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Colleagues:

I want to welcome you to the first issue of Currents in 2015, the official 
quarterly news magazine of the NCS.  This issue contains a number of really 
informative news articles and features that I am certain will be enjoyed by 
NCS members.

During my tenure as Editor-in-Chief of Currents, I have envisioned this 
quarterly publication to function as a true news magazine.  In fact, one 
of the first actions I initiated was to change the title of Currents from a 
newsletter to a news magazine.  News magazines function in a very specific 

role within an ever-growing assortment of media options.  They are well suited to investigative 
news items that require greater depth than email blasts, internet postings, and other media.  
Magazine articles collect an assortment of opinions, data, and positions in a manner that is 
informative but also distinct from scientific inquiry.

This issue of Currents contains two good examples of investigative news features that will be 
informative for readers.  In both cases, the authors started with a simple practice-related question 
and surveyed the membership to obtain a range of different answers.

In the first article, Saef Izzy, editor of the Fellowship Section, queried current neurocritical care 
fellows across the country regarding their exposure to research projects, protected time for 
research, and access to mentors.  Although the article reports a range of responses, it also clearly 
draws attention to specific areas in which current fellows are unsatisfied – a lack of protected, 
non-clinical time for research and a paucity of research mentors during fellowship.

In the second article, Cynthia Bautista and JJ Baumann surveyed Neuro ICUs across the country 
about their processes for training new neurocritical care nurses during the on-boarding process 
before they were considered ready for independent practice.  The range of experience and 
education required before a nurse becomes a “neuro nurse” is eye opening and, I think, should 
call for some thoughtful discussion about what the standard should be.

In addition to Currents, I also want to keep NCS members informed about the other media-
related activities of the NCS Communications Committee.  One of the main goals of the 
committee has been to improve the NCS website.  With that goal in mind, committee members 
and the NCS executive office recently evaluated applications for a new Association Management 
Software and Content Management System.  After sending out a Request for Proposal, the 
committee reviewed proposals from eight different vendors.  Committee members then ranked 
each of the proposals to narrow the field down to three potential vendors.

Over the next few months, the Communications Committee along with the NCS officers will 
review product demonstrations from the three finalist vendors and choose the best fit for the 
needs of the society.  Changing to a new vendor will likely include improvements to the content 
and look of the website, improved internet security features, and – probably most importantly – 
an overhaul of our member database, which has been an Achilles heel for the society.  Stay tuned 
for these exciting changes.

I also want to draw attention to the launch of the first NCS Twitter journal club.  This new 
bi-monthly event was produced by the Communications Committee, mainly through the 
leadership of Aarti Sarwal and Abhay Kumar.  Check out their article in this issue of Currents.  
The Twitter journal club will be occurring every other month to coincide with the publication 
of the Neurocritical Care journal.  Each journal club will feature an article from the most recent 
issue of Neurocritical Care and will allow for an open discussion between one of the authors, 
NCS members and the public, and a moderator from the Communications Committee all via 
140-character tweets.  The first journal club was a big success and the second one will be on April 
14 at 7 PM EST. 

I hope you enjoy this issue.  As always, if you have suggestions on improving Currents or want 
to contribute, please email me at mkoenig95@gmail.com.  I’m also on the lookout for future 
Currents cover artwork, so send me artwork that you would like to see proudly displayed on an 
upcoming issue.

On the Cover: The cover art for this issue was taken by the editor of the Fellowship Section 
of Currents, Saef Izzy, MD.  Saef is also a hard working member of the NCS Communications 
Committee and one of the co-producers of the new neurocritical care fellowship road map on the 
NCS website, as described in this issue of Currents.  Saef is currently a neurocritical care fellow at 
Massachusetts General Hospital and Brigham & Women’s Hospital.  His photo was taken during 
a recent blizzard in Boston which dumped about three feet of snow on the city.  

Cheers,

 
Matthew Koenig, MD, FNCS
Editor-in-Chief

Note From the Editor
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NCS Growing Pains, Fund 
Raising, and Strengthening 
the Journal
By Romergryko Geocadin, MD, FNCS

Last January, NCS Vice President Ed Manno, Executive Director JoAnn Taie, 
and I attended a two-day symposium for Chief Elected and Chief Executive 

Offi cers sponsored by the American Society of Association Executives.  The processes we have 
in place for the NCS have been developed organically based on the needs that we had as an 
organization.  But, the NCS leadership is realizing that we are maturing and the skills needed to 
govern it are also getting complex. This symposium was an eye-opener in many ways.  It gave us 
the opportunity to be introspective and also relate how the NCS is progressing relative to other 
similar organizations.

Building from inside: A candid introspection of the organizational growth phase of the NCS 
shows that we are transitioning from Puberty to Young Adulthood (see fi gure, adapted from 
ASAE).  Puberty is the phase where the organization grows steadily, but suffers awkwardness in 
its dealings with outsiders and with internal coordination.  Entrepreneurial skills are gradually 
replaced by more professional management techniques and skills.  Young Adulthood is the 
phase where accepted management practices are implemented, including formalized personnel 
practices.  The beginning of bureaucracy and internal politics are evident.  Clearly, this is an 
exciting time for the NCS.

Based on this lifecycle, the next stages will require the NCS to master its environment to better 
serve its members.  In mastering our environment, we focused on the offi cers and members 
of the Board of Directors.  We took a survey of these individuals to determine: 1) how they 
understood their roles in the society structure, 2) how they communicated with each other and 
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Please save the date for the 13th Neurocritical 
Care Society Annual Meeting to be held in 
Scottsdale, Arizona on October 7-10, 2015.

Our inaugural meeting was held in Phoenix 
and, thus, this is a bit of a homecoming for 
the society.  The theme of the meeting will 
refl ect this homecoming and will be “Back 
to the Future.”  Many of the talks will refl ect 
what we have accomplished in our fi rst 13 

years and what we can hope to accomplish in the future.

The format of the meeting is taking shape nicely. We received a 
lot of feedback suggesting the meeting was too long last year and, 
thus, we have shortened it to three days.  Do not be distressed 
as we will have a pre-meeting day that will include our Practice 
Update session led by Dave Greer, ENLS recertifi cation, and a 
return of our future leaders and research mentorship sessions.

This year, we will also have a post-meeting day that will include 
an ENLS train-the-trainer session and a golf tournament so we can 
enjoy the weather and activities that Scottsdale has to offer.  Kevin 
Sheth is supervising our Translational Science session and will be 
focusing on coma diagnosis and stimulation.  We hope to have the 
world’s leaders in this fi eld for a fascinating discussion.

Josh Goldstein is chairing our Workshop Committee.  We have 
limited our workshops to twelve this year and have added an 
advanced practice provider workshop and a neuroendovascular 
workshop.

The program for speakers is still shaping up but we just 
announced our keynote speaker, Dr. Alfredo Quinones, a Johns 
Hopkins neurosurgeon with a truly inspirational life story.

The social events, as always, should be quite fun and will refl ect 
the locale. We will have the fun run again and will have our 
banquet in the desert where we will learn to rope cattle, stargaze 
with a planetarium-level telescope, and handle six shooters with a 
quick draw competition (Don’t worry, just blanks).  At our resort, 
Mike Souter – our local Scottsman – will be leading a Scotch 
tasting evening session.

The Westin Kierland Resort and Spa is a wonderful facility 
featuring several golf courses, pools,  and beautiful grounds. The 
dress for the meeting will be resort casual (no ties) so bring your 
summer dress, golf outfi ts, bathing suits, and sandals. We are 
going to try to schedule as many activities outside as we can.

We have the resort at discounted rates for both the weekend before 
and after our meeting so come early and/or stay late to enjoy the 
facilities and weather.  The resort is kid friendly so it also can be a 
fantastic family adventure.

Last year’s meeting was a huge success and I am quite confi dent 
that this year’s meeting will sustain our continued growth as we 
refl ect on our past and look forward to our future.  Come join us 
for what promises to be our best meeting ever!

Ed Manno, MD is the current NCS Vice President and President-Elect.  
He is also chair of the NCS Annual Meeting Planning Committee.  He 
is a neurointensivist at the Cleveland Clinic and an invited guest writer 
for Currents.

Thirteenth Time is the Charm: NCS Annual Meeting in 
Scottsdale, Arizona
By Ed Manno, MD, FNCS

the executive staff, and 3) what are the ideal qualities of the offi cers and board members.  The results are very helpful in focusing the 
immediate direction we need to take in the development of the NCS leadership.

Based on this survey, we have created a draft of the specifi c roles of offi cers and board members that is now undergoing review.  Once 
approved, we will post this on the NCS website.  In the last Board of Directors meeting, it was suggested that we undertake a similar 
survey of the entire society so we have a better grasp of how our members understand the roles and the processes of the NCS.  We are 
preparing this member survey and hope that each NCS member will participate actively.

It is important that members know when the key meetings occur.  All of the key meetings happen on Tuesday afternoons (3 PM Eastern 
time).  During the fi rst Tuesday of each month, members of the Executive Committee meet to discuss and decide on key issues that affect 
the NCS.  But every three months, the fi rst Tuesday of the month is the time that the entire NCS Board of Directors meets to discuss the 
business of NCS.  All four quarterly meetings are done via conference call.  In addition, an in-person meeting is held during the Annual 
Meeting.  On the third Tuesday of each month, all the chairs of NCS committees meet to discuss ongoing projects and coordinate these 
activities across the entire society.  The offi cers meet to discuss the day-to-day matters that affect the society every second and fourth 
Tuesday of the month.  All these meetings are undertaken with active participation of the executive offi ce staff.  Furthermore, committees 
have regularly-scheduled monthly meetings to work on specifi c projects as identifi ed in the strategic plan.  

Key initiatives: After the recent strategic meeting in Phoenix earlier this year, the NCS leadership decided to formally embark on a 
project called “Fund a Fellow,” a fund raising drive to support the NCS annual research fellowship grant.  The chairs of the “Fund a 
Fellow” campaign are Claude Hemphill and Arash Afshinnik.  Details of this initiative will be forthcoming shortly.

Strengthening our journal: In an editorial published in Neurocritical Care on December 25, 2014, Editor-in-Chief Eelco Wijdicks called 
on all NCS members to have a more direct hand in the growth of our journal by directly submitting high quality scholarly works to 
Neurocritical Care.  Dr. Wijdicks said, “We have to continue to increase the quality of the Journal and our rejection rate is currently at 
70% as a result of fi ltering out papers that have jumped through many hoops before.  It is often obvious that some authors consider 
Neurocritical Care as the very last option.  This should not be.  Bluntly put, we are not interested in a bottom drawer paper.  We have 
evolved from an ‘easy to get in’ journal to an ‘I’m glad I got in’ journal.”

It is widely acknowledged that key drivers of the scientifi c advancement of neurocritical care are members of our society.  I call on all 
NCS members to su bmit our best scientifi c works to our own journal.

Continued from page 3
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MR CLEAN Cleans Up the Confusion on 
Thrombectomy for Acute Stroke
By Sung Bae Lee, MD

During the International Stroke Conference 
(ISC) in 2013, three negative endovascular 
stroke treatment trials were presented, 
hatching yet another metaphorical goose egg 
within the fi eld of stroke therapy.  The results 
from these trials – IMS3, MR RESCUE, and 
SYNTHESIS – were subsequently published 
in the New England Journal of Medicine 
(NEJM) in February 2013 and concluded that 
mechanical thrombectomy was not superior 

to medical therapies in treating ischemic stroke.

Yet, the conclusions from these studies did not mirror the 
sentiment of many neurointerventionalists who have witnessed 
patients benefi tting from acute stroke intervention with the newer-
generation devices commonly utilized now but not signifi cantly 
used in those earlier trials.    

Despite the methodological concerns over trial design, outdated 
endovascular stroke devices, and patient selection bias, the 
study results had to be taken seriously.  Indeed, many medical 
centers considered not offering mechanical thrombectomy for 
acute stroke intervention.  In addition, some secondary payers 
stopped reimbursements for these procedures.  Furthermore, 
the list-serve of the American Academy of Neurology Stroke and 
Vascular Neurology Section echoed the reality that mechanical 
thrombectomy would not be a broadly accepted treatment for 
ischemic stroke without better data.

After two years of introspection and renewed commitment, the 
fi eld of acute endovascular stroke intervention rose from the ashes 
this past winter with the publication of MR CLEAN in the January 
advanced publication in the NEJM (N Engl J Med 2015 372;1).

This Dutch trial was conducted with the newest mechanical 
thrombectomy devices, most notability, stent retrievers.  All 
patients who were randomized had non-invasive imaging that 
confi rmed arterial occlusion.  Also, the Dutch government did 
not reimburse for mechanical thrombectomy outside of the 
clinical trial.  These three simple yet profound factors helped 
clearly highlight the benefi t of endovascular therapy for acute 
ischemic stroke.

The rate of functional independence, as noted by a modifi ed 
Rankin Score of 0-2, was 13.5% higher in the interventional 
arm compared to the medical therapy arm.  One out of every 
seven stroke patients had no disability because of mechanical 
thrombectomy.  One out of three to fi ve patients were less 
disabled as a result of mechanical thrombectomy, according to a 
joint outcome analysis.   

Due to the results of the MR CLEAN trial, the data safety 
monitoring boards (DSMB) of several ongoing interventional 
stroke trials reviewed their internal data.  The DSMB of Extend IA, 
ESCAPE, SWIFT PRIME, and REVASCAT stopped their respective 
trials, concluding that equipoise no longer existed, and the 
superiority of endovascular stroke intervention was observed in 
each of these trials.

The results were presented at the 2015 ISC meeting in Nashville, 
TN, this past February.  The EXTEND IA and ESCAPE trials were 
concomitantly published in the NEJM as an advanced publication 
the same week as the ISC conference.  SWIFT PRIME and 
REVASCAT will be published in the near future.

The resounding consensus is that acute stroke intervention is 
highly effective and safe in the select population of stroke patients 

who had documented arterial occlusion and salvageable brain 
tissue and received timely treatment using the latest generation 
thrombectomy devices. 

Despite the signifi cant turnaround within the paradigm of acute 
endovascular stroke intervention, there is still signifi cant work 
that needs to be done and precautions that have to be taken 
within the fi eld.  Due to the positive results from these recent 
endovascular trials, a one-size-fi ts-all approach to acute stroke 
intervention may start to reoccur.  This mentality would be, at 
best, overzealous and, at worst, harmful to patients and to the 
recent gains within the fi eld.

Further work is required to create standardized guidelines for the 
evaluation and identifi cation of patients who will most benefi t 
from acute stroke intervention.  Additional caution will also need 
to be taken to prevent product manufacturers from having too 
much sway in driving the guidelines for therapy.

The fi eld of acute stroke intervention is grateful for the 
innovations that have been made possible with newer generation 
stroke devices.  However, acute stroke therapy management must 
avoid the situation of the tail wagging the dog.  The implications 
go beyond improving patient outcome statistics, but involve the 
ethical and fi duciary responsibilities that healthcare providers have 
to our society.

With the recent positive results of MR CLEAN and multiple other 
endovascular stroke intervention trials, a greater responsibility 
and burden have been placed upon physicians who care for stroke 
patients to provide not only timely care, but also potentially offer 
expanded options for intervention.  In the same manner that the 
fi eld of acute stroke intervention did not crumble in response to 
the study results from 2013 that were previously mentioned, the 
response to the newly released data in 2015 should be measured 
in its enthusiasm.

The effort of reaching the goal of standardizing the practice 
paradigm for acute stroke intervention is just beginning.  
Therefore, we should not get too distracted in the celebration of 
new and innovative devices.  Let us not celebrate before we cross 
the fi nish line on behalf of our patients.

Sung Bae Lee, MD is a neurointensivist and endovascular 
neurointerventionalist at the Queen’s Medical Center in Honolulu, HI.  
He is an invited guest writer for Currents.
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It was a twitterful afternoon on February 10, 
2015 when we conducted our fi rst Twitter 
Journal Club on @neurocritical using the 
hashtag #NCSTJC. The article chosen was a 
study highlighting the validity of web-based 
assessment of outcomes after subarachnoid 
and intracerebral hemorrhage published in 
the December 2014 issue of Neurocritical Care. 
Andrew Naidech, MD (@andrewnaidech), 

the fi rst author on the publication was invited 
to be part of the discussion and gave some 
useful insights into his study.

We used the platform Twubs to participate 
in the journal club (http://twubs.com/
NCSTJC).  Twubs allowed us to follow 
the conversation as a live stream and 
moderate parallel conversations.  A few 
people actively joined the conversation.  
Many people followed the hashtag but 
did not contribute directly by asking or 

answering questions.  We know you who 
are and appreciated you being there!  Next time, don’t be shy!

We had 179 tweets through the 60 minutes of assigned 
journal club and left quite a mark compared to other related 
hashtags (see fi gure)! The #NCSTJC is now a part of the 
Healthcare Hashtag project by Symplur which allows us to 
follow other related hashtags and provide analytics on how 
our live journal club is performing compared to them. 

More about the #NCSTJC

The Twitter Journal Club will be conducted bimonthly 
every 2nd Tuesday of the month at 7-8 PM EST.  The LHI 
guidelines will be discussed on April 14th so be sure to mark 
your calendars now to participate.  This time will allow most 
people from different time zones in the U.S. to be a part of 
the journal club. After each journal club, the transcript will be 
posted on the NCS website and on the NCS Twitter and Facebook 
pages.  The full text of the published article to be reviewed will 
be made available for free download until the day of the journal 
club courtesy of Dr. Eelco Wijdicks (Editor-in-Chief of Neurocritical 
Care) and the publishers at Springer.

The primary or one of the senior authors of the article chosen 
will be invited to be part of the 
discussion.  Interaction with 
the author in the journal club 
provides a fantastic opportunity 
to fi nd out more about the 
technicalities of the research 
done or answer questions that 
the published article did not 
include.  For the upcoming journal 
club, we are also going to invite a 
panel of neurocritical care clinicians and 
providers from different realms to review the 
technicalities of the research and the impact of 
the results reported.

Our goal with #NCSTJC is to enable a diverse group 
interested in neurocritical care to interact with each other, 

generate discussion about the article, and also generate ideas for 
ongoing work. 

Save the date for the next #NCSTJC - April 14th 7-8 
PM EST 
How can you join the #NCSTJC

1. Join Twitter if you have not already.  Follow NCS @
neurocritical.

2. Look out for announcements regarding the upcoming 
#NCSTJC via email, Facebook, or Twitter.

3. Join #NCSTJC every second Tuesday of the month at 
7-8 PM EST.

4. Follow the live stream using TWUBS, http://twubs.com/
NCSTJC and tweet on!

NCS Launches First Twitter Journal Club 
@neurocritical #NCSTJC 
By Aarti Sarwal (@aartisarwal) and Abhay Kumar (@abhaykjha)

 Aarti Sarwal

Abhay Kumar 
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Neurocritical Care Fellowship Programs are 
Now on the Map
By Saef Izzy, MD and Ribal Bassil, MD

The NCS is proud to introduce a new on-
line interactive map, a visual search tool 
that intuitively presents all key information 
about neurocritical care fellowship programs 
in the U.S.

Ribal Bassil, MD, currently a neurology 
resident at the University of Massachusetts, 
and Saef Izzy, MD, a University of 
Massachusetts alumnus and current 
Massachusetts General Hospital and Brigham 
and Women’s Hospital neurocritical care 
fellow, have designed and developed this 
integrated and comprehensive tool to better 
serve our growing community. 

The map information was gathered from the 
United Council for Neurologic Subspecialties 
(UCNS) website, and all programs were 
emailed and given the opportunity to edit or 
update their information.

Try our new map on the NCS website! Click 
on the drop down menu for a list of all available programs.  Zoom 
in, zoom out, and select any name on the list or any map marker 
to get all the relevant information about the program.

We hope this new tool will be helpful to  our residents, applicants, 
and faculty.  We look forward to hearing your feedback and 
program updates. 

Saef Izzy, MD

Ribal Bassil, MD
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Does your institution have a residency program in Neurology, 
Neurosurgery, Emergency Medicine, or Anesthesiology?  If the 
answer is yes, NCS would like to introduce you to a valuable 
teaching tool for residents in these specialties: the Emergency 
Neurological Life Support (ENLS) Course.

ENLS is designed to help healthcare professionals improve patient 
care and outcomes during the critical fi rst hours of a patient’s 
neurological emergency. This online course includes in-depth 
presentations of 13 critical topics including ischemic stroke, 
subarachnoid hemorrhage, traumatic brain injury, intracranial 
hypertension, herniation and more. 

Residents will gain critical exposure to a practical discussion of 
major neurological emergencies through participation in the 
ENLS training program. The learning modules are presented 
in a clear and concise manner and are supported by treatment 
algorithms and evidence-based peer-reviewed parent manuscripts.

We often hear from residency directors that many residency 
cognitive milestones have proven challenging to address 
in standard training curricula.  ENLS compliments your 
existing program by providing a certifi cation process that 
allows for objective assessment (by on-line examination) and 
documentation of trainee competence.  

 The following tables demonstrate how ENLS overlaps with 
various ACGME milestones in Neurology, Neurological Surgery, 
Emergency Medicine, and Anesthesiology.

ACGME-ENLS Neurology Milestones

ACGME-ENLS Neurological Surgery Milestones

ACGME-ENLS Emergency Medicine Milestones

ACGME-ENLS Anesthesiology Milestones

The NCS encourages residency program directors to incorporate 
the ENLS course into their graduate medical education. We have 
received some great feedback from those who have already started 
integrating ENLS into their program.

“The ENLS program is an excellent course for neurology and 
neurosurgery residents at the beginning of their training (as well 
as others who deal with emergency neurologic issues – such as 
emergency medicine residents and medical and surgical critical 
care fellows).  I felt that ENLS was so important and useful, I paid 
for registration for the neurology and neurosurgery residents out 
of my own division funds,” said one program director.

NCS offers a special rate of $50 per resident for on-line access and 
course certifi cation.  Residency program directors can purchase a 
bundle of on-line course codes to distribute to their residents.  To 
request codes, please visit the NCS website. 

New for 2015: the ENLS iBook!

If you have been looking for a way to carry ENLS in your pocket, 

the option has arrived!  NCS is 
excited to introduce the new ENLS 
iBook.  This user-friendly reference 
and teaching tool bridges the gap 
between the ENLS manuscripts and the 
on-line ENLS protocols, explaining the 
principal issues and thoughts behind 
each protocol step.  Each chapter is 
hyperlinked between tables and chapters 
for easy reading.

The ENLS iBook can be purchased through 
iTunes in its entirety or protocol chapters 
can be purchased separately.  

Institutions can now order the ENLS 
iBook in bulk!  Simply submit the 
number of books you would like to 
purchase.  Upon receipt of payment, you will be provided with 
a spreadsheet of codes that can be distributed to users in your 
group.  Each individual can then use the code to redeem the 
iBook on their device.

ENLS Course in Kathmandu, Nepal

The ENLS course held on February 21, 2015 in Kathmandu, 
Nepal was the fi rst course conducted in Asia.  The course was 
attended by 34 physicians encompassing various specialties that 
are actively involved in dealing with neurological emergencies in 
daily practice.  The specialties included intensivists, emergency 
physicians, neurologists, neurosurgeons, anesthesiologists, and 
family physicians.  The signifi cance of the collaborative and 
multidisciplinary approach to the patients with life threatening 
neurological emergencies during the initial hours was well 
received by the participants.

Stroke and traumatic brain injury are among the maj or causes 
of morbidity and mortality in Asia.  An early protocol-driven 
approach can undoubtedly help to improve patient care and 
outcomes.  The ENLS course can be a valuable means to update 
the health care professionals dealing with these neurological 
emergencies in their daily practice.

The landmark course was made possible with the kind support 
from the NCS and from Drs. Alberto Goffi , Victoria McCredie, 
and Antonio Bellini.

ENLS Course in Nepal, on iBook, and 
for Residency Programs
By Gentle Shrestha, MD and Claude Hemphill, MD

between the ENLS manuscripts and the 

hyperlinked between tables and chapters 

The ENLS iBook can be purchased through 
in its entirety or protocol chapters 

ENLS iBook

First ENLS Course in Kathmandu, Nepal
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Dear NCS Members: 

The Neurocritical Care Society is soliciting scientific abstracts for presentation at the 13th Annual Meeting to be held 
October 7-10, 2015 in Scottsdale, AZ. Abstracts relevant to basic, translational, and clinical research in neurocritical 
care are encouraged. 

Please carefully review the submission guidelines. Once your abstract is ready, submit your abstract online! 

Some things to note for this year:  

 The abstract submission site will open Monday, February 2, 2015, at 2:00 p.m. CST. 
 The abstract submission site will close Monday, June 8, 2015, at 11:59 p.m. CST. 
 A $40 non-refundable fee will be required to complete your submission online. 
 Presenters will be notified of abstract acceptance by the end of June. 
 Outstanding abstracts will be selected for Oral Platform presentations. All other accepted abstracts will be 

presented during designated poster sessions. Detailed instructions for oral platform and poster presentation 
will be provided at the time of acceptance notification. 

 Meeting registration, travel and hotel accommodations are the responsibility of the presenter. 
 The NCS strongly encourages presentation of new work. Please refer to the NCS Abstract Submission 

Guidelines regarding previously presented material. 
 Presenters are strongly encouraged to submit completed manuscripts for first review to Neurocritical Care. 
 There will be a competition among poster finalists for a distinguished poster presentation. The winner will 

present their highlights in the oral abstract session. 

Christanne Wijman Young Investigator Award 
An award will be given at the 2015 meeting for the outstanding abstract submitted by a junior member of the society 
(student, resident, or fellow). Please note that one must be a member of NCS at the time the abstract is submitted. 
The recipient is required to attend the annual meeting. 

Best Scientific Abstract Award  
An award will be given at the 2015 meeting for the outstanding scientific abstract submitted by a member of the 
society. Please note that one must be a member of NCS at the time the abstract is submitted. The recipient is 
required to attend the annual meeting. 

Meeting Registration 
Registration will open within the next few weeks. Please visit the 13th Annual Meeting web page for further meeting 
information. 

Thank you and we look forward to your participation in the 2015 NCS Annual Meeting in Scottsdale! 
 

Ed Manno, MD 
Chair, 13th Annual Meeting Committee 
Vice President, NCS 

Kevin Sheth, MD 
Chair, Science Subcommittee, 13th Annual Meeting 

Call for Abstracts 
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The NCS would like to announce the call 
for applications to become a Fellow of the 
Neurocritical Care Society (FNCS), which 
recognizes exceptional service, academic 
excellence, and leadership in the field of 
neurocritical care.  Individuals who meet the 
requirements of this fellowship will add the 
letters FNCS to their respective titles.

Requirements and Criteria 
An FNCS candidate must meet the following criteria along with 
submitting the outlined items:

• Completed application form (download application here)
• Current curriculum vitae
• A personal statement outlining the applicant’s reasons for ap-

plying (download template for personal statement here)
• A copy of the applicant’s primary certification which must be 

completed and up-to-date, i.e., board certification in a medi-
cal, nursing, pharmacy, or respiratory therapy specialty.

• Two written letters of recommendation from active NCS 
members outlining why the applicant should be accepted as a 
fellow (download template for letters of recommendation here)

• Applicant must be an active member of the NCS for a 
minimum of five years and must have attended at least five 

NCS Annual Meetings. Details for these are required on the 
application.

All information regarding FNCS is located on the NCS website 
by clicking here.

Fees  
A one-time application fee of $100 for FNCS is required.  
Upon acceptance of the FNCS application, one will be 
required to pay $50 annually in addition to the annual dues 
to maintain the ‘letters’.

Deadlines
Monday, June 8, 2015: Application deadline
Friday, July 3, 2015:  Applicants notified of acceptance or rejection
Friday, July 17, 2015:  Appeal deadline
Wednesday, August 5, 2015:  Appeal decision notifications 
NCS Annual Meeting - FNCS members inducted

Completed applications and all requirements should be sent to:
Neurocritical Care Society 
5841 Cedar Lake Road, Suite 204 
Minneapolis, MN 55416 
Fax: (952) 545-6073 
Email: info@neurocriticalcare.org

Fellow of the Neurocritical Care Society 
(FNCS) Application Process for 2015
By Gretchen Brophy, PharmD, BCPS, FNCS
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The ENLS iBook can be purchased through 
iTunes in its entirety, or protocol chapters can 

be purchased separately. This book is available for download 
with iBooks on your Mac or iPad, and with iTunes on your 
computer. iBooks on your Mac require OS X 10.9 or later.

Emergency Neurological Life Support iBook

Neurocritical 
Care Society

NEW

For more information or questions contact: 
info2@neurocriticalcare.org

The ENLS iBook is designed to help healthcare professionals improve patient care and 
outcomes during the critical fi rst hours of the patient’s neurological emergency. ENLS outlines a 
consistent set of protocols, practical checklists, decision points, and suggested communication 
to use during patient management of 13 neurological emergencies.

 

 

A New User-Friendly Reference Book & Teaching Tool
Developed by the Neurocritical Care Society

 Topics Include:

• Acute Non-Traumatic   
 Weakness
• Acute Stroke
• Airway and Ventilation and 
   Sedation
• Coma
• Intracerebral Hemorrhage
• Ischemic Stroke
• Meningitis/Encephalitis
• Resuscitation following   
 Cardiac Arrest
• Spinal Cord Compression
• Status Epilepticus
• Subarachnoid Hemorrhage
•  Traumatic Brain Injury
• Traumatic Spine Injury

The iBook bridges the gap between the ENLS manuscripts 
and the online ENLS protocols explaining the principal 
issues and thoughts between each protocol step. Each 
chapter is hyperlinked to all of the various tables and also 
hyperlinked between chapters for easy reading. The ENLS 
iBook will benefi t MDs, critical care nurses, and other 
professionals who treat neurological emergencies. 

   To purchase the iBook please visit: 
   http://www.neurocriticalcare.org/enls-0

NCS OnDemand is live! This online portal is a hub for education and training programs 
designed to help health care professionals improve outcomes for patients with life-
threatening neurological illnesses. The fi rst product available for viewing is content 
from the 2014 NCS Annual Meeting. Users can access main programming and 
workshop sessions including over 84 hours of Audio/Visual content and 
128 power point fi les. 

In the future, NCS OnDemand will host webinars, publications, online trainings, 
as well as a  variety of resources for friends and family to use. Be sure to 
check OnDemand periodically for new and timely education that helps you 
stay up-to-date in the ever evolving fi eld of neurocritical care. 
 
 
 

NCS OnDemand is live! This online portal is a hub for education and training programs This online portal is a hub for education and training programs 
designed to help health care professionals improve outcomes for patients with life-designed to help health care professionals improve outcomes for patients with life-

Get Ahead with NCS OnDemand
The NCS Online Education & Training site.

Neurocritical 
Care Society

New products coming soon to NCS OnDemand: 
Brain Death Toolkit, Targeted Temperature Management 
(TTM) in Acute Neurologic Injury, and more! 

Check It Out Today!
http://www.neurocriticalcare.org/
education-training/ncs-ondemand 

www.neurocriticalcare.org

designed to help health care professionals improve outcomes for patients with life-
threatening neurological illnesses. The fi rst product available for viewing is content 
from the 2014 NCS Annual Meeting. Users can access main programming and 
workshop sessions including over 84 hours of Audio/Visual content and 

In the future, NCS OnDemand will host webinars, publications, online trainings, 
as well as a  variety of resources for friends and family to use. Be sure to 
check OnDemand periodically for new and timely education that helps you 

This online portal is a hub for education and training programs 
designed to help health care professionals improve outcomes for patients with life-

 NCS OnDemand
The NCS Online Education & Training site.

Check It Out Today!
http://www.neurocriticalcare.org/
education-training/ncs-ondemand 

NOW
AVAILABLE

ONLINE

Main Programing
Attendee: Free
Member: $200
Non-Member: $300

Workshop Package 
Attendee: $150
Member: $150
Non-Member: $250

NEW
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Sarah Livesay, 
DNP, RN, ACNP-
BC

Tamer Abdelhak, 
MD

NEUROCRITICAL CARE ADVOCACY

Developing Resources for Pati ents and 
Families Aff ected by Criti cal Neurologic Illness
By Sarah Livesay, DNP, RN, ACNP-BC and Tamer Abdelhak, MD

The NCS Advocacy Committee is currently 
developing a number of resources for 
patients and families affected by critical 
neurologic illness.  These resources build on 
the patient resources currently available on 
the NCS website.

On the NCS website, you can fi nd an overview 
of neurocritical care, descriptions of the 
various members of the neurocritical care 
team, and a summary of common diseases 
treated in the Neuro ICU.  In the next two 
months, this information will be available in 
easily printable and downloadable fi les for 
staff working in the Neuro ICU to distribute to 
those in need.

A frequently overlooked offering available 
on the NCS website are the Stories of Hope.  
Stories of Hope remind us that while critical 
neurologic illness can be devastating and 
recovery may be slow, caregivers and families 
should not lose hope.  Currently, two stories 
of hope are available for viewing, and we 

have received another fi ve stories that are being edited and will be 
available on the website and through Currents.

These stories share the perspective of the patient receiving 
neurocritical care, as well as the interdisciplinary staff who cared 
for the patient in their time of need.  If you have a story of hope 
to share, please contact the Advocacy Committee through the NCS 
executive offi ce to submit your information.

Finally, the NCS website currently offers an extensive list of patient 
and family support sites for various diagnoses and support groups.  
Please use this list as a resource for your patients and contact the 
advocacy group with any additional resources you would like to 
see included in our patient and family resources.

Look for the new NCS Patient and Family Information and 
Resource Guide on the NCS website next month as well as new 
Stories of Hope from the Advocacy Committee  available on the 
website in the next several months.
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FELLOW’S CORNER

Conducting research during neurocritical 
care fellowship training is a daunting task for 
many reasons, including the clinical focus of 
our training, the limited research time which 
probably varies among institutions, and the 
readiness of fellowship programs to provide 
appropriate research tools and mentorship. 

Fellows’ research areas of interest and level 
of experience towards answering a valid, 

applicable, and exciting research question can be diverse.  To have 
an idea about our fellows’ research experience during clinical 
training, we surveyed neurocritical care fellows nationwide with 
a brief ten-question survey, using Survey Monkey, which was 
distributed to the fellows by their program directors. 

A total of 35 fellows participated in the survey.  Interestingly, only 
two participants were not interested in conducting research during 
fellowship, as they believed that neurocritical care fellowship 
should primarily focus on clinical training.  The good news is that 
94% of fellows were interested in research and 89% of them 
already had ongoing research projects divided between 
retrospective studies (66%), case reports and case series (33%), 
prospective studies (39%), and literature reviews (39%).  We 
found that traumatic brain injury is the one of the most popular 
research topics among fellows (48%), followed by ischemic stroke 
(39%), and status epilepticus (36%) (fi g 1).

Reviewing the survey results, many fellows are working in parallel 
on multiple studies and are interested in more than one area of 
research.  Overall, 79% of respondents were interested in clinical 
research, 17% in translational research, and only 3% in basic 
science research.

Regarding the readiness of fellowship programs to provide 
appropriate research skills, only 30% of fellows were offered 
institutional review board (IRB) and grant application training by 
their programs.

Surprisingly, 45% of the participants reported that they did 
not have enough time to start a research project during their 
training.  This critical feedback stresses the need for restructuring 
our fellowship curriculum and building in more protected 
research time. 

Mentorship is always the key to success of any research project.  In 
our survey, 69% of participants reported good research 
mentorship in their programs and only 6% reported unavailable 
mentorship (fi g 2).

In 2014, the NCS launched a new research training fellowship 
initiative which endeavors to provide our fellows with one year of 
secured research time to generate preliminary data essential to 
apply for additional career development training grants.  We 
aimed in our survey to gauge the fellows’ interest in this 
opportunity and we found out that only 9% (3 out of 35 
participants) were highly interested in applying for the 2016 NCS 
research grant, compared to 54% who were not interested in 
applying (fi g 3).

In summary, our survey points out a few areas of potential 
improvement which include the following: 1) reaching out 
to fellows before they start their fellowships to fi nd out about 
their research areas of interest and potentially assign them 
to appropriate mentors; 2) providing updates for incoming 
fellows about programs’ ongoing research projects, available 
databases, and potential future research ideas; 3) offering research 
methodology courses and IRB training in the early months of 
fellowship to improve fellows’ research skills and speed up their 
projects; and 4) most importantly, built-in protected research time 
should  be included during fellowship.

We would like to acknowledge all the fellows who participated in 
this survey.  We hope the results of this survey will benefi t the NCS 
and fellowship programs to better design fellowship curricula and 
possibly open new doors for trainees to be more active in research 
during their clinical training.  

Research Experience during Neurocritical Care 
Fellowship: What can we Improve? 
By Saef Izzy, MD
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Recent literature challenges the prolonged 
use of antimicrobial therapy in penetrating 
brain injury (PBI).  Prophylactic antibi-
otic therapy has been a generally accepted 
practice in the management of PBI to reduce 
the morbidity and mortality associated with 
infectious complications that can result from 
the cranial vault being entered by a foreign, 
non-sterile object.  

Here, we make an argument for the more 
conservative use of prophylactic antimicro-
bial regimens that will account for both the 
most likely pathogens and specifi c risk factors 
known to increase the risk of infection in PBI.

PBI is often highly idiosyncratic, resulting 
in a lack of well-designed literature to guide 
duration and selection of antimicrobial 
therapy .  In the pre-antibiotic era, when the 
use of perisurgical antimicrobial prophylaxis 
and topical antiseptics was rare, infectious 
complications of PBI in military personnel 
were reported to be greater than 50%.

Not surprisingly, when antimicrobial therapy 
was introduced, a substantial benefi t was 

observed.  A more recent review reports the civilian PBI infection 
rate around 1-5% and for injuries sustained in combat to have 
slightly higher risk at approximately 4-11%.  

Microbiologic studies of bone, metal, and wood fragments from 
penetrating injuries have found gram positive organisms to be the 
most likely cause of contamination.  Clostridia species were more 
rarely encountered and were often associated with wood fragments.

Identifi ed risk factors for infection include PBI associated with 
cerebrospinal fl uid leak, air sinus wounds, and transventricular 
injuries.  In addition, high and low velocity PBI should be differ-
entiated when selecting antimicrobial coverage as well as duration. 

Expert opinion has recommended antimicrobial strategies ranging 
from reducing complications from the most frequently observed 
organisms in the acute setting to attempting complete sterilization 
of the wound area.  While the former requires the use of a short 
course of targeted therapy, the latter necessitates up to a six-week 
course of broad spectrum antibiotics.  

PBI that involves facial fractures and/or frontal sinus injury poses 
an additional risk of infection.  In 2010, Lauder and colleagues 
conducted an observational study of 233 patients with traumatic 
facial fractures to determine the effect of antibiotic prophylaxis on 
infection rate.  They observed an overall infection rate of 9% and 
that increased infection was positively correlated with number of 
fractures (p < 0.0001) and open fracture wounds (p = 0.034).

Four different antibiotic prophylaxis regimens were evaluated: 
Group A received pre- (>2 hours before surgery) and perioperative 
(≤2 hours before surgery), Group B received only perioperative, 
Group C received peri- and postoperative, and Group D received 
pre-, peri-, and postoperative antibiotic treatment.  They found 
that use of antibiotics beyond the perioperative timeframe did not 
reduce postoperative infections (p = 0.248).  

In 2014, Bellamy and colleagues retrospectively evaluated 242 
patients with surgically-managed frontal sinus fractures.  Seri-
ous infections were observed in 14 cases (5.8%).  They observed 
increased risk of infection with operative delay beyond 48 hours 

(4.03-fold increased risk, 95% CI, 1.30-12.43; p < 0.05), external 
cerebrospinal fl uid drainage catheter use (4.09-fold increased 
risk, 95% CI 1.57-10.67; p < 0.005), and local skin and soft tis-
sue infection (5.10-fold increased risk, CI, 1.34-19.36; p < 0.05).  
However, antibiotic use beyond the 48-hour postoperative period 
was not associated with fewer infections (p = 0.220).  

 Based on available literature, we propose the following prophy-
lactic antibiotic regimens.  For high velocity PBI (i.e., gunshot 
wound) – wherein the projectile has most likely been sterilized 
– coverage of common skin fl ora with fi rst-generation cephalo-
sporins in the perioperative period (<48 hours) is most likely 
suffi cient.  In the setting of low velocity PBI – where the penetrat-
ing object is not sterile – broader coverage with a third generation 
cephalosporin and anaerobic coverage is reasonable.

In the setting of posterior wall injuries with frontal sinus fractures, 
gram positive, gram negative, and anaerobic coverage is warranted.  
Addition of vancomycin to an antibiotic regimen should be consid-
ered in a patient-specifi c manner for resistant staphylococcus species 
but is not routinely necessary.  Antibiotic use beyond the 48-hour 
postoperative period may be reasonable in severe facial trauma with 
multiple fractures due to the increased infection rate observed.  

Length of this prolonged prophylactic regimen has not been well 
studied, but some recommendations exist to support fi ve to seven 
days postoperatively.  Patient-specifi c consideration evaluating the 
risk factors for increased infection as well as the type of organisms 
is essential for designing the most appropriate regimen.

Andrea Sikora Newsome, PharmD and Emily Durr, PharmD are members 
of the NCS Pharmacy Committee and invited guest writers for Currents.

Argument for Conservative Use of Prophylactic 
Antibiotics in Penetrating Brain Injury 
By Andrea Sikora Newsome, PharmD and Emily Durr, PharmD

NEUROCRITICAL CARE PHARMACY

Andrea Sikora 
Newsome, 
PharmD

Emily Durr, 
PharmD
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NEUROCRITICAL CARE NURSING

On-boarding refers to the process through 
which new employees acquire knowledge 
and skills to become effective members of the 
organization. The on-boarding process for the 
neurocritical care nurse vastly differs across the 
U.S.  In part, this variation can be attributed 
to the experience of the nurse being hired, 
availability of educators and mentors to train 
the newly hired nurse, as well as continued 
budgetary constraints in the amount of time it 
takes to train new hires.

A newly employed neurocritical care nurse 
can have variable education and experience 
prior to entering the Neuro ICU.  Often, the 
employee has a bachelor’s degree, but could 
have an associate’s degree, a master’s degree, 
or doctorate.  New hires can also have diverse 
nursing experiences.  Recently graduated 
nurses are hired into the NeuroICU, although 
some institutions will hire only nurses with 
previous nursing experience.  The selectivity 
of previous experience will ebb and fl ow with 
the availability of nursing positions.  During 

periods of nursing shortages, institutions are more apt to hire 
new graduates.

Often, there is a preference to hire nurses with experience in 
intensive care and/or neurological patients.  When a Neuro ICU 
unit is short nurses for a limited time, traveling (contract) nurses 
are hired for several months to fi ll the position.  Units often 
try to hire travel nurses with similar training and experience as 
their own unit.  The on-boarding process may differ in a single 
institution based on experience with these various opportunities 
for nurses to on-board in the Neuro ICU.

How an institution chooses to educate their staff can be impacted 
by availability of training personnel and fi nancial costs of 
on-boarding.  Knowledge in neuroanatomy, physiology, and 
neuromonitoring are specifi c to the Neuro ICU.  Instruction can 
be done via classroom lectures, on-line modules, simulation labs, 
skills training, and precepted clinical experiences.  Faculty can 
consist of designated educators, preceptors, managers, advance 
practice nurses, or various members of a multidisciplinary team.

Patricia Blissitt, PhD, RN, Neuroscience Clinical Nurse 
Specialist at Harborview Medical Center is an integral part of 
on-boarding and teaching the neurological classes at the Greater 
Seattle Critical Care Consortium.  The course includes lectures 
on stroke, brain tumors, ICP, CNS infections, neuromuscular 
diseases, sodium disorders, and delirium.  Harborview 
participants also attend Harborview-specifi c Critical Care 
Consortium days that include presentations on TBI, traumatic 
spinal cord injury, brain death and organ donation, and 
multimodality monitoring.  Within the fi rst six months to one 
year at most, all new Neuro ICU nurses attend a three-day Neuro 
Core, eight-hour Nursing Management of the Stroke Patient 
course, and eight-hour Nursing Management of the Patient with 
Spinal Cord Injury course.  They also must obtain or already have 
current BLS/ACLS and must take TNCC.

Mary Guanci, MSN, RN, Neurocritical Care Clinical Nurse 
Specialist at Massachusetts General Hospital spends a signifi cant 
amount of time on-boarding new hires.  Mary and the Nursing 
Director meet with the preceptor for a formal evaluation of the 
orientee’s progress towards their goals every two weeks.  Her 
ability to coach the preceptor and orientee is of great value.  

On-Boarding Neuroscience ICU Nurses - How 
it is Done Across the U.S.
By Cynthia Bautista, PhD, RN and JJ Baumann MS, RN

Cynthia Bautista, 
PhD, RN

JJ Baumann 
MS, RN

A preceptor provides instruction to an orientee at The Ohio State 
University Wexner Medical Center.

Continued on page 16
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NEUROCRITICAL CARE NURSING

She has the freedom to assign preceptors based on evaluation 
of learning needs during the hiring process with the Nursing 
Director.  Mary also has the ability to create a schedule and 
coaches preceptors in choosing patient assignments which 
meet educational goals that support the new learner.  The new 
employee also attends a six-day general ICU consortium in the 
Boston Area which includes a review of neuroscience topics.  They 
will spend about 12-15 weeks on the unit with their preceptor 
gaining neurocritical care skills.  The ability to be clinically present 
to evaluate and set goals with the preceptor and nurse contributes 
to making this a very successful on-boarding program.

Mary Kay Bader, MSN, RN at Mission Hospital in Mission Viejo, 
CA does not use on-line education.  Instead she uses local colleges 
to teach the required classes in critical care nursing.  They have 
budgetary limitations, but have a strong preceptor program lasting 
six to eight weeks for on-boarding their Neuro ICU nurses.  A 16-
hour Neuro 101 program is held three months after the hire date 
which is a mandatory class for all new nurses in the critical care 
environment.  Following the fi rst year of employment, the new 
ICU nurse attends more advanced level educational classes on 
severe TBI, stroke, and hypothermia.

Mary King, ACNS-BC, RN at the Barrow Neurological Institute 
uses the on-line “Essentials of Critical Care Orientation (ECCO)” 
from AACN.  In-person classes consist of a four-hour “Neuro 101” 
and two two-hour neuroanatomy and physiology classes that 
are part of an annual eight-week CNRN Advanced Neuro Review 
course.  Precepting occurs over 12 weeks.  There are meetings 
every two weeks with the new nurse, preceptor, and a member 
of the management team to ensure the new nurse is getting the 
experiences and support needed to be successful.  Preceptors and 
orientees follow a goal-directed guideline that covers major neuro 
disease processes, illnesses, or injury.  The guideline includes 
‘milestones’ at weeks four and six that have proven effective 
markers for establishing the orientees’ progress.  Follow-up and 
support is provided though formal meetings every three months 
after orientation is completed to assess progress, discuss needs or 
concerns, and establish goals.

Dorina Harper, MS, RN, ACNS-BC, Clinical Nurse Specialist at 
The Ohio State University Wexner Medical Center has about 44 
hours of classroom training for her neurocritical care nursing new 
employees.  They spend about 13 hours with on-line education 
and about 12 weeks with their preceptor having hands-on 
experience with Neuro ICU patients.  If the new employee has 
critical care experience, they can test out of some ICU classes.  
Each nurse attends Neuro I and Neuro II courses.  These courses 
consist of eight hours of foundational neurological injuries and 
diseases.  As a developing unit with limited preceptors, they have 
supplemented clinical orientation with a rotation in the Surgical 
ICU, which cared for the neurosurgical patient population prior to 
the opening of a dedicated Neuro ICU.  The CNS/educator team 
collaborates with nursing management and the orientee-preceptor 
dyad to provide biweekly feedback and support.

Cynthia Bautista, PhD, RN, ACNS-BC, Neuroscience Clinical 
Nurse Specialist at Yale-New Haven Hospital offers three 
days (24 hours) of simulation classes for her new employees.  
They also have 56 hours of on-line education using the ECCO 
program.  New employees have 11 weeks with their preceptor to 
learn the hands-on care of Neuro ICU patients.  The preceptor, 
orientee, CNS, and nursing management meet every three 
weeks to determine the progress of the orientee and establish 
goals to accomplish the completion of on-board training.  At 
Yale-New Haven Hospital, it is a challenge to have a successful 
on-boarding program within the allotted time (11 weeks) to 
complete the process.

In summary, there are many methods to on-board a neurocritical 
care nurse.  Some institutions use classroom and some use on-line 
education.  Local colleges and consortia are frequently used to 
provide the education for new employees.  All programs use the 
preceptor model to train the new nurse in the critical care setting.  
The most important feature of a successful on-boarding program 
is the frequent (every two to three weeks) meeting of nursing 
management, preceptor, and orientee.  The biggest challenge is to 
fi nd the resources to train staff nurses in the allotted time frame 
given budgetary constraints.  

Continued from page 15
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To intubate or not to intubate?  That is a 
frequent question in daily neurocritical care 
practice.  It is not diffi cult to make a decision 
if the patient fulfi lls a defi nite criterion for 
intubation or if there is evidence of respiratory 
failure.  However, in the real neurocritical 
care world, the two conditions may not occur 
and intubation may still be required.  Mostly, 
the decision regarding intubation is almost 
exclusively based on the current attending 

physician’s opinion.

We created the Burdenko Respiratory Insuffi ciency Scale (BRIS), 
which can objectify the process of decision making in the 
neurocritical care population (fi g. 1).  If the patient has a score of 
four in any part of the BRIS or a sum of all scores equal to fi ve or 
more, he or she should be intubated immediately.  A BRIS score of 
three or less is consistent with the patient breathing spontaneously 
and safely.  A BRIS sum score of four in all three parts of BRIS is 
still a grey zone.

Here I would like to present two cases.  A 40-year-old woman 
with a petroclival meningioma arrived at the neurocritical care 
department after tumor resection.  She met all critical care criteria 
for weaning extubation and was extubated after seven hours.  The 
postoperative CT scan did not show any postoperative hemorrhage 
or edema.  Neurologic examination revealed deterioration of 
bulbar function in comparison with the preoperative status.  The 
BRIS score was fi ve (1-3-1).

According to the BRIS, the patient had to be reintubated 
immediately, but the attending physician decided to leave the 
patient breathing spontaneously.  However, after fi ve hours, the 
patient was reintubated for increasing drowsiness and impaired 
oxygenation.  Her BRIS score immediately before reintubation was 

seven (2-3-2).  Mechanical ventilation was continued for 42 hours 
and the patient was extubated again.  The BRIS score amounted to 
three (0-3-0), and it decreased to two (0-2-0) on the next day due 
to improvement of bulbar function.  The patient was transferred 
to the ward and discharged from the institute in ten days for the 
further rehabilitation. 

The second patient is a 29-year-old woman with 
neurofi bromatosis type II.  She previously underwent fi ve different 
tumor resections.  Dysphagia was demonstrated preoperatively.  
However, the patient could swallow porridge-like food and did 
not require a gastric tube.  This time, a left acoustic neuroma 
was removed.  The patient was mechanically ventilated for fi ve 
days and extubated thereafter. The BRIS score was three (0-3-0).  
The patient remained stable.  She was discharged from the ICU 
on the next day and from the institute in seven days for further 
rehabilitation.

 Whether to use or not to use the BRIS is a very personal question, 
but further investigations are planned.

To Intubate or Not to Intubate?: A Short Study Report from the 
Burdenko Research Neurosurgical Institute
By Konstanin Popugaev, MD

INTERNATIONAL NEUROCRITICAL CARE

Figure 1. Burdenko Respiratory Insuffi ciency Scale (BRIS)

    Score 0 Score 1 Score 2 Score 3 Score 4 

First test
Mental status

RASS 0
or consciousness

RASS -1/+1 or 
hypersomnia

RASS -2/+2 or 
obtundation

RASS -3-4/+3+4 or stupor RASS -5 or coma

 Second test
Swallowing, cough, 
airway patency 

Independent swallowing. 
E� ective cough. Normal 
airway patency.

Independent swallowing. 
Ine� ective cough. Normal 
airway patency.

Slight aspiration of liquids. 
E� ective cough. Normal 
airway patency.

Aspiration for two or 
more food consistencies. 
Ine� ective cough. Normal 
airway patency.

Aspiration for two or 
more food consistencies. 
Ine� ective cough. 
Impaired airway patency.

Third test
Index pO2/FiO2

>300 250-300 220-250 200-220 <200

Scoring is increased by one in obesity (body mass index >30). RASS – Richmond Agitation Sedation Scale.

In this edition, Dr. Konstantin Popugaev provides his rich experience with a self-developed scale to assist 
the decision for or against intubation in neurocritical care patients that do not fulfi ll the formal intensive 
care intubation criteria.  The Burdenko Research Neurosurgical Institute in Moscow is the fi rst address for 
neurosurgical procedures in Russia and was named after Nikolay Burdenko, the founder of Neurosurgery in 
Russia.  Dr. Popugaev is an active member of the NCS International Committee.  His aim is to promote and 
improve neurocritical care in Russia.

- Katja Wartenberg, MD, FNCS, section editor

The Neuro ICU at the Burdenko Research 
Neurosurgical Institute in Moscow
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Neurocritical Care News Front
By Gretchen Brophy, PharmD, BCPS, FNCS

NEWS BRIEFS

Burrrr!!!  This is the most common word I 
have heard in the past month on the American 
East Coast!  Snow is nice, but when you 
start laying patients in snow banks to induce 
hypothermia, I think we’ve had enough.  
Hopefully, spring is just around the corner.

This winter, NCS members have been 
very productive in regards to publishing 

guidelines and consensus statements.  Recently, the International 
Multimodality Monitoring (MMM) Consensus Statement – 
chaired by Peter LeRoux, David Menon, Paul Vespa, and Giuseppe 
Citerio – was published in a supplement of the Neurocritical Care 
journal.  This consensus statement addresses which modalities are 
the most important to monitor, how they should be monitored, 
and whether multimodality monitoring is cost-effective and 
impacts outcome.

This statement was produced by the NCS in collaboration with the 
European Society of Intensive Care Medicine (ESICM), the Society 
for Critical Care Medicine (SCCM), and the Latin America Brain 
Injury Consortium (LABIC).

The Large Hemispheric Infarction (LHI) Guidelines are now 
available and were chaired by Michel Torbey from the NCS and 
Stefan Schwab from DGNI, the German Neurocritical Care Society.  
These guidelines provide recommendations based on the quality 
of the evidence, as well as the balance of benefits and harms of the 
studied interventions, the values and preferences of patients, and 
resource considerations.

Finally, the Devastating Brain Injury Consensus Statement was 
recently published on-line and was chaired by Patricia Blissitt and 

Michael Souter.  The committee reviewed available evidence and 
developed practice recommendations regarding prognostication, 
psychosocial issues, and ethical considerations.  Another related 
statement is also being developed to address treatment strategies 
for these patients.

We would like to thank the multidisciplinary NCS member 
volunteers who contributed their time, energy, and expertise to 
develop these guidelines and consensus statements.  We could not 
have done it without you.  If you are interested in participating in 
guideline development, please consider volunteering your time for 
future projects.

I would also like to recognize NCS members who have recently 
been promoted or appointed to committees.  Dr. Lori Shutter was 
recently promoted to Vice Chair of Education in the Department 
of Critical Care Medicine at the University of Pittsburgh Medical 
Center.  Well-deserved, Lori!  

The American Academy of Neurology also recently asked the NCS 
to participate in a Quality Metrics Development Project.  Dr. Paul 
Vespa was asked to serve as the NCS chair for this committee 
and will be working on this project over the next two years.  
Congratulations, Paul!

Do you know what’s happening in May?  Neuroscience Nurses 
Week is May 17-23, 2015!!  Be sure to show them some love and 
hug your neuroscience nurse!  

If you have any good juicy gossip you would like to share, please 
send it my way and I will include it in our next issue!  Until next 
time… stay warm, enjoy the Spring, and get ready for sunny and 
warm Scottsdale!

Lori Shutter, MD, FNCS
Paul Vespa, MD, FNCS
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The brain connects with virtually every organ 
system and, therefore, the acutely injured 
brain may refl ect itself in impaired vital organ 
function.  The heart, lung, and gut are all 
quickly affected.  Both the brain and kidney 
maintain homeostasis with changes in sodium 
and water balance.  The kidney is equally 
important because the brain regulates renal 
blood fl ow, glomerular fi ltration rate, and 
renal sodium handling.

Acute kidney injury is not commonly observed in the Neuro 
ICU, but there are often risky circumstances with triggers such 
as hypovolemia and hypernatremia, use of iodinated contrast 
for CTs and cerebral angiography, and also drug toxicity and 
rhabdomyolysis, all leading to additional acute kidney injury in 
patients with acute brain injury.  Little is known about how the 
kidney is acutely affected and how kidney injury may affect the 
brain.  In the April issue of Neurocritical Care, the reader will fi nd 
original articles on this brain-kidney connection.

Three articles, accompanied by an editorial by Freeman and 
Wadei, describe problems when patients with acute kidney 
injury need renal replacement therapy.  Kumar and colleagues 
from Barnes-Jewish Hospital in St. Louis describe a case series of 
dialysis-induced worsening of cerebral edema.  All patients had 
elevation of ICP within the fi rst hour of hemodialysis.

Mechanisms continue to be debated and could relate to 
paroxysmal brain acidosis.  The authors provide potential options 
such as using gradual urea removal with continuous renal 
replacement.  Higher composition of sodium in the dialysate or 
preemptive use of mannitol to maintain higher plasma tonicity are 
also suggested as possible preemptive measures.

In addition, Osgood and coworkers from the Department of 
Neurology at the University of Massachusetts Medical School 
also raise awareness for the potential for rapid brain edema and 
herniation with acute brain-injured patients who are undergoing 
continuous venovenous hemofi ltration.  These articles clearly 
point out that some guidelines for renal replacement therapy in 
neurocritical care patients are needed.  Recommendations may 
look at use of high sodium dialysate and continuous monitoring 
of blood pressure and oxygenation in these patients.

Dias and colleagues present a cohort of 18 consecutive 
patients with severe traumatic brain injury and report multiple 
measurements of creatinine clearance.  They found that kidney 
hyperfi ltration is a frequent fi nding, and they found a strong 
correlation between the cerebral vascular reactivity pressure index 
and creatinine clearance.  The paper suggests there might be a 
“brain-kidney crosstalk and a possible biochemical interplay 
between brain and kidney.”

They conclude that better cerebral autoregulation is signifi cantly 
correlated with augmented renal clearance in trauma patients and 
also is associated with a better outcome.  They speculate that the 
brain and the kidney with their “small-resistance vascular beds” 
present a unique way to react to fl uctuations in blood pressure 
and fl ow.  Such a similarity may mean that information about 
microvascular damage in one organ may provide information 
about damage in the other organ.  A great research opportunity.

These three articles bring an interesting topic in neurocritical care 
to the attention of the readership and provide some new insights 
into the brain-kidney connection.  It is undisputed that in our 
daily ICU practice better study of the risks of global brain edema 
 after dialysis is needed.  This is another example of how the 
brain and other organs are connected and how changes in organ 
function and its subsequent treatment may affect outcome.

Coming Up in Neurocritical Care
Eelco Wijdicks, MD, PhD, FNCS, Editor-in-chief

EDITOR’S MEMORANDUM
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Protocol-Driven Treatment of Alcohol 
Withdrawal Syndrome in Critically Ill 
Patients
Duby JJ, Berry AJ, Ghayyem P, et al.  J Trauma 
Acute Care Surg 2014;77:938-943

This single-center, pre- and post-intervention 
trial sought to determine the value of 
protocolized, symptom-triggered, dose-
escalation management of Alcohol 
Withdrawal Syndrome (AWS) upon length 
of stay in the ICU.  Subjects included adult 
patients admitted to the ICU of a tertiary 
academic medical center with AWS, regardless 
of concomitant medical illness.  Patients 
enrolled in the two-year period prior to 
protocol implementation (PRE) were 
managed utilizing strategies of the treating 
physicians’ preference.

Though management details were not 
specifically characterized, the institutional 
standard included use of continuous infusion 

or scheduled dosing of benzodiazepines.  In the third year of 
enrollment (POST), a Richmond Agitation Sedation Score (RASS 
goal 0 to -2)-triggered dose-escalation protocol was constructed 
which utilized diazepam and phenobarbital as primary and 
secondary sedative options.  The treatment team was guided 
by an electronic order set, which specified sedative dosing after 
patient assessment conducted at 15-30 minute intervals.  Patients 
with severe brain injury (Glasgow Coma Scale <8) were excluded 
from enrollment.

The primary study aim was assessment of ICU length of stay 
(LOS).  Sequential Organ Failure 

Assessment (SOFA) scores and other key medical demographics 
were collected.  Differences between cohorts (PRE and POST) 
were included in a logistic regression analysis to control for their 
impact upon primary and secondary outcome measures.  135 total 
subjects were enrolled (60 PRE, 75 POST), approximately half 
of whom were cared for in a Medical ICU and 30% in a Surgical 
Trauma ICU.

PRE patients were older (55.7 versus 50.7 years, p=0.03) and 
had higher SOFA scores (6.1 versus 3.9, p=0.0004).  Both groups 
had similar mean blood alcohol levels and rates of seizures and 
psychosis.  A non-significant trend toward greater rates of prior 
alcohol withdrawal (40% versus 30.6%, p=0.28) and delirium 
tremens (10% versus 4%, p=0.19) was seen in the PRE group.  The 
PRE group had greater ICU LOS (9.6 versus 5.2 days, p=0.0004), 
days on ventilator (5.6 versus 1.3 days, p<0.0001), intubation due 
to AWS (22% versus 5%, p<0.001), and duration of sedation (10.8 
versus 3.5 days, p<0.01).

Cumulative lorazepam-equivalent benzodiazepine use was three 
times greater in the PRE group compared to the POST group 
(median 33 mg versus 23 mg), whereas phenobarbital use was 
twice as great in the POST group.  Patients admitted for AWS were 
more likely to be intubated compared to those with AWS primarily 
admitted to the ICU for other reasons (p=0.004). 

This study suggests that a protocolized, symptom-triggered 
approach to AWS leads to shorter ICU stays and less overall 
sedation.  While many practitioners may have anticipated the 
findings of this study, the benefits of this approach have not 
previously been demonstrated in critically ill patients with 
various primary diagnoses.  The studied AWS protocol varies from 
others (like CIWA) in that it is designed to be applicable to the 
assessment of a critically ill or intubated patient.

The findings of this study are limited by our understanding of 
how the PRE group was managed.  Furthermore, it is concerning 
that, despite half the enrollment time, the number of POST group 
subjects was greater than the PRE group.  This raises concerns 
about selection bias that may be further substantiated by the 
disparity of SOFA scores between the two groups.  It is possible 
that, as the institution promoted its AWS order set, it was applied 
to a greater variety of patients, including those who were less 
acutely ill and destined for more rapid recovery.  However, the 
benefit of treatment in the POST group was maintained after 
logistic regression analysis.

Simple BRAIN Score to Predict Hematoma Growth in ICH
Wang X, Arima H, Al-Shahi Salman R, et al.  Stroke 2015;46:376-381

Simple clinical risk scores are useful for risk stratification for both 
clinical care and research.  The authors of this study analyzed 
non-contrast head CTs from the pilot and main phases of the 
INTERACT 1 and 2 trials to develop and validate a simple clinical 
risk score to predict hematoma volume growth (≥6 ml) within 
24 hours after ICH onset.  Patients from the CT sub-studies of 
each trial were identified, all of whom underwent repeat CT at 24 
hours after randomization.  The INTERACT 2 cohort was used for 
derivation (n=964) and the INTERACT 1 cohort (n=346) was used 
for validation.

ICH volumes were calculated centrally – using mostly volumetric 
software with a small proportion using the ABC/2 method when 
a digital CT was not available – and blind to clinical data.  Kappa 
statistics for head CT reads were 0.97 and 0.96 for INTERACT 1 
and 2, respectively.  Clinically significant growth was defined as 
an absolute growth of ≥6 ml from baseline.  Using multivariable 
logistic regression and backward elimination of non-significant 
covariates, predictors remained in the model for p<0.05.

Regression coefficients were then used to generate point scores.  
In the derivation cohort, 181/964 (18.8%) and in the validation 
cohort 43/346 (12.4%) developed significant ICH growth.  
Variables forced into the model included age, sex, diabetes 
mellitus, deep location of ICH, and randomization to intensive 
BP-lowering treatment.  Significant co-variables remaining in the 
model included baseline ICH volume, recurrent ICH, warfarin use 
at onset, intraventricular hemorrhage (IVH), and number of hours 
to baseline CT from onset.

The BRAIN score prediction algorithm score was developed.  
The median probability of ICH growth was 16.4% (IQR 7.7%-
27.2%), ranging from 3.4% (score 0) to 85.8% (max score of 
24), with a good discriminative ability (C-statistic 0.73).  In 
the independent validation cohort, the discriminative ability 
remained the same (C-statistic 0.73) and had good calibration 
(Hosmer-Lemeshow Chi-Square statistic 4.25, p=0.82).  Here, the 
median probability of ICH growth was 9.3% (IQR 5.1%-16.6%), 
with excellent linear correlation between predicted and observed 
probabilities of ICH growth.

Journal Watch
By Chad Miller, MD and Susanne Muehlschlegel, MD, MPH

JOURNAL WATCH

Chad Miller, MD

Susanne 
Muehlschlegel, 
MD, MPH

Continued on page 2120
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Several small studies have previously identifi ed ICH hematoma 
growth predictors, including larger ICH volume, earlier 
presentation after symptom onset, and use of oral anticoagulants.  
The small sample size in these studies, however, limited the ability 
to adjust for known confounders.  In addition, the “spot sign” has 
been identifi ed as a reliable risk factor for hematoma expansion, 
but this requires additional contrast administration for a CT 
angiogram, which may not be routinely performed for all ICHs.

This is an important risk score, which can be used both 
clinically and for research to identify patients at high risk to 
have signifi cant hematoma volume growth.  Strengths of this 
score include the external validation in an independent cohort, 

derivation from a large multi-center sample with prospectively 
collected data, and complete baseline and 24-hour CT 
acquisition per a pre-defi ned protocol.

Limitations are that only hypertensive patients were included, as 
well as those within 6 hours after symptom onset.  In addition, 
over 90% of subjects were Chinese in the validation cohort.  
These factors limit generalizability of the score.  Validation in 
an ethnically diverse and non-hypertensive cohort is warranted.  
Finally, the clinical use of this score is limited.  For example, 
even if the score may predict low hematoma growth risk in a 
coagulopathic patient, standard clinical care would still call for 
rapid reversal. 

In the fi rst Currents Tech Corner article about 
three years ago, I reviewed the free web-based 
bronchoscopy simulator on www.thoracic-
anesthesia.com.  While I still use and recommend 
this site for bronchoscopic anatomy review, I 
now would like to share the also-free mobile 
app BronchoGuide.  This app, which is 
available for iPhone, iPad, and Android, is the 
ideal app to review the airway anatomy before 
any bedside bronchoscopy in the ICU.  

After opening the app, it automatically enters into a demo mode, 
which can be skipped by clicking on it and then choosing “Main 
Menu.”  The main menu offers several options, including “Start 
Navigation” and “Insertion.”  The navigation option allows 
the steering and advancing of the bronchoscope towards the 
desired direction.  When tapping on the right main bronchus, the 
bronchoscope is directed into it.

A video with the endoscopic view, and – if turned on – a voice 
explaining the bronchial visualization and anatomy follow.  The 
video is halted at the next lower bronchial tree split in order to 
allow the operator a close look around, as well as to decide where 
to navigate to next.  In the right bottom corner of the screen, a 
small bronchial tree graphic appears and shows where in the 
bronchial tree the camera is located.  In the right top corner, one 
sees a listing of the bronchi and landmarks passed.  Both are very 
helpful in the 3D orientation inside the bronchial tree.

Further distally, the 

bronchial segments are described by their numeric names (Netter 
nomenclature), unfortunately not by their anatomic names (for 
example, superior segment of the right lower lobe).  To back the 
bronchoscope out, one taps on the anatomic landmarks listed in 
the right top corner.  From a button menu on the bottom, a full 
screen bronchial tree overview graphic can be displayed.  Here, 
arrows inside the bronchial tree can be clicked, which simulates 
advancing the bronchoscope.

In the left top corner, the endoscopic view correlating to the 
position within the bronchial tree overview graphic is displayed.  I 
like this option in particular as a visual, rather than verbal learner.  
From the main menu, one can choose the “insertion” option, 
which displays a video without voice-over beginning right above 
the epiglottis and continuing through the larynx into the trachea.  
This may be an interesting option to prepare for a bronchoscopy 
in non-intubated patients in order to identify important 
landmarks along the upper airway upon insertion.

The app’s main advantages are the beautiful 3D graphics and real 
videos.  The downsides are the really small size icons, which are 
very diffi cult to click on an iPhone screen, as well as the very small 
font.  I have not tried the app on an iPad, but the larger display 
may be of advantage for this app.

In conclusion, this free app with beautiful graphics and videos 
is a great tool to have immediately at the bedside to help with 
bronchial tree anatomy during bronchoscopy.

BronchoGuide App – Bronchoscopy Simulation for iPhone, 
iPad, and Android
By Susanne Muehlschlegel, MD, MPH

Further distally, the 

Continued from page 20
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The University of New Mexico (UNM) 
School of Medicine and Health Science 
Center takes much pride in their state-of-
the-art 24-bed Neurosciences Intensive 
Care Unit (NSICU).  It is one of three adult 
ICUs at UNM and specializes in the care of 
all neurosurgical patients as well as all patients 
with neurological disorders ranging from 
ischemic stroke to neuromuscular diseases.

UNM is a 450-bed hospital that serves as the 
only level 1 trauma center and tertiary care 
center for the state of New Mexico.  It has been 
an accredited Advanced Primary Stroke Center 
since 2008.  Our current NSICU was the brain 
child of Dr. Howard Yonas, Neurosurgery 
Department Chair, and in 2007 this vision 
came to fruition with the move into the 
new Barbara and Bill Richardson Pavilion at 
UNM.  The mission and care paradigm thrives 
upon the key pillars of People, Technologic 
Advances, and Scholarship .

Our primary mission is caring for patients and 
their families.  The best culture and setting 

to do so comes from creating a “family” of caregivers.  We start 
with a multi-disciplinary group of attending physician intensivists 
from various backgrounds including Neurosurgery, Emergency 
Medicine, and Neurology.  A multi-disciplinary faculty facilitates a 
comprehensive exchange of perspectives and ideas that ultimately 
benefi ts the patients and learners at all levels in our academic 
environment.

This system can be seen on any given morning, where the 
day begins with Imaging Rounds, a time in which the entire 
Neurosurgery and Neurocritical Care faculty collectively review 
diagnostic images on every patient.  The multi-disciplinary culture 
continues on bedside rounds with engaged nurses, pharmacists, 
respiratory therapists, and nutrition specialists.  All ancillary 
staff along with resident physicians from Neurosurgery, Neurology, 
and Emergency Medicine contribute to the care of patients.

Since we are in the 
“people” business, 
taking a family-
centered approach 
is paramount and 
involves optimizing 
communication 
and transparency.  
A recent “ICU 
Whiteboard” 
initiative facilitates 
this communication 
by reviewing the 
daily care plan and 
provider contacts 
on a board at the 
patient’s bedside.

Recently, we 
enhanced family-

centered care by pioneering the fi rst randomized trial of family 
presence during the brain death evaluation (published in the 
Critical Care Medicine journal in 2014).  This trial could not have 
been accomplished without tremendous collaboration between 
NSICU providers at all levels.  We hope this system will be 
adopted elsewhere to improve patient- and family-centered care.

Other strengths of our ICU include our adoption of technological 
advances and the breadth of our faculty’s skill sets.  We believe 
that, with the aid of both invasive and non-invasive monitoring, 
we can best understand patients’ cerebral and systemic physiology.  
Continuous evaluation of ICP, cerebral blood fl ow, brain tissue 
oxygenation, and EEG allows for assessment of a patient’s 
autoregulatory status and enables individualized treatment.  
Beyond CNS monitoring, we use multimodality monitoring to 
guide management of systemic organ function.  Our clinicians are 
increasingly using routine bedside echocardiography, continuous 
cardiac output, and functional hemodynamic parameters to 
optimize treatment.

A portable CT scanner allows us to minimize patient transport 
for imaging, enhancing patient safety.  As a testament to 
the advantages of our multidisciplinary backgrounds, our 
faculty are profi cient at performing bedside tracheostomies and 
gastrostomies, further permitting a comprehensive approach to 
the care of our patients in the NSICU.  In addition to our unit-
based nurse educator, we have a dedicated nurse neurotechnology 
specialist responsible for education and troubleshooting of devices 
to assure safe use and appropriate interpretation of the various 
monitoring indices.

Lastly, we embrace our academic mission.  We strive to 
continually learn from our daily interactions with neurological 
patients in the NSICU and seek to improve the delivery of care, 
here and beyond.  Dr. Yonas has built a research infrastructure 
to study all aspects of neurologic diseases, from basic science 
research to bedside applications.  We are privileged to participate 
in large, multi-center studies in addition to smaller investigator-
initiated endeavors.  The group has published on a wide range of 
neurocritical care topics.

The University of New Mexico 
Neurocritical Care Program: People, 
Technologic Advances, and Scholarship
By Isaac Tawil, MD and Howard Yonas, MD

FEATURED PROGRAM

Isaac Tawil, MD

Howard Yonas, 
MD

Continued on page 23

The research core group, from left to right: Rob Alunday, Mark Krasberg, Ed Nemoto, Amal Alchbli, Theresa 
Wussow, Sean Hagberg, Howard Yonas, Kim Olin, and Brittany Burlbaw
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FEATURED PROGRAM

Continued from page 22

Arial view of University of New Mexico Hospital

NSICU team, from left to right: Todd Dettmer, MD, Amber Rollstin, MD, Jonathan Marinaro, MD, Kim 
Olin, MSN, RN, Huy Tran, MD, Howard Yonas, MD, Rob Alunday, MD, Mindy Mason, ACNP, Ashley Keiler-
Green, MD, Jennifer Ramon, ACNP, and Isaac Tawil, MD

University of New Mexico Hospital

Future endeavors and challenges include extending our reach to 
help care for neurologic illness throughout our rural catchment 
area.  Through tele-stroke and tele-critical care services, we hope 
to help other hospitals and clinicians care for their patients within 
their communities and best identify those who may benefi t from 
transfer to our facility.

The Featured Program column seeks to enrich 
the outlook of NCS members by highlighting 
programs that are undertaking innovative 
approaches to the practice of neurocritical 
care.  If you are interested in contributing an 
article, please contact me at rgeocad1@jhmi.
edu.  In this issue, we feature the expanding 
neurocritical care program at the University 
of New Mexico.

- Romergryko Geocadin, MD, Section Editor
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N E U R O C R I T I C A L  C A R E  C L A S S I F I E D S

Job Opportunities  
(as of March 11th, 2015)

For full details on all available positions 
including position descriptions, 
applicant requirements and further 
contact information, visit our website 
at http://www.neurocriticalcare.org/
jobs/job-opportunities.

International

Neurocritical Care Specialist—Saudi 
Arabia

Send CV to: jsamudio@kfmc.med.sa

Arizona

Neuro-Critical Care Nurse Practitioner 0  
Carondelet Neurological Institute at St. 
Joseph’s Hospital

Contact: Tiffany Hoke at tiffany.hoke@
carondelet.org 

Neurocritical Care Specialist or Stroke 
Neurologist – John C. Lincoln North 
Mountain Hospital

Contact: Joan Kilmartin or Dr. Victor 
Zach

Neurocritical Care/Stroke Physician—
John C. Lincoln North Mountain 
Hospital

Send resume to: Joan.kilmartin@jcl.com

California

Assistant or Associate Professor, Division 
and Stroke Center - San Diego - 
University of San Diego, School of 
Medicine 

Apply online at: https://apol-recruit.ucsd.
edu/apply/JPF00375

Assistant or Associate Professor, 
Neurologist—University of California-
San Diego

Apply online at: http://apptrkr.
com/495160

Clinical Nurse Specialist – Neuro Critical 
Care - Sacramento - Kaiser Permanente 

Send resume to: Frances.L.Franklin@
kp.org

Neurocritical Care Nurse Practitioner/
Physician Assistant – The University of 
CA – San Diego

Learn More: nkaranjia@ucsd.edu  or 
moredmond@ucsd.edu

Neurocritical Care Faculty Physician 
Send resume to: haihongn@standford.edu

Neurointensivist - Santa Barbara - The 
Stroke and Neurovascular Center of 
Central California 

Contact:  John Street, Director of Practice 
and Community Relations at jstreet@
snc.md

Neurointensivist Jobs in Burbank, CA – 
Providence Health

Learn More: www.providence.org/
providerjobs

Neurologists - Mission Viejo - St. Joseph 
Health System 

Send resume to:  medical.group.orange@
gmail.com

Connecticut

APRN/PA Opportunity - New Haven 
- Yale - New Haven Hospital, 
Neuroscience 

Apply online at:  http://
yalenewhavenhospitalcareers.org/91

Neurointensivist - New Haven - Yale 
Medical School & Yale-New Haven 
Hospital 

Send resume to:  kevin.sheth@yale.edu 
and david.greer@yale.edu

Delaware

Neurointensivist - Wilmington - 
Christiana Care Health System 

Send resume  to:  abird@christianacare.org

District Of Columbia

Neurointensivist - MedStar Washington 
Hospital Center - MedStar Washington 
Hospital Center 

Send resume to:  Brian Lee, MD at 
brian.g.lee@medstar.net

Florida

BC/BE Neurocritical Care Physicians – 
Baptist Medical Center

Send resume to: Angelique.Wright@
gmcjax.com

Neurointensivist—Florida Hospital 
Physicians Group

Send resume to: Dianne.Christian@ahss.org

Neurological Services-Multiple 
Positions—Baptist Medical Center

Contact: Kathy Baldwin, (904)-202-0557 
or Dr. Chen at lochbedracon@aol.com

Vascular Neurologist - Tampa Bay - 
University of South Florida College of 
Medicine 

Send resume to:  Clifton L. Gooch, MD at 
cgooch@health.usf.edu

Georgia

Assistant or Associate Professors - Augusta 
- Georgia Regents University 

Send resume to:  David C. Hess, MD at 
dhess@gru.edu

Assistant Professor, Neuro-critical Care 
Division—GRU Medical Center

Send resume to: Dr. Alfredo Garcia and 
Dr. Subhashini

RN Neuroscience Critical Care
Apply online at: http://www.

wellstarcareers.org/

Illinois

Acute Care Nurse Practitioner – Rush 
University

Contact: Sayona John at sayona_john@
rush.edu

Anesthesia/Neurocritical Care Faculty – 
Rush University

Send CV to: Kenneth J. Tuman, MD at 
ktuman@rush.edu

Department of Neurological Sciences 
Chairperson – Rush University

Contact: Courtney Kammer at Courtney_
Kammer@rush.edu

Director of Neurocritical Care and 
Neurointensivist – Springfield - 
Southern Illinois University School of 
Medicine 

Contact:  Sheila Bixler at Sheila@
jordanmc.com

Kansas

Neurointensivist – University of Kansas 
Medical Center – Neuroscience Critical 
Care

Contact: Richard Barohn at rbarohn@
kumc.edu

Louisiana

General Neurologist – New Orleans
Contact: Dave Duncan at dduncan@

enterprisemed.com

Neurocritical Care Specialist - New 
Orleans - Ochsner Neuroscience 
Institute 

Send resume to:  profrecruiting@ochsner.
org

Maine

Neurointensivist – Portland - Maine 
Medical Center

Contact: Alison Nathanson at nathaa@
mainehealth.org
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Massachusetts

Neurointensivist – Beth Israel Deaconess 
Medical Center and Harvard Medical 
School

Send resume to khanafy@bidmc.harvard.edu

Neurointensivist – Massachusetts 
Genereal Hospital

Contact: Jonathan Rosand at 
MGHNeurologySearc@partners.org

Michigan

Neurinterventionalist - Detroit - Wayne 
State University 

Send resume to:  Patti Bekowies at 
pbekowies@med.wayne.edu

Physician - Neurocritical Care - Grand 
Rapids - Spectrum Health Butterworth 
Hospital 

Contact:  Beth Brackenridge at beth.
brackenridge@spectrumhealth.org

UCNS eligible or certified 
Neurointensivist—Henry Ford Health 
System  and Henry Ford Hospital

Contact: Panayiotis Varelas at Varelas@
neuro.hgh.edu

Minnesota

Neurocritical Care Intensivist – United 
Hopsital

Apply online at: www.allinahealth.org/
careers - Job Posting Number:  193BR 

Neurocritical Care Intensivist – United 
Hospital

Apply online at: www.allinahealth.org/
careers - Job Posting Number: 115BR

Neurologist – Cambridge
Apply online at: www.allinahealth.org/

careers

Missouri

Critical Care Neurologist - Columbia, MO 
- University of Missouri – Columbia 

Send resume to:  zhangf@missouri.edu

New Jersey

Acute Care Surgeon – Nepture – Meridian 
Healt

Send resume to: Carol Petite at CPetite@
meridianhealth.com

Faculty Position/Department of 
Neurological Surgery - Rutgers 
University - New Jersey Medical School 

Send resume to:  Charles J. Prestigiacomo, 
MD, FAANS, FACS at hajartaf@umdnj.edu

New Mexico

Neuro Critical Care with Stroke - 
Albuquerque - The University of New 
Mexico Health Sciences Center 

Contact:  Howard Yonas, MD at  
HYonas@salud.unm.edu

New York

Comprehensive Stroke Center – 
Neurocritical Care – New York

Contact: nagee@cejkasearch.com

Neurocritical Care Attending - Long 
Island - The Winthrop University 
Hospital Neuroscience Institute 

Send resume to:  M. Stecker, MD at 
MStecker@winthrop.org

Neurointensivist - State University of New 
York at Buffalo - State University of 
New York at Buffalo 

Apply online at:  HYonas@salud.unm.edu

Patient Care - Director, Neuro Critical 
Care - New York City - New York-
Presbyterian 

Contact:  Joshua Klostermeyer at 
jklostermeyer@besmith.com

North Carolina

Neurointensivist - Chapel Hill - Universit 
of North Carolina at Chapel Hill 

Apply online at:  https://unc.
peopleadmin.com/postings/30758

Medical Director – Novant Health 
Neurocritical Care Unit

Send resume to: ecslagle@novant 
health.org

Ohio

Neurointensivist - Columbus - Riverside 
Methodist Hospital 

Send resume to:  Ilene Morrow at Ilene.
morrow@ohiohealth.com

Pennsylvania

Advanced Practice Positions – Neuro and 
Trauma

Send resume to: Meredith.Kirkpatrick@
uphs.upenn.edu

Neurocritical Care Neurologist - West 
Reading - Reading Health System 

Apply online at:  http://www.click2apply.
net/xvq9xfy

Neurohospitalist - Pittsburgh - Perelman 
School of Medicine 

Send resume to:  Lawrence Wechsler, MD 
  Chair, Department of  
  Neurology

   3471 Fifth Avenue,  
  Suite 811 
  Pittsburgh, PA 15213

Neurointensivist – Perelman School of 
Medicine

Appl online at: https://www.med.upenn.
edu/apps/faculty_ad/index.php/g324/
d3717

Neurointensivist - Philadelphia - 
University of Pennsylvania 

Apply online at:  http://www.med.upenn.
edu/apps/faculty_ad/

Neurology - Vascular/Stroke Neurologist - 
West Reading - Reading Health System 

Apply online at: http://www.click2apply.
net/ztbj5r7

Neuro-Oncologist – Perelman School of 
Medicine

Apply online at: https://www.med.upenn.
edu/apps/faculty_ad/index.php/g324/
d3216 

Nurse Practitioner or Physician Assistant
Apply online at: http://www.

pennmedicine.org/careers

Texas

Acute Care Nurse Practitioner or 
Physician Assistant

Send CV to: Kiwon.Lee@uth.tmc.edu

All Sub-Specialty Neurology Job 
Opportunity – University of Texas 
Medical Center

Send resume to: Kiwon.lee@uth.tmc.edu
Attending Physician – Texas Stroke 

Institute
Contact: Joshua.hunter@hcahealthcare.

com

Interventional Neurologist – Dallas
Contact: dduncan@enterprisemed.com
Neurocritical Care Specialist - El Paso - 

Texas Tech University Health Sciences 
Center 

Apply online at:  http://jobs.texastech.
edu/

Neurointensivist - Galveston - University 
of Texas Medical Branch 

Send resume to:  John Sealy at 
anbhardw@utmb.edu

Neurohospitalist - Abilene - Hendrick 
Medical Center 

Contact:  John McMahon at jmcmahon 
@ehendrick.org

Registered Nurse – Surgical ICU—
Methodist Hospital

Apply online at: https://hca.taleo.net/
careersection/jobdetail.ftl?job=02531-
53826&lang=en&sns_id=gmail
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Utah

BC/BE Neurocritical Care Specialist—
Intermountain Medical Center

Send CV to: Wilf Rudert 
 36 S. State Street, 21st Fl

  Salt Lake City, UT 84111

Neurocritical Care Physician – 
Intermountain Medical Group

Contact: Deanna Grange at 
physicianrecruitment@imail.org

Neurohospitalist - Salt Lake City - 
Intermountain Healthcare Medical 
Group 

Contact:  Intermountain Healthcare, Attn: 
Wilf Rudert at PhysicianRecruit 
@imail.org

Vermont

Neurointensivist Opportunity – Fletcher 
Allen Health Care 

Send resume to: jeff.guarnera@
themedicusfirm.com

Virginia

Neurohospitalist - Assistant/Associate 
Professor - Charlottesville - University 
of Virginia 

Apply online at: Job Posting 0611052, 
https://jobs.virginia.edu/  or http://
www.click2apply.net/q26xwkm

Washington

BE/BC Neurologist - Richland - Kadlec 
Health System 

Contact:  Julie Chavez at julie.chavez@
kadlec.org

Sleep Medicine and Stroke Neurologist – 
Tacoma

Contact: dduncan@enterprisemed.com

Wisconsin

Neurohospitalist/Acute Care Neurology 
Physician

Contact: krasselt.lavonne@
marshfieldclinic.org

Dynamic Practice Opportunity for 
Neurology Specialists & Sub Specialists 
- Milwaukee 

Apply online at:  http://www.click2apply.
net/3wtmz23

Fellowship Opportunities  
(as of March 11th, 2015)

For full details on all available fellowships 
including descriptions, applicant 
requirements and further contact 
information, visit our website at www.
neurocriticalcare.org/jobs/fellowship-
opportunities.

California

Neurocritical Care Fellowship Program – 
CPMC

Contact: chencha@sutterhealth.org

Neurocritical Care Fellowship Program - 
Stanford 

Contact:  Haihong Nguyen at haihongn@
stanford.edu

Colorado

Neurocritical Care Fellowship Program – 
University of Colorado Denver Dept. of 
Neurosurgery

Send resume to: krystin.martinez@
ucdenver.edu

Connecticut

ICU-EEG Fellowship – New Haven
Contact: Lawrence Hirsch at Lawrence.

hirsch@yale.edu

Yale New Haven Hospital Neurocritical 
Care Fellowship - New Haven 

Contact:  Kevin Sheth, MD FAHA at cathy.
corso@yale.edu

Illinois

Neurocritical Care Fellowship - Chicago 
Contact:  Mary Ossowski, MBA at mary_

ossowski@rush.edu

Neurocritical Care Fellowship – 
University of Chicago

Contact: Jeff Frank at jfrank@neurology.
bsd.uchicago.edu

Maryland

Neurocritical Care Fellowship - Baltimore 
(starting 2015 & 2016)

Contact: Neeraj Badjatia, MD MS FCCM 
at nbadjatia@umm.edu

Michigan

Fellowship Training in Neurocritical Care 
– University of Michigan, Ann Arbor

Contact: Venkatakrishna Rajajee at 
venkatak@med.umich.edu

Missouri

Neurocritical care fellowship at 
Washington University - St. Louis 

Contact:  Rajat Dhar, MD at dharr@wustl.
edu

New York

Neurocritical Care Fellowship
Contact: Errol Gordon at errol.gordon@

mountsinai.org

Clinical Fellowships in Neurocritical Care 
– New York 

Contact: Gregory Kapinos at kapigreg@
gmail.com

Ohio

Neuro ICU Fellowship Program
Contact: Edward Manno at mannoe@

ccf.org

Neurocritical Care Fellowship – Wexner 
Medical Center

Contact: Chad Miller at ChadM.Miller@
osumc.edu

Neurocritical Training Position
Contact: Jordan Bonomo at jordan.

bonomo@uc.edu

Pennsylvania

University of Pittsburgh Fellowship
Contact: Beth Bucher at ccmrecruitment@

upmc.edu

Texas

Fellowship – Texas Stroke Institute
Contact: Joshua Hunter at Joshua.

hunter@hcahealthcare.com

Interventional Neurology Fellowship - 
Irving 

Contact: Dan Iliff at daniel.iliff@
hcahealthcare.com

Neurocritical Care Fellowship - Houston 
Contact:  Diana Saavedra at 

Diana.I.Saavedra@uth.tmc.edu
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This year’s meeting will integrate cutting 
edge scientifi c sessions with a casual resort 
atmosphere. It has been designed to give 
you ample opportunities to network with your 
colleagues and enjoy the sun, pool, golf and more!
 

 

 

Alfredo Quiñones-Hinojosa, MD (Dr. Q), 
is the Professor of Neurological Surgery 
and Oncology, Neuroscience, and Cellular 
and Molecular Medicine at Johns Hopkins. 
He directs the Brain Tumor and Pituitary 
Surgery Programs, leads one of the most 
prominent brain tumor stem cell laboratories 
in the country, and was named one of the 
“Brilliant Ten” by Popular Science.

www.neurocriticalcare.org

FEATURED SPEAKER

Don’t Miss the 13th Annual 
Neurocritical Care Society Meeting 
in Scottsdale, Arizona, 
October 7-10, 2015
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