
• Video Perspectives in Neurological
Surgery.

• Directory of Neurological Surgeons*
(included in annual dues).

• World Directory of Neurological
Surgery online (included in annual
dues).

• Young Neurosurgeons Directory, free
to CNS Resident Members.

• Neurosurgery://On-Call* (included
in annual dues).

• Core Curriculum in Neurological
Surgery.

• Eleven distinct Neurosurgical Fel-
lowships.

The CNS promotes the art and science
of neurological surgery:
• The CNS Annual Meeting
• NEUROSURGERY and other CNS

publications

Mark N. Hadley, M.D.
Vice President, CNS

The 2000 CNS
A n n u a l
Meeting and

50th Anniversary
celebration of the
founding of the
Congress of Neuro-
logical Surgeons was
a terrific success.

Attendance and participation in San
Antonio last September surpassed all
expectations. Participant’s evaluations
of the meeting content, organization,
and science were excellent. Incorpora-
tion of non-neurosurgical keynote
speakers was felt to have been a great
contribution. As those of us honored to
be in leadership roles of the CNS
attempt to continue to streamline our
efforts to make the CNS most effective
and most efficient, I have been asked
to address and assess the value of CNS
membership. CNS dues are $285 per
year, one of the lowest in organized
medicine. For those dues, the CNS
offers a broad array of member services
to our 5,000-plus members worldwide.
The CNS is able to offer a broad spec-
trum of member services and educa-
tional opportunities despite low dues
because of the contributions of indi-
vidual members like yourself. The con-
cept of volunteerism was built into the
CNS original design and mission. 
Volunteerism, individual commitment,
and innovative contributions from CNS
members over these last 50 years has
allowed the Congress to become one
of the premiere organizations in 
medicine. 

The mission of the CNS is education,
the promotion of the art and science of
neurological surgery, and the develop-
ment and maturation of young neuro-
surgeons. The goal of the CNS
leadership is to accomplish these objec-
tives in the broadest, most compre-
hensive and contemporary fashion, at
the lowest possible expense, providing
maximum value for every CNS mem-
ber. With annual dues of only $285, the
CNS provides exceptional value to its
membership.

The CNS provides education: 
• An annual, international scientific

symposium, the CNS Annual Meet-
ing, with reduced registration fees
for members. (2001 Annual Meet-
ing will be held in San Diego, Cal-
ifornia, September 29—October 4.)

• World-renowned scientific journal,
NEUROSURGERY, including the
online version (annual subscription
included in dues structure).

• Neurosurgery News, six times per
year (included in annual dues).

• Clinical Neurosurgery, annually
(included in annual dues).

• Concepts in Neurological Surgery
(included in annual dues).
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On September 30, 2001, during the
CNS meeting in San Diego,

California, WINS will be sponsoring a
Leadership and Strategic Planning
Conference from 12:30-5:00 pm. We

are encouraging all women neurosur-
geons to participate in this important
and educational session. Women in
training are encouraged to present

WINS Conference at San Diego
CNS Annual Meeting

A Message from the 
Vice President

Continued on page 2 

Continued on page 2 

WINS members at annual meeting. 

Emily Friedman, M.D., Debra Benzil, M.D., and Suzie Tindal, M.D., in discussion at prior WINS meeting. 



• The Washington Committee*
(included in annual dues).

• Support and promotion of six Sec-
tions in neurological surgery*
(included in annual dues).
❒ Tumor
❒ Cerebrovascular Disease
❒ Pediatric Neurosurgery 
❒ Pain
❒ Stereotactic and Functional 

Neurosurgery
❒ Spine and Peripheral Nerves

• Support and promotion of the
Council of State Neurosurgical
Societies* (included in annual
dues).

• CNS International Committee and
multiple international scientific
endeavors (included in annual
dues).

• Independent organizational rep-
resentation in large national med-
ical societies (included in annual
dues).
❒ American Medical 

Association
❒ American College of 

Surgeons
❒ American Board of 

Neurological Surgery
❒ Practice Expense Coalition
❒ Patient Access Coalition
❒ CNS Auxiliary (included in 

annual dues).
❒ CNS Resident Member 

program (included in annual 
dues).

❒ CNS Fellowship Program 
(included in annual dues).

* Jointly sponsored by the CNS and AANS.

The CNS promotes the development
and maturation of young neurosur-
geons:
• Exceptional CNS Resident Mem-

ber program: Free annual mem-
bership, free Annual Meeting
registration, free hotel accommo-
dations at Annual Meeting, free
annual subscription to Neuro-
surgery, other free CNS publica-
tions, and participation in Annual
Meeting structure (all for the one-
time membership $25 fee).

• Seamless transition for CNS Resi-
dent Members to Active CNS
Membership
❒ Leadership Development 

Program
❒ Variety of CNS Resident 

Awards
❒ Multiple CNS Educational 

Fellowships
❒ CNS Core Curriculum in 

Neurological Surgery
❒ CNS International 

Committee initiatives for 
young international 
neurosurgeons

In all, the CNS offers terrific value for
CNS members, young and old, at
remarkably low annual dues. Your inter-
est, innovation, and volunteerism have
helped the CNS to grow and prosper
over the last 50 years. With you, the
CNS has evolved into one of the pre-
mier, most effective and efficient mem-
ber service organizations in all of
medicine. Thank you for your contin-
ued participation.
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papers or posters at the meeting so they
may also attend the leadership confer-
ence. Residents may also be eligible for
the Louise Eisenhardt Resident
Scholarship Award and are encouraged
to send their abstracts to WINS for 
consideration. Information on the
WINS scholarship can be obtained
from the WINS Web site (www.
NeurosurgeryWINS.org). Deadlines for
submission of such abstracts/papers is
in spring 2001.

WINS Meeting
Continued from page 1

2001 ANNUAL MEETING
CONGRESS OF 
NEUROLOGICAL
SURGEONS

San Diego Convention Center
San Diego, California
September 29 through October 4

Michael L. J. Apuzzo, Honored Guest

Douglas S. Kondziolka, Meeting Chairman

Richard Ellenbogen, Program Chairman

Howard Tung, Local Arrangements Chairman

Michael L. Levy, P.R. and Marketing

WINS Meeting

Mark Your 
Calendars

Lynn Martin

former Secretary of Labor
and Congresswoman

WINS 8th Annual Ruth
Kerr Jakoby Lecturer

Tuesday, April 24, 2001

AANS Toronto, Ontario,
Canada

An unparalleled authority on
modern workplace issues,
Lynn Martin has champi-
oned the rights of all work-
ers, particularly women and
minorities, by providing
comprehensive solutions to
these issues
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Mark N. Hadley, M.D.
Past Secretary, CNS

As we cele-
brate our
50th ann-

iversary of member
service and organi-
zational productiv-
ity, I am privileged
to offer the 2000
Congress of Neuro-
logical Surgeons
Annual Report. Our
founders envisioned

a professional neurosurgical organiza-
tion, founded on education and science,
driven by volunteerism, without dis-
crimination in membership. Fifty pros-
perous years later, those key principles
continue to guide our organization. Our
founders would be proud of the legacy
they initiated and pleased with the
breadth and depth of the member ser-
vice offerings the CNS presently pro-
vides. At no time in our history has the
CNS been stronger, more financially
secure, and more involved in the myr-
iad of issues and activities that face our
ever-expanding neurosurgical mem-
bership.

The mission of the
CNS is education
and the professional
development and
promotion of our
membership. Last
year’s spectacular
Annual Meeting is a
testimony to our
commitment to our
educational heritage
and mission. Annual

Meeting Chairman Vincent Traynelis
and Scientific Program Chairman Dou-
glas Kondziolka created one of the most
innovative, diverse,
and contemporary
international scien-
tific symposia ever.
Never before have
more members
reached the podium
to deliver scientific
presentations. Never
before was such
effort made to
include neurosur-
geons, their related medical field col-
leagues, their spouses, and even the
public in the content and fabric of the
Annual Meeting. At comparatively low
Annual Meeting registration rates, the
CME return on CNS member invest-
ment is very, very high. Our founders
would be delighted by the attendance
and magnitude of last year’s meeting
and impressed by its complexity, scale,
and technical innovation. That our
membership now exceeds 4,700 physi-
cians, residents, and international 
scientists would not surprise them. Our
broad reaching, international, nondis-

criminatory membership policy is
exactly how they designed it.

Last year’s Annual Meeting was the site
of yet another CNS “first” member ser-
vice: complete on-line registration.
Much like the CNS “first” at our
Annual Meeting in 1998 when we first
offered online abstract submissions,
online meeting registration has allowed
hundreds of participants at the sympo-
sium to register and confirm room
reservations electronically.

In celebration of our 50th anniversary,
Past President Daniel Barrow added
further to the rich CNS legacy by cre-
ating an honored annual keynote lec-

tureship entitled the
CNS Walter Dandy
Oration, and by
naming Senator
John Glenn as the
first to serve in that
prestigious role.
Finally, Dr. Barrow,
Vincent Traynelis,
Douglas Kondzi-
olka, and the Publi-
cations Committee

has chronicled our glorious 50-year his-
tory in a complimentary book entitled
50 Years of Neurosurgery: The Golden
Anniversary of the Congress of Neurological
Surgeons available to all CNS members.
This historical text will surely be val-
ued by all those who have benefited by
CNS membership during the last five
decades.

The other major vehicle of our educa-
tion mission besides our Annual Meet-
ing, our journal, NEUROSURGERY, has
enjoyed unparalleled success and cir-
culation. Under the artistic and articu-

Report of the CNS Executive
Committee: September 2000

Vincent Traynelis
Annual Meeting 

Chariman

Mark N. Hadley,
Past Secretary, CNS

Douglas Kondziolka,
Scientific Program

Chariman

Daniel Barrow
Past President

Continued on page 4 



late stewardship of
Editor Michael L. J.
Apuzzo, NEURO-
SURGERY surpasses
its competition in
value, scientific
merit, and innova-
tion and is arguably
the most “in
demand” contem-
porary journal of
our profession. NEU-

ROSURGERY is available in printed form
and online, and past volumes of the
journal are available on CD-ROM. The
number of pages of scientific informa-
tion has increased steadily, and its cir-
culation and prosperity continue to
flourish. Resident members of the CNS
receive NEUROSURGERY free of charge,
thanks to the terrific educational cor-
porate support of David Hable and our
many friends at Codman, Johnson &
Johnson, Inc.

The CNS, led by Vincent Traynelis and
the CNS Education Committee, has
recently undergone a rigorous ACCME
recertification process under new, more
comprehensive, and more rigid CME
criteria. The CNS received a 4-year
accreditation (the maximum) by the
ACCME reviewers, and received the
highest, most positive organizational
reaccreditation score in the 3-year his-
tory of the new ACCME certification
process. In addition to reaccreditation,
the Education Committee of the CNS,
driven by membership need and our
educational mission, is working on a
host of other member services and edu-
cational offerings. They have recently
completed a Core Curriculum in Neu-
rological Surgery to assist residents-in-
training and training programs alike in
the effort to provide comprehensive,
contemporary education and training
for our future leaders.

Neurosurgery://On-Call, the jointly sup-
ported, jointly owned Web site of orga-
nized neurosurgery has been
completely revamped and made
cost-effective by the individual efforts
of William Friedman, a Past President

of the CNS, John
Oro, former Editor,
and Joel MacDon-
ald, the current Edi-
tor. Dr. MacDonald
and his committee
have completely
revamped the CNS
portion of the Web
site and have pro-
vided updated link-
ages to other

electronic sites including Section Web
sites, Guidelines, and, with leadership
from John Popp, Public Pages. Neuro-
surgery:// On-Call has become one of the
premier, most visited Web sites in orga-
nized medicine today.

The Publications Committee of the
CNS has been recently revamped and

reorganized by the CNS Executive
Committee. The Committee, led by
Christopher Loftus and Douglas
Kondziolka, provides a broad and
diverse number of educational mem-
ber offerings, including Concepts in Neu-
rological Surgery and Video Perspectives in
Neurological Surgery, as well as several
directories of neurological surgery,
including the CNS-developed, directed,
and produced World Directory of Neuro-
logical Surgeons and the Young Neurosur-
geons’ Directory of Residents and Fellows in
Training in North America. The CNS
Newsletter has been reformatted and is
now entitled Neurosurgery News, with
Michael Levy as the Editor. Neurosurgery
News has an expanded magazine for-
mat and includes important CNS orga-
nizational information and news of
membership offerings, member candi-
dates, and bylaws changes. Stimulated
by a request of the Council of State
Neurosurgical Societies, it also includes
other important newsworthy reports
and presents a forum in which Section
activity may be reported and by which
the CSNS can reach the CNS mem-
bership at large.

The Leadership Development Com-
mittee, led by Chair Isabelle Germano
continues to promote and encourage
resident members and young neuro-

surgeons to become
involved in the
workings and lead-
ership of the CNS.
Dr. Germano and
her committee
recruit young neu-
rosurgeons and
other CNS mem-
bers to a variety of
committee responsi-
bilities to enhance
the number and

quality of CNS member services and
educational opportunities. The efforts
of the Leadership Development Com-
mittee serve to groom future leaders of
organized neurosurgery for even greater
responsibilities. Most recently, the Lead-
ership Development Committee
recruited 20 young international mem-
bers to assist the CNS International
Committee in their expanding rela-
tionship with the Foundation for Inter-
national Education In Neurological
Surgery (FIENS).

The Resident Committee, led by
Richard Ellenbogen, and the Placement
Committee, led by P. David Adelson
offer resident members and young neu-
rosurgeons a variety of terrific benefits,
opportunities, re-
search awards, and
prizes to encourage
participation in the
CNS and to
enhance the scien-
tific effort of young,
developing neuro-
surgeons. Resident
members of the
CNS pay a onetime
membership fee of
$25. They receive free registration at
the Annual Meeting, free hotel accom-

modations at the Annual Meeting, and
a new benefit that began last year, free
annual subscriptions to the official jour-
nal of the CNS, NEUROSURGERY. There
are a variety of resident prizes and
awards available to stimulate our young
men and women in neurosurgery to
participate in the process and the sci-
ence program of the Annual Meeting.
The CNS placement service helps to
link young neurosurgeons with career
opportunities within North America.

The CNS is proud to offer a variety of
exceptional educational opportunities
to its membership in the form of fel-
lowships. Douglas Kondziolka has
chaired this committee with energy and
enthusiasm. He has developed a stan-
dardized approach for application.
There are now 11 different and presti-
gious fellowships available to CNS
members:

• CNS Cushing Clinical
Fellowship

• CNS Dandy Clinical Fellowship
• CNS/DePuy Acromed Spinal

Clinical Fellowship
• CNS/Medtronic Sofamor-Danek

Clinical Fellowship in
Image-Guided Neurosurgery

• CNS Charles Plante Public 
Policy Fellowship

• CNS Wilder Penfield Clinical
Investigation Fellowship

• CNS Sean Mullan
Neuroendovascular Surgery 
Fellowship

• CNS Elekta Lars Leskell 
International Fellowship

• CNS Kenichiro Sugita
International Fellowship

• CNS George Ablin International
Fellowship

• CNS Traveling Fellowship

The budget for fellowship support on
an annual basis now exceeds $260,000.
The CNS leadership and the CNS Mar-
keting Committee are working dili-
gently to secure corporate support and
endowment dollars as a means of fel-
lowship support, reducing individual
member dollar contributions for these
important educational opportunities.

The International Committee of the
CNS, led by outgoing Chairman
Richard Perrin and new Chairman Nel-
son Oyesiku, has been very active over
the last year. Under their direction and
leadership CNS International Mem-
bership has increased and liaisons to
international organizations and under-
served areas of the world have been
expanded. The International Commit-
tee of the CNS has established focused
linkage with FIENS. Together the CNS
and FIENS will work to provide greater
international educational assistance with
improved efficiency. The International
Committee is considering the devel-
opment of new potential areas of assis-
tance under the “Zimbabwe Project”
umbrella. These potential sites include
India and Morocco. Three International
Fellows were awarded fellowship posi-

tions in the United States for the year
2000, Dr. Tulio P. Murillo, Dr. Vladimir
Katuch, and Dr. Ketan Desai. Under
the leadership of the International Com-
mittee, the CNS is participating in a
variety of valuable and important altru-
istic international education-based ini-
tiatives.

The CNS has an important leadership
voice in organized neurosurgery’s
response to the government, to state
regulatory agencies, to third-party insur-
ers, and to the FDA. The CNS provides
half of the leadership and half of the
financial support for the important
jointly sponsored Washington Com-
mittee. The Washington Committee,
led by John Popp (with key assistance
from Katie Orrico), has had the task of
organizing a concise, firm, yet multi-
faceted neurosurgical strategy to com-
bat HCFA and their proposed changes
in Medicare fee schedules. Washington
Committee efforts have been essential
in protecting neurosurgery’s interests
in this arena as well as many others.

The diverse and impressive
agenda of these joint activities

is a tribute to the collegial,
“equal voice” and “equal pay”
relationship between the CNS

and the AANS. 

The Washington Committee has estab-
lished multiple liaisons with govern-
ment agencies, regulatory agencies,
third-party insurers, and the executive
and legislative branches of the United
States government. The focused voice
of organized neurosurgery, directed
through the potent, effective Washing-
ton Committee, has never been
stronger, better organized, or more per-
suasive. Support of the Washington
Committee is the single largest bud-
getary item in the CNS annual budget.
As far as dollars spent for services to
CNS members, they are of terrific
value.

The CNS provides support for half of
all joint activities offered by the CNS
and the American Association of Neu-
rological Surgeons. This includes
numerous manpower hours of volun-
teer effort and almost three quarters of
a million dollars a year in financial out-
lay. This considerable commitment
includes support of the Washington
Committee, Joint Officers, the Council
of State Neurosurgical Societies, Neu-
rosurgery://On-Call, the seven Sections
of the CNS and AANS, and several
other joint activities.

Without two interested, prosperous, and
influential yet culturally different par-
ents, these joint activities (joint ventures,
if you will) would not be possible. The
influence of neurosurgery in the world
of politics, government agencies, med-
ical organizations, and corporate Amer-
ica would not be as great if only one
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CNS Executive Committee
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Michael L.J. Apuzzo
Editor, NEUROSURGERY

Joel D. MacDonald,
Editor,

Neurosurgery://
On-Call

Isabelle M. Germano
Chairman, Leadership

Development 
Committee

P. David Adelson,
Chairman, 

Placement Committee

Continued on page 5
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healthful neurosurgical organization
existed instead of the two we have
today. The diversity of member services
we can offer to CNS and AANS mem-
bers would also suffer.

The efforts and activities of the CNS
are guided by its Mission Statement and

the fabric of the
CNS Strategic Plan.
Our Strategic Plan-
ning Committee, led
by President Issam
Awad, has worked
over the last year to
update the Strategic
Plan of the CNS to
make it a more con-
temporary and
effective tool of

organizational guidance. The CNS is a
distinct, important, and powerful orga-
nization in medicine and in neuro-
surgery. It is uniquely different than the
organization of the AANS. While serv-
ing a similar membership, the CNS has
a different focus and a different mission
than that of the AANS. The essence of
the CNS is education, member service,
the promotion of the art and science of
neurological surgery, and the promo-
tion and development of the young neu-
rosurgeon. To that end, the CNS has a
vested interest in the future and an even
greater responsibility to neurosurgeons
practicing in North America today. We
have our entire lives before us and vir-
tually our entire careers ahead of us. It
is critically important and entirely appro-
priate that the youthful CNS provide
equal input, leadership, and action to
the voice of organized neurosurgery in
North America.

The CNS is keenly interested in a
healthful, collegial relationship with our
sister organization, the AANS. To that
end, we have offered joint strategic
planning on issues important to all of
neurosurgery, and have proposed
developing a joint venture with the
AANS to develop, distribute, and
finance member services for maximal
efficiency and cost savings. We will con-
tinue to work toward reasonable com-
promises that will allow the realization
of such efficiencies and savings, yet pre-
serve the inherent good and unique,
distinct features, history, and culture of
the two organizations. Whether com-
promise is reached in the near future
or not, the CNS is a mature and healthy
50 years old. We have followed the
blueprint for success our founders left
in legacy for our organization, and we
have built from their blueprint one of
the most efficient and effective volun-
teer-driven, educational organizations
in medicine today.

Education, value, member service, and
attention to fiscal priorities are the hall-
marks of our 50-year-old organization.
The spectrum of educational offerings
discussed previously, the variety of
member services, and the important,

expanding joint activities provided and
contributed to by the CNS is all accom-
plished with one of the lowest dues
structures in organized medicine. At
$285 per year, active membership in
the CNS represents the best bargain in
medicine today.

I have appreciated providing you this
summary of the focus, health, and activ-
ities of the CNS over the last year. I
hope you will embrace the celebration
of our 50th anniversary. Before I con-
clude this report, I would like to ask a
moment of silent recognition for the fol-
lowing CNS members who have died
since our Annual Meeting in 1999:

Stanley Batkin, M.D.

Joe D. Beals, M.D.

Aaron Beller, M.D.

William R. Bernell, M.D.

Richard E. Buckley, M.D.

Jack Cooper, M.D.

Edward Gates, M.D.

D. Gioia, M.D.

William E. Hunt, M.D.

John Kennedy, M.D.

William R. Lipscomb, M.D.

Richard H. Lye, M.D.

George C. Manning, M.D.

Douglas L. Polk, M.D.

Shlomo Pomeranz, M.D.

Morris Sanders, M.D.

Thomas E. Scott, M.D.

Issam Awad,
President

CNS Executive Committee
Continued from page 4
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Isabelle M. Germano, M.D.
Chairman, Leadership Development
Committee

The Leader-
ship Devel-
o p m e n t

Committee contin-
ues to promote and
encourage resident
members and young
neurosurgeons to
become involved in

the workings and leadership of the
CNS. To maintain the volunteer spirit
of the CNS that has been so character-
istic of the organization since its begin-
ning, the Committee serves as a
repository for all requests for involve-
ment in the CNS organization and
assigns individuals to the CNS com-
mittee structures. Additionally, to
ensure that meritocracy is respected
within the CNS structure, the Com-
mittee developed a database to care-
fully track the work of hundreds of
committee members involved in the
CNS and attempts to reward those with
continued interest with progressively
more challenging assignments.

For 50 years, the CNS has been able to
provide education to national and inter-
national members through the volun-
teerism of many individuals with an
emphasis on the promotion of the art
and science of neurological surgery and
the development of young neurosur-
geons. One of the goals of the Leader-
ship Development Committee is to
ensure that minority groups, such as
neurosurgeons in private practice and
women neurosurgeons, will continue

to be included in the new leadership of
the CNS. In most occasions, a per-
ceived lack of opportunity might rep-
resent an error of omission rather than
commission. The database will be
aimed to track individual participation
and performance errors of omission will
become less frequent.

To ensure that the young neurosurgeons
are aware of the opportunity to serve
in the CNS leadership, we recently
mailed a welcome letter to all first year
neurosurgery residents informing them
of this opportunity. Additionally, we are
working closely with the International
Committee to ensure an active partici-
pation of our international members in
various CNS activities.

The Leadership Development Com-
mittee is currently recruiting young neu-
rosurgeons and other CNS members
to a variety of committee responsibili-
ties to enhance the number and qual-
ity of CNS member service and
educational opportunities provided.
This effort serves to groom future lead-
ers of organized neurosurgery for even
greater responsibilities. If you have a
particular area of interest or expertise
or are interested in serving a specific
committee, please contact Isabelle M.
Germano, M.D. at the address below:

Isabelle M. Germano, M.D.
Department of Neurosurgery, Box 1136
Mount Sinai Medical Center
New York, NY 10029-6574
Phone: 212-241-9638
Fax: 212-831-3324
e-mail: igermano@mssm.edu

CNS Leadership Development
Committee Report

Odette A. Harris, M.D.

Ihave just recently completed my
externship in international neuro-
trauma under the auspices of the

CNS Clinical Fellowship. I would like
to thank the Committee for affording
me this opportunity and inform them
of the various projects my funding has
enabled.

During November and December of
1999, I worked at Kingston Public Hos-
pital (KPH) in the inner city of
Kingston, Jamaica. This hospital serves
the indigent and uninsured of the island.
Along with the University Hospital of
the West Indies (UWI), KPH is also a
referral center for island-wide trauma.
I worked with the island’s Neurosurgery
team, two consultants at KPH, and one
professor at the University. I served as
the primary neurosurgical resident at
KPH and, as such, participated in
admissions, routine ward and ICU care
of neurosurgical patients, all trauma
cases, elective and emergency neuro-
surgical cases, and conferences at both
KPH and UWI. Resources were
severely limited at KPH. We worked
with only a basic radiology facility (CT
and MR imaging required transport to
an outside facility and prepayment). In
addition, the availability of laboratory
studies, medication, and operative
equipment was severely limited. This
experience served to enhance skills of
autonomy, basic physical diagnosis, and
self-reliance.

While part of the surgical community,
I participated in all conferences and
professional meetings. I was the Guest
Speaker at the Association of Surgeons
in Jamaica (November 20, 1999) and at
Neurosciences Grand Rounds at the
University Hospital of the West Indies
(December 4, 1999). I was also able to
participate in clinical research and have
presented the results of one of my stud-

ies at the CNS in September 2000,
Guidelines for the Management of Minor
Traumatic Brain Injuries in the West Indies.

One of the primary goals of my extern-
ship in the Caribbean was to develop
solutions to the challenges of limited
resources, access to technology, med-
ical supplies, education, and preven-
tion. To this end, I worked closely with
the medical community of the island,
the National Road Safety Council, and
the Minister of Health in establishing
the first branch of Think First. The pro-
gram was officially launched during the
week of May 29 to June 2, 2000 (span-
ning National Child and Road Safety
months) and endorsed by the Prime
Minister and the Minister of Health. To
date we have reached over 500 students
island-wide with this peer education-
based program of prevention. The pro-
gram will continue year round. We are
currently funded by the National Road
Safety Council and private donations.
We are also working on corporate spon-
sorship. Our goal is to address the pub-
lic health issue of trauma from the
standpoint of prevention. We hope this
will not only save lives and limit mor-
bidity, but also enable reallocation of
scarce resources. We are also critically
analyzing the current management of
trauma at KPH in an attempt to better
deliver quality care in a cost-effective
manner. I will begin my MPH in epi-
demiology in August of this year (2000).
I hope to continue the work I was able
to start under my CNS Clinical Fel-
lowship. I intend to continue a dialogue
with the Minister of Health in devel-
oping solutions for the many challenges
facing the practice of neurosurgery in
this setting. I also hope that these skills
will help prepare me for my next
externship in an underserved commu-
nity of the United States, specifically
inner-city Oakland, and my ultimate
goal of a career in academic neuro-
surgery.

CNS Clinical Fellow in Jamaica
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Neurosurgery://
On-Call Update

Joel D. MacDonald, M.D.
Editor, Neurosurgery://On-Call

One of the
p r i m a r y
missions of

N e u r o s u r g e r y : / /
On-Call is to provide
e d u c a t i o n a l
resources for the
general public.
Increasingly, patients

are utilizing the Internet to seek out
credible health information. In an effort
to reach out to the public and also to
support the efforts of practicing neuro-
surgeons, Neurosurgery://On-Call has
decided to reverse the order of its open-
ing home page. Visitors to Neuro-
surgery://On-Call will now be greeted
with the Health Resources page. The
Health Resources page is dedicated to
providing information to patients. The
“What is Neurosurgery?” button pro-
vides a detailed description in layman’s
terms of the nature of neurosurgery and
the types of disorders treated by neu-
rosurgeons. On this same page, there
is a history of neurosurgery as well as
a glossary of common terms. The

Health Resources section also provides
a number a number of patient
resources. Foremost among these is the
Find a Neurosurgeon Directory. Find a
Neurosurgeon Directory provides a
search engine through which patients
can identify neurosurgeons in their
community. The directory can be
searched on the basis on the area code,
last name, city and state, or by country.

One of the most popular aspects of the
Health Resources page is the monthly
featured article. This article provides a
comprehensive discussion of a given
diagnostic entity with associated graph-
ics and frequently asked questions. The
Quick Find menu is a rapid link to the
spectrum of topics covered which range
from basic anatomy to cerebrovascular
disease, head injury, spine disease,
Parkinson’s disease, and many others.
These articles are concise and easy to
understand and are prepared with the
editorial input of neurosurgeons. They
serve as an excellent resource for
patients who are interested in further
clinical information. Feel free to refer
your patients to N://OC for credible
information. 

A final popular component of the
Health Resources Section is the Ask a
Neurosurgeon system. The Ask a Neu-
rosurgeon system is an e-mail—based
response system through which patients
may pose a question to practicing neu-

The following Bylaws
changes and proposed
Bylaws Amendment were
discussed at the Annual
Executive Committee Meet-
ing in San Antonio and are
being published for your
consideration.

Proposed Bylaws Change
Creation of New Standing Committee on
Information and Technology

22 September 2000

Article VII, Section 1.  
Standing Committees. X.

The CNS Information and Technology
Committee shall be composed of a
Chairperson and Members who shall
review all computer and technology
related activities of the Congress of Neu-
rological Surgeons (including the Exec-
utive Committee and other Standing
Committees) and shall make recom-
mendations regarding new projects and
utilization of technology to advance the
educational mission of the Congress of
Neurological Surgeons.  The Commit-
tee will meet biannually coincident with
the annual meetings of both the Con-
gress of Neurological Surgeons and the
American Association of Neurological
Surgeons and shall make reports to the
Executive Committee and other stand-
ing committees as necessary.  A specific
directive of this Committee will be to
involve younger neurosurgeons with
computer expertise to encourage their
participation in the activities of Con-
gress of Neurological Surgeons.  The
Chair shall be appointed by the Presi-
dent of the CNS to a 3-year term.
Members of the Committee will be
jointly appointed by the President, the
Executive Committee, and the Chair-
person.

Proposed Bylaw Amendment
CNS Executive Committee

22 September 2000, San Antonio, Texas

Article VII, Committees, 
Section 1. J.
The Council of State Neurosurgical
Societies

Intent of Change: 
Need for a CNS-delegate Chairperson
to coordinate Council premeeting com-
munication between CSNS, the CNS,
and CNS-appointees.

Need for leadership during the CNS
and AANS meetings of the Council to
coordinate the efforts of our CNS-
appointee volunteers.

Need for instruction to the newly des-
ignated CNS-appointees regarding
responsibilities.

Need for reporting to the Leadership
Development Committee on a quar-
terly or semi-annual basis on the per-
formance of CNS-appointees

Proposed Version of Section
1. J. (changes in italics)

The Council of State Neurosurgical
Societies shall be established jointly by
the Congress and the American Asso-
ciation of Neurological Surgeons. The
CSNS will be comprised both of
elected delegates from the State Neu-
rological Societies and of members
appointed by the Presidents of the
American of Neurological Surgeons and
the Congress. The purpose of the CSNS
is to provide a national forum for the
State Neurosurgical Societies of the
United States. This forum is primarily
for discussion, consideration, and pro-
posal of action regarding socioeconomic
issues concerning neurological surgery.
The rules and regulations governing the
operation of the CSNS are those that
have been approved by the Board of
Directors of the AANS and the Exec-
utive Committee of the Congress.
Amendments to the rules and regula-
tions are subject to approval of the
Board of Directors of the AANS and
Executive Committee of the Congress.

The Chairperson of the CNS-appointees
shall be appointed by the CNS President to
a 3-year term. The Chairperson should have
experience as a State or Regional delegate
or as a CNS-appointee to the CSNS. The
responsibility of the Chairperson is to pro-
mote attendance of the CNS-appointees at
the two annual meetings of the CSNS and
provide leadership during the weekend activ-
ities of the CSNS. The Chairperson shall
report to the Leadership Development Com-
mittee on the performance of the CNS-
appointees.

CNS Bylaws Changes

CLASSIFIED ADVERTISING
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P. David Adelson, M.D.,
F.A.C.S., F.A.A.P

The year 2000
marks the end of the
first 10 years since
the founding of 
the Think First
Foundation as neu-
rosurgery’s commu-
nity service arm to

provide brain and spinal cord injury
prevention education across the coun-
try. The Foundation has served as the
instrument of distribution and imple-
mentation of injury prevention pro-
gramming, education, and awareness
nationally through the grassroots
growth of local chapters connected to
the national central office/foundation.
The history and growth of the Think
First Foundation and its programs are
well known by many since it was initi-
ated by two neurosurgeons. After tir-
ing of treating children with spinal cord
injuries, they rightly believed that the
best treatment for these children was
prevention. Their program, once fully
developed, was eventually supported
and formally endorsed by the two
major neurosurgical organization, the
American Association of Neurological
Surgeons (AANS) and the Congress of
Neurological Surgeons (CNS) in 1986.
The Think First Foundation was then
founded in 1990 to facilitate the further
development of injury prevention pro-
gramming, dissemination, and imple-
mentation of the education curricula.
The number of children reached by
Think First programs over the past 10
years has steadily increased, with almost
1 million children having gone through
a Think First program last year. The
total number of children who have been
reached to date is upwards of 8.5 
million. 

Presently, the Think First programs
have consisted of the Think First for
Teens and the Think First for Kids pro-
grams. Think First for Teens is an
assembly-based program with one indi-
vidual providing background informa-
tion, including basic information of
anatomy, mechanisms of injury, and
issues of prevention and another indi-
vidual with previous brain or spinal
cord injury who teaches the children
the “facts of life” after an injury. Think
First for Kids is a curriculum-based pro-
gram for children in grades 1 through
3 that is taught in the schools by teach-
ers in each of the classes. It is a 6-week
module of information regarding brain
and spinal cord anatomy, injury pre-
vention tips, and other educational
materials and activities geared to
encourage children to adopt injury pre-
vention behavior. This can be com-
bined with classroom presentations by
individuals involved with the program.
Bicycle safety, gun violence, and other
aspects of injury and injury prevention
are covered in an age-appropriate man-
ner. Initiated in the first grade, it is
repeated in grades 2 and 3. There are
presently 43 states that have Think First
programs that have been represented
in 19 state chapters. There are interna-
tional chapters as well, either providing
existing programs or in development
including Canada, Mexico, South Amer-
ica, and Europe. The goal of the Foun-
dation is to expand even further to
involve all 50 states and, with the devel-
opment of multilingual and culturally
applicable programming, in countries
around the world. To do this, we will
need to recruit additional volunteers
and program directors who are willing
to sponsor and develop programs in
their communities.

To date, the Think First Foundation has
been supported through the generosity
of private donors, including many neu-

rosurgeons, and corporate and gov-
ernmental sponsorship. In the past, in
its exuberance to expand and reach the
maximum number of children and
cross a broad range of communities as
quickly as possible, the Foundation
increased its  expenses such that it
impacted on the percentage of donated
dollars that actually went to program-
ming. Over the past couple of years,
the Foundation recognizing this weak-
ness, has reigned in its expenses from
a high of 65% to less than 30% for this
fiscal year. Of note, established orga-
nization such as the United Way, the
American Heart Association, etc., are
doing well if their fundraising percent-
age is below 25%, and doing excellently
if they are able to keep it under 20%.
In this fiscal year, the Think First Foun-
dation fundraising percentage was 19%,
with only 10% of donated dollars going
toward administration. Clearly, the
Foundation has turned around its pre-
vious difficulties and can now proudly
announce that 71% of donated dollars
go directly to children’s injury preven-
tion programming. With expenses
under control, the Think First Founda-
tion can now look forward to a very
positive and productive second decade,
reaching out to more and more 
children.

For the future, it is quite clear that 1 mil-
lion children being educated a year is
not enough to get across the injury pre-
vention message and have the impact
that we all would like to have. The goals
of the Foundation are to have 3 million
children a year go through one of its
programs by 2003 and 5 million a year
by 2005. Part of this expansion will

need to be achieved through develop-
ing further programming for those aged
children who presently do not benefit
from either the Think First for Teens or
the Think First for Kids programs.
Think First is presently in the early
stages of developing programs for
grades 4—7. This program and its devel-
opment, as well as distribution, will
likely cost over $1 million dollars. As
well, the present programs, having ben-
efited from studies of efficacy and edu-
cation, need to be updated and
expanded. To achieve all of these ini-
tiatives, the Foundation is going through
its next phase of fundraising to signifi-
cantly increase its endowment. The goal
of $3 million dollars in the next 3 years
to the endowment will create funding
for all of its expenses for its adminis-
tration and fundraising needs for the
future. All other funds raised either
through grant support, donations, cor-
porate sponsorship, or any other fund-
ing will go directly for further
curriculum development and new edu-
cational materials for injury prevention
for children. The next few years will be
exciting times for the Foundation as it
expands its programming and educa-
tional initiatives. We look forward to
the continued support of neurosurgery
and neurosurgeons alike.

If you are interested in developing a
chapter in your community or just help-
ing out with the Foundation, please con-
tact William Biebuyck, CEO or Deb
Johnson at the Think First Foundation
office at 1-800-THINK56.

rosurgeons. These questions are
answered in general terms and returned
to the patient. Direct and specific advice
or referrals are not provided and
patients are cautioned that the infor-
mation from Ask a Neurosurgeon
should not substitute for a thorough
evaluation by their doctor.

The professional side of Neuro-
surgery://On-Call welcomes a new
important addition. Through the com-
bined efforts of the CNS and AANS, a
new online directory of fellowship
opportunities has been assembled. This
directory is accessible through many
parts of the site including the Young
Neurosurgeons page and the Residents
Corner. The direct URL is http://www.
neurosurgery.org/sections/fellowships/. The
directory is searchable by institution
name, geographic region, or subspe-
cialty. The Neurosurgery://On-Call staff
endeavors to maintain an up-to-date
listing of all postresidency fellowship
opportunities, ranging from cere-
brovascular disease to epilepsy to gen-
eral clinical practice to interventional
neuroradiology, neuro-oncology, neu-
rotrauma, critical care, pediatric neu-

rosurgery, peripheral nerve surgery,
skull base surgery, spine surgery, stereo-
tactic and functional neurosurgery, and
others. The online fellowships direc-
tory provides an important resource for
those interested in honing their sub-
specialty skills. From the same page,
there is a hyperlink provided that lists
numerous sources for grant support. 

Neurosurgery://On-Call is pleased to pre-
sent streaming video content from the
2000 CNS Annual Meeting in San
Antonio. Those of you who did not
have an opportunity to attend the meet-
ing or those wishing to review a pre-
sentation, may view features from the
general scientific sessions and special
symposia. The streaming video files
include live video and synchronized
PowerPoint slides (where available).
The files are offered in QuickTime for-
mat and are thus cross-platform com-
patible with both Macintosh and
Windows-based systems. The menu of
available presentations is accessible
through the CNS home page on Neu-
rosurgery://On-Call. Please log on and
view them today.
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N:/OC Update
Continued from page 7

Think First: Where We Were,
Where We Are, 
Where We Are Going

CALL FOR ABSTRACTS

The Congress of Neurological Surgeons is pleased to announce the Call for
Abstracts for the 51st Annual Meeting. Abstracts may be submitted
through the Online Abstract Center at Neurosurgery://On-Call at

http://www.neurosurgery.org/abstractcenter/.

The theme for the 51st Annual Meeting of the Congress of 
Neurological Surgeons will be “Reinventing Neurosurgery.”

The meeting will be held in San Diego, California, 
September 29—October 4, 2001.

The deadline for submission of abstracts is
March 16, 2001.

Send in your abstract today! 
We look forward to seeing you in San Diego.
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Cordell Eugene Gross, M.D. 

(May 2, 1942—April 3, 2000)

Martin M. Bednar, M.D.

On April 3, 2000 the neurosurgical
community mourned the passing

of Cordell Eugene Gross, M.D.
Cordell’s distinguished neurosurgical
career included 12 years as Chairman
of Neurosurgery at the University of
Vermont following appointments at the
University of Colorado Health Sciences
Center and at the University of Iowa.
It is abundantly clear that regardless of
Cordell’s academic position or geo-
graphic location, his presence improved
both the medical and surgical care of
the patients and also advanced neuro-
science research. He was truly a
Renaissance man. 

Cordell was born in Hartford, Con-
necticut on May 2, 1942. His early edu-
cation as an undergraduate and
medical student at the University of
Florida (Gainsville) provided him with
a mastery of the fundamental skills that
would serve as the foundation for his
career. Between 1965 and 1971, Cordell
was awarded his B.S. (biology), M.S.
(radiation biophysics), and M.D.
degrees. However, Cordell’s wisest
decision while at the University of
Florida was his marriage to Linda, who
has been his constant companion over
the past 30+ years. Together, they
raised two outstanding children,
Mahlon and Jennifer.

Cordell and Linda left Florida and went
briefly to Yale to do a surgical intern-
ship before heading to Syracuse, NY,
where he did his neurosurgical training
under the direction of Dr. Robert King.
While at Syracuse, Cordell met Dr.
Mahlon Kriebel and their mutual inter-
est in electrophysiology resulted in the
discovery of miniature end-plate poten-
tials at the synapse. Their findings were
well ahead of their time, and the impli-
cations of their research are only now

starting to be understood. Following
residency, Cordell developed his inter-
est in cerebral ischemia while at the
University of Iowa and at the Univer-
sity of Colorado. His studies led to an
improved understanding of the patho-
physiology of cerebral ischemia. He
recognized, long before many others,
that cerebral ischemia is indeed
amenable to therapy and that its treat-
ment would optimally require a drug
“cocktail” approach. Among Cordell’s
many talents was his ability to opera-
tionalize these concepts, to translate
these novel approaches to the bedside.
It was also clear that Cordell was a
gifted technical surgeon. One of tech-
niques he established was an algorithm
for safely performing carotid
endarterectomy. His outcomes serve as
a superb benchmark for both neuro-
surgeons and vascular surgeons alike.
Whether in the operating room, at the
bedside, or in the cerebrovascular lab-
oratory, one of Cordell’s greatest
delights was teaching these applications
and concepts to his residents. When
recently asked what he missed most
about actively practicing the answer
was quick and emphatic—- teaching the
residents. 

Following his decision to take the Chair
of Neurosurgery at the University of
Vermont, his interest in cerebral
ischemia became both intensified and
refined. Given the heritage of the Uni-
versity of Vermont, this direction
seemed very appropriate. Indeed, Dr.
“Pete” R. M. P. Donaghy had been the
first Chairman of Neurosurgery at the
University of Vermont and was a pio-
neer in both cerebrovascular surgery
and in the application of the microsur-
gical technique to neurosurgery. The
development of an animal model that
could accurately predict clinical out-
come following cerebral ischemia con-
tinued to be an elusive goal for
neuroscientists. Cordell combined his
many talents and interests to develop
such a model soon after his arrival at
the University of Vermont. This was
quickly applied to two interventions,
thrombolytics and antiplatelet/anti-
neutrophil therapy. The former helped
to lay the foundation for the safe use of
t-PA in stroke 5 years later, while the
concept of using antiplatelet and anti-
neutrophil therapy for acute cerebral
ischemia is currently being examined
in clinical trials. Cordell’s background
in radiation biophysics and his interest
in cerebral ischemia led to his active
participation in and endorsement of
endovascular procedures by neurosur-
geons. Cordell devoted a significant
amount of time to this goal, both within
the United States and at the University
of Vienna. Several of his most recent
articles discussed his findings in signifi-
cant case series of endovascular proce-
dures performed for intracranial lesions. 

Despite the intensity of his professional
life, Cordell was very devoted to his

family. He enjoyed discussing airplanes
with his brother, Ralph, and ultimately
obtained his pilot’s license. His brother
and his sister Debbie continue to live
in Florida. A proud father, Cordell’s
son, Mahlon, and daughter, Jennifer,
have brought him much delight. With
his wife, Linda, they have both perse-
vered through life’s challenges and
enjoyed the triumphs together. They all
share his wonderful sense of humor.

During the past 5 years, Cordell needed
to balance his professional life with his
battle with colorectal cancer. Over the
last few years, Cordell’s declining health
slowed his body, but not his spirit, imag-
ination, or passion. Cordell approached
his illness in the same way he
approached all of life’s other challenges:
with intensity, creativity, a heavy dose
of science, and a small dose of philos-
ophy. When he could no longer con-
tinue his medical practice, he still
maintained his laboratory projects, of
which there were many: holographic
interferometry to measure spinal stress,
porous shunt systems for hydro-
cephalus, mathematical modeling of
intracranial pressure, correlation of
computer mapped EEG with cerebral
blood flow and clinical outcome,
antiplatelet and antineutrophil therapy
for the treatment of acute cerebral

ischemia, electrophysiologic and laser
techniques to examine changes in vas-
cular tone, and atomic force microscopy
to study subcellular structural cell
changes and cell culture as a surrogate
for ischemic and traumatic central ner-
vous system insults. 

Cordell was truly a Renaissance man—-
and in all that he did, he did it with pas-
sion. When he wasn’t involved with
patient care, it was very likely that you
could find him in the laboratory. In either
setting, he was always the thoughtful
innovator. When new technology
became available, it was embraced,
assimilated, mastered, and taught. He
employed this strategy in a variety of
forums, from neuroscience study sections
at the NIH to his long-standing involve-
ment and commitment with the RUNN
course for neurosurgeons. For Cordell,
neurosurgeon and inventor, medicine
and science were inseparable. Concept
became reality, laboratory hypotheses
quickly reshaped medical therapies. He
enjoyed the laboratory as he enjoyed
patient care. With Cordell’s careful guid-
ance, the Department of Surgery at the
University of Vermont enjoyed a truly
golden era of research.

Cordell’s greatest professional achieve-

Cordell Eugene Gross, M.D.

Cordell with his wife Linda and his two children, Mahlon and Jennifer.

Cordell (front row, second from right) with the staff at the University of Colorado Health Sciences Center.
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ments are not measured by the posi-
tions he held (though he was Professor
and Chairman of Neurosurgery) or by
the number of publications he authored
(though these numbered well in excess
of 100). Rather, he would be most
pleased that his choice of neurosurgery
as a career did indeed provide him with

the “stimulation to last a lifetime” that
he often spoke of. What made Cordell
truly exceptional was his uncompro-
mising integrity and his humanity. As
one childhood friend recently stated,
“Cordell was the genuine article.” 

I once asked him how he viewed his
role as Chairman. As a physician, he
said, the patient always came first. His
patients, like his family, friends, and
colleagues, loved him—-they were grate-
ful for his medical talent and they loved

him for his genuine concern, his devo-
tion to medicine, and for his gift of time.
Patients always had as much time as
they needed to discuss their concerns
and fears. As a Chairman, Cordell did
not view his position as a platform for
personal advancement, but rather as a
responsibility to provide an environ-
ment that would allow his colleagues
and residents to develop and flourish.
He recognized the unique talents of

each individual. His greatest pleasure
was guiding the careers of many young
neurosurgeons. Cordell would clearly
see this as his greatest legacy. Those
who were fortunate enough to do their
neurosurgical training with Cordell will
serve as a continual reminder of this
remarkable individual and of how a
single person could make such a sig-
nificant difference in the lives of so
many. 
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Cordell Eugene Gross, M.D.
Continued from page 9

Cordell during an aneurysm clipping at the University of Vermont.

Cordell with his Cherokee Piper airplane in Burling-
ton, Vermont.

Cordell Eugene Gross, M.D.

Chairman’s
Corner

Lyal G. Leibrock, M.D.,
F.A.C.S.
Chairman, CSNS

The most exciting
news for the

Council of State
N e u r o s u r g i c a l
Societies is the
recent approval by
the two parent orga-
nizations to proceed

with implementing the National
Leadership Development Conference
in Washington, DC. The initial day will
be a practice management educational
effort, taught by people who are gifted
in conveying information regarding suc-
cessful neurosurgical practice. This por-
tion of the course may be of value
particularly to neurosurgeons practic-
ing in the region. These individuals will
benefit from this education at a reduced
rate. The second component of the con-
ference is the political education sec-
tion. Each state should mandate a
politically active individual to attend
who will serve as a network person for
neurosurgical issues to their local gov-
ernors, legislatures, congressmen, and
senators. All politics are local and must
be addressed in this fashion. Included
are preliminary programs for the prac-
tice management course and the
Political Action Training for the NLDC

(Table 1). The Council encourages inter-
ested neurosurgeons in states who have
not yet registered to come to the meet-
ing to determine whether there is some-
one interested in political action that
has access to individuals who could be
of use to the Washington Committee.
The Council would appreciate the state
societies identifying these individuals
and sending them to the leadership
development conference. Also included
is a list of states that already have indi-
viduals coming to the leadership devel-
opment conference and, more
importantly, a list of states where indi-
viduals have not registered for the con-
ference (Table 2). The Council needs
to identify individuals who will help
“carry the water for neurosurgery in
political action” from those states that
will benefit the entire community of
neurosurgery. Anyone interested in
attending may contact Dr. Randall
Smith at 858-268-0562 (see Table 3).
Alternatively, registration may be done
over the Internet at the Neurosurgery://
On-Call site.

At the CNS Annual Meeting in San
Antonio, there were three resolutions
and three reports. The initial resolution
was to support the development of
trauma systems throughout the United
States and to obtain monies for hospi-
tals to reimburse for trauma coverage,
particularly if they were receiving more
trauma than surrounding hospitals. The
Council referred this to the Washing-
ton Committee, which has already been
working to continue this vigorous effort.
The second resolution was a policy

statement regarding the use of helmets
in recreational activities such as biking,
skiing, and other activities where there
could be head injury. The third was a
resolution regarding an educational pro-
gram on neurosurgery for medical stu-
dents in training across the United
States. Education of medical students
on relevant neurosurgical issues con-
tinues to be a low priority across the
board. Educational content and prob-
lems with access to the students was dis-
cussed. This is a complex and regional
issue that was referred to the Commu-
nications and Education Committee of
the Council for further review. The Coun-
cil will determine what documents are
already available in neurosurgery and
work through the Association of Amer-
ican Medical Colleges with our repre-
sentatives Dr. Mel Epstein and Dr. Long
to assess whether neurosurgery can make
a more logical and progressive effort to
get information about neurosurgical dis-
eases, diagnostics, and therapeutics into
the hands of medical students. 

The initial report dealt with the neuro-
trauma survey dealing with a reim-
bursement for trauma coverage. A
preliminary report without any statisti-
cal review was presented (no scientific
validity) that will be helpful in trying to
define what areas of the country were
being reimbursed for trauma coverage

and what areas were not, and what the
trauma coverage expectations were in
different areas of the country. Dr.
McVicker and the Neurotrauma Com-
mittee have presented this in an article
to follow.

The second report, also from the Neu-
rotrauma Committee, was an effort
brought to the attention of the Council
by the California State Neurosurgical
Society. It detailed an effort to move
risk management behavior into the core
curriculum of school systems to help
prevent injury. This program passed
the California legislature and was then
vetoed by the governor. The Neuro-
trauma Committee put packets together
with prototypical legislation regarding
this issue that individual delegates, alter-
nates, or state societies could obtain
from the Council. Efforts should be
directed towards local state legislatures,
state departments of education, or
teachers’ associations regarding this

CSNS NEWS
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issue. The goal would be to gain sup-
port at the educational level (the
teacher’s association or the state trau-
matic brain injury association) so that
primary educators can participate in this
important activity benefiting students
in schools throughout United States. 

The third report was given by the Med-
ical Practices Committee and involved
the organizational survey. After much
testimony, the CSNS, with the advice
and consent of the CNS and AANS,
completed the final form of the survey,
which was to be mailed to all neuro-
surgeons in October or early Novem-
ber 2000. We hope that most will be
returned by early 2001 to be analyzed.

A report of the results will be presented
at the AANS Meeting in Toronto.

The Chairman hopes that this infor-
mation provided to practicing neuro-
surgeons will encourage them to
continue their efforts in the local state
neurosurgical societies to support the
socioeconomic efforts of neurosurgery
throughout our country, at local,
regional, and national levels. The Chair-

man would reiterate again, as we did
in our last column, that there is imme-
diate access regarding issues of impor-
tance to local neurosurgeons to the
leadership of neurosurgery via the
CSNS by simply contacting your del-
egate or alternate who attend the Coun-
cil on an every 6-month basis.
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TABLE 1:
NEUROSURGICAL LEADERSHIP DEVELOPMENT 

CONFERENCE (NLDC)

July 22-24, 2001
Washington Court Hotel

Tentative Agenda

Date Time Meeting      
Sunday, July 22, 2001 8:00 AM - 5:00 PM Education and Practice Management 

Course       
8:00 AM - 8:15 AM Introduction & Welcome 

David F. Jimenez, MD       
8:15 AM - 9:00 AM How & Why You Should Build Your Own 

Specialty Hospital 
Stan Pelofsky, MD       

9:00 AM - 10:15 AM Compliance: Protect Yourself and Your 
Practice 
John A. Kusske, MD       

10:15 AM - 10:30 AM Break       
10:30 AM - 12:00 noon Current E&M Documentation 

Requirements
Gregory Przybylski, MD       

12:00 PM - 1:00 PM Lunch       
1:00 PM - 1:30 PM PATH/Practice Audit Factors

Samuel Hassenbusch, MD, 
Gregory Przybylski, MD       

1:30 PM - 3:00 PM Implementing/Maintaining a Compliance 
Plan
Samuel Hassenbusch, MD, Pollock       

3:00 PM - 3:30 PM Development of RBRVS
Gregory Przybylski, MD   

3:30 PM - 4:00 PM Break   
4:00 PM - 4:30 PM Create Fee Schedule/Determine Costs

Pollock       
4:30 PM - 5:00 PM Financial Benchmarks

Pollock       
6:00 PM - 8:00 PM NLDC Opening Reception

Monday, July 23, 2001 7:30 AM - 5:30 PM NLDC Political Action Conference  
7:30 AM - 8:30 AM Continental Breakfast with Exhibitors       
7:30 AM - 11:30 AM Exhibits Open       
8:30 AM - 8:45 AM Welcoming Remarks

Lyal Leibrock, MD       
8:45 AM - 12:30 PM Grassroots Advocacy Training: Politics, 

Power  and You
Michael E Dunn       

10:45 AM - 11:15 PM Beverage Break with Exhibitors       
12:30 PM - 2:00 PM Luncheon with Guest Speaker

Member of Congress TBA       
2:00 PM - 4:00 PM Public Speaking Training

Melinda Ferris       
4:00 PM - 5:00 PM Effective Communication with 

Congressional  Offices
Panel of Congressional Staff TBA       

5:00 PM - 5:30 PM Update on What’s Happening on the Hill 
and  Preparation for Hill Visits
Katie O. Orrico       

6:00 PM - 7:00 PM Wine and Cheese Reception
7:00 PM Dinner on Own          

Tuesday, July 24, 2001 8:00 AM - 12:00 PM NLDC Political Action Conference   
8:00 AM - 9:00 AM Hill Visit Rally with Continental Breakfast

9:00 AM - 12:00 PM Congressional Visits 

TABLE 2:
NEUROSURGICAL LEADERSHIP DEVELOPMENT

CONFERENCE (NLDC)

States with depositors: States without depositors:
Alabama Mississippi Arkansas North Carolina

Alaska Missouri Arizona North Dakota

California Nebraska Washington, DC Oregon

Colorado New Hampshire Delaware Rhode Island

Connecticut New Jersey Georgia South Carolina

Florida New Mexico Hawaii Utah

Illinois New York Idaho Vermont

Iowa Ohio Indiana Virginia

Kansas Oklahoma Maine West Virginia

Kentucky Pennsylvania Minnesota Wisconsin

Louisiana South Dakota Montana Wyoming

Maryland Tennessee Nevada

Massachusetts Texas

Michigan Washington

TABLE 3:
NEUROSURGICAL LEADERSHIP DEVELOPMENT 

CONFERENCE (NLDC)

In July 2001, the Council of State Neurosurgical Societies is sponsoring its first Neurosurgical Lead-
ership Development Conference (NLDC) in Washington, DC. The purpose of the NLDC is to train
individual neurosurgeons on how to be effective “grassroots” leaders so they can develop relation-
ships with their Members of Congress and become effective “lobbyists” for neurosurgery. To expand
neurosurgery’s influence in Washington, it is absolutely CRITICAL for policy makers to hear directly
from the people who are impacted by the laws and regulations that they make—YOU.

Preliminary Program
Saturday, July 21 Conference Participants Arrive in Washington, DC

Sunday, July 22 Education and Practice Management Course (CME Credits)
Building a Booming Practice
Controlling Practice Expenses
Compliance: Protect Yourself and Your Practice
Coding and Reimbursement

Opening Reception

Monday, July 23 Grassroots Advocacy Training
How to Be an Effective Grassroots Advocate—

Politics, Power and You
Washington Update
Getting Ready to Go to “The Hill”

Dinner

Tuesday, July 24 Congressional Visits
Depart for Home

Speakers at the conference will include experts in the practice management and coding,
grassroots advocacy and political education, members of Congress and other government
officials, and neurosurgical leaders. The expected registration fee for this 2 1/2 -day program
will be approximately $500, plus travel expenses.

Register Your State’s Participation TODAY!
❏ YES! Representatives from my state will attend the NLDC         Number Attending______

Name________________________________________       State_______________

Please remit your $100 deposit Payable to “CSNS”: Randall Smith, M.D.
7920 Frost Street, Suite 400
San Diego, CA 92123-2736

Continued on page 12
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CSNS
Neurotrauma
Committee
Reports Survey
Results

John McVicker, M.D.

The CSNS Neurotrauma Com-
mittee reported the results of an
Internet survey on neurosurgi-

cal trauma coverage arrangements at
the annual meeting of the Council of
State Neurosurgical Societies in San
Antonio in fall 2000. The survey was
undertaken in response to a CSNS res-
olution in 1999 that directed the com-
mittee to develop, distribute, collate,
and analyze a national survey on key
socioeconomic parameters of emer-
gency neurosurgery and neurotrauma.
The survey was to address the national
spectrum of contractual and practical
agreements between neurosurgeons and
the hospitals and systems in which they
practice. The topic is growing in impor-
tance, as neurosurgical groups increas-
ingly seek contractual means to
modulate trauma system expectations
for neurosurgical participation and to
address the additional workload of
trauma call participation in an envi-
ronment where cost shifting is no longer
an option.

Of the 263 respondents, 91% actively
participate in trauma, approximately
half urban and half suburban or rural.
A total of 62% of respondents are in
private practice, 28% are in academics,
and 10% are salaried. Level I trauma
centers account for 40% of the institu-
tions, with Level II approximately 30%,
and Level III and undesignated approx-
imately 30%. Approximately one in
three respondents have a formal con-
tract for neurotrauma coverage with
their institution. 

Stipends for call coverage are more fre-
quent than is commonly believed, with
19% of respondents taking call reim-
bursed for their availability. In addition,
over 31% of call participants receive
some form of financial incentive, such
as a guaranteed percentage of billings,
hospital billing services, or malpractice
coverage or supplementation. Call
stipends are about twice as frequent in
private and salaried practices (21%) as
in academic practices (11%), and tend
to be in a lower range  (mode
$500–1000) in academics and salaried
positions than in private practice (mode
$1000–1500). As a general rule, call cov-
erage is more frequent, less likely to be
reimbursed (or reimbursed at a lower
rate), and more likely to be mandatory
at Level III and undesignated trauma
centers than Level I or II centers. Nev-

ertheless, over 75% of all respondents
report call coverage to be mandatory
at their institution. 

On the basis of limited prior surveys,
neurosurgical contracting with hospi-
tals for the development of neuro-
trauma programs and the provision of
trauma care is becoming more preva-
lent. It may provide the funds neces-
sary to bring additional needed
neurosurgical workforce to a commu-
nity and may be the only way some
neurosurgeons can afford to remain
active in neurotrauma. A number of
creative arrangements have been devel-
oped. Additional details are available
by contacting the author at
mcvicker@rmna.net.

In response to a request for imple-
mentation of another CSNS resolution,
the CSNS Neurotrauma Committee has
also developed a legislative action
packet to assist neurosurgeons in bring-
ing primary and secondary school
trauma education curriculum to their
home state. CSNS Resolution 5: Spine
and Brain Injury Prevention Education
Curriculum (Spring 2000) seeks to inte-
grate the learning methods developed
by the Think First Foundation within a
core curriculum that promotes the elim-
ination of violent or risk-taking behav-
ior. Although introduction of core
curriculum into state legislation may
take different routes dependent on indi-
vidual state law and political reality, this
packet serves as a general model and
includes model legislation used in Cal-
ifornia and sample letters to legislators
and others who may be interested in
promoting such legislation. The pack-
ets were distributed at the CSNS meet-
ing in San Antonio and may be
obtained through the CSNS office.

In related neurotrauma news, the
CSNS also passed a position statement
supporting the use of helmets in recre-
ational sports that have a high risk of
head injury; a resolution endorsing bud-
getary support for the Trauma Care Sys-
tems Planning and Development Act
was also passed. The text of these res-
olutions is available on the Neuro-
surgery://On-Call Web site. Look for a
report to the United States Congress by
the General Accounting Office in May
2001 outlining the impact of EMTALA
on hospital emergency departments and
physicians covering emergency depart-
ment call. The report is projected to
include estimates of uncompensated
costs to on-call physicians throughout
the United States, as well as the extent
to which regulatory requirements and
enforcement of EMTALA have
expanded beyond the legislation’s orig-
inal intent and become an unfunded
mandate.

CSNS NEWS
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Washington
Report

Katie O. Orrico, J.D. 
Director, AANS/CNS Washington Office

Grassroots Neurosurgery
Contributes Record Amount 
to ANS PAC 

In 1995 and 1996
when the issue of

establishing a PAC
for neurosurgery
was first being 
discussed by neuro-
surgeons from
California and else-
where, there was not

much support for the idea, especially
within the leadership of organized neu-
rosurgery. Despite this fact, grassroots
neurosurgeons, through the CSNS,
demonstrated their support for a neu-
rosurgical PAC. In 1997, the indepen-
dent American Neurological Surgery
Political Action Committee (ANS PAC)
was formed. Because of the ongoing
persuasion of a few respected and ded-
icated believers, and the tireless efforts
of individuals like Randy Smith, Troy
Tippett, and others, ANS PAC is
pleased to report that neurosurgeons
from around the country contributed a
record number of dollars to ANS PAC
for the 2000 election cycle.

Approximately $280,000 was raised
during the 1999/2000 period, from
about 712 contributions, or an average
contribution of nearly $400. This com-
pares to the 1998 cycle (1997/1998),
whereby ANS PAC raised about
$255,000 from 687 contributors for an
average individual contribution of about
$370. The percentage of neurosurgeons
contributing to ANS PAC has remained
fairly constant at approximately 10%.
Neurosurgeons from every state but
three (North Dakota, Vermont, and
Wyoming) have made contributions to
ANS PAC. Participation within the
leadership ranks of organized neuro-
surgery are also much improved.

ANS PAC Supported 
Candidates Victorious in
2000 Congressional Election
In an historic election, most of the ANS
PAC-supported candidates won victo-
ries in their respective congressional
races. While we suffered some tough
losses, ANS PAC backed several losing
candidates who were extremely 
supportive of the issues facing neuro-
surgery, and hence were philosophi-
cally the right choices. One of the most
notable losses for us was Marc Flitter,
M.D., a neurosurgeon and democratic
candidate from the 21st district of Penn-
sylvania. Another disappointment was
Rick Lazio’s (R-NY) loss to Hillary Rod-
ham Clinton, who was elected to the

U.S. Senate from the state of New York.
Finally, medicine suffered a huge loss
when Rep. Tom Campbell (R-CA) was
defeated by Senator Dianne Feinstein
(D-CA).

Overall, ANS PAC contributed to 77
candidates in the 2000 election (48
Republicans and 29 Democrats), and
contributed nearly $170,000 to these
individuals ($103,000 to Republicans
and $67,000 to Democrats). In addition
to direct candidate contributions, ANS
PAC made $15,000 contributions each
to the Republican and Democratic
National Committees. Thus, total elec-
tion dollars spent were $200,000.  ANS
PAC had an election success rate of
approximately 88%, with 41 Republi-
can wins, 6 losses, and 1 retirement. In
the Democratic column, we had 26
wins and 3 losses.

The following chart highlights the can-
didates that ANS PAC supported and
the outcome of each race. (Note: this is
based on information available on
November 8, 2000 at 12:00 pm and
may change slightly when the results of
each election are final). For complete
information on all congressional races,
ANS PAC members can visit CNN’s
Web site at: http://www.cnn.com/ 
ELECTION/2000/results/.

ANS PAC Convenes First
“Good Government”
Luncheon in San Antonio
During the CNS Annual Meeting in
San Antonio, ANS PAC held its first
“Good Government” luncheon, fea-
turing keynote speaker Ambassador
Alan Keyes. Over 80 people attended
the luncheon, at which Ambassador
Keyes gave an inspiring talk entitled
the “Foundation of our Freedom.” The
ANS PAC Board of Directors is cur-
rently reconsidering the timing of future
luncheons to improve the attendance,
while not conflicting with other impor-
tant activities convened during either
the AANS or CNS annual meetings.

CSNS to Sponsor 
Leadership Conference 
in Washington, DC
On July 22—24, 2001, the CSNS is
sponsoring its first Neurosurgical Lead-
ership Development Conference
(NLDC) in Washington, DC. To
expand neurosurgery’s influence in
Washington, it is absolutely CRITI-
CAL for policy makers to hear directly
from the people who are impacted by
the laws and regulations that they make.
Therefore, the purpose of the NLDC
is to train individual neurosurgeons on
how to be effective “grassroots” lead-
ers so they can develop relationships
with their members of Congress and
become effective “lobbyists” for neu-
rosurgery.Text of a resolution endorsing

budgetary support for the Trauma
Care Systems Planning and 

Development Act is available on the
Neurosurgery://On-Call Web site.

Continued on page 13
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STATE/DISTRICT CANDIDATE CONTRIBUTION $ VOTE % WIN/LOSS  
Alabama
6th Spencer Bauchus (R) $1,000 89 Win
Arizona
Senate Jon Kyl (R) 2,000 79 Win    
4th John Shadegg (R) 4,559 64 Win  
Arkansas
2nd Vic Snyder, MD (D) 1,000 57 Win  
California
1st Mike Thompson (D) 1,000 66 Win    
14th Anna Eshoo (D) 1,000 71 Win    
21st Bill Thomas (R) 3,000 72 Win    
30th Xavier Becerra (D) 1,000 84 Win    
49th Brian Bilbray (R) 1,500 45 Loss    
51st Duke Cunningham (R) 1,000 64 Win  
Connecticut
6th Nancy Johnson (R) 2,000 63 Win  
Delaware
Senate William Roth (R) 1,000 44 Loss  
Florida
Senate Bill McCollum (R) 3,000 47 Loss
1st Joe Scarborough (R) 6,972 Unopposed Win
5th Karen Thurman (D) 1,000 64 Win
9th Michael Bilirakis (R) 2,000 82 Win    
13th Dan Miller (R) 2,000 64 Win    
15th Dave Weldon, MD (R) 5,000 59 Win    
16th Mark Foley (R) 1,500 61 Win
22nd Clay Shaw (R) 3,000 50 Win  
Georgia
5th John Lewis (D) 1,000 78 Win
7th Bob Barr (R) 2,000 54 Win
8th Saxby Chambliss (R) 2,000 59 Win
10th Charlie Norwood, DDS (R) 5,000 63 Win  
Illinois
6th Henry Hyde (R) 2,000 59 Win
8th Phil Crane (R) 3,000 61 Win
10th John Porter (R) 1,000  Retired
14th Dennis Hastert (R) 1,000 74 Win
16th Don Manzullo (R) 2,000 67 Win 
Indiana
8th Paul Perry, MD (D) 5,000 46 Loss  
Iowa
4th Greg Ganske, MD (R) 5,000 62 Win 
Kansas
3rd Dennis Moore (D) 3,000 51 Win  
Kentucky
6th Ernie Fletcher, MD (R) 5,053 53 Win  
Louisiana
4th Jim McCrery (R) 1,000 71 Win
5th John Cooksey, MD (R) 5,000 69 Win  
Maryland
3rd Ben Cardin (D) 1,000 76 Win
5th Steny Hoyer (D) 2,000 65 Win
8th Connie Morella (R) 2,000 52 Win  
Massachusetts
4th Barney Frank (D) 500 74 Win
9th Joe Moakley (D) 1,000 77 Win
Michigan
1st Bart Stupak (D) 1,000 59 Win
4th Dave Camp (R) 1,000 68 Win
6th Fred Upton (R) 1,000 68 Win
10th David Bonior (D) 2,000 65 Win
12th Sander Levin (D) 2,000 65 Win
14th John Conyers (D) 2,000 91 Win    
16th John Dingell (D) 2,000 72 Win  
Mississippi
Senate Trent Lott (R) 3,000 67 Win  
Missouri
3rd Dick Gephardt (D) 4,000 58 Win
4th Ike Skelton (D) 500 68 Win
5th Karen McCarthy (D) 4,000 69 Win  
Montana
Senate Brian Schweitzer (D) 5,000 48 Loss  

New Jersey
Senate Bob Franks (R) 1,000 48 Loss
2nd Frank LoBiondo (R) 1,000 67 Win
3rd Jim Saxton (R) 1,000 58 Win
4th Chris Smith (R) 1,000 64 Win
5th Marge Roukema (R) 1,000 66 Win
6th Frank Pallone (D) 2,000 68 Win
11th Rodney Felinghusen (R) 500 69 Win  
New York
Senate Rick Lazio (R) 2,000 44 Loss
3rd Peter King (R) 500 60 Win
10th Ed Towns (D) 2,000 90 Win
13th Vito Fossella (R) 1,000 65 Win
15th Charlie Rangel (D) 3,000 91 Win
20th Benjamin Gilman (R) 1,000 58 Win
23rd Sherwood Boehlert (R) 1,000 60 Win  
Ohio
4th Mike Oxley (R) 1,000 68 Win
6th Ted Strickland (D) 1,000 58 Win
13th Sherrod Brown (D) 8,000 65 Win  
Pennsylvania
21st Marc Flitter, MD (D) 5,000 39 Loss  
Texas
4th Ralph Hall (D) 2,000 61 Win
6th Joe Barton (R) 1,000 89 Win
29th Gene Green (D) 2,000 74 Win  
Utah
Senate Orrin Hatch (R) 5,000 66 Win
2nd Merill Cook (R) 1,000  Lost Primary  
Vermont
Senate Jim Jeffords (R) 2,000 66 Win  
Virginia
8th Jim Moran (D) 1,000 64 Win  
Wyoming
1st Barbara Cubin (R) 1,000 67 Win

Ohio State
Neurosurgical
Society Holds
Annual
Meeting

Joung Lee, M.D.

On September 9, 2000, the Ohio
State Neurosurgical Society (Joung

H. Lee, President) held its annual meet-
ing in Cleveland, Ohio. The meeting,
organized by William Bingaman, was
the most successful OSNS meeting held
in recent years, attended by over 50
members. 

The exciting program, the main theme
of which was the socioeconomics of
neurosurgery in the evolving U.S.
health care system, included as special
speakers the current presidents of the
AANS, CNS, and CSNS, Drs. Stewart
Dunsker, Daniel Barrow, and Lyle
Leibrock. In addition, all of the current
chairmen of academic neurosurgery
departments in the state of Ohio, Drs.
John Tew, Marc Mayberg, Robert
Ratcheson, and Michael Miner, spoke
on the socioeconomic impact on acad-
emic neurosurgical practice, resident
education, and research. Drs. Dale
Braun, Robert Schwetschenau, and
Mario Sertich provided their perspec-
tives on the impact of managed care
and decreasing reimbursement for pri-
vate practitioners in the state of Ohio.

Katie Orrico, Director of the
AANS/CNS Washington Office, sum-
marized the role of the Washington
Committee and updated us on current
events on the political front. Rep. Sher-
rod Brown (D-OH) also gave an insight-
ful talk on Medicare reform.

The meeting highlight was the presen-
tation of the Society’s highest honor,
the Neurosurgeon of the Year Award.
This year’s recipient, Dr. John Tew, was
honored for his lifelong contribution to
the field of neurosurgery.

At the business meeting, Dr. Al Cohen
was elected as the new President, and
Dr. William Bingaman as President-
Elect. The society will meet again dur-
ing the AANS meeting in Toronto. The
date of the annual meeting for 2001 will
be established at that time. Anyone
interested in joining the OSNS or
attending the meetings please contact
Dr. Al Cohen or Dr. William Bingaman.

CPT Coding
Corner 2001 

Rhonda Petruziella

CPT 2001 has some very significant
coding changes for the neurosur-

geon, which will undoubtedly impact
reimbursement. There are six new CPT
codes and six codes were revised with-
out any deletions. The spine specialist
will now have a more accurate way of

Continued on page 14



billing the “Re-do” laminectomy, and
the cerebrovascular specialist has been
provided two new codes to help dis-
tinguish between a simple and complex
repair of aneurysm. 

The new codes are as follows:

61697-Surgery for complex intracranial
aneurysm, carotid (87.85 total RVUs)

61698-Surgery for complex intracranial
aneurysm, vertebrobasilar (84.56 total
RVUs)

62252-Reprogramming of program-
mable CSF shunt (2.18 total RVUs)

63043-”Re-Do” laminotomy (hemil-
aminectomy) ea. cerv. intersp. (RVUs
not yet assigned)

63044-”Re-Do” laminotomy (hemil-
aminectomy) ea. lumb intersp. (RVUs
not yet assigned)

64614-Chemodenervation of muscle(s);
extremity(s) and/or trunk (3.17 total
RVUs)

The revised codes are as follows:

61700-Surgery of simple intracranial
aneurysm, carotid (90.12 total RVUs)

61770-Stereotactic localization, incl.burr
hole(s) w/insert. catheter(s) or probe(s)
for placement of radiation source (40.38
total RVUs)

62350-Implantation, revision, or repo-
sitioning of tunneled intrathcal or
epidural catheter, for long-term med-
ication administration via external
pump or implantable reservoir/infusion
pump; w/o laminectomy (11.20 total
RVUs)

63040-Laminotomy (hemilaminec-
tomy), with decompression of nerve
root(s) including partial facetectomy,
foraminotomy, and/or excision of her-
niated disk, reexploration, single inter-
space, cervical (37.52 total RVUs)

64612-Chemodenervation of muscle(s);
muscle(s) innervated by facial nerve
(e.g., for blepharospasm, hemifacial
spasm) (3.49 total RVUs)

64630-Destruction by neurolytic agent;
pudendal nerve (0.29 total RVUs)

Physicians should become familiar with
the new and revised codes and should
begin the process of revising their
charge records to accommodate these
new changes. It also makes great sense
for physician practices to review the
Medicare fee schedule from your local
carrier to determine how the new codes
will impact future reimbursement. 

The Federal Register (November 1, 2000)
has published an increase in the con-
version factor from $36.61 to $38.26 (+
$1.65) along with the new RVUs for all
CPT codes that suggests an overall
increase in Medicare’s fee schedule.

For the neurosurgeon practicing in the
state of Ohio, there is a new local
Medicare policy for arthrodesis that
contains very specific information on
CPT and ICD-9 codes that are allowed
for this procedure, and it is advisable
that you become familiar with this pol-
icy to ensure proper coding techniques. 

HCFA has also redefined the coding
edits for CPT 61795-stereotactic guid-
ance, which, as some of you may be
aware for 2000, contained verbiage that
allowed billing for its use during a spine
procedure, but was then overturned by
HCFA and has once again been over-
turned because of the efforts of the
AANS. Neurosurgeons need to under-
stand this policy to determine when you
can bill separately for stereotactic guid-
ance; this rule is also found in the Fed-
eral Register. The AANS has advised
physicians who have experienced
denials because of this edit to resubmit
all claims for payment. 

As usual, practices should begin using
the new CPT and ICD-9 codes as early
in 2001 as possible, but should keep a
close watch on reimbursement for those
new procedures to be sure that insur-
ance carriers are recognizing them with
adequate reimbursement. 

Finally, it’s advisable for physicians to
play a proactive role not only in their
coding, but reimbursement issues as
well, to identify opportunities to opti-
mize and improve in both areas.
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FUTURE MEETINGS—CONGRESS OF NEUROLOGICAL SURGEONS
The following are the planned sites and dates for future annual meetings of the
Congress of Neurological Surgeons:

2001 San Diego, CA September 29-October 4
2002 Philadelphia, PA September 21-26 
2003 Denver, CO October 18-23
2004 San Francisco, CA October 16-21

FUTURE MEETINGS—AMERICAN ASSOCIATION OF 
NEUROLOGICAL SURGEONS

The following are the planned sites and dates for future annual meetings of the
American Association of Neurological Surgeons:

2001 Toronto, Ontario, Canada April 21-26
2002 Chicago, IL April 6-11
2003 San Diego, CA April 26-May 1
2004 Orlando, FL May 1-6

CV Program at
the CNS 2000
Annual Meeting

B. Gregory Thompson, M.D.
Editor, AANS/CNS Section on
Cerebrovascular Surgery

The Cerebrovascular Section pro-
gram at the 2000 San Antonio CNS

meeting was loaded with insightful
debate and controversy. Participants
were presented with a broad venue dis-
cussing state-of-the-art management and
decision-making analysis on current
issues in cerebrovascular surgery. 

To Clip or Not to Clip
One of the clear highlights of the meet-
ing was the point-counterpoint presen-
tations of the second annual Charles
Drake lecturers, Dr. Robert F. Spetzler
and Dr. David Piepgras. Dr. Piepgras,
in a lecture titled “The Argument for
No Treatment of Unruptured Intracra-
nial Aneurysms,” reviewed the pub-
lished results of the ISUIA regarding
the natural history of unruptured
intracranial aneurysms. This important
study published in December 1998 in
The New England Journal of Medicine
continues to significantly impact the
management of these lesions. He also
shared insights on the upcoming data
from the perspective portion of the
study. He again argued for the low like-
lihood of rupture of small intracranial
aneurysms. Dr. Spetzler, in his lecture
titled “Argument for the Surgical treat-
ment of Unruptured Intracranial
Aneurysms: The Risks and Efficacy,”
proposed a different opinion. Provid-
ing a mathematical argument, he
argued that the likelihood of aneurys-
mal rupture has to be greater than that
proposed in the study. In addition, he
discussed the risks involved in the treat-
ment of unruptured aneurysms. The
management of unruptured aneurysms
remains a charged issue, and will clearly
continue to be a subject of intense dis-
cussion and investigation.

State of the Art in
Endovascular Neurosurgery
There were insightful presentations on
the decision strategies regarding the
treatment of vascular pathology and
new developments in endovascular
neurosurgery. Dr. Giuseppe Lanzino
delivered a fascinating presentation on
the biology of blood vessels and the
future applications.

Carotid Stents versus
Endarterectomies 
The second cerebrovascular session
focused on the treatment of occlusive

cerebrovascular disease. This session
included a discussion of the role of
carotid angioplasty and stenting versus
endarterectomy by Dr. Nick Hopkins
and Dr. Christopher Loftus. Dr. Robert
Harbaugh and Dr. Marc Mayberg dis-
cussed outcome studies and trials in the
treatment of carotid disease.

Other highlights included the plenary
session presentation by Dr. Ralph
Dacey revealing a futuristic view of the
use of a magnetically controlled intrac-
erebral navigation device in the use of
challenging endovascular procedures.
The recipient of the Galbraith Award,
Dr. Gordon Tang, presented provoca-
tive data on the use of intraoperative
angiography in the treatment of
aneurysms. 

The next CV section meeting will take
place in beautiful Hawaii jointly with
the American Society of Interventional
and Therapeutic Neuroradiology. This
year’s Joint Section meeting is being
jointly organized with our Japanese
counterparts. I urge all CV Section
members to attend the meting, and I
look forward to seeing you there. In
Astronaut-Senator John Glen’s words,
who shared his thoughts with us at the
meeting, we need to continue to shoot
for the stars.

Confirmed
New Members
in 2000

CV Section North American and inter-
national membership continues to grow
at a healthy pace. Cumulative mem-
bership in all categories of the Section
is now at more than 650, making it one
of the largest of the AANS/CNS sec-
tions.

A brief historical review demonstrates
how the cumulative section member-
ship has grown since 1994:

Following is  a list of new members
approved in 2000:

Benitez, Ronald; Philadelphia, PA; Can-
didate (Rosenwasser, Bederson)

Blatt, David; Brentwood, TN; Active
(Rhoton, Blatt)

Caragine, Louis; Detroit, MI; Candi-
date (Diaz, Melgar)

Cawley, Michael; Atlanta, GA; Resi-
dent (Day, Barrow)

Friedlander, Robert; Cambridge, MA;
Candidate (Steig, Scott)

Friedman, Jonathan; Rochester, MN
(Piepgras, Meyer)

Field, James; Crodova, TN; Active
(Ray, Clark)
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Forget, Thomas; Philadelphia, PA; Can-
didate (Rosenwasser, Thomas)

Ho, Hector; Grand Blanc, MI; Active
(Batjer, Bederson)

Huh, Seoung; Seoul, Korea; Int’l 
(Batjer, Lee)

Mertol, Tansu; Izmir, Turkey; Int’l 
(Morcos, Bederson)

Norbash, Alexander; Boston, MA;
Adjunct Associate (Ogilvy, Bederson)

Ramos-zuniga, Rodrigo; Guadalupe,
CP; Intl’l (Loftus, Bederson)

Sanan, Abhay; Tucson, AZ; Active
(Piepgras, Bederson)

Singer, Robert; Nashville, TN; Active
(Steinberg, Ogilvy)

Sinson, Grant; Philadelphia, PA; Active
(Bederson, Flamm)

Stoodley, Marcus; Randwick,Australia;
Int’l (Bederson, Awad)

Sunshine, Jeffrey; University Heights,
OH; Adjunct Associate (Tarr, Selman)

Tranmer, Bruce; Burlington, VT; Active
(Wallace, Harbaugh)

Van Der Veer, Craig; Charlotte, NC;
Active (Selman, Bederson)

Wascher, Thomas; Appleton, WI;
Active (Zabramski, Bederson)

Zauner, Alois; Richmond, VA; Resi-
dent (Young, Bullock)

Zipfel, Gregory; St. Louis, MO; Resi-
dent (Dacey, Day)

For additional information about mem-
bership categories, and an application,
please look at  the CV Section Web site:
http://www.neurosurgery.org/cv/index.html.

Questions about membership can 
be addressed to the membership 
Chairman, Joshua Bederson, M.D. at
jbederson@mssm.edu.

AANS/CNS 
On-Line Carotid
Stenosis
Outcomes Study

Robert E. Harbaugh, M.D.,
F.A.C.S.
Professor of Surgery (Neurosurgery),
Dartmouth-Hitchcock Medical Center
and Chairman, AANS/CNS Outcomes
Committee and Committee for the
Assessment of Quality 

The American Association of
Neurological Surgeons (AANS) and

the Congress of Neurological Surgeons
(CNS) have made a commitment to
developing the resources and infra-
structure necessary to conduct national
and international outcomes studies in
neurological surgery. 

As part of our strategic plan, we have
recruited a committee with represen-
tatives from each of the clinical sections
of the AANS/CNS to assure clinical
expertise in all areas of neurosurgery.
The committee also includes neuro-
surgeons and non-neurosurgical con-
sultants with expertise in clinical
epidemiology and information tech-
nology. 

In collaboration with the Information
Services group at the AANS and Out-
come Sciences, we have deployed a reli-
able and secure user name and
password protected, Internet based, out-
comes reporting system (the POINT
system). This system allows neurosur-
geons from around the world to down-
load outcomes reporting instruments
to their personal computers, submit data
electronically to a centralized database,
obtain feedback about their outcomes,
and compare outcomes indicators in
their practice to the same indicators in
the universal data set. Data submitted
to the central database do not have
patient or surgeon identifiers, thus assur-
ing patient and physician confidential-
ity. Data verification and monitoring
can be accomplished, however, by use
of the user name and password key,
which is kept at the AANS office. 

This system offers numerous advan-
tages regarding data submission, stor-
age, analysis, and feedback and may
become the standard for conducting
multicenter clinical research. Outcomes
analysis over wide geographic areas can
be conducted efficiently and small pri-
vate practice groups will be able to par-
ticipate as easily as large academic
centers. Analysis of data in the central
database can be carried out to find best
clinical practices and the lessons learned
from these practices can be dissemi-
nated to the larger group. Because the
cost per patient decreases as the num-
ber of patients increases, the system
may allow national and international
outcomes studies to be done for a frac-
tion of the cost of present outcomes
studies. Use of the system is free of

charge to all members of the AANS
and CNS. We believe that this system
allows the kind of meticulous practice
monitoring that will result in improved
patient care at reduced costs.

We are presently conducting a study on
the surgical and endovascular treatment
of patients with carotid artery stenosis.
We would encourage all members of
the Section on Cerebrovascular Surgery
who treat patients with extracranial
cerebrovascular disease to enroll
patients in this database. Information
about how to obtain your user name
and password is available on the 
Practice Management page of 
Neurosurgery://On-Call (http://www. 
neurosurgery.org). 

Washington
Update

Katie O. Orrico, J.D.
Director, AANS/CNS Washington Office 

Protect Yourself to 
Minimize the Risk of
Federal Prosecution

Gone are the
days when

physicians only had
to care for their
patients. To main-
tain a successful
medical practice, in
addition to an M.D.,
it now almost a

requirement that physicians also hold
M.B.A. and J.D. degrees. Neurosur-
geons can no longer afford to have an
ostrich mentality when it comes to run-
ning a practice, and they must be inti-
mately involved in the day-to-day
business aspects of their practice. This
means, of course, that you will have to
continue to educate yourself about the
rules and regulations promulgated by
the government and others. 

OIG Issues Physician
Compliance Guidance
“We are the government and we are
here to help you.” Sound familiar? Well,
in part, there is a genuine effort on the
part of the Department of Health and
Human Services Office of Inspector
General (OIG) to give health care
providers some guidance so they do not
run afoul of the Medicare rules and reg-
ulations. In an effort to help small physi-
cian groups develop a plan to “identify
both erroneous and fraudulent claims
and help ensure that submitted claims
are true and accurate,” on September
25, 2000, the OIG issued the final
“Compliance Program Guidance for
Individual and Small Group Physician
Practices.” The “compliance program
guidance is intended to assist individ-
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ual and small group physician practices
in developing a voluntary compliance
program that promotes adherence to
statutes and regulations applicable to
the Federal health care programs.” 

The problem with the document, how-
ever, is that it is so complicated and bur-
densome in its own right, making it
unworkable for small physician prac-
tices with limited resources. In addi-
tion, the document does not guarantee
a “get-out-of-jail-free” card for physi-
cians who make a good faith effort to
adhere to the elements of the compli-
ance program. The AANS and CNS
submitted comments to the OIG in July
2000. The OIG did make some changes
as a result of these and other recom-
mendations from physician organiza-
tions. Nevertheless, the AANS and
CNS remain extremely concerned
about the complexity of this program
and will continue to work with the
AMA and others to see that changes
are made to make the program more
viable for physicians to implement.

To Implement or Not to
Implement (and If So How)?
If the compliance program is so com-
plex and difficult to implement, why,
then, would any neurosurgeon want to
undertake such an effort? The answer
is simple: the six criminal statutes high-
lighted in Appendix B of the report and
the four civil and administrative statutes
highlighted in Appendix C of the
report!

The OIG has identified seven basic
components of a voluntary compliance
program. These are:

• Conducting internal monitoring
and auditing through the perfor-
mance of periodic audits

• Implementing compliance and
practice standards through the
development of written standards
and procedures

• Designating a compliance officer
or contact(s) to monitor compli-
ance efforts and enforce practice
standards

• Conducting appropriate training
and education on practice stan-
dards and procedures

• Responding appropriately to
detected violations through the
investigation of allegations and the
disclosure of incidents to appro-
priate government entities

• Developing open lines of commu-
nication, such as (1) discussions at
staff meetings regarding how to
avoid erroneous or fraudulent con-
duct and (2) community bulletin
boards, to keep practice employ-
ees updated regarding compliance
activities

• Enforcing disciplinary standards
through well-publicized guidelines

The OIG acknowledges that full imple-
mentation of all the above components
may not be feasible for all physician
practices, but physicians would be well
advised to attempt to implement some
type of program. Note, however, that
there is a general feeling that the lesser
of two evils is to not have any compli-
ance program as opposed to having one
but not complying with it. Make sure,
therefore, that you set in place a real-
istic plan and adhere to it! 

A full copy of the document is avail-
able on the World Wide Web at
http://www.hhs.gov/oig/modcomp/cpc.pdf.

Documenting
and Billing 
for Critical
Care in
Neurovascular
Surgery

Veronica Chiang
Instructor of Neurosurgery

Issam Awad
The Nixdorff-German 
Professor of Neurosurgery 
Yale University School of Medicine

The care of critically ill patients is
an essential component of the
practice of neurological surgery.

This is particularly true in neurovascu-
lar surgery where a significant fraction
of a patient’s illness, and care rendered,
are in an intensive care unit (ICU).
There has often been confusion as to
when a neurosurgeon may bill or be
reimbursed for critical care services.
Accurate documentation and coding
are an essential aspect of the process
under the current HCFA reimburse-
ment system, like all other areas of neu-
rosurgery, and similar rules are often
invoked by other private payors. An
accurate understanding of the process
can maximize legitimate reimburse-
ment for services rendered and lower
the risk of fraud allegations in audit 
situations. 

Compliance Definitions of
Critical Care Services 
Unique CPT codes are provided for the
billing of critical care services. No spe-
cialty training or certification is required
to bill for critical care, although hospi-
tals may restrict privileges for critical
care to certain specialties. The defini-
tion of the specialty of neurological
surgery by the American Board of Neu-
rological Surgery specifically empha-
sizes training and competence in critical
care of neurologically ill patients. 

Critical care services are defined in the
American Medical Association’s Cur-
rent Procedural Terminology 2000 code
book as: “… the direct delivery by a
physician of medical care for a critically

ill or critically injured patient. A criti-
cal illness or injury impairs one or more
vital organ systems such that there is a
high probability of imminent or life
threatening deterioration in the patient’s
condition. Critical care involves deci-
sion making of high complexity, to
assess, manipulate, and support vital
system function(s) to treat single or mul-
tiple vital organ system failure and/or
to prevent further life threatening dete-
rioration of the patient’s condition.
Examples of vital organ system failure
include but are not limited to: central
nervous system failure, circulatory fail-
ure, shock, renal, hepatic, metabolic
and/or respiratory failure. Although
critical care typically requires inter-
pretation of multiple physiologic para-
meters and/or application of advanced
technology(s), critical care may be pro-
vided in life threatening situations when
these elements are not present. Critical
care may be provided on multiple days,
even if no changes are made in the
treatment rendered to the patient, pro-
vided that the patient’s condition con-
tinues to require the level of physician
attention described above.” 

Critical care cannot be billed for the
day of discharge from critical care. Note
that the setting for critical care need not
be in the ICU and is defined by any
setting in which critical care services
are provided. Hence, a neurosurgeon
may bill for critical care involved in the
resuscitation of patients in the emer-
gency room or for the intensive moni-
toring of ill patients during
endovascular intervention (as long as
documentation and compliance rules
are specifically fulfilled)

Documentation for Billing of
Critical Care Services
For clinical activity to qualify for billing
of critical care services chart docu-
mentation must currently fulfill three
criteria (CPT 2000 definitions):

1. Clinical condition criteria: “ …
High probability of sudden, clinically
significant or life threatening deterio-
ration in the patient’s condition that
requires the highest level of physician
preparedness to intervene urgently.”
Thus it is important to document the
actual organ dysfunction diagnoses that
require attention and that led to the
patient being admitted to the critical
care setting along with their ICD-9
codes (e.g., acute coma 780.39,
vasospasm 435.9, cerebral herniation
348.4, etc.). This condition can also be
used in the preoperative setting for
acutely admitted individuals. For each
additional 24 hours that the patient con-
tinues to need critical care, there needs
to be a revision of the list of organ fail-
ure diagnoses along with the docu-
mentation of the relevant evidence for
each diagnosis listed. A patient with
designated DNR status may still qual-
ify for critical care services.

2. Treatment criteria: “ … Require
direct personal management by the
physician. They are life and organ sup-

porting interventions that require fre-
quent, personal assessment and manip-
ulation by the physician. Withdrawal
of, or failure to initiate, these interven-
tions on an urgent basis would likely
result in sudden, clinically significant
or life threatening deterioration in the
patient’s condition.” Thus it is impor-
tant for the billing physician to actually
be present for the performance of the
procedure and the procedure needs to
be related to the correction or stabi-
lization for an imminently failing organ
system. The involvement and supervi-
sion of a resident requires the addition
of a -GC modifier in the billing of
Medicare cases to allow procedure
notes by the resident to be included 
in billing.

3. Documentation of time: The
crux of critical care billing is that it is a
time-based code. The physician’s
progress note must contain documen-
tation of the total time involved pro-
viding critical care services. If the time
is not legibly and unequivocally docu-
mented the claim will be subject to
recoding or denial. For any given
period, the physician is expected to pay
full attention to the patient and there-
fore cannot provide services to any
other patient during the same time
period. Essentially this means that the
total amount of critical care time billed
for each physician (including all
patients) each day in an ICU cannot
exceed 24 hours. Time involved with
residents in the care of specific patients
for specific diagnoses (as above) is legit-
imate for ICU billing. Care rendered
by residents without actual attending
physician presence cannot be billed for
ICU services. 

The CPT codes 99291 and 99292 are
the mainstay of billing in the ICU. The
two codes are distinguished only on a
time basis. Code 99291 can only be
billed if more than 30 minutes (up to a
maximum of 74 minutes) was spent car-
ing for the patient within a 24-hour
period. If less than 30 minutes was
spent, then one of the E/M codes listed
below should be used (usually 99222
or 99223). A code 99292 is then billed
for each additional 30 minutes of ser-
vice provided on top of the 99291 (i.e.,
75—104 minutes = 99291 ¥ 1 and
99292 ¥ 1, 105—134 minutes = 99291
¥ 1 and 99292 ¥ 2, etc.). These codes
are used independent of the individual
physician providing care so that if a
physician hands over or shares care of
the patient, the second physician can-
not then bill for a new 99291. Included
in the services provided within the
99291 code are the assessment, manip-
ulation and support of circulatory, res-
piratory, central nervous, or other vital
system functions to prevent or treat sin-
gle or multiple organ failure. 

The physician does not need to be phys-
ically at the patient’s bedside continu-
ously during the documented amount of
time. The physician may be engaged in
work directly related to the individual
patient’s care elsewhere on the floor or
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unit. This includes time spent reviewing
laboratory tests and x-rays, discussing
the patient’s care with other medical and
allied health staff and documenting crit-
ical care services. Time spent teaching
residents and other staff, even if patient-
related, cannot be billed as critical care
time unless it is rendered as part of the
critical care of a specific patient.

When patients are unable or incompe-
tent to participate in their own care, dis-
cussions with family members or
surrogate decision makers, whether in
person or by telephone, can be counted
as critical care time as long as docu-
mentation exists that the conversation
was pertinent to decision making essen-
tial for continued critical care manage-
ment. Conversations that include
medical history taking, reviewing
patient condition and prognosis, or dis-
cussing benefits and limitations of treat-
ment are all relevant to patient
management. Documentation within
the progress note for the day needs to
state: “(i) the patient was unable or
incompetent to participate in giving his-
tory and/or making treatment decisions
as appropriate, (ii) the necessity of the
discussion” (e.g., because the patient
was deteriorating so rapidly I needed
to discuss treatment options with fam-
ily immediately), “(iii) the treatment
decision for which the discussion was
needed” (e.g., whether or not to initi-
ate dialysis or transfusions or withdraw
care), “and (iv) the substance of the dis-
cussion as related to the treatment deci-
sion” (i.e., the note must link the family
discussion with a specific treatment
issue and explain why the discussion
was necessary on that day). Time spent
routinely updating family members on
the patient’s condition and time spent
outside the ICU taking calls about the
patient, however, cannot be included
as critical care time. 

Services Included and
Excluded in the 99291 /
99292 Codes
Commonly provided services that are
bundled into the critical care codes and
therefore cannot be billed separately
when billing the 99291 and 99292
codes include:

1. blood gas interpretation (99090),
pulse oximetry (94760, 94761,
94762) and ventilator management
(94656, 94657, 94660, 94662)

2. chest x-ray interpretation (71010,
71015, 71020)

3. cardiac output measurement inter-
pretation (93561, 92562)

4. computer data analysis, e.g., BP,
EKG, etc. (99090)

5. gastric intubation (91105)
6. vascular access procedures:

venipuncture and arterial puncture
(36000, 36410, 36415, 36600)

7. blood draw for specimen (HCPCS
G0001)

The following procedures are NOT
included in the critical care codes and
therefore can be billed separately in the
critical care patient (when performed
independent of a surgical procedure
where these may be bundled in the
global fee):

1. endotracheal intubation (31500),
2. central venous access (36489),
3. arterial line (36120) or 
4. pulmonary artery catheter place-

ment (93503), 

5. lumbar puncture (62270), ventric-
ular puncture (61105) or ventricu-
lostomy or intraparenchymal ICP
monitor placement (61107) 

6. conscious sedation (99141)
Any other procedure not listed in the
above list can also be billed separately.
The modifier -25 needs to be added to
the critical care code (i.e., 99291-25) to
indicate that the procedure was per-
formed as part of the critical care ser-
vice. Note that the time spent on these
procedures (when billed separately)
cannot be also included as part of gen-
eral critical care time. 

Other Billing Codes
Codes available for patients who are in
a critical care setting but do not qual-
ify for the 99291 and 99292 codes
include the following E/M codes:

Subsequent Hospital care codes
99231-3
Initial Inpatient consultation codes
99251-4
Follow-up Inpatient consultation
codes 99261-3
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Examples of patients included in this
group are those requiring frequent nurs-
ing observation or receiving medica-
tions that can only be given in a
monitored setting

Billing in each of these categories
depends on the usual levels of com-
plexity and time spent on history tak-
ing, physical examination, and problem
management. 

Billing in the Nonsurgical
Patient or in the
Preoperative Period
Critical care and other E/M services
may be provided to the same patient,
on the same day, by the same physi-
cian. If a patient is initially admitted in
a noncritical condition and then later
needs critical care then both an initial
E/M code and a critical care code can
be documented and reported. If the
change in status then results in the need
for surgery on the same day as admis-
sion then the -57 modifier (preopera-
tive decision) can be added to the E/M

or critical care code to allow for billing
of both the initial consult and the
surgery.

Nonoperative consults seen in the crit-
ical care setting also requiring the per-
formance of bedside critical care
procedures (e.g., intracranial pressure
monitor placement) can be billed as a
consult (E/M code 99251-25) and a sep-
arate critical care procedure if justified
by diagnosis and time-based criteria as
indicated previously. The name of the
referring physician and the “medical
necessity” reason for consultation need
to be clearly documented in the
progress notes.

Critical care procedures, such as Swan-
Ganz catheter placement for cardiac
optimization preoperatively or prior to
interventional neuroradiological pro-
cedures, in a noncritically ill patient can
be billed as a separate code to the above
E/M codes. The modifier -25 needs to
be added to the E/M code (e.g.,
99222/3-25) and the procedure code is
then listed separately.

Billing in the Postoperative
Period
Critical care services are often rendered
to postoperative patients. The concept

of the global fee has prevented surgeons
from submitting charges for postoper-
ative care in the 90 days after surgery.
It is important, however, to recognize
that if services are provided for diag-
noses different from the operative diag-
nosis then separate billing is
appropriate. The specific diagnosis(es)
warranting ICU care (distinct from sur-
gical diagnosis) and time spent in the
ICU care related to these specific diag-
noses must be clearly documented as
different from the original preoperative
diagnosis or E/M service and coupled
with its organ failure ICD9 diagnosis,
e.g., surgery for ruptured aneurysm ver-
sus critical care for respiratory failure,
coma, or vasospasm. Postoperative care
in the ICU cannot be billed separately
(by the surgeon or a different physician)
unless coupled to a different diagnosis
(organ failure, sepsis, etc.) which war-
rants critical care service.

During the first 24 hours after surgery,
the performance of a separate bedside
procedure for a treatment of organ fail-
ure separate from the reason for surgery
requires the use of the -79 modifier
(Unrelated Procedure or Service by the
same physician, e.g., for central line or
ventriculostomy placement). The mod-
ifier attached to the surgical code alerts
the carrier that different diagnoses are
involved and avoids automatic denial
of payment for the ICU procedure per-
formed postoperatively. 

After the first postoperative 24 hours,
the same physician can bill critical care
time as long as separate diagnoses of
organ failure can be documented. To
perform a bedside procedure in the
global (90 day) period the modifier -24
(unrelated E/M service by the same
physician during a postoperative
period, i.e., critical care time) needs to
be attached to the critical care code, i.e.,
99291-24. The procedure code is then
listed separately and the modifier again
alerts the carrier that critical care ser-
vices separate from standard postoper-
ative care is being delivered. Note that
CPR (code 92950) can also be billed
separately during the global period.

When critical care only is provided in
the postoperative global period by a
physician other than the neurosurgeon
(or neuroradiologist) then intensivist
and surgeon can bill separately. If, how-
ever, routine postoperative care also
has been transferred to the intensivist
then the -54 and -55 modifiers need to
be used by the surgeon, neuroradiolo-
gist and intensivist respectively and the
progress notes must clearly document
the transfer of care to allow for post-
operative care billing by the intensivist.

Critical care services may be rendered
simultaneously by more than one
physician or team, but each must clearly
document distinct diagnosis(es) and
time spent, and the specific diagnosis(es)
and time required in rendering ICU
care must be justified separately, and
must in each instance warrant ICU
care. A neurosurgical team might
deliver ICU care for ICP monitoring,
treatment, and management of barbi-

turate coma in a patient simultaneously
receiving ICU care for multiple trauma
(by a surgical ICU team) or liver fail-
ure (by a medical ICU team), as long
as the diagnosis(es) and time of ICU
care by the different teams are sepa-
rately and appropriately documented.
The delivery of ICU care by any physi-
cian for a given diagnosis does not pre-
clude consultation by another expert
for the same condition (i.e., cardiology
consultation for myocardial ischemia),
provided the consultant does not also
deliver (document and bill) critical care
service for the same diagnosis.

Documentation for Non-
Medicare Carriers
It is important to recognize that the
above are regulations have been pub-
lished by HCFA only for Medicare,
Medicaid, and Child Health program
patients. While the above can be used
as guidelines for other carriers the reim-
bursement rates may be different and
the documentation required may also
differ from those imposed by Medicare.
An example of this is the continued
bundling of bedside procedures such
as central venous access and Swan-
Ganz catheterization into the critical
care codes by Blue Cross/Blue Shield
in many states. This results in the denial
of payment for these procedures sepa-
rately but allows the inclusion of the
time spent doing these procedures in
the overall critical care time. Under-
standing these differences is particularly
important in cases that may be related
to workers’ compensation or other
insurance carriers which do not allow
or have limited appeal capabilities.

Conclusion
In many settings, neurovascular sur-
geons remain actively and appropri-
ately engaged in the critical care of their
patients in the ICU. A lack of under-
standing of the ICU billing codes and
compliance criteria, and the fear of
being accused of noncompliance or
even fraud, have generally restricted
neurovascular surgeons from docu-
menting and billing for extensive hours
of care provided to their often critically
ill patients. A better grasp on the intri-
cacies of the reimbursement should
help the neurovascular surgeon remain
at the forefront of critical care of his/her
patients, with fair compensation for ser-
vices rendered. 
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A Tribute to
Dr. Ralph
Cloward

On Novem-
ber 13th,
2000, Dr.

Ralph Cloward
passed away at the
Queen’s Medical
Center in Honolulu,
Hawaii. Many of us
knew him personally.

His pleasant mannerisms and unassum-
ing attitude in the face of tremendous
experience and knowledge allowed him
to become an icon for both orthopedic
and neurological surgeons alike. The
impact this single individual has had on
the field of spinal surgery remains unpar-
alleled; Dr. Cloward has been a founding
father of our specialty. Even though he is

no longer with us, the respect he earned
during his career will live in perpetuity.
He is missed by all who knew him. The
obituary below is reprinted, with permis-
sion, from the Honolulu Star Bulletin,
November 15, 2000.

Steroids and
Spinal Cord
Injury: A 
Questionnaire

The Joint Section on Disorders of Spine
and Peripheral Nerve Disorders of the
AANS/CNS is interested in your treat-
ment of patients with spinal cord
injuries. Current neurosurgical care of
these patients, particularly with respect
to steroid administration, has been the
subject of much debate. While guide-
lines committees are working towards

an analysis of the available data, the
value of the cumulative clinical expe-
rience and attitudes of surgeons around
the country is important to consider. 

The Spine Section has designed a sim-
ple 1-minute electronic questionnaire
to survey attitudes towards the use of
steroids in the acutely injured spinal
cord injured patient.  Regardless of your
present participation in managing these
patients, your point of view on this topic
is important to us.  We would like your
input to see how you are dealing with
this contentious issue. 

More on the 16th
Annual Meeting, 
February 23–26, 2000,
Renaissance Esmeralda
Resort, Palm Springs, 
California

Rogue’s Gallery

Do you recognize these people?  The
golf tournament was a great success at
the California meeting, despite partic-
ipation of individuals like this, whom
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Storied Island Neurosurgeon Ralph B. Cloward Dies at 92
He created landmark innovations during a long and distinguished career.

Dr. Ralph Bingham Cloward, a neurosurgeon whose career spanned treating
casualties in the Pearl Harbor attack to creating landmark surgical innovations,
died Monday at Queen’s Medical Center. He was 92. Cloward began his Hon-
olulu practice in 1938. A specialist in treating spinal injuries, he developed a
technique using bone grafts to help fuse discs. “Most surgeons only remove the
troublesome disc, but this doesn’t cure the problem,” he told the Star-Bulletin in
1986. Instead, he removed the damaged discs and replaced them with small plugs
of bone, taken from the patient or from a cadaver. For this procedure, he set up
the first bone bank in the United States, and other bone banks sprang up around
the country.

Dr. Paul M. Lin, an editor of a medical book that reprinted Cloward’s article on
his technique, called him a “technical genius.” “Dr. Cloward was so far ahead of
his time in technical skill that he made others appears inferior,” Lin said. Cloward
also perfected a technique that became famous: a way to operate on cervical
discs in the neck from the throat, called an anterior approach. Before this, sur-
geons had operated from the back of the neck.

The most publicized case using this technique occurred in 1965 after a husband-
and-wife team of Polish doctors wrote to him on behalf of their 16-year-old daugh-
ter. They explained that a tumor on her spine might be fatal. Cloward’s role as
a Rotarian paid off: the Rotary Club of Honolulu paid all the expenses to bring
mother and daughter here, and the operation was a success. Cloward also devel-
oped more than 100 surgical instruments that bear his name and are widely used.

His Pearl Harbor Day memories included rushing to Tripler Hospital to aid the
wounded. Doctors worked nonstop as the injured kept pouring in. On the evening
of the fourth day, Cloward headed home after having performed more than 40
operations. The headlights on his Ford had been painted black except for a half-
inch blue strip in the middle. In the blackout, his car dropped into a unseen,
deep ditch on School Street. But his surgical performance earned him mention
in national magazines. Time reported he saved lives and wits of “a large num-
ber” of sailors and soldiers.

Cloward continued to patch up people into his late 70s. He was born in Salt Lake
City, graduated from McKinley High School here in 1926 and studied at the uni-
versities of Hawaii, Utah and Chicago. He was chief of staff of the Neurosurgery
departments of Queen’s, St. Francis and Kuakini hospitals, and a consultant in
Neurology and Neurosurgery. He authored scores of technical articles in med-
ical journals, going back to 1937.

A man of many talents, he was a clarinetist with the Royal Hawaiian Hotel Orches-
tra in 1927 and played first clarinet.

Please submit your response on-line at
http://thinker.neurosurgery.org/scisurvey.

1. Are you a
a) Neurosurgeon
b) Orthopedic Surgeon
c) Research Scientist
d) Resident / fellow in training
e) None of the above

2. Do you manage spinal cord injured patients?
a) Yes
b) No

3. How many acute SCI do you manage a year? 
a) < 10
b) 10 – 40
c) > 40

4. Do you currently follow 
a) NASCIS I guidelines
b) NASCIS II guidelines
c) NASCIS III guidelines
d) A Generic steroid protocol
e) I do not give my acute SCI patient steroids

5. Should methylprednisolone be considered 
a) A Standard of care for all non-penetrating SCIs
b) A Recommended treatment
c) A Treatment option
d) An Experimental therapy
e) Not recommended in the treatment of acute SCI

Continued on page 20



you might also find on the FBI’s most
wanted list.  We’re still not sure if these
gentlemen can actually play golf, but
they’re all threatening to enter the tour-
nament this year in Phoenix as well.

Congratulations to our anonymous ten-
nis champion (pictured above on the
right) who won the tournament in Feb-
ruary at the Renaissance Esmeralda.
We’ll publish an update if our efforts to

find a name come to fruition.  In the
meantime, look for a similar venue this
year in Phoenix!

REMEMBER! THE
17TH ANNUAL
MEETING WILL 

BE HELD 
FEBRUARY 14–17,
2001 IN PHOENIX,

ARIZONA.

Awards

Research Funding: The AANS/
CNS Joint Section on Disorders of the
Spine and Peripheral Nerves has estab-
lished two Research Grants: the Lar-
son Award and the Sonntag Award.
They are intended to establish funding
for clinical projects related to the spine
and peripheral nerves, and to provide
a means of peer review for clinical
research projects to help improve the
quality of the proposal and therefore,

enhance competitiveness for National
Institutes of Health (NIH) funding. The
awards are also meant to provide con-
tinued funding on an annual basis to
establish the AANS/CNS Spine Sec-
tion as a known source for quality 
clinical research aimed at answering
questions pertaining to the treatment
of disorders of the spine and peripheral
nerves.

The awards range from $15,000—
$30,000 and are intended for primary
investigators of planned clinical stud-
ies requiring national level funding to
support the preparation of grant pro-
posals and external consultations and
to assist in the development of the pro-
posal, planning meetings, and the col-
lection of pilot data. Work that can be
completed without such support (such
as literature review and preliminary
protocol design) should be completed
before applying for the Larson or the
Sonntag Awards.

The format of the proposal should fol-
low that of the NIH grant package.
Specifically, applications should not
exceed five single-spaced pages. The
applicants should address their specific
aims, pertinent literature review and
previous studies review, include a brief
summary of the proposed study, and a
plan for utilization of the funds, as well
as a detailed budget and budget justifi-
cation. The budget should not include
salary support for the primary investi-
gator or co-investigators.

Application details for research grants
are available from Michael G. Fehlings,
M.D., Ph.D., The Toronto Hospital, 399
Bathurst St., Suite 2-417, Toronto,
Ontario M5T 2S8, Canada (tel. 416-
603-5627), or check out our website at
www.neurosurgery.org. The application
deadline for grants to be awarded for
2002 is Dec. 1, 2001.

Fellowship Funding: The Cloward
Fellowship Award is sponsored by
Medtronic/Sofamore Danek and is
awarded annually to one or two U.S.
or Canadian trained neurosurgical res-
idents to provide supplemental funds
for advanced education and research
in disorders of the spine or peripheral
nerves in the form of fellowship train-
ing. The amount of the award is
$30,000.

Application information for the
Cloward Fellowship Award can be
acquired from Ziya Gokaslan M.D.,
MD Anderson Cancer Center, 1515
Holcombe Blvd., Houston, Texas
77030-4095 (tel. 713-792-2400) or check
out our Web site at www.neurosurgery.org.
The application deadline for the 2002
Cloward Fellowship Award is Sept. 14,
2001.

Resident Awards: The Mayfield
Award is presented annually by the
Joint Section on Disorders of the Spine
and Peripheral Nerves to the neuro-
surgical resident who authors an out-
standing research manuscript detailing
a laboratory or clinical investigation in
the area of spinal or peripheral nerve
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disorders. Two awards are available,
one for clinical research and one for
basic science research. Each award is
valued at $500.

For further information and submission
forms, please contact Keith R. Kuh-
lengel, M.D., 1671 Crooked Oak Dr.,
P.O. Box 10247, Lancaster, PA 17605-
4207, Phone (717) 569-5331, e-mail:
kkuhleng@redrose.net, or check out our
Web site at www.neurosurgery.org.

DEADLINES
September 14, 2001: Cloward 
Fellowship Award

September 14, 2001: Mayfield
Awards

December 1, 2001: Sonntag and 
Larson Clinical Research Grants 2002

Joint Section
Nominating
Committee

The following names have been put for-
ward by the Nominating Committee,
for the positions listed below:

Chairman Elect:
Nevan Baldwin

Secretary Treasurer:
Charles Branch

Member at Large:
Robert Heary

Terms will commence February of 2001.
Voting will take place at the Section’s
annual business meeting from noon to
12:30 on Friday, Feb. 16, 2001 in
Phoenix.

Coding Corner

Greg Przybylski 

The Debate over Coding
Approach to the Anterior
Thoracolumbar Spine
The purpose of current procedural ter-
minology (CPT) is to summarize physi-
cian work performed during treatment
of a patient. However, there are cir-
cumstances in which more than one
physician shares the work of a single
CPT code. For example, some neuro-
surgeons request the assistance of an
otolaryngologist to perform the nasal
approach to the sella for hypophysec-

tomy. The -62 cosurgery modifier was
developed to describe this situation,
allowing two physicians to share the
work described by a CPT code. The
Health Care Finance Administration
(HCFA) developed a payment policy
through the Medicare program in
which the total payment attributed to
the CPT code is increased by 25% and
then divided evenly between the two
surgeons. This results in an ultimate
62.5% reimbursement of the allowable
payment to each physician.

Although the -62 modifier reflects
shared efforts of two primary surgeons
performing the work of a CPT code, it
does not imply that one surgeon per-
forms an approach whereas the other
performs the definitive procedure. For
example, a neurosurgeon and oto-
laryngologist can share the work of
removing a vestibular neurilemmoma.
However, there are circumstances in
which the surgical approach is typically
performed by one surgeon and the
definitive procedure by another. This
scenario prompted development of spe-
cific codes for extracranial and intracra-
nial approaches, definitive procedures,
and secondary closures for skull base
surgery several years ago. With
improved technology to facilitate ante-
rior thoracolumbar spinal surgery, there
has been an interest in creating a sim-
ilar coding structure for anterior spinal
surgery.

Since a method for describing this work
presently exists with the -62 modifier,
one may question the need for revising
a substantial proportion of spinal
surgery codes, particularly since these
were rewritten and revalued only 5
years ago. However, several limitations
of the current coding method have been
identified. Although Medicare recog-
nizes the -62 modifier, other third party
payers do not, causing reimbursement
problems for the approach surgeon and
spine surgeon. Confusion among sur-
geons regarding proper coding has
resulted in varied coding submissions
including use of exploratory thoraco-
tomy or lumbotomy codes to separately
describe the approach, which is con-
sidered by the AMA to be included in
the definitive procedure code. Surgeons
have also raised concern about the even
split of the reimbursement, particularly
since the proportionate work of the
approach and spine surgeons may vary
across the range of spinal problems.
Finally, spinal surgeons have raised con-
cern about whether the value of the
approach was actually included in ante-
rior thoracolumbar spinal procedures
when these were surveyed, since the
approach surgeons were never included
in the survey process and many spinal
surgeons responding did not perform
the approach themselves.

Recognizing these difficulties several
years ago, representatives of the Amer-
ican College of Surgeons and Society
of Thoracic Surgeons in cooperation
with orthopedists and neurosurgeons
from five other specialty societies began
exploring various ways to describe the

work of anterior thoracolumbar surgery.
This was further stimulated by a change
in CPT in which the language of -62
allowed its use only once per operative
session, thereby reducing the reim-
bursement for two surgeons who shared
the work of more than one code. The
issue was brought to the forefront of the
CPT Editorial Panel when a neurosur-
geon and general surgeon in Pennsyl-
vania formally proposed creation of
anterior lumbar approach codes to the
Panel.

The past 2 years have been spent by
these various society representatives
investigating the benefits and limita-
tions to -62 when compared with the
development of approach codes.
Although initial efforts focused on the
creation of approach codes, the society
representatives identified concerns with
the methodology of evaluating the dif-
ferential work involved. Initially, a con-
sensus could not be reached among the
seven specialty societies. Quarterly pre-
sentations were made to the CPT Edi-
torial Panel without agreement. Finally,
despite a consensus agreement to mod-
ify the language of –62 by the societies,
the Panel mandated reconsideration of
approach code development.

The society representatives met again
and additionally included discussion
with HCFA representatives to explore
the concerns about valuing approach
codes, identifying the variable postop-
erative work involved, and the limita-
tions imposed upon approach surgeons
from performing other procedures after
completing the approach. Although a
written resolution to the various con-
cerns was not achieved, an under-
standing was attained among the
representatives that resulted in a sec-
ond consensus proposal from the seven
specialty societies. However, the pre-
ferred method among the society rep-
resentatives for describing the work
remained in altering the language of
the –62 modifier. Continued concerns
among HCFA, payer representatives,
and other panel members resulted in a
request to revisit the issue again.

Although drafting approach codes and
vignettes is fairly straightforward, the
process of evaluating the physician
work given the varied practice across
the country is substantially more diffi-
cult. In addition, the constraints of bud-
get neutrality require a clear
understanding of the pools of money
that are currently used by HCFA to
reimburse for these procedures in order
to develop a valid methodology for pre-
sentation to the Relative Value Update
Committee (RUC). Finally, commit-
ment from HCFA regarding the
approach surgeons’ concerns is imper-
ative to reconsideration of the approach
methodology for anterior thoracolum-
bar spine surgery. Given the current
timetable of CPT and RUC, changes
are not expected earlier than 2002.

In order to better portray the concerns
of our society members, your experi-
ence with coding and obtaining reim-
bursement for anterior thoracolumbar
surgery performed with another sur-
geon would be quite helpful. You are
encouraged to share your observations
through the Coding and Reimburse-
ment Committee via email to our staff
representative, Ms. Cherie McNett, at
CMcNett@neurosurgery.org.

Comments,
Submissions, or
Suggestions for
the Newsletter?

Please e-mail John Hurlbert at 
jhurlber@ucalgary.ca or contact through
surface mail: Dr. R. J. Hurlbert, Uni-
versity of Calgary Spine Program,
Foothills Hospital and Medical Centre,
1403 29th St. N.W., Calgary, AB
Canada T2N 2T9.
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Message from
the Chairman

M. Ross Bullock, M.D., Ph.D.
Chairman

The AANS/CNS
Section on

Neurotrauma and
Critical Care has
widened its scope of
activities tremen-
dously over the last 2
years. Under the
leadership of Brian

Andrews and Michael Fehlings, the
membership has increased to an all-

time high of over 1,500 members. Our
financial standing is excellent, and the
opportunities are now greater than ever
for the Section to significantly impact
patient care and to serve the needs of
its members.

Over the next 2 years, the efforts of the
Section leadership will focus especially
on the following areas:

• Improve reimbursement for neu-
rotrauma care delivery by neuro-
surgical providers. 

• Complete the neurotrauma guide-
lines effort.

Continued on page 22



• Enlarge the numbers of fellow-
ships, scholarship awards and
grants to encourage young neuro-
surgeons to enter the trauma field.

• Increase awareness of neurotrauma
among neurosurgeons and the
community in general.

• Initiate data-collecting initiatives
to determine the outcome of mod-
ern neurotrauma management
nationwide.

• Create teaching aids in neuro-
trauma.

• Foster international collaboration
to teach better neurotrauma care
worldwide.

• Enhance collaboration between the
Section and other neurotrauma
groups such as the Neurotrauma
Society, Brain Trauma Foundation,
and Brain Injury Association.

Work on many of these projects is
already well under way. Dr. Don Mar-
ion has begun working with the Wash-

ington Committee to improve reim-
bursement for trauma care. Dr. Brian
Andrews is working on a position state-
ment concerning the hours on call that
neurosurgeons should be available to
provide trauma and other emergency
care. Dr. Jam Ghajar and the Brain
Trauma Foundation have begun to
work closely with the Section to signif-
icantly advance the Guidelines initia-
tive. A survey is being conducted to
determine patterns and amounts of
reimbursement paid to neurosurgeons
by Level I and Level II trauma centers
to provide trauma coverage. This is a
first step towards standardizing this
important aspect. Over the next few
years, we should thus significantly
improve the problems which are limit-
ing neurosurgical involvement in
trauma care.

To best serve the needs of its members,
however, the Section needs input and
feedback regarding its activities. These
aims can only be achieved with coor-
dinated input from neurosurgeons with
an interest in trauma. We urge you to
contact members of the Executive
Committee, to let us know your views,
and to help us in these endeavors.
Thanks for all your help!

Below, you will find a listing of the com-
mittee chairs and office bearers who
have agreed to serve the Trauma Sec-
tion over the next 2 years.

Update from
the Brain
Trauma
Foundation

Jamshid Ghajar, M.D., Ph.D.

80,000 EMT’s to Receive Training
in Traumatic Brain Injury Treat-
ment from the Brain Trauma
Foundation—Guidelines for the
Prehospital Management of
Traumatic Brain Injury

In 1998, supported by a grant 
from the U.S. Department of

Transportation, National Highway
Traffic Safety Administration, the Brain
Trauma Foundation initiated a program
to develop and teach the Guidelines for
the Prehospital Management of Traumatic
Brain Injury. The program is called
“Assessment, Treatment and Transport
of TBI Patients: A Program for
Prehospital Personnel.” Its primary pur-
pose is to significantly decrease the mor-
tality and morbidity due to severe
traumatic brain injury and to reduce
the high economic costs incurred to
society for long-term care of individu-
als with severe head injury. 

The goals of the program are:
• To educate EMS providers in the

assessment and management skills
of TBI in the prehospital setting so
that these practitioners are
equipped to provide patients with
optimal care. The program
includes oxygenation, blood pres-
sure, ventilation and inter-rater reli-
ability in Glasgow Coma Scale
scoring.

• To encourage the incorporation of
the Guidelines for Prehospital Man-
agement of TBI into the national
standards curriculum.

• To demonstrate in the field that
optimal management of TBI in the
prehospital setting makes a differ-
ence in patient outcomes.

The implementation has occurred in
three phases: 
1. With the assistance of a national

group of emergency medical ser-
vice experts, BTF developed the
first ever scientific evidence-based
document for EMS, Guidelines for
the Prehospital Management of Trau-
matic Brain Injury, during the first
phase of the program. 

2. BTF developed supplementary
training and educational materials
including an algorithm and chart
for use in ambulances, two train-
ing videos, several CD-ROMS,
instructor and provider lesson
plans, slide sets, and other aids.
These materials were tested at five
pilot sites in the fall of 1999: met-
ropolitan Birmingham, Alabama;
Anchorage and surrounding

regions, Alaska; Navajo Nation,
Arizona and New Mexico; the Dis-
trict of Columbia; and the greater
Galveston area, Texas. Feedback
from the prehospital personnel
who participated in the pilot train-
ing sessions was used to revise the
educational products. 

3. A national roll-out of the program
began in 2000 with nine states
(Alabama, Delaware, Florida,
Georgia, Maryland, Mississippi,
Tennessee, Virginia, and West Vir-
ginia) plus the District of Colum-
bia. Implementation in each state
varies to accommodate local sys-
tem needs and differences, but all
are initiated with state Public
Health officials and regional Med-
ical Directors.Future sites for the
program are planned for 19 addi-
tional states (Alaska, Arizona, Con-
necticut, Kentucky, Louisiana,
Massachusetts, Michigan, Nevada,
New Jersey, New Mexico, New
York, North Carolina, Ohio, Penn-
sylvania, Rhode Island, South Car-
olina, Texas, Utah, and Vermont).

For more information about this pro-
gram, or for information about pur-
chasing the Prehospital Guidelines, please
contact Pamela Walker, Project Direc-
tor, Brain Trauma Foundation, 212-772-
0608. The Prehospital (and in-hospital)
Guidelines can be reviewed at the BTF
web-site, www.braintrauma.org.

Described below are updates on other
major BTF initiatives:

New York State Demonstration
Project: The Brain Trauma Founda-
tion, supported by a grant from the New
York State Department of Health, com-
pleted its first phase of a demonstration
project for acute care of Traumatic Brain
Injury (TBI) that BTF will use nation-
wide. The demonstration project
enables us to “field test” training semi-
nar materials, a Web-based patient data-
base, and outcome assessment tools,
before a state-by-state roll-out. 

Five trauma centers that handle a high
volume of severe head injuries are par-
ticipating. The key elements of this pro-
gram include training for all appropriate
personnel in the latest scientific evi-
dence-based treatment protocols for
TBI, implementation of a quality assur-
ance treatment and outcome database
(TBI-tractm), and follow-up visits to
track patient outcome for 1 year after
injury. The Brain Injury Association of
New York State is conducting the
patient outcome portion of the project. 

U.S. Trauma Center Survey 
Project Complete: In early 2000,
BTF completed the process of identi-
fying and contacting every trauma cen-
ter in the nation where severe head
injuries are treated. The survey identi-
fied the current level of TBI practice
that is in accordance with evidence-
based recommendations in the Guide-
lines. It has been ascertained by the
survey that of the 924 trauma centers
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Office Bearers and Committee Heads

Chairman Ross Bullock, M.D., Ph.D.
Secretary/Treasurer Alex B. Valadka, M.D.

Chairman-Elect Donald Marion, M.D.

AANS Liaison Brian T. Andrews, M.D.

ABIC Liaison Raj K. Narayan, M.D.

CNS Liaison Nelson M. Oyesiku, M.D., Ph.D.

Fellowships/Awards Michael G. Fehlings, M.D., Ph.D.

Guidelines Jam Ghajar, M.D., Ph.D.

Head Injury Peter B. Letarte, M.D.

International Outreach Nelson M. Oyesiku, M.D., Ph.D.

Internet/Media David M. McKalip, M.D.

Membership Jamie S. Ullman, M.D.

Organ Donation Jamie S. Ullman, M.D.

Pediatrics P. David Adelson, M.D.

Prevention/Think First Michael J. Caron, M.D.

Reimbursement and Coding Donald W. Marion, M.D.

Resident Liaison Geoffrey T. Manley, M.D., Ph.D.

Spinal Injury Michael G. Fehlings, M.D., Ph.D.

Sports Medicine Julian E. Bailes, Jr., M.D.

Washington Committee Liaison Donald W. Marion, M.D.

Member-at-Large Robert C. Cantu, M.D.

Member-at-Large John H. McVicker, M.D.
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identified, approximately half of the
centers stabilize the patients and trans-
fer them to another trauma center. The
remaining centers care for severe trau-
matic brain-injured patients; however,
the level of compliance with the rec-
ommendations in the Guidelines remain
low, which emphasizes the need for a
national education program.

International Brain Trauma
Foundation: Brain Trauma Founda-
tion launched an affiliate organization
in Vienna, Austria that will concentrate
on improving TBI outcomes in Europe
and other countries around the world.
The International Brain Trauma Foun-
dation (IBTF) is an independent non-
profit, non-governmental organization,
that will exclusively use BTF’s educa-
tional materials and curricula.

Attention
Neurosurgery
Residents: 
Consider
Joining the Joint
Section on 
Neurotrauma
and Critical
Care (JSNTCC) 

Jamie Ullman, M.D.
Membership Committee

You are the future. We want you to help
to increase participation in the Neuro-
trauma Section and to promote aware-
ness of the importance of neurotrauma-
related issues. The leadership of the
Neurotrauma Section has therefore
decided to offer JSNTCC membership
to all resident members of the AANS
or CNS membership, with waiver of
dues for the duration of residency.

The purpose of our Section is to rep-
resent the interests of all neurosurgeons
on issues related to head injury, spinal
cord injury, sports medicine, critical
care, and injury prevention. The fact
that trauma is one of the largest of the
Joint Sections is testimony to the fact
that neurosurgeons deal with these
problems every day, whether by eval-
uating a minor head injury in the office,
performing the initial emergency room
evaluation of a patient with a spinal
cord injury, or caring for a patient with
a prolonged ICU stay after an elective
craniotomy. We believe that your mem-
bership in the Section now and in the
future is the best way to ensure partic-
ipation and input from as many neu-
rosurgeons as possible.

The Guidelines for the Management of
Severe Head Injury is the most recent
high-profile project of the Section.
These guidelines will undergo contin-
uous revision to ensure that they remain
current. Other “hot” issues concern the
involvement of individual neurosur-
geons in caring for head and spinal cord
injuries, and cooperation and conflict
among neurosurgeons, general sur-
geons, and critical care specialists in the
ICU. Educational programs for the gen-
eral public are also one of our major
priorities, including supporting the
Think First head and spinal cord injury
prevention program. Other activities
include helping to organize fellowships,
lectureships, meetings and workshops
in neurotrauma and critical care, dis-
tribution of a newsletter to keep mem-
bers updated on ongoing activities, and
coordination of educational funding
from various pharmaceutical and med-
ical supply companies to benefit the
greatest number of our members. 

As a resident, you might be particularly
interested in learning that the JSNTCC
has created a Neurotrauma/Critical
Care Young Investigator Award to cul-
tivate even greater interest in neuro-
trauma and critical care among young
neurosurgeons like you. This award will
be presented at each AANS and CNS
Annual Meeting to the young investi-
gator who has submitted the most 
outstanding abstract relating to neuro-
trauma or critical care.

Your membership helps to promote
activities in these and other areas related
to trauma and critical care. We share
the common goal of ensuring the best
possible outcome for patients with neu-
rotrauma. Please consider joining this
Section. If interested, please contact
Jamie Ullman, M.D., head of the Mem-
bership Committee at jamieu@aol.com
or phone 212-241-0050.
__________________________________

Reproduced with permission from the Fall
2000 issue of Neurotrauma News, published
by the AANS/CNS Joint Section on Neu-
rotrauma and Critical Care.
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FEDERATION NEWS UPDATE

Letter from the
Editor

Dear Colleagues: 
Information from the WFNS can now
be sent to your personal e-mail
addresses. 

We are able to do this just with the 4500
addresses we have already listed in our
E-mail Directory. 

This will provide demographic infor-
mation to WFNS, as well as, with your
cooperation, confirm and enlarge the
database of the WFNS E-mail Directory. 

I would appreciate it if you could pro-
vide us the e-mail addresses of the col-
leagues whom this e-mail did not reach
and would like to receive information
from the WFNS (or ask them to regis-
ter directly at our site at http://wfns.org).

During the next few weeks we will start
using the Web site as an educational
tool. We will post banners indicating
the dates of the clinic-pathological con-
ferences. The first was by Dr. Michael
Walker and Dr. Peter Black from Har-
vard Medical School. At the end of the
presentation of the patient there will be
an Open Forum On-line aimed pri-
marily for residents and young neuro-
surgeons.

I appreciate all your suggestions to
improve and make the WFNS Web site
more useful for each one of you.

Warm regards,

Eduardo A. Karol, M.D.
Editor
WFNS Publications 

Manuel Dujovny, M.D.
Associate Editor
WFNS Publications

Letter from the
President

Dear Colleagues: 
I wish to remind you that the Admin-
istrative Council of WFNS has created
a Foundation for the purpose of sup-
porting neurosurgeons worldwide who
have difficulties in treating their patients,
due to lack of funds for purchasing the
necessary equipment, for carrying out
certain neurosurgical procedures, etc.

One of the initiatives to raise funds for
this rather newly established Founda-
tion is the creation of a special Certifi-
cate available to all neurosurgeons who
are members of a WFNS member soci-
ety having full membership status with
WFNS. The cost of the Certificate is
U$S 100.00. The Certificate will serve
as a document of recognition as being
a “Fellow” of WFNS and will be signed
by the President and Secretary.

Applications for this Certificate should
be sent in writing to the Secretary of
the Society of which you are a mem-
ber, together with a cheque for the
amount of USD $100.00 (addressed to
the World Federation of Neurosurgical
Societies. Please mark the name, which
you wish to appear on the Certificate,
clearly. Your Society will then forward
your name, together with your money
to WFNS who will prepare your Cer-
tificate and mail it to your Society for
forwarding on to you.

With kind regards and very best wishes,
I remain,

Yours sincerely,

Prof. Dr. Madjid Samii
President, WFNS

Axon Instruments
Introduces Clinical
Micropositioner

Axon Instruments, Inc. has is
proud to announced the
release of the Clinical
Micropositioner, its newest
product for use in human
neurosurgery.   The Clinical
MicropositionerMicroposi-
tioner is a precisely controlled
electromechanical device that
allows the accurate placement
of probes in the brain during
functional neurosurgery.   It
was developed by Axon
Instruments’ engineers to
meet the requirements of
world leaders in the field of

neurosurgery at Emory Uni-
versity, the University of Cal-
ifornia (at San Francisco),
Baylor College of Medicine,
the University of Toronto,
and Stanford University.

The Clinical Micropositioner
can move a probe (such as an
electrode) through the brain
over a 60-mm range in steps
as small as 1 micron.   It
mounts on standard stereo-
tactic frames (Leksell and
CRW), and it comes with an
X-Y stage that allows sub-mm
repositioning of the electrode
without moving the arc.
This enables the neurosur-
geon to make parallel elec-
trode penetrations with great
ease, accuracy, and reliability.

This new product comes on the heels
of Axon Instruments’ already well
received Guideline System 3000 for
intraoperative microelectrode record-
ing.   With already over 30 installed
sites worldwide since 1998, the Guide-
line System 3000 is contributing sig-
nificantly to the refinement of
neurosurgical procedures.

NEW PRODUCTS

ERRATUM

In the Fall 2000 issue of Neurosurgery
News, in the New Products section on
page 23, the name of the Silicon Val-
ley surgical software company
CBYON was misspelled as
“CYBON.” The correct headline
should read “CBYON Introduces Sur-
gical Anatomy Visualization and Nav-
igation Tools.” The Publisher regrets
the error.


