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Balancing different attitudes, philosophies and 
professionalism can be difficult when deciding which

physician is to provide what care. Here’s a look through
the eyes of neurologists who’ve been there.
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W
ho’s better, me or you?” This is the essential
question, be it spoken or unspoken, in a turf
war. Every medical field—indeed, just about
every career endeavour—is subject to these
sorts of jurisdictional battles, and neurology

is no exception. Many of the patients you see every day could
potentially opt to visit a primary care practitioner or a different
specialist rather than come to your practice. Determining who
is better equipped to deal with these “jump ball” patients, so to
speak, can lead to a clash of egos and vastly differing philoso-
phies, even if you make nice and extend a collegial attitude all
while biting your lip. 

For Antonio Culebras, MD, Professor of Neurology at
SUNY Upstate Medical University and a sleep specialist, his
experience battling with pulmonologists has brought the jury
back from deliberation and has issued a verdict. “In a sense,
pulmonary specialists have hijacked sleep medicine, alleging
that sleep apnea—the condition most frequently seen in sleep
laboratories—is a pulmonary disease,” he says. “Sleep is a func-
tion of the brain and neurologists and neuroscientists should
dominate the subject.”

It’s certainly not a problem exclusive to sleep medicine;
some neurologists, however, have the inverse of Dr. Culebras’
problem. “There are way too many headache patients for neu-
rologists to treat,” says Randy Evans, MD, Chief of Neurology
at Park Plaza Hospital and Clinical Professor of Neurology at
Baylor College of Medicine. Even while headache specialists
may be overbooked and welcome the assistance of general prac-
titioners, some concern remains about whether the primary

care physicians are navigating the nuances of headache man-
agement properly.

Another growing source of trepidation among neurologists
has been PCPs performing EMG and NCV studies in their
offices. “The studies are usually done by techs or with inade-
quate technology,” Dr. Evans says. “It’s not just a turf war but
an inadequate study—the patient may need to have a repeat
diagnostic study to determine what the problem is, but the
insurance company may not pay for it.”

But the matter of who should control sleep medicine is a
highly contentious one, with lucrative sleep centers in the
background. A strong majority of the American Academy of
Sleep Medicine is made up of pulmonary physicians, and they
occupy positions of directorship in sleep centers in similarly
strong numbers. “In all fairness, most sleep medicine really is
obstructive sleep apnea, but when you come up with the other
issues, the neurologist is far better equipped to deal with the
patient than the pulmonologist,” says Stephen Gollomp, MD,
Chief of Neurology at Lankenau Hospital and Clinical
Professor of Neurology at Thomas Jefferson University in
Philadelphia.

Dr. Culebras dissents by saying that sleep medicine
research, including sleep apnea, will only advance by studying
the brain. “Sleep apnea is oftentimes associated with heart fail-
ure and other heart diseases, hypertension and COPD,” he
says. “There is a role for pulmonary physicians in this context.”
This feeling, however, may not have bipartisan support. “The
hope is that sleep apnea is detected before these comorbidities
creep in, and as treatment options become more sophisticated



in treating these patients with positive pressure therapy, it will
not only be acceptable but perhaps preferred if the pulmonolo-
gist plays a central role in treating this condition,” says Shyam
Subramanian, MD, Assistant Professor of Pulmonary Medi-
cine and Director of Sleep Services at Baylor College of
Medicine. The treatment of choice for sleep apnea is CPAP
therapy. This device, and newer advances in positive pressure
therapy such as servo-assist ventilation, involves very complex
pulmonary physiology, Dr. Subramanian says. “Unless the lat-
ter is very precisely understood, and it is worth mentioning
that many pulmonologists will have difficulty in this as well,
using these modalities of positive pressure therapy may not
have desired outcomes and may be problematic for the practi-
tioner as well.”

Pulmonary specialists feel that they not only deserve a seat
at the table, but that there is also plenty to go around. “There
are literally millions of patients in the US alone with sleep
apnea,” Dr. Subramanian says. “And the number of ‘sleep
experts’ must be less than five thousand. So it is very amusing
to read about physicians worrying about ‘losing patients.’
Where will they go?”

If sleep medicine has in fact been “stolen” from neurolo-
gists, Dr. Gollomp and Dr. Culebras both feel neurologists
have been somewhat complicit on the matter. “Neurology isn’t
strong enough as a specialty—there aren’t that many of us,” Dr.
Gollomp says. “Since so much of sleep medicine is really just
dealing with sleep apnea, the neurologist sort of gets diluted
out.”

Dr. Culebras feels there are dangers in sleep laboratories that
are directed or fully-staffed by pulmonolgists. “Oftentimes the
local neurologist sends his patients with narcolepsy, parasom-
nias, circadian disrhythmias, epilepsy, RLS, Parkinson’s, ALS
and other muscle diseases for testing in the sleep center. The
neurologist gets back a report with a diagnosis and probably
with recommendations, signed by a pulmonary physician,” he
says. “Or, even worse, if it is a breathing sleep laboratory, the
neurologist invariably gets in return a diagnosis of sleep apnea
with a recommendation to get a CPAP. I have seen numerous
misdiagnosed patients who required a repeat sleep test for
proper evaluation.”

If neurologists feel that they need to “win back” sleep medi-
cine, it won’t come in the way of a frontal assault such as rewrit-
ing the credentialing rules of the state medical boards. It is like-
ly going to be unique to individual neurologists with an interest
in developing a sleep medicine practice, boiling down to taking
it one patient at a time. It’s a matter of saying, “Look, we do this,
we’re more qualified to do this and we have a guy who can do
this and get it done the same day,” Dr. Gollomp says.

Some say courting comanagement arrangements may pay
better dividends than belligerence anyway. One internet mes-

sage board poster on the topic offered the following advice:
“Give good service to patients, ‘court’ your referring physi-
cians, have lunch with them, play golf with them, even if you
are a duffer like me, learn the names of their staff on the phone,
ask them to see your patients when you have to admit a
patient, although don't dump on them. Get about 10 primary
care physicians who call you first, return phone calls, and you'll
have all the work you can handle.”

Regardless of whether the neurologist or pulmonologist
treats a sleep patient, the stakes are clearly substantial. A study
in the Journal of Clinical Sleep Medicine1 found that doctors
who did not typically treat patients with sleep disorders were
more likely to prescribe sedatives to patients with undiagnosed
OSA than were physicians with such expertise. The study con-
cluded that “prescription of sedating medications may increase
the risk of road accidents in patients with undiagnosed severe
OSA, and such prescription practices are less likely to occur in
physicians with expertise in sleep medicine.” Dr. Subramanian
says all appropriate physicians need to come together. “If [we]
work together in a cohesive spirit of collaboration, then and
only then can this infant truly mature and metamorphose into
a very broad-based clinical discipline. And that will be a win-
win for everyone.”

The Middle Ground
Avoiding turf wars can be inevitable, and when engaged, nei-
ther side is going to be easily convinced they are not the right
physician for the job, nor are they going to want to lose a rev-
enue source. And inverse turf wars, like those seen in headache
medicine, can make the specialist feel as though his or her tal-
ents are not being fully utilized if one is repeatedly treating
rather typical cases better seen by a PCP. 

But conflict can often bring out clarity, and compromise
can serve all involved parties better. A recently started  consor-
tium of midwestern university epilepsy centers called the
Heartland Epilepsy Alliance (HEA) have agreed to collaborate
on common clinical and research issues. The group is made up
of university-based epileptologists and will hold an annual
CME event. It allows neurologists in the area “to avoid across-
state-line competition with neighboring tertiary epilepsy cen-
ters by forming working partnerships,” says Erik K. St. Louis,
MD, Assistant Professor of Neurology and Co-Director of the
Iowa Comprehensive Epilepsy Program. 

Educating PCPs and keeping non-epilepsy specialists in the
loop is a major cause of HEA, partly out of necessity. A review
of the database at the Nebraska Epilepsy Center at the
University of Nebraska found that about 40 percent of epilep-
sy patients in the Midwest are treated by PCPs, while 90 per-
cent of such patients on either coast are treated by neurologists.
“I thought of this as we are in a unique geographical region
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where we can collaborate and promote epilepsy care,” says
Sanjay Singh, MD, Director of the Nebraska Epilepsy Center,
who started the HEA. “Most physicians get a 45-minute to one
hour lecture on epilepsy in their medical school and that is it,”
he says. “And if this was more than 10 years ago then they
would not have heard about any of the new developments at
all.”

The PCPs in the area are almost always responsible for fol-
low-up care of a number of epilepsy patients, making their
education critical to improving the care of epilepsy patients,
Dr. Singh says. New developments may have some PCPs
slightly behind. Issues needed to be addressed include: epilep-
sy surgery success rates particularly in temporal lobe epilepsy,
new information about side effects of older AEDs like bone
density decrease (hence the need for bone density scans) and
the importance of looking for and treating co-morbidities like
depression. This education will allow the HEA encourage a
mutually beneficial environment.

Rather than try to directly compete over some services like
inpatient epilepsy monitoring, “we encourage our state neurol-
ogists to perform their own monitoring, and when appropri-
ate, partner with them to perform presurgical workups and/or
sort out difficult spells when preliminary investigations aren't
clear,” Dr. St. Louis says.

The HEA isn’t the only organization to reach out to PCPs.
The American College of Physicians and the American Pain
Society released joint guidelines for treating low back pain in
primary care settings, published in the Oct. 2nd Annals of
Internal Medicine. The new guidelines stipulated that ordering
MRIs, CT scans and other diagnostic tests for patients with
nonspecific low back pain should not be done routinely and
offered a method for collecting and interpreting information
during a patient’s first appointment. This formula tells PCPs to
put in one of three general categories:

• Nonspecific low back pain, which affects roughly 85 per-
cent of patients.

• Back pain potentially linked with spinal conditions, such
as spinal stenosis, sciatica, or vertebral compression fracture.

• Back pain potentially related with another specific cause,
such as cancer.

Paging Dr. Manners
The fight over who does what with which patient naturally
extends to hospitals and the field of consultations. Barry
Mann, MD, who practices in Castro Valley, CA, experienced
turbulence when he covered for a neurologist at a hospital
where communication between referring physician and special-
ist was limited to writing orders on charts. After telling the
nursing staff to have referring physicians call him for consults,
he experienced the following:

Referring doctor: “I want you to see my patient in room 413,”
he said, not asking.

Dr. Mann: “What is the neurologic issue?”
Referring doctor: “She had a stroke last night.”

Dr. Mann: “Can you tell me about it?”
Referring doctor: “She had a stroke and she is in room 413,” he

deadpanned.
Dr. Mann: “Was she on aspirin prior to admit?”

Referring doctor: “No.”
Dr. Mann: “Has a carotid u/s been ordered?”

Referring doctor: “I ordered it.”
Dr. Mann: “How about an echocardiogram?”

Referring doctor: “Look, do you want me to do all the work for
you before you get here?” he erupted, sudden-
ly coming to life.

Dr. Mann: “Of course,” he quipped.
Referring doctor: “Then just forget it,” he said before slamming

down the phone.
Dr. Mann recalls, “I couldn’t wait for this coverage to be

over so I could go back to my regular hospital where the doc-
tors treat me like an equal.” 

It’s a story most can sympathize with, and likely add to with
their own anecdotal tales of an undergraduate level of profes-
sionalism. “Out of all the hassle factors, including paperwork,
of practicing medicine these days, the loss of collegiality of [Dr.
Mann’s] sorts is most deflating,” says Matthew Gold, MD,
Associate Clinical Professor of Neurology for Tufts University
Medical School. “Where we are put upon constantly by non-
physician factors, loss of a sense of understanding by peers is at
times just that much more deflating. Having a home base
where the culture is familiar to you, and is with you, is there-
fore so much more precious.”

On a general level, the quality of consults often leaves neu-
rologists wondering whether the consult is to improve medical
care of a patient, or simply to dot ‘i’s and cross ‘t’s. For exam-
ple, Dr. Gold says, chronic conditions that are not the reason
for hospitalization are often called for consult, and if there is
no intention of arranging longitudinal follow-up with the neu-
rologist, the suggestions made might be wasted. “The referring
physician may be a hospitalist who also will not follow the
patient, and my neurological perspective may not be passed on
to those who will,” he says. “This in turn is a waste of my time
and the insurance premium payer’s money.” 

Other irritants can gnaw at neurologists. From after-the-
fact consults where decisions are already moving forward
regardless of the opinion, such as what imaging study is neces-
sary (e.g., doing a CT scan when an MRI would have been
more useful, with the result that both tests are ultimately done)
to little or no effort done to conduct patient history, it’s easy to
see why some feel like a disposable tool and less like a peer.
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Two of the main reasons for this may be knowledge and
time—specifically, lack thereof. More tests and more consults
can be used as a crutch to cover up a lack of confidence or clin-
ical judgment and flush a neurologist’s face in frustration. A
lack of time, however, is certainly a universal truth almost all
doctors can understand. “[M]any of the primary care docs are
spread way too thin, probably because insurances don’t reim-
burse us very well for the time we spend with our patients,” Dr.
Mann says. “So it is hard for the busy primary care doc to make
the time to track down and discuss every consult.” Time
restraints may also be a self-inflected handicap for PCPs who
choose to work at multiple hospitals as those who cover only
one hospital can dedicate more time to patient care than if they
were driving around to different hospitals.

As it seems with all issues surrounding care, medicolegal
worries can grow from the lack of communication. If an admit-
ting physician fails to contact a physician directly for a neuro-
logical consult, part of the burden may be placed on the neu-
rologist’s shoulders should treatment go awry. “I have been
involved in several malpractice cases in which an attending
physician had a patient with an impending neurological disas-
ter, one a deteriorating subdural hematoma and the other a
spinal epidural abscess, in which a neurology consult was
requested […] and there was nothing done to let the neurolo-
gist know of the emergent nature of the request,” says Robert
A. Fink, MD, Clinical Professor of Neurological Surgery,
University of California School of Medicine, San Francisco.

In both of these cases, the neurology consultant responded
within a reasonable time for a “routine” consultation, but Dr.
Fink says the ensuing delay added to the damages incurred
before the problem could be corrected (in both cases, surgical-
ly). “I have seen irreversible paralysis occur in cases of such
benign conditions as herniated discs where the patient, in front
of the physician, develops, say, a urinary retention—which is
often the herald event of neurological decompensation in a
spinal compression case—which is overlooked by a neurolo-
gist, ‘because there is no lower extremity weakness’”

In both of his cases, Dr. Fink says the neurologists were
named in the subsequent large lawsuits as contributing to the
delay and damages. “If a nurse calls to tell me that Dr. X has
asked for a neurosurgical consultation, I will call Dr. X before
I accept the referral,” he says.

Cease Fire?
Simply requesting a consult in the orders section of the
patient’s chart without an accompanying phone call can be
the result of a personal standard practice of an admitting
physician, but it is a practice that is very likely fostered by the
culture of a particular hospital. This has provoked some neu-
rologists to turn that culture on its head and force hospital’s

hand by implementing a “doctor-to-doctor” communication
channel—be it in written policy or in spirit—that requires all
neurology consults to be called in from the admitting physi-
cian directly to the neurologist. Opening this channel allows
an incessant flow of information to travel between doctors,
communicating not only medical data, but also social and
practical information, some of which is best left out of the
chart. 

Applying an institutionalized form of compulsory doctor-
to-doctor communication might be unrealistic in many hos-
pitals, but Dr. Mann says there are certainly ways to encour-
age it. “I think it is more of a culture that develops over
time,” he says. “I have always made it mandatory if docs want
me to consult on their patients that they have to call me, and
the nurses at the other hospital know when they see an order
for a consult to tell the referring doc to call.”

To effectively manage consults, Dr. Gold says ensuring
that values are align and a general understanding of the basic
philosophy of medical care can help bridge any gap between
admitting physicians and specialists. Several questions must
be weighed. He asks, “how important are economic conse-
quences of workups to the referring physician; how impor-
tant is 'spare no effort' and how much value is placed on the
consultation? What is the balance between good medicine
and simply the “appearance” of good medicine to the refer-
ring physician?”

In his experience, Dr. Mann feels there are two types of
information he cannot get from a written order. “The docu-
mentation in the chart is usually scanty on the first one to
two days of hospital stay, until the admitting note is dictated,
so I don't want to duplicate the work the admitting doc
already did gathering data such as previous health problems
and medications taken.” Also, he says it’s beneficial to know
what neurologic condition is being dealt with so the neurol-
ogists can order preliminary tests in case the admitting doc
hasn't already ordered them. “I see consults after my office
closes at 5:15pm, so if a consult is requested at 8am (the case
with his aforementioned run-in), I like the admitting doc to
set up appropriate initial tests so that the patient doesn't have
to be in the hospital an extra day waiting for them.”

This is where Dr. Mann feels he and the short-tempered
admitting doctor ran afoul. “Perhaps he thought I was testing
his competence to order the appropriate tests and got offend-
ed, or felt that it wasn't his job to order these neurologic tests,
while I was just trying to make sure the proper tests were
ordered in a timely fashion,” he says. Or, it might have been
completely unrelated to medicine. ‘I asked the nursing staff
about that doc, and they did not recall ever hearing him be
rude to anyone on the phone before. I guess I bring out the
worst in people,” he jokes. PN
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