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Ace High 
Workforce and Teamwork



Objectives

1. Attendees will leave with an understanding of the basic definition 
of leadership

2. Attendees will learn the three questions every leader will be asked, 
and consider how their employees or coworkers would answer 
that question for them today

3. Attendees will learn the definition of situational leadership and 
how they can incorporate it into their daily work



Leadership Defined

“Leadership is influence, nothing more, nothing less”

“Leaders develop daily, not in a day”

“Leaders help to shape the culture of their 
organizations based on who they are and what they 

do”.  



Three Questions Asked of Leaders

1. Can I trust you? 
2. Do you care for me? 
3. Can you help me? 



Situational Leadership

● All Drivers (Directive)

● All Putters (Supportive)

● All Clubs (Directive, 
Supportive, Flexible, 
Effective)



“EVERYDAY we have the 
OPPORTUNITY to be DIFFERENCE 
MAKERS in the lives of the people 

we SERVE”

- Russ Harrington
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SERVE✸ ● Clark’s Super Service

DIFFERENCE MAKER ● Gus and Hal Go To Church

OPPORTUNITY ● Love Works

EVERYDAY✸ ● 20 Mile March

     PILLAR                APPLICATION

✸

✸

APPLICATION



❝Nothing motivates an 
employee more than a mission 

that’s so important that it 
supersedes even personal 

ambition. 

Ben Horowitz





mc.young@mrmblaw.com
1 Allied Drive, STE. 1600 
Little Rock, AR 72202
(501) 374-6535



KEEPING YOUR 
CARDS CLOSE: 

ARE YOUR 
WORDS SAFE?



GOALS:

● To better understand 
the litigation process

● To better understand 
your personal privacy

● To better insulate you 
against litigation



WHAT IS 
LITIGATION?

Criminal v. Civil



WILL I GO TO JAIL?



REMIND ME OF LAST 
YEAR’S CHARTING 
HACKS TO KEEP ME 
OUT OF A LAWSUIT

Write this down!



CHARTING HACKS

• ALWAYS chart non-compliance



CHARTING HACKS

ALWAYS put in “QUOTES” from the patient and 
family



CHARTING HACKS

GIVE YOURSELF 
an insider reminder



CHART YOUR “THOUGHT PROCESSES” 
WHEN MAKING AN IFFY DECISION. 30



“CLICKING” CAN BE 
JUST AS 

IMPORTANT AS 
FREE TEXT.



NEVER BLAME OTHER 
PROVIDERS FOR AN 

EVENT

• INCREASES your chance of a 
lawsuit

• Attorney’s aren’t smart enough to 
know it’s an event



WHAT IS 
DISCOVERY?



WRITTEN DISCOVERY

● Interrogatories

● Requests for 
Production



WHAT CAN BE 
PRODUCED?

● Medical Chart



WHAT CAN BE 
PRODUCED?

●Photos Taken



WHAT CAN BE 
PRODUCED?

●Emails



WHAT ELSE CAN BE 
PRODUCED?

Communications in your employer’s email 
system



WHAT ABOUT?

● Your personal social 
media?

● Your personal text 
messages?

● Your personal 
photographs?

● Private messages on your 
phone with a coworker?

● Private messages on your 
phone with your SPOUSE?



CAN ANYTHING BE EXEMPT?

●If it’s on your personal phone and not your 
work phone
•THAT’S A LIE!



EXEMPTIONS

●MAYBE your 
personal health 
records

●MAYBE your 
conversations with 
risk management or 
attorneys

●MAYBE your peer 
review



OTHER 
DISCOVERY

Depositions



85% OF MY TIME WITH 
MEDICAL PROVIDERS IS IN 
PREPARATION 
FOR DEPOSITIONS

You will be a better medical practitioner if  you 
prep for deposition  NOW



ATTORNEY CLIENT PRIVILEGE

How the bubble of privilege applies



YOUR BRAIN MUST BE 
RETRAINED FOR LEGAL 
SITUATIONS



“PATIENT SAFETY”



IF IT’S NOT 
DOCUMENTED 
IT’S NOT DONE

TRUE OR FALSE? 



IMPORTANT 
TAKEAWAYS 
FOR TODAY?

You have no 
privacy in your job 

duties



IMPORTANT 
TAKEAWAYS 
FOR TODAY?

There are things you can 
do to protect against 

lawsuits



IF YOU ARE CONTACTED BY 
AN ATTORNEY-ALWAYS GO 

TO RISK MANAGEMENT



QUESTIONS?
www.mrmblaw.com





CNS 
Infections

Amanda Novack, MD
Infectious Diseases



Objectives
● Highlight clinically relevant manifestations of meningitis

● Explore a few rare but interesting CNS infections

● Discuss role of vaccines in reducing incidence of bacterial 
meningitis



Definitions

K

B

● -itis = inflammation
● Leptomeningitis
● Encephalitis
● Meningoencephalitis 
● Meningismus
● Meningococcal meningitis
● Aseptic meningitis
● Kernig’s sign
● Brudzinski’s sign





Approach to patient with fever + headache

Step 1: Put on a mask



Approach to patient with fever + headache
● Sudden onset of 1) fever, 2) neck stiffness, 3) change in mental status

○ only 41% of bacterial meningitis patients have this classic triad
● Severe headache and nausea are common
● Less common: seizures, aphasia, coma, cranial nerve palsy, rash, 

papilledema
● About ⅓ will have concomitant sinusitis or otitis
● Cerebral infarction is relatively common (and not mutually exclusive)
● Neck rigidity can be severe, but Kernig and Brudzinski are almost 

worthless in clinical practice
● “Jolt accentuation” is accentuation of headache with horizontal rotation



Approach to patient with fever + headache
● Lab findings:

○ WBC is usually elevated with a left shift in bacterial meningitis. Can be 
normal or low in aseptic meningitis. 

○ Coagulation studies can be consistent with DIC

○ Blood cultures are positive 50-90% of the time in bacterial meningitis



Approach to patient with fever + headache
● Imaging: CT head should be performed before LP in the following

○ immunocompromised state

○ history of CNS disease (mass, stroke, previous infection)

○ new seizure

○ papilledema

○ abnormal level of consciousness*

○ focal neurologic deficit. 

*In some countries, impaired mental status is not a contraindication for LP without a CT scan



Hurry up…



Approach to patient with fever + headache
● Lumbar puncture

○ important, but if it is delayed, you gotta start treatment anyway

○ antibiotics can affect gram stain and culture, but generally not the cell 
counts and chemistry on the CSF

○ opening pressure should be documented (but never is)

■ Tube 1: protein/glucose

■ Tube 2: gram stain and culture

■ Tube 3: blood counts

■ Tube 4: PCR, etc



Interpretation of Cerebrospinal Fluid Studies



Bacterial Meningitis causes
● Streptococcus pneumonia (vaccine preventable)

● Neisseria meningitidis (vaccine preventable)

● Listeria monocytogenes (almost exclusively in 
immunocompromised patients. Tends to cause seizures and focal 
deficits early in the course of infection)

● Staphylococcus aureus (usually associated with endocarditis or 
vertebral discitis/epidural abscess)

● Haemophilus influenzae (used to be really common, before 
vaccine was available. Now exceedingly rare)



Bacterial meningitis treatment
● Most of the time: Vancomycin 15mg/kg + Ceftriaxone 2g Q12h
● Before or with antibiotics: Dexamethasone 0.15mg/kg q6h
● Special cases

○ >50 years old: add Ampicillin
○ Penetrating trauma: change Ceftriaxone to Cefepime
○ Immunocompromised: Vanc + Meropenem
○ H/o hives to Ceftriaxone: Vanc + Meropenem
○ Life-threatening allergy to Cephalosporins: Vanc + Moxifloxacin
○ Ampicillin-allergic but needs Listeria coverage: Bactrim



Bacterial meningitis PROPHYLAXIS

● 98% of the time, no one needs it

● No, I promise, you really don’t need it

● “Close contact” is within 3 feet for more than 8 hours
● “Prophylaxis is not indicated if exposure to the index case is brief. This 

includes the majority of health care workers unless there is direct exposure to 
respiratory secretions (as with intubation). The absolute increase in risk is very 
small, and antimicrobial prophylaxis is therefore not recommended for health 
care workers who have not had direct exposure to respiratory secretions”

● Fine, a single dose of Cipro 500mg
● (or IM Ceftriaxone 250mg if you’re pregnant)



Bacterial meningitis prophylaxis

● Patient can come off droplet precautions after 24 hours of 
antibiotics



Bacterial meningitis treatment
● If cultures are positive, target therapy 

○ continue dexamethasone for 4 days

○ S. pneumo: 10-14 days Ceftriaxone (or Vanc, if MIC >1.0)

○ Neisseria: 5-7 days Ceftriaxone

○ Listeria: 21 days ampicillin + gentamicin

○ Gram negative: 21 days

○ Group B strep: 21 days ampicillin or penicillin

○ Staph aureus: never simple



Staphylococcus aureas meningitis
● Almost never causes isolated, spontaneous bacterial meningitis

● Typically associated with neurosurgery, penetrating head trauma, 
endocarditis, or discitis/epidural abscess

● If it is MSSA, change them to Nafcillin 
○ it is malpractice to treat MSSA meningitis with Vancomycin. 

Vanc is absolutely clinically inferior to beta lactams

● If there is hardware, take it out
○ You can do it now, or in a few months when they relapse, but it 

is nearly impossible to cure with foreign material in place



“Aseptic” meningitis
● Aseptic originally meant “culture negative”
● Often used interchangeable with “viral meningitis”
● Potential causes:

○ Enterovirus/parechovirus (esp in summer/fall)
○ HSV (especially HSV-2)
○ VZV (especially if they have shingles)
○ Other herpesviruses (CMV, EBV, HHV6)
○ Arboviruses (West Nile)
○ HIV (esp as a symptom of ACUTE infection)
○ LCMV (if the board question mentions rats)
○ Mumps
○ Spirochetes (Syphilis or Lyme)



Recurrent aseptic meningitis

● Mollaret meningitis is a benign, recurrent HSV-2 meningitis
● Science indicates HSV-2 meningitis probably resolves with or 

without treatment, but we still always treat it
● Occasionally we’ll do suppressive Valtrex on patients with multiple 

episodes of Mollaret meningitis
● Annoying, but does not seem to be associated with any long-term 

sequelae 
● Most of the time, patient’s don’t have genital lesions at the time of 

the recurrent meningitis



Cryptococcal meningitis
● Slow roll meningitis
● Symptom onset is often hard to nail down, over 1-3 weeks
● CSF WBC is usually not that high, but opening pressure is VERY high
● Cryptococcal antigen usually positive on CSF (but no need to trend)

○ Titer isn’t a perfect correlate for disease, but titer <1:160 is more favorable

● It’s the only diagnosis where I’ve had patients beg for another LP
● Most common in HIV patients. Non-HIV patients actually do WORSE
● Treatment is with Amphotericin + Flucytosine + controlling ICP
● If repeat CSF cultures are negative after 2 weeks of IV therapy, can 

transition to high dose PO fluconazole. Forever. Or at least a year



Noninfectious meningitis

● Behçet syndrome
● Chemical meningitis
● Neoplastic meningitis
● Vogt-Koyanagi-Harada syndrome
● Hypersensitivity (esp to NSAIDs, Sulfonamindes, IVIG)
● Other autoimmune meningitis (e.g. lupus)



Neurosyphilis

● “Neurosyphilis” is simply any version of syphilis             when 
Treponema pallidum infects the CNS/eyes 
○ Can occur weeks after infection (secondary)
○ Can also occur decades later (tertiary)
○ Manifestations:

■ asymptomatic meningitis
■ symptomatic meningitis
■ vague vision changes
■ profound vision changes

■ dementia
■ general paresis
■ tabes dorsalis
■ stroke



Neurosyphilis

● Syphilis does what syphilis wants
○ posterior uveitis
○ panuveitis
○ optic neuritis
○ interstitial keratitis
○ anterior uveitis
○ intermediate uveitis 
○ retinal vasculitis



Neurosyphilis

● Syphilis does what syphilis wants
○ hydrocephalus
○ arteritis of small-, medium-, or large-vessels
○ ischemia or infarction of brain or spinal cord
○ syphilitic gummas
○ seizures
○ hyperplastic pachymeningitis with polyradiculopathy
○ sensory loss
○ incontinence
○ muscle atrophy



Neurosyphilis
● Diagnosis:

○ Syphilis plus ANYTHING wrong with CSF or eyes
○ Reasons to treat as neurosyphilis

■ CSF WBC >5 /μL
■ CSF protein >45 mg/dL
■ CSF VDRL reactive
■ Ophthalmologist says “this could be ocular syphilis”
■ Otolaryngologist says “this could be otologic syphilis”



Neurosyphilis
● Treatment:

○ IV PCN-G, 24 million units per day x 14 days
○ Alternative: Ceftriaxone 2g/d x 14 days

● If beta-lactam allergic, desensitize them



Encephalitis

● Distinguished by abnormal brain function
○ Meningitis can cause discomfort, lethargy, headache, but 

cerebral function remains normal
○ Encephalitis involves altered mental status, motor/sensory 

deficits, altered behavior, personality changes, or 
speech/movement disorders. 

○ Isolated seizures (with a postictal state) can be seen in 
meningitis, does not necessarily mean there is encephalitis



Encephalitis

● Viral versus postinfectious encephalitis
○ Sometimes really hard to determine. Primary infection is 

characterized by viral inclusion on histological examination
○ Postinfectious encephalitis has no evidence of virus in CNS

■ Acute disseminated encephalomyelitis (ADEM) 
■ anti-NMDA receptor encephalitis 

○ A number of virus can cause infectious encephalitis as well as 
postinfectious encephalitis (measles, VZV, rubella)



Encephalitis
● HSV-1 (which is WAY worse than HSV-2 meningitis)

○ most common cause of fatal sporadic encephalitis in the US
○ can occur in immunocompetent or -compromised hosts
○ CSF can be underwhelming, but usually not normal
○ HSV-1 PCR on CSF is gold standard
○ MRI is usually abnormal (esp in temporal lobe)
○ Treatment should be fast

■ IV Acyclovir 10mg/kg q8h x 21 days
■ Fatality is 70% if untreated (25% if treated)
■ Survivors often have permanent defects



Encephalitis

● Mosquito-Borne: Eastern Equine, Western Equine, Venezuelan 
equine, St. Louis, and West Nile virus

● Tick-Borne: Colorado tick fever, Powassan virus, Lyme disease, 
Rocky Mountain Spotted Fever

● Worldwide: Nipah virus, Hendra virus, LCMV, Avian flu
● Rabies 



Brain abscess

● Direct spread versus hematogenous
● Common in pulmonary AVMs
● Most frequently oral flora
● Common causes

○ Strep anginosus
○ Bacteroides
○ Prevotella
○ Cutibacterium
○ Fusobacterium
○ Actinomyces



Brain abscess

● Treatment 
○ most need surgery (for dx and tx)
○ usually need weeks and weeks of 

antibiotics along with repeat 
imaging



Grab 
Bag

of CNS infections



Polio



Tuberculosis



JC Virus



Neurocysticercosis



Toxoplasmosis



Nocardiosis



Prion Disease

●



Questions?

Amanda.Novack@baptist-health.org





The Hand I’ve Played: 
Changes I’ve Seen in 

Neuroscience Over the Years

Frederick A. Boop MD
Emeritus Chair, Dept of Neurosurgery

St Jude Global Program
Semmes-Murphey, Clinic

Memphis, Tennessee

Baptist Neurosciences Update
Hot Springs, Arkansas

October 4, 2024



Learning Objectives:

1. Participants will  appreciate the  advances in 
treatment of  neurological disorders over recent 
decades

2. Attendees will appreciate how emerging 
technologies are changing our management of  
common neurological disorders

3. Participants will appreciate the need for continuous 
knowledge updates and the evolution of  lifelong 
learning/continuous certification

Nothing Relevant to Disclose





https://docs.google.com/file/d/1YT0c3F_cBZ_ywYX6JlwyNK8XEDVFrEZs/preview


Our World In Perspective
•This year, the Eight Billionth child was 
born into our world!

•Currently we have 4 births per second vs 
2 deaths per second

•Worldwide we have 140 million births per 
year!

•In the past 2 decades, the mortality for 
children <5 y/o has decreased from 12.6 
million to 5 million deaths per year (60% 
decline)

•140 million  births/3000 Pediatric 
Neurosurgeons=46,666 new children for 
each of  us to care for each year

It takes nearly a decade to train one 
pediatric neurosurgeon
Average neurosurgeon does 225 cases 
per year (Dewan et al. JNS 2018)
How are we going to care for them all?



The Eight Millennium Development Goals

1) To eradicate extreme poverty and hunger
2) To achieve universal primary education
3) To promote gender equality and empower women
4) To reduce child mortality
5) To improve maternal health
6) To combat HIV/AIDS, malaria, and other diseases
7) To ensure environmental sustainability
8) To develop a global partnership for the future
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2015 A Game Changer
2013 
Establishment of  Lancet Commission on Global Surgery:
“To develop and assemble the best evidence on the state of  
surgery worldwide”

• Global surgery as an equal partner in health: no longer 
the neglected stepchild

• “Universal access to safe, affordable surgical and 
anesthesia care when needed”  

Jim Kim, World Bank

2015 
World Health Assembly (WHA) Resolution 68.15: 
“Strengthening of  Emergency and Essential Surgical and 
Anesthesia Care as a Component of  Universal Health 
Coverage”



•5 Billion people do not have access to safe, affordable surgical and 
anesthetic care when needed

• In LMICs 9 of  10 people have no access to basic lifesaving, disability 
averting surgical care

•143 million additional surgical procedures are needed in Low and 
Middle Income Countries (LMICs) each year to save lives and prevent 
disability



Put in the Right Perspective:

• Three times as many people die each year 
from lack of  access to basic surgical care 
than die from HIV/AIDS, tuberculosis 
and malaria combined

• 18.6 million people die each year due to 
lack of  essential surgical care 

• The leading cause of  death from trauma is 
a head injury

Global Neurosurgery : The Unmet Need. Park K, Johnson W, Dempsey R. World Neurosurgery. (2016) 88:32-35



Unmet Surgical Need
28-32% 

of  the global burden of  disease 
is from surgical conditions



• Investing in surgical services in LMIC is affordable, saves lives, 
decreases disability and promotes economic improvement

•Target of  5000 operations/100,000 people
•2.2 million more surgeons, anesthetists and obstetricians are needed
•Cost estimated at $420 Billion
•By inactivity, lost output (total GDP losses) totals $12.3 trillion dollars, 
reducing annual GDP growth by as much as 2%



Surgery is an “indivisible, indispensable part of  healthcare” 
•Should be an integral part of  health care delivery
•A pre-requisite for full attainment of  local and global health goals
•Universal access is part of  the 2015 Sustainable Health Goals



• Currently 49,201 73,000 neurosurgeons worldwide
• China + Japan 18,000

• Europe 10,719

• US + Canada 5,296

• India 3,500

• Africa 488

• 44% live in High Income Countries
• 22,740 neurosurgeons need to be trained to meet the 
current need (2.5 times the current number being trained)



• The average neurosurgeon can comfortably perform 223 cases/year

• 13.4 million new cases arise per year  (>80% occur in LMICs)
• Traumatic Brain Injury

• Stroke

• Tumor

• Hydrocephalus/Spina Bifida

• Epilepsy

• 5 million cases deficit per year 

• 22 million patients have neurological disorders and could benefit from neurosurgical consultation per year

• From: Global Neurosurgery: the current capacity and deficit in the provision of  essential neurosurgical care.  
Executive Summary…Dewan MJ, Park K.  J Neurosurg  2018 Apr 1:1-10. doi:10.3171/2017.11JNS171500.

60%



WHO Causes of  Death Worldwide

•Number one cause of  death in kids is 
accidents/injuries

•69 Million Cases of  Traumatic Brain Injury 
worldwide per annum

•Incidence is 3x higher in LMICs
•55.9 Million (80%) are  Mild
•5.48 Million are Severe
•5 Million die from TBI per year (14,000 per day)
•Accounts for 9% of  the world’s deaths
•90% of  injury related deaths are in LMICs

Global unmet need for neurosurgery related to TBI 
exceeds 2 million cases per year



NEJM 2022; 386:1955-1956
Doi:10.1056/NEJMc2201761

US Statistics
45,222 deaths 
from gunshot 

wounds

13.5% increase 
2019-2020



https://docs.google.com/file/d/1NlmaY1wlLk2o6Q_4fXnGy7tzYwto0UjI/preview


Causes of  Death in Children

•Number two cause is cancer
•Number one cause of  cancer in children is leukemia



Causes of  Death in Children

•Number two cause of  childhood cancer is a brain tumor
•The number one cancer-related cause of  death is a brain 
tumor!



World Health Assembly Resolution 70.12: To Reduce 
Childhood Cancer Deaths By 50% By the Year 2030



80% of childhood cancers occur in LMICs
90% of childhood cancer deaths occur in LMICs







A diverse group

• Pediatric CNS are composed of  
many types of  tumors

• Diverse in terms of:
• Histology
• Clinical characteristics
• Response to treatment modalities
• Outcomes

Ostrom QT, et al. Neuro Oncol. 2019



A diverse group

The 5-year survival of  a 
child with a brain tumor is 

not determined by the 
biology of  the tumor but by 

the country in which the 
child  receives his care!!

Ostrom QT, et al. Neuro Oncol. 2019



80% of  children with cancer live in a low- or 
middle-income country

Rodriguez-Galindo C, et al. J Clin Oncol. 
2015

Worldwide, 43% of childhood 
cancer cases will go undiagnosed:
• Western Europe and North 

America: 3% undiagnosed
• Western Africa: 57% 

undiagnosed

Global 5-year survival from 
childhood cancer is 37.4%:
• North America: 83% survival
• Eastern Africa: 8.1% survival 

Approx. income thresholds based on GNI per 
capita(US$):

LIC: <= $1,000
LMIC: $1,000 - 4,000

UMIC: $4,000 - 12,500
HIC: > $12,500



Low Grade Glioma Survival in HICs

Primary Neurosurgery for Pediatric Low-Grade Glioimas: a prospective 
multi-institutional study from the Children’s Oncology Group

Wisoff JH, Sanford RA, Kun LE, et al., Neurosurgery 68:1548-1555, 2011

8-year Overall Survival=96%
8-year Progression Free Survival =78%



Improvements have been achieved

Moreira DC. In 
progress.

Medulloblastoma Ependymoma

In HICs the 5-year survival for most childhood brain tumors is 80%



From Microscope to Microchip: 
a transformation of  the field

Taylor M, et al. Acta Neuropathol. 
2012

Gajjar A, et al. J Clin Oncol. 
2015



Trepanations were performed around the world



Awake Craniotomy Described in Dead Sea 
Scrolls

Extraction of the Stone of Madness
Hieronymus Bosch  1488-1516



Lister Macewen Horsley

Krause De Martel Cushing



Macewen’s Sign
1879 – Meningioma resection





1886



1890 – Reported series of 44 craniotomies 



Thierry de Martel
Paris



1892







Cases collected Paris 1921-1973

● Good - 25%

● Fair - 27%

● Death - 12.7%

● Poor - “severe hypothalamic damage 
incompatible with long life - 35%”

● GTR = 40% poor outcome



After an address by Cushing to the American College of Surgeons in 1919 the 
chairman of the session, Dr. William Mayo, rose and solemnly announced 
“Gentlemen, we have this day witnessed the birth of a new specialty-neurological 
surgery.”

A History of Neurosurgery. Edited by SAMUEL H GREENBLATT. (Pp 623; £72.00). Illinois:The 
American Association of Neurological Surgeons, 1997. ISBN 1-879284-17-0.

Harvey Cushing





Robert Watson MD



Flanigan and Boop started UAMS residency program in 
1971



Dr Al-Mefty
UAMS School of  Micro-neurosurgery















2018 FDA approval of  7 Tesla MRI

151

And so we keep a close eye on new developments…
Such as the now FDA-cleared 7 Tesla…

https://docs.google.com/file/d/1ijbOnfkScVsAQbq1cHo6NGe_S6GM5CTC/preview


2D T2* weighted 
200 µm × 200 µm × 1 mm
(1024 × 1024 matrix)

“U-fiber” 
??
 

T2* — 7 T 32ch 200 µm × 200 µm × 1 mm 



3D TOF MRA

32-ch MGH Rx array

0.2x0.2x0.2 mm
TA: 10:30

iPAT 3
960×834×24

4 slabs per group, 3 slab groups
TR/TE/fa/BW =

20 ms/4 ms/18°/163 Hpp 

in collab. with J. Johnson, E. Ratai, & J. Romero



https://docs.google.com/file/d/19b_rbtJT47L1hbPSewYEsVJdQLl4coWO/preview


Saturated Reconstruction of Brain Tissue
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https://docs.google.com/file/d/1oL9JVlPfsl_Sn6uv8Iqo8TK-qdmChWil/preview


Kasthuri et all, Cell 2015

https://docs.google.com/file/d/11oh9JNb8Iuv4Cp-eURdjwrUO3dnazwX4/preview


















https://docs.google.com/file/d/1ljsjkpX9sOuje4Tb99QLuy7ro3V-OT8R/preview




https://docs.google.com/file/d/1phudm5DYxM_ACBg5uFBo6io2KLFphaRo/preview
https://docs.google.com/file/d/1bjlIBBR7WfmEaqJ1N3RBovS1kWYBvWsF/preview






































https://docs.google.com/file/d/1_BkUQn08l91fkymukKn7lQzAQeEd9fRc/preview




LUNCH 
TIME!

LUNCH 
TIME!

BREAKOUT SESSIONS FROM 12:00PM-1:55PM

● Stroke Breakout - Ballroom A/B
● Neurosurgery Breakout - CAT/DEGR Room
● Neurology Breakout - OUT/HAM Room


