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President’s Message
Dear California Neurologist,
The California Neurology Society (CNS) Board of Directors and Consultants are
pleased to announce the new name of your state neurology society (formerly the
Association of California Neurologists - ACN).
The CNS mission is to stimulate and foster improvements in all aspects of the health
care of patients with disorders of the nervous system, to encourage the association of
professional neurologists and advancement in the practice of neurology in the state
of California, and to promote continuing education and advancement in scientific
and clinical techniques and methods of neurological medicine.
Given the recent political climate in the nation and significant plans for changes in
health care delivery anticipated in the next few years, the Board also believes, as
does the American Academy of Neurology that our mission must be expanded to
include vigorous advocacy so that neurologists can continue to provide the best
quality care to their patients. Advocacy can help ensure that adequate financial
resources are directed toward this care. We are convinced that without an effective
voice in Sacramento and Washington, neurologists and their patients will lose out
and that it is the responsibility of the CNS to try and make sure that this does not
happen.
Because these issues affect all the neurologists in the state, the Board has decided to
automatically include all of California's neurologists in our membership regardless
of their practice setting. Under the new guidelines, a neurologist can also opt out of
being a member of the CNS. The CNS dues have not changed. Dues are still $95
for an active neurologist and $25 for a senior membership. Without this financial
support the only California organization solely focused on the interests of
neurologists and their patients will atrophy and disappear.
As part of the reorganization of the CNS we have created committees targeting
specific important issues including legislation, electronic health records, coding and
strong patient advocacy. For example, a recent survey of our membership identified
three priority legislative issues to consider: AB25 (Hayashi) – Athletics Concussion
& Head Injury, AB 310 (Ma) Fair Specialty Drug Payments and Mandatory
reporting of lapses of consciousness. Although the CNS is currently focusing on
these three items, other legislative issues will continually be identified and
addressed.
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In addition, the CNS is planning a two day annual meeting in 2012 in southern California that will address
practice-related concerns, provide CME and address novel current topics including neurological disasters and
―neuro-terrorism‖. Details will be soon announced.
Currently less than a third of the state’s neurologists are dues paying members. Please consider being an active
member of your California Neurology Society and providing us with the financial support we need to pursue our
mission.
Adversity creates opportunity. If the neurologists of California remain united, organized, focused and motivated,
we can achieve our goals and create a satisfying environment in which to practice and most of all, ensure the
welfare of our patients.
Steven J. Holtz, M.D.

President, California Neurology Society
S. J. Holtz, MD, FAAN

CNS President

Deadline Nears to Avoid
Electronic
Prescribing Penalty

In order to avoid the 1-percent penalty on
2012 Medicare reimbursements. Medicare
requires claims-based submission of
electronic prescriptions.

June 30 is the deadline for neurologists
to avoid penalties and increase their
incomes by prescribing electronically.

By December 31, 2011, eligible providers
must complete 25 electronic prescriptions
for Medicare patients during qualified
clinical encounters in order to avoid a 1.5percent penalty in 2013. Electronic
prescriptions performed during non-clinical
encounters (e.g., refills provided for a
patient when they are not in the office) do
not count toward the number counted by
the Medicare program.

The Medicare Electronic Prescribing
Incentive Program is 1 percent in 2011
and a 1-percentpenalty based on 2011
activity is in effect for 2012.
Eligible providers must provide 10
electronic prescriptions for Medicare
patients during qualified clinical
encounters (i.e., evaluation and
management visits) by June 30, 2011,

For more information, visit
www.aan.com/view/erxhelp.
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Editor’s Message: California Physician Supply: Crisis and Opportunity
Michael Stein, MD, CNS Newsletter Editor

Your editor had the opportunity to attend the
recent meeting of the CMA’s Council on
Legislation up in Sacramento. The meeting
began with a presentation of the CMA Issue
Brief: California Physician Workforce.

*How do we attract and retain physicians in
California? California born physicians who
undergo training out-of-state do not return in
appreciable numbers.
*How do we address the disparity in primary and
specialty physicians? In every area of the state,
specialists outnumber primary care physicians, even
in areas that are considered medically underserved.

I have attached it to this article; it bears careful
and considered reading. The report highlights
the many problems our profession faces in the
coming decades and offers various approaches
to dealing with the coming crisis. Many of us
are nearing retirement age and the number of
new neurologists entering the workplace
simply will not keep up with the demand for
neurological services. We have to start
thinking creatively now, not 10 or 20 years
from now, about how to meet these
challenges.

*How do we develop a more diverse medical
workforce? Latinos constitute 37% of the state
population (and growing), but only 5% of
physicians are Latino.
I found the discussion of telemedicine to be the
most interesting. The winds of change are blowing
most vigorously in this area and we have to deal
with some thorny issues, such as care/advice being
provided by out-of-state physicians, interoperability
of electronic medical records, payment issues,
liability issues and so forth. Telemedicine has the
promise of being one way to address the shortage of
physicians, but an unintended consequence of
telemedicine, as I see it, is the perpetuation of the
maldistribution of specialists in urban areas. If you
can provide advice to a practitioner in a rural area
while sitting comfortably in your office in San
Francisco, who is going to move to one of these
communities? Maybe a lifestyle choice, but one
that I see made by only a few neurologists.

At the meeting, discussion groups worked on 3
possible ways to address the future shortage of
physicians:
1. Considering that one of the deterrents to
entering the profession is the amount of time it
takes to become a physician, should the
amount of years to finish medical school be
shortened?
2. How can the physician community help to
ensure that telemedicine evolves in a way that
best serves the profession and patients?

The Workforce Report ends with 5
recommendations; I’m sure that more can be
thought of and the CNS Newsletter should be a
forum where ideas and suggestions can be
discussed. Let’s start thinking of solutions. Who
knows, some of your ideas may translate into a
program which ultimately helps increase the
number of neurologists in our state.

3. Other than changing the federal formulas
California receives for Graduate Medical
Education funding, how can we increase GME
for our state?
But these are only 3 questions and many others
need to be addressed:
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Medi-Cal HER Incentive Program Update

The state would like to
remind Medi-Cal
eligible providers and
hospitals that
although this delay
may affect the timing
of their payments,

The state has met with
key stakeholders on
several occasions and
is making progress
with the
prequalification
formulas for eligible
providers and clinics.
The state, with the help
of stakeholders, has
also developed a
prequalification
methodology for
managed care
providers. Last week
the state met with its
Region II counterparts
in the State of New
York, and with CMS
Region II and IV to
discuss similarities of
approaches to
prequalification
formulas. DHCS has
submitted a draft
proposal to CMS for
review.

The Office of Health
Information
Technology is working
closely with its
contractor, ACS and
the department’s
Information
Technology Services
Division to address
State Level Registry
(SLR) defects
identified by ACS
during the final phase
of User Acceptance
Testing for the Eligible
Hospital Component of
the SLR. In addition,
system requirements
are being updated to
reflect user
recommendations for
enhancing the SLR, as
well as making
necessary changes to
address CMS
requirements. It is
anticipated that

requirements updates
will be completed and
Level of Effort
determined the first
week of June. This
will result in the state
receiving an updated
work plan and timeline
to determine a firm
California EHR
Incentive Program
launch date. The state
would like to remind
Medi-Cal eligible
providers and hospitals
that although this delay
may affect the timing
of their payments, it
will not affect the total
amount of their
payments.
Thank you,
Genevieve Stevens
Department of Health Care
Services – OHIT

Electronic Health Records: From Selecting a System to Demonstrating Meaningful Use
CMA and CMAF Publish a Resource to Help Physicians at Every Step of the Process
The 2009 federal economic stimulus package provides funding to promote the adoption of health
information technology (HIT), the vast majority of which will be directed to physicians to subsidize
the purchase and usage of electronic health records (EHR) systems. Beginning in 2011, qualifying
Medicare
providers stand to receive up to $44,000 and qualifying Medi-Cal providers stand to
s
receive as much as $63,750.
The promise of the federal EHR incentives is causing a wide range of reactions among California
physicians. There is excitement about the financial benefits available both through the incentives
and practice efficiency. There is also confusion about issues such as how to get started, how to
select the right system, and what does ―meaningful use‖ mean?
To help physicians through this process, the California Medical Association (CMA) and the CMA
Foundation have published a comprehensive EHR guide called the EHR Desk Reference. The
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reference was funded by a generous contribution from the Physicians Foundation. Due to the
foundation’s support, the Reference is available free-of-charge to any physician.
The EHR Desk Reference brings together information, tools, and resources from many sources
into one comprehensive tool to help physicians and their practices make the transition to EHR.
It includes information from CMA, the American Medical Association, the California
Academy of Family Physicians, the Texas Medical Association, and many others.
The Desk Reference can help both specialists and primary care physicians in all modes of
practice. It is designed to help physicians at any stage of the EHR implementation process.
Some of the topics covered in the book include:
 Understanding the Federal Incentive Programs
 Selecting the Right EHR for Your Practice
 Talking to Your Patients about Your EHR
 HIPAA Compliance
 Meaningful Use
In conjunction with the release of the Desk Reference, CMA staff and physicians will be
traveling the state distributing copies and speaking about EHR adoption. Watch your county
medical society publications for a seminar taking place in your area. Or, if you would like to
schedule a speaker at your hospital medical staff meeting, medical group, or other gathering,
please contact the CMA member helpline at 800-786-4262.To download a copy of the Desk
Reference, or to view CMA’s collection of tools and resources around HIT, please visit the
CMA HIT Resource Center at www.cmanet.org/hit.

Report of the Medicare Carrier Advisory Committee
San Francisco – April 20, 2011
LCD - Local Coverage Determination Report
A new LCD has been published in draft form and covers four botulinum products, Botox,
Dysport, Xeomin, and Myobloc.
For a list of covered diagnoses, see the draft LCD on Palmetto's website.
Botox is now covered for prophylaxis of patients with chronic migraine (more than 15 days per
month with headache lasting four hours a day or longer). Current diagnostic codes which can
be used are 346.70-346.73. A specific CPT for migraine is to be determined in the future.
Xeomin is the newest and has a temporary CPT code of Q2040. On January 1, 2012, CMS is
anticipated to release a J code.
Please pay attention to how you bill for these products as the rules are different for each
product.
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The coverage states "this A/B MAC has determined that the separate accepted indications for
the four boxes will be combined into a single list of covered indications in this Local
Coverage Determination (LCD) policy. However, it is the responsibility of providers to use
each drug in accordance with the FDA approved indications that there are valid and
documented reasons stating why the unapproved form is used".
Electronic prescribing: you have certainly received numerous publications from all sides.
You must submit 10 prescriptions electronically before June 30 provided you have at least
100 "qualifying encounters" with Medicare beneficiaries in the first six months of the year.
Qualifying encounters consist, amongst others, of office visits. People who have very few
Medicare patients may not be affected.
Microvascular Therapy for neuropathy: this procedure consists of electrical stimulations.
No studies or scientific evidence was found and it is therefore considered "investigational"
and not covered.
Signature Required on Records: California is the highest in the country on the list of
delinquencies under the CERT program ( .. error rate). The main reason is not that the care
delivered was poor or inappropriate, but because physicians did not respond to requests for
records. Therefore, because of a technicality, California comes out poorly. The other reason
is that the records are not signed. If you send records and your signature is not legible, it is
suggested that you add a sample signature page to the records. You are urged to speak with
your staff and designate a particular person in the office to handle such requests.
Partnership for Patients was just launched recently. The Obama Administration has
launched the Partnership for Patients: Better Care, Lower Costs, a new public-private
partnership that will help improve the quality, safety, and affordability of health care for all
Americans. The Partnership for Patients brings together leaders of major hospitals,
employers, physicians, nurses, and patient advocates along with state and federal
governments in a shared effort to make hospital care safer, more reliable, and less costly.
For more information see:
http://www.healthcare.gov/center/programs/partnership/index.html
Billing for physician services for hospice patients: if a Hospice patient is admitted to a
hospital, special attention needs to be paid when submitting a claim for services. If the
physician has a contractual relationship with the Hospice, the Hospice should pay. If the
physician has no contract, and the services are not related to the reason why the patient is in
Hospice, a GW modifier should be added to the claim. If the services are related to Hospice
care, a modifier GV should be added. These issues were discussed at some length but were
very complex. If you receive a denial, it may be because of one of the above reasons and
you should explore it further.
Respectfully submitted,
Eric H. Denys, M.D., CNS Secretary Treasurer
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Are You Coding Observation Services Correctly?
Observation is a 24-48 hour outpatient stay in a hospital building. An Observation patient is not an inpatient.
Neurologists might use Observation Status for their own patients who present to an Emergency Department for
a new onset seizure, syncope, or a TIA, or for any other reason in which the stay is likely to be only 24-48
hours.
The physician caring for the patient uses Observation Status Care codes:
On the initial day, use codes Observation Status Care 99218, 99219, or 99220 for levels of service similar to
hospital admission codes 99221, 99222 or 99223. The Observation Status codes can be used even if you have
seen the patient previously.
On a follow up day, use Observation Status Care codes 99224, 99225 or 99226 for levels of service similar to
hospital subsequent day codes 99231, 99232 or 99233.
For a consultation on an Observation Status Care patient, use the outpatient consultation codes. For most
carriers, those are the traditional outpatient consult codes 99241-99245. Of course, Medicare and some other
carriers now use the outpatient office visit codes in those circumstances, codes 99201-99215.
Coding the service status as Observation is important too for the billing forms.
Note that an Observation Status patient might be physically anywhere in the building - Emergency Department,
a formal Observation Unit, or on one of the hospital floor units. Location is not relevant.
If an Observation Status Care patient needs to stay longer than 48 hours for medical reasons, a simple order can
be written to change status to inpatient. Observation Status usually should not be used longer than 48 hours.
Marc Nuwer, MD, PhD
CNS Consultant

New Guidance On Responding to Requests For Non-Beneficial Care
Occasionally, a patient or his or her care decision maker will request one or more medical treatments that the
physician determines to be medically ineffective for the patient’s particular medical condition and goals of
care. To help physicians and medical institutions deal with this difficult issue, CMA has created medical-legal
guidance that discusses the principles of medical ethics, legal immunities and CMA policy that supports
physician and medical institution decisions to decline non-beneficial treatment request from patients or their
health care decision makers. The document also offers guidance on how to handle conflicts that arise after a
determination that a requested treatment would be medically ineffective or non-beneficial.
The article can be read in its entirety by clicking on the link ―CMA On Call‖ in the index at the
beginning of the CNS newsletter. This article is provided free to CNS members with the kind
permission of the CMA. For those of you who are not members of the CMA, this and a wealth of
similar articles are available without charge; if you’re not a member, the articles can be purchased for a
nominal fee.
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California Neurology Society – 2011 Legislative Issues
1. AB310 (Assembly Member Ma) – This bill prohibits "specialty drug pricing‖ or ―tiered pricing‖ of
new (and usually expensive) medications. As stated in the bill, ―a health insurance policy issued,
amended or renewed on or after January 1, 2012, shall not require an insured to pay a co-payment for
outpatient prescription drugs in excess $150 for a one month supply of a prescription or its equivalent
for a prescription for a longer period as adjusted for inflation.‖
2. AB369 (Assembly Member Huffman) - This bill prohibits ―step therapy‖ of pain medications. This
bill would impose specified requirements on health care service plans or health insurers that restrict
medications for the treatment of pain pursuant to step therapy or fail first protocol. The bill would
authorize the duration of any step therapy or fail first protocol to be determined by the prescribing
physician and would prohibit a health care service plan or health insurer from requiring that a patient
try and fail on more than two pain medications before allowing the patient access to other pain
medication prescribed by the physician, as specified.
3. AB25 (Assembly Member Hayashi) - This bill would require student athletes (essentially ages 1218) who are suspected of sustaining a concussion to be taken out of practice or competition and not
allowed to return to play until they get a written release from a "licensed health care provider". This
issue is gaining support in California; a similar bill has been enacted by 10 states and is being
considered by 20 states.
4. Mandatory reporting of lapse of consciousness - There is no current legislative proposal which
removes the requirement that physicians report lapse of consciousness. Assembly bill AB1389
(Assembly Member Allen) requires that all new or renewal applicants for a driver's license report
whether they have had a lapse of consciousness or confusion in the past 3 years. Five states have
physician reporting requirements similar to California. It is unlikely there will be any significant
legislation modifying the reporting requirements this session; the California Neurology Society should,
however, let legislators know this law needs to be changed.
5. Scope of practice issues - This issue is not being addressed during this current legislative session.
Physical Therapists have tried but failed to allow Medicare to cover physical therapists doing both the
performance and interpretation of EMG.
6. AB655 (Assembly Member Hayashi) - Hospital Peer Reviews - This bill would require a peer
review body to respond to another peer review body and produce a summary of specified information
concerning a licentiate under review as specified. A similar bill was vetoed by the Governor in 2010.
7. Defense of MICRA. Trial lawyers have proposed a ―spot‖ bill to modify MICRA (Medical Injury
Compensation Reform Act of 1975). A formal bill has not been written or submitted to the
Legislature.
8. SB810 (Senator Leno) - Single Payer Health Care Coverage for residents of this bill totally replaces
the current health insurance system and would provide every California resident medical, dental, vision,
hospitalization and prescription drug benefits.
9. Write in_____________
Bill Information: http://www.leginfo.ca.gov/bilinfo.html

California Neurology Society – 2011 Legislative Survey Results
 Survey distributed via email:
o April 6, 2011 - 1,805 AAN members in California
o May 3, 2011 – 1,826 AAN members in California
 The two distributions resulted in a total of 114 respondents as of May 5, 2011. Responses will
continue to be tracked throughout May.
 A copy of the survey can be viewed by following this link: http://tinyurl.com/3lbomsd
Results:
The respondents were asked to choose three priority issues from the list below:

Yes, Make this a Priority
(Number of Respondents)

Legislative Issue

AB310 (Assembly Member Ma)

40

AB369 (Assembly Member Huffman)

39

* AB25 (Assembly Member Hayashi)

62

* Mandatory reporting of lapse of
consciousness

55

Scope of practice issues

32

AB655 (Assembly Member Hayashi)

15

* Defense of MICRA

51

SB810 (Senator Leno)

32

* Top three priority issues
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Are You Aware of Physician Profiling – and Ready to Take Action?
Physician profiling programs, designed to judge physician efficiency and quality of care, affect all physicians, including neurologists.
Profiling has gradually evolved over the past few years to focus on cost more than quality. Recent studies on physician cost profiling
evaluated the tools that are used by insurers and identified alarming flaws that result in inaccurate classification of physicians. The
AAN’s Payment Policy Subcommittee believes this is a significant issue for neurologists and encourages members to join the AMA
and state efforts to introduce legislation to regulate profiling measures. Neurologists must be knowledgeable about the process and
make certain that their profiling data accurately represent their performance. They should be ready to challenge their classification as
well as educate their practices and patients. ―As a practicing neurologist and member of the AAN, I recognize the value of efforts to
identify opportunities to improve the cost, and efficiencies in health care, ―said Marianna Spanaki, MD, PhD, MBA, a member of the
Payment Policy Subcommittee. ―In order to accomplish this goal, the development of tools such as profiling tools to measure quality,
\cost and utilization of resources should be the product of partnership with all stakeholders and demonstrate accuracy and
transparency in data collection, interpretation, and utilization.‖
What Is Physician Profiling?
In an effort to rein in rising health care costs, managed care organizations have focused on the relative cost of care delivered by
physicians. Health plans have developed tools to assess physician practice patterns called cost profiles that identify physicians who
provide lower cost services for a given medical condition. Some health plans give patients financial incentives (lower premiums or
co-pays) to select lower-cost or ―cost-efficient‖ physicians. The Premium Designation® Program from United Healthcare and the
Aexcel® Program from Aetna are two examples of these profile programs. In 2007, the New York Attorney General raised concerns
that physician profiling programs ―have the potential to cause confusion if not conducted and communicated appropriately and could
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result in a violation of law.‖ A number of major private health plans agreed on accuracy and transparency in developing their ranking
programs. By 2012, Medicare itself will begin providing physician cost profiles, called Relative Resource Reports.

AAN Position Statement on Profiling
In a 2008 position statement, the AAN urged insurers to include national physician organizations in the development,
implementation, and evaluation of physician profiling programs. The Academy emphasized the importance of transparency in
collecting, analyzing, and compiling performance and ranking data in the development of performance measures and physician
profile.
Research on Physician Profiling
Recent studies have questioned the reliability of the tools used to profile physicians and have raised concerns about the value of
profiling programs in reducing health care costs.
1) A 2010 New England Journal of Medicine study funded partially by the Department of Labor and conducted by the nonprofit
research organization RAND Corporation found that 22 percent of physicians would be misclassified in a two-tiered system
(high cost/low cost). The overall rate of misclassification ranged from 16 percent (gastroenterology
2) and otolaryngology) to 36 percent (vascular surgery). In this study, researchers looked at commercial claims provided by four
insurance companies in Massachusetts for 2004 and 2005. The plans followed the following steps in order to construct the cost
profile of a physician:
1. Grouped claims for services related to the management of a medical condition into categories that are called ―episodes.‖ For
instance, a year-long episode of care for a type-2 diabetic patient included office visit, glycated hemoglobulin, oral hypoglycemic
drug for a year, lipid profile, ophthalmology evaluation, endocrinology consultation;
2. Calculated the observed cost of each episode;
3. Assigned the cost to the physician who had billed at least 30 percent of the professional costs; and
4. Calculated the expected cost that is the average cost of each episode type assigned to physicians in each specialty (i.e., diabetes
episodes assigned to internists).
A physician’s cost profile is the sum of the observed costs for all assigned episodes divided by the sum of the expected costs. A value
<1 indicates that the physician’s cost is lower than those of his peers. The researchers subsequently analyzed the reliability of
physicians’ classifications and found that the proportion of physicians who were not classified as lower cost but were actually lower
cost ranged from 10 percent (OB-GYN) to 22 percent (vascular surgery and internal medicine). The majority of physicians in this
study (59 percent) had low cost profiles. Based on this study, RAND urges that improvements of cost profiling methods be made and
concludes that current methods used by insurers ―are not ready for prime time.‖
2) In another recent study, researchers from University of Maine investigated whether two commercially available software packages
currently used to determine physician cost efficiency rankings could produce consistent rankings across specialties. Researchers
discovered that although there was some agreement between rankings for cardiology, general surgery and neurology,there was little
agreement for family practice, internal medicine and gynecology. Also, if pharmacy data claims are not available, accurate rankings
for family practitioners are not feasible. Thus,the researchers concluded ―the use of inaccurate scores to reward or penalize physicians
should be avoided.‖
AMA and Physician Profiling
On July 19, 2010, the American Medical Association sent a letter to the largest health insurance companies—co-signed by 47 state
medical societies—pleading for accurate and reliable information on physician cost profiles and urging collaboration with the AMA
and state medical societies to re-evaluate the use of physician profiling programs.
Resources
For more information, visit www.aan.com/go/practice/policy. The AAN provides several resources to help members, including:
• AAN Position on the Principles of Physician Profiling (www.aan.com/globals/axon/assets/4250.pdf)
• AAN Insurer Relations Toolkit (www.aan.com/globals/axon/assets/7911.pdf)
• Physician Profiling: How to Prepare Your Practice (www.aan.com/globals/axon/assets/3454.pdf)
Visit the AMA website at www.ama-assn.org and search for ―physician profiling‖ to get more information on this subject, including
―Terminology Used in Physician Profiling‖ and ―A Comparison of Three Physician Profiling Programs.‖
―The development of tools such as profiling tools to measure quality, cost, and utilization of resources should be the product of
partnership with all stakeholders and demonstrate accuracy and transparency in data collection, interpretation,and utilization.‖
—Marianna V. Spanaki, MD, PhD, MBA
Gregory J. Esper, MD
From AAN News, 24:4, 22-23; 2011
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