and so-
cial life.1 It is incredibly simple. One simply
draws a square and notes on each side work,
family/social, spiritual and physical as shown
in Figure 1. The next instruction is to draw a line
commensurate with the daily time and activity
committed to each. Optimally, the subsequent
diagram should be “four square” as the first. If
not, clearly depicted are the specific areas in
one’s life that are deficient and require con-
scious effort to improve — like mine on several
occasions (Figure 2). Balance occurs as a sec-
ondary effect of improving the physical, fam-
ily/social, spiritual and/or work dimensions in
our lives. 

During my personal and professional life I
have experienced failures, depression and
even despondency more times than I would like
to admit. But by returning to this simple for-
mula, which I chose to ponder and enunciate
for the first time at the 1986 CNS Annual Meet-
ing, I have been like Sidney Carton in the Tale
of Two Cities, repeatedly “recalled to life” —
and, I might add, a very blessed and good life. 

Fast forward to the 2005 CNS Annual Meet-

ing in Boston, Massachusetts, for another
major personal discovery. There, for the first
time, I heard Dr. David Sinclair, a molecular bi-
ologist and Director of the Anti-aging Labora-
tory at Harvard University, inform the CNS
membership of the latest concepts of aging
and gene activation. He described, in detail,
how calorie restriction, the only sure way of in-
creasing longevity and actually reducing the in-
cidence of many diseases of aging by stressing
the body, activates the newly discovered sirtuin
or longevity genes which prolong survival and
health.2,3

He further described the molecular path-
ways through which sirtuin gene activation re-
duces inflammation by blocking nuclear factor
k B (NF-kB); modulates the production of va-
sodilators such as nitric oxide, icosonoids and
adhesions molecules involved in the athero-
sclerotic process; helps prevent cancer in ex-
perimental models; and protects against the
ravages of stress. Most exciting was the discov-
ery that these same genes conserved in virtu-
ally all living species can be activated by
various polyphenols including Resveratrol
found in red wine and the Chinese plant, ho
shou wu or polygonum cuspidatum — without
calorie restriction. 

PAST PRESIDENTS’ SECTION

BALANCE, EPIGENETICS 
AND LONGEVITY
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Sinclair’s cross-disciplinary lecture completely
altered my life. The following week he invited me
to Boston to observe his work and further explain
his concepts. I subsequently became immersed
in the study of why we age, the physiological and
molecular affects of aging and what, if anything,
we can do to prevent or at least slow down the
process and compress morbidity into the short-
est possible time before, as William Osler stated,
“We pass over those flaming ramparts.”

I discovered that the aging process on a mo-
lecular level is directly related to the excessive
production of free radicals and mitochondrial
damage, the accumulation of advanced gly-
cosolated end products (AGEs), the declining ac-
tivity of genetic regulators like the sirtuin genes,
and direct DNA damage from endogenous and
exogenous environmental factors. I became so
engrossed that I spent the subsequent two
years reviewing thousands of papers and books
on calorie restriction, nutragenomics, envi-
ronogenomics, xenohormesis and the many his-
torical and creative attempts — from Ponce de
Leon to monkey glands — to enhance longevity.

The culmination and summary of this work
was the publishing of The Longevity Factor:
How Resveratrol and Red Wine Activate Genes
for a Longer and Healthier Life by Simon and
Schuster, January 2009, endorsed by Dr. San-
jay Gupta, Dr. Mehmet Oz and Greg Norman.4

I further discovered that although our genes
directly control approximately 30% of the dis-
eases we eventually will acquire, 70% of these
conditions can be prevented or markedly de-
layed by direct choices we make in our nutrition,
activity level, environmental factors and emo-
tional health. These four entities are called epi-

genetic factors because they directly influence
or activate our genes, which essentially are mo-
lecular blueprints, for either healthy or unhealthy
outcomes. The science of epigenetics, therefore,
provides the missing link between the 70% of
diseases environmentally induced and the 30%
inherited through our DNA. (Slides 2 and 3).

Through specific signaling and transcription
molecules, healthy choices in these four areas
activate genes to result in anti-inflammatory,
antioxidant and antimutation affects for a
longer and healthier life. The corollary, however,
is also true. A high fat, high carbohydrate diet,
a sedentary lifestyle, a polluted environment
and chronic high stress activates signaling and
transcription molecules that result in a chronic
inflammation, high oxidative stress and DNA
damage that may result in cancer, heart dis-
ease and neurodegenerative disease of the
brain — all diseases of age. From the CNS An-
nual Meetings in 1986 and 2005 the quintes-
sential point is that to make our lives “four
square” and to live longer and healthier
through modulation of epigenetic factors is a
personal choice. The choice is up to each of us
on a daily basis on how we chose to activate
our genes — for better or for worse.

Editor’s Note:
At age 69, Doctor Maroon has completed
over 60 triathlons and 6 ironman events
(2.4 mile swim, 112 mile bike, 26.2 mile
run), his last being the Hawaiian Ironman
in October of 2008 and the Muncie 
Endurathon in July 2009.
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A 77-year-old woman with no significant past medical history presented with headache, nausea, and vomiting
for two months. At presentation, she also complained of new right facial numbness, dysphagia, and decreased
right vision. 

Initial CT and MRI images were concerning for a suprasellar tumor, and brain tumor surgeons were contacted
for potential surgery. 

A CT angiogram was then done which revealed a giant aneurysm. <

IMAGES IN NEUROSURGERY
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