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 President’s Message 
Sam Ghostine, MD 
 

Another year’s end invites 
reflection; turning 50 
sharpens it. The familiar 
questions—What is life’s 
purpose? How can I make 
the most of my remaining 
time and work?—feel newly 
urgent. Their answers evolve 

as we do. Meanwhile, life moves on: people, 
institutions, and even civilizations rise and fade. 
Against that backdrop, our work continues. 

As CANS president, my aim has been to place the 
organization on firmer, future-proof footing. Those 
goals were shaped by mentors, friends, and 
colleagues—and by the reality that today’s 
environment, defined by AI, social platforms, and a 
constantly shifting internet, demands more than a 
single, heroic executive secretary can reasonably 
carry. With gratitude, we thank Emily for more than a 
decade of dedicated service and wish her and her 
husband, Andy, the very best; their presence at our 
meetings will be missed. Looking ahead, CANS is 
partnering with larger sister organizations to share 
administrative overhead and to accelerate upgrades 
to our website, social media, and marketing 
infrastructure—steps designed to stabilize operations 
and strengthen member engagement. 

I believe two external forces may be shaping 
neurosurgery in California in the near term. First, 
infrastructure: the state’s 2030 seismic-operations 
requirement will redraw hospital footprints, 
operating room capacity, and neurosurgical 
resources. Early, active neurosurgical participation in 
capital planning is essential to protect operating room 
block time, intraoperative technologies, and critical-
care capacity. Second, financing: state cost-growth 
controls and rising practice expenses collide with 
federal payment uncertainty. Annual CMS fee-
schedule cycles repeatedly raise concern that surgeon 
services are undervalued, especially in procedure-

heavy specialties like ours. Even modest downward 
adjustments, layered atop inflation, compress 
margins and threaten access to complex care. 

Private practices feel this squeeze most acutely. 
Costs—rent, staffing, malpractice premiums—have 
climbed faster than many payer updates. Viable 
responses include joining larger groups for purchasing 
leverage, forming co-management agreements with 
hospitals, shifting appropriate cases to high-quality 
outpatient settings. The throughline is resilience: 
diversify revenue, measure outcomes relentlessly, 
and negotiate with data. 

Neurosurgical 
community 
and industry 
support help 
sustain the 
field. CANS 
meetings 
blend cutting-
edge science 

with practice management, policy briefings, and 
wellness. Our upcoming gathering at the beach in 
Oxnard reflects a growing emphasis on family-friendly 
programming that supports wellbeing in a high-
burnout specialty. Exhibitors underwrite education 
and resident travel while giving clinicians a hands-on 
venue to evaluate newer products. 

The agenda ahead is clear: secure a seat at two 
tables—hospital capital planning (so seismic 
compliance doesn’t hollow out neurosurgical 
services) and payment reform (so updates reflect 
inflation and the complexity of care). 

Still, the larger picture is hopeful. California’s 
innovation engine, research support, trainee talent, 
and culture of collaboration continue to propel the 
field. If CANS meetings remain inclusive (bring the 
family to Oxnard on Martin Luther King weekend!), if 
private-practice voices are represented in policy and 
care redesign, and if industry support remains 
transparent and education-first, the state can keep 
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balancing cutting-edge neurosurgery with viable 
practice models. In a place defined by fault lines, our 
stability will come from what California neurosurgery 
has always done best: pair scientific rigor with 
pragmatic coalition-building—inside the OR, on the 
wards, and, yes, in the exhibit hall. 

Neurosurgical Economics 

Economics and Dying: Where 
Incentives Misalign 

Anthony DiGiorgio, DO, MHA 

Let’s take a hard look at a part 
of healthcare where 
economics truly break down, 

where incentives are misaligned, and where 
outcomes are nearly impossible to measure: care at 
the end of life. 

As neurosurgeons, we all know this patient. An 
octogenarian with a new dementia diagnosis takes a 
fall and comes in with a subdural and contusions. She 
deteriorates as the contusions blossom. An EVD and 
even a craniotomy are medically indicated. Yet 
spending the same amount of time discussing 
prognosis, comfort, and hospice generates only a 
fraction of the RVUs. The message from CMS and its 
central planners is clear: a procedure is worth more 
than a conversation. The system does not reward 
compassion and dignity as much as it rewards “doing 
something.” 

The misalignment runs throughout the healthcare 
system. Medicare covers only short-term skilled 
nursing; long-term custodial care isn’t covered. After 
a brief SNF episode, patients either pay out of pocket 
or shift to Medicaid, which reimburses at a far lower 
rate. If a resident is rehospitalized and has a new 
qualifying inpatient stay after a 60-day break in skilled 
care, the Medicare SNF benefit can reset, creating a 
perverse shuttle where facilities have a financial 

reason to send frail residents back to the ER in hopes 
of an admission that restarts higher Medicare 
payment. Hospitals, for their part, expand revenue 
through admissions, ICU days, and procedures, while 
hospice consults typically shrink it. Physicians are no 
different. The RVU system still prizes intervention 
over judgment; an hour in the operating room is 
valued far more than an hour at the bedside. 

Meanwhile, the “silver tsunami” is overwhelming 
trauma coverage. Consult lists are saturated with 
patients over eighty. Every neurosurgeon knows the 
call: “Hey, consult for you: 86-year-old dementia 
patient, fell at the nursing home, traumatic 
subarachnoid and age-indeterminate thoracic 
compression fracture.” We are drowning in these 
cases. 

The costs are staggering. On average, medical 
spending from all payers is about $155,000 over the 
last three calendar years of life and roughly $80,000 
in the final 12 months.  About 13%–25% of Medicare 
spending is on beneficiaries in their last year of life.   

Procedural medicine adds its own absurdities. Left 
atrial appendage occluders (LAAO) are growing in 
popularity. Hospital facility payments for LAAO 
commonly fall in the mid-$20,000s for 
straightforward cases and can exceed $40,000 when 
combined with ablation or in more complex DRGs.  
And because of who gets these devices, nearly 44–
45% of recipients are dead within five years.  The 
obvious question is what these treatments are really 
accomplishing. 

Nobody wants to be accused of advocating for “death 
panels.” But ignoring the problem doesn’t make it 
disappear. The only honest way forward is through 
frontline physicians. We know what dignified care 
looks like, and we know when interventions offer 
little beyond suffering.  
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Managed-care models, especially institutional special 
needs plans, can nudge in the right direction. With 
capitated payments, facilities are incentivized to 
prevent unnecessary hospital transfers, trim down 
massive medication lists, and prioritize comfort over 
futile interventions. They aren’t perfect, and we 
should be mindful of the opposite failure mode (de-
incentivizing needed care), but they at least 
counterbalance the fee-for-service instinct to “do 
everything.” 

Regardless of payment model, the responsibility lies 
with us. Just because a procedure is indicated does 
not mean it should be performed. We know this 
instinctively if we look at how doctors treat their own 
family members. Rarely do they pursue the same 
interventions they would recommend to a stranger. 

There are no easy answers here, no neat little 
economic theories, just difficult conversations. 

Private Practice Corner 

Communism, Cronyism, 
and Stakes: Stepping on 
the Gas to Single Payer 

I believe that cronyism is 
nothing more than 
welfare for the rich and 
powerful, and should be 

abolished. 

To end cronyism we must end government's ability to 
dole out favors and rig the market. 

-Both by Charles Koch 

 “Single-payer” has overtaken over most of Europe, 
and is essentially the government becoming the 
insurance company, funded by taxpayers. Single-
payer represents an existential threat to private 
practice and is always on the private practice doctor’s 
mind.  The specter of single-payer is constantly on 

the private practice doctor’s mind – each step 
successive administrations take in healthcare never 
seems to pull us further from the brink.  Rather the 
opposite happens – Medicare cuts, more 
administrative burden - we are always thinking 
“what’s next?”  In the end, the inevitable cooking 
down of our healthcare system into single-payer in 
both conservative and liberal circles seems a fait 
accompli.   Most folks I’ve talked to make it sound 
inevitable.  How fast we get there, though, might be 
the question. 

Since the 1990s we have looked at socialized 
medicine as a cure for the ever-rising cost of 
healthcare.  Many have said – and I believe they are 
correct on this point- strict imitation of most other 
republics and countries will likely have dire 
consequences for the country.  I think that’s for a 
number of reasons.  Still, for the most part, I think 
most people might agree if we become single-payer, 
we will all be in for a rough ride. 

We can look at historical examples of the 
questionable results of then the government 
becomes socialize portions of the economy.  Consider 
the latest moves by this administration to take a 
“golden share” in U.S. Steel.  This consist of a special 
type of ownership stake in a company by the 
government that allows control over that company’s 
governance, among other things.  We can also 
consider the $ 11.1 Billion in taxpayer funds to take a 
whopping 10% stake in Intel.   

 Those of us old enough to remember TARP (which is 
most of us), which is the Troubled Asset Relief 
Program signed into law under yet another 
Republican president, George W Bush.  In 2009 
during the subprime mortgage crisis, when the 
Emergency Economic Stabilization Act of 2008 was 
signed into law.  Commonly referred to as a “bail 
out,” it seemed to run counter to most, if not all free 
market proponents where it seemed the very large 

https://www.azquotes.com/quote/1214505?ref=cronyism
https://www.azquotes.com/quote/1214505?ref=cronyism
https://www.azquotes.com/quote/1214505?ref=cronyism
https://www.azquotes.com/quote/1214505?ref=cronyism
https://www.azquotes.com/quote/1214505?ref=cronyism
https://www.azquotes.com/quote/1413152?ref=cronyism
https://www.azquotes.com/quote/1413152?ref=cronyism
https://apnews.com/article/trump-us-steel-nippon-steel-golden-share-463049c93d7ddedd334dbc34b84c771b
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companies received a huge share of economic 
support from the government and yet, many folks 
and families lost their homes.  

Paradise Valley, a posh enclave 
nestled between Phoenix and 
Scottsdale where many of the 
Barrow attendings lived, quickly 
became pockmarked with 
foreclosed and abandoned 
homes.  Crime surged, and 
Phoenix became the kidnap 
capital of the Southwest.  Meth 
labs popped up. In short, it got 
scary. Many people who left the 
frigid East Coast for warmer 
climates found themselves 
jobless and underwater in the 
unforgiving desert. 

This is especially a cautionary 
tale of how corporate cronyism 
benefits the large multibillion dollar companies and 
not the everyday American.  The subsidizing of 
companies who fall into dire straits by mostly their 
own actions, and are then pulled out of the same 
economic hole they dug, funded by our tax money. 

We had companies that are “too big too to fail,” and 
the US government bailed out banks and automakers 
(including during Obama’s administration.  Fast 
forward 15 years, and the government is now taking 
large stakes in companies in exchange for funding 
their debt and even controlling interests in at least 
one case.   

Recently, United Healthcare (UNH) has come under 
heavy scrutiny for upcoding, capricious denials and 
the infamous surgical interruption of Dr. Elizabeth 
Potter in January of this year.   

United Healthcare suffered a direct assault when one 
of its CEOs was killed by a disgruntled patient family 

member in New York.  They are also under an intense 
investigation for defrauding the government of the 

United States.  We are seeing this juggernaut of 
vertical integration beginning to stumble. 

This figure shows the stock price of United 
Healthcare over the last year up to Wednesday, 
August 27: 

UHC A large, vertically integrated company whose 
2024 profits topped 14B in 2024.  Its total revenue in 
2024 was 298.2B and in 2023 was 400.3B.  By 
comparison, the combined 3 largest hospital system’s 
revenues (Kaiser + HCA + Common Spirit) was 200.3 
Billion in 2023.   

Now, imagine their share price continues to dwindle, 
say in the low 200s.  Their CEO cannot afford to build 
his or her new house with knot-less wood in the 
Hudson Valley or Aspen and the great freak-out 
starts.  I would think most free market people, seeing 
the in vivo collapse of a company due to 

https://www.forbes.com/sites/brucejapsen/2025/01/16/unitedhealth-group-2024-profits-hit-14-billion-despite-cyberattack-rising-costs
https://www.beckershospitalreview.com/finance/47-health-systems-ranked-by-annual-revenue/
https://www.beckershospitalreview.com/finance/47-health-systems-ranked-by-annual-revenue/
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mismanagement and potential malfeasance would 
cheer.     

When it comes to the federal government’s 
response, there is precedent from both this year and 
the turn-of-the-century bailout. Following that 
precedent, the government will bail out the company 
and, potentially, take an interest in it. To rationalize 
this takeover, the government will cite fears of a 
“domino effect” that the company’s collapse would 
precipitate. The federal government may decide to 
take an interest in UHC and offer a bail out in 
exchange for a “golden share.” 

So an enormous company, with enormous market 
share, vertically integrated, that even owns what is 
essentially a payday loan company that nearly 
bankrupted my friend and our colleague, pediatric 
neurosurgeon Cathy Mazzola with a predatory loan 
that now would have the full backing of our Republic.  
This is the essence of corporate cronyism. 

I spoke with an expert on free markets, a colleague 
who has been frequently a guest of the Ayn Rand 
institute, on cable news, and whom I have known 
since I was 8 years old (that’s 42 years, in case you 
are counting) and I asked him his thoughts.   

It was pretty clear that the precedents set by TARP 
and the current administration’s taking large 
controlling interests in US companies in the name of 
“patriotism” is fatally flawed and lead to tremendous 
economic instability and if it is replicated in the 
insurance industry would likely accelerate us on the 
path to single-payer.   

If the bail out happens, other insurers would either 
follow suit or declare bankruptcy.  In that case, the 
government would literally be in the insurance 
business and we would have essentially one insurer 
left. 

This is not a pipe dream nor impossible.  One would 
think all the free marketers at these latest actions 

would be up in arms.  It’s been eerily quiet.  We 
should not be at their behest for a charitable 
donation to pay for their incompetence.  This should 
be a bright red line. 

If we want a free market of insurers, they have to not 
just show up at the behest of the secretary of Health 
and Human Services’ office and promise to be good, 
but have to abide by existing regulations, abide by No 
Surprises Act decision outcomes, and provide value 
to their customers.  And when they cannot cut the 
mustard, be allowed to die on the vine.   

With the other industries we’ve looked at, there are 
multiple other established and nascent companies 
that make steel, computer chips, or whatever widget 
you choose.  After all: why should the American 
taxpayer be expected to bail out a company that is 
full of MBAs and lawyers that cannot seem to know 
how to manage their own assets.  These multibillion 
dollar companies and their bad behavior have already 
driven consolidation by pushing private practice 
physicians out of network and out of business. 

And, more importantly, how does one square these 
moves with promoting competition but not allowing 
the very effects of competition play out?  No 
opponent of single-payer should be ok with this.  We 
should have clear messaging from this administration 
– no bailouts for the insurers. 

 As I have said before:  the goal should be universal 
coverage for the American taxpayer and not single-
payer.  The two are not the same.  The taxpayers and 
the people who care for them should not be forced 
to bail out 9 and 12 figure revenue-generating 
insurers.  We would only to end up with the same 
barrel of single-pyaer garbage in the end – faster and 
with a slightly different stench. 

Disclosures:  I am a consultant for Remex/Intai, a 
neuronavigation company. 

 

https://www.nbcconnecticut.com/news/health/brain-surgeons-clash-unitedhealthcare-insurers-hardball-tactics/3591673/
https://www.nbcconnecticut.com/news/health/brain-surgeons-clash-unitedhealthcare-insurers-hardball-tactics/3591673/
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U.S. clinical notes are novels. Across health systems, American ambulatory notes run two to four times longer than 
those abroad, and we spend more time writing them even though much of it is auto-generated. Why? For years, the 
1995/1997 E/M rules paid for documented elements, not raw medical thinking, so we checked boxes: 10-system 
ROS, bloated exams, templated imports. Hospitals then pushed for diagnostic specificity to optimize MS-DRGs, and 
Meaningful Use flooded the inbox and the note with structured junk. To their credit, AMA/CMS killed history/exam 
counting for office visits in 2021 and extended it across most E/M in 2023; yet notes kept growing because local 
templates, risk-coding culture, and defensive copy-paste didn’t change. National policy set the incentives, but now 
payer audits, hospital documentation policies, and EHR defaults keep the bloat alive. Fixes must start at the top and 
be enforced locally.
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2025 Annual Meeting Exhibitors! 
The California Association of Neurological Surgeons would like to 
thank all of exhibitors in helping making our annual meeting a 
success! 
 

We value your presence and hope to have you all next year in 
Southern California! 
 

Medtronic-Gold Sponsor 
Aesculap- Silver Sponsor 
Cooperative of American Physicians-Silver Sponsor 
Integra LifeSciences-Silver Sponsor 
Orthofix-Silver Sponsor 
Rosman Search-Silver Sponsor 
Surgeons Capitol Management-Silver Sponsor 
Ruthless Spine-Board Meeting Presentation 

Astura Medical 
ATEC Spine 
Brainlab, Inc 
Carbofix Spine 
Cerspedics 
Day Surgical Products, Inc 
GE Healthcare 
Globus 
GT Medtech 
Johnson & Johnson Medtech 
KLS Martin 
Leica Microsystems 
META Dynamic, Inc 
Mitaka USA, Inc 
NX Development Corp 
Q Surgical 
Spineart 
Stryker Spine 
Surgical Theater 
Zap Surgical 
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CANS MISSION STATEMENT 
 

To Advocate for the Practice of California Neurosurgery 
Benefitting our Patients and Profession 

 

 

 

 



California Association of Neurological Surgeons  
Volume 53 Number 8 August 2025 

 

 

 

9 

 

 

  
 
 

Any CANS member who is looking for a new 
associate/partner/PA/NP or who is looking for a position (all 
California neurosurgery residents are CANS members and get this 
newsletter) is free to submit a 150 word summary of a position 
available or of one’s qualifications for a two month posting in this 
newsletter.  Submit your text to the CANS editorial office by 
emailing Anthony.digiorgio@ucsf.edu 

• To place a newsletter ad, contact the executive office for 
complete price list and details. 

• Comments can be sent to the editor, Anthony DiGiorgio, 

DO anthony.digiorgio@ucsf.edu   
• Past newsletter issues are available on the CANS 

website at www.cans1.org.    

 

 
 
 

 

 

 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Editorial Committee 

Newsletter Editor 
Anthony DiGiorgio, D.O. 

 

Contributing Editors 
Deborah C. Henry, M.D.  
Brian Gantwerker, M.D. 

Ian Ross, M.D. 
 

 

 
This newsletter is published monthly 

from the Executive Office: 

California Association of 
 Neurological Surgeons 

5380 Elvas Avenue 
Suite 215 

Sacramento, CA 95819 
Tel 916 457-2267 
Fax 916 457-8202 

www.cans1.org 

Calendar 
CANS Annual Meeting   January 16-18, 2026  Oxnard, CA 
 

 

 

mailto:anthony.digiorgio@ucsf.edu


California Association of Neurological Surgeons  
Volume 53 Number 8 August 2025 

 

 

 

10 

 

 

CANS Board of Directors 

President  Samer Ghostine, MD Los Angeles 
President-Elect Brian Gantwerker, MD Santa Monica 
Vice-Pres  Anthony DiGiorgio, DO San Francisco 
Secretary  Odette Harris, MD  Stanford 
Treasurer  Sanjay Dhall, MD  Los Angeles 
Imd Past Pres Ciara Harraher, MD Santa Cruz 
Past President Joseph Chen, MD           Bakersfield 
 
Directors Northern CA 
Marco Lee, MD    Stanford 
Eze Goldschmidt, MD   San Francisco 
Leslie Robinson, MD    Chico  
Sherry Taylor, MD    Fairfield 
 

Southern CA 
Garni Barkhoudarian, MD   Santa Monica 
Linda Liau, MD    Los Angeles 
Ian Ross, MD    Pasadena 
N. Nicole Moayeri, MD   Santa Barbara 
 

Resident Board Consultants 
James Brazdzionis, DO   RUHS 
Jessica Campos, MD   UCI 
Jose Castillo, MD    UCD 
Alex Lopez, MD    UCI 

 

 

 

 


