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A Funny Passing 
Ian Ross, MD 
 

Philip Larkin is not well 
known on this side of the 
Atlan4c. His poem, “This 
Be The Verse,” is 
frequently quoted in his 
na4ve England. It starts 

with the line, “They f… you up, your mum and dad.” 

My mum died a couple of weeks ago. While I do not 
en4rely agree with the sen4ment of that line, like 
many, we had a somewhat strained rela4onship. Was 
she a good mother? For sure. She did all the right 
things … exposed me to many of the finer things in 
life, and made sure that I had a modicum of manners 
and was well educated. But she was tough, and 
somewhat humorless. 

Did she f… me up? I don’t think so, but I, like 
everyone, have carried along some baggage from the 
experience. 

Death and dying can be very funny. Mor4cians have 
great senses of humor.  I can remember being over at 
a friend of a friend’s home when I was in high school. 
This fellow’s family ran a funeral home and lived in a 
flat above the business. It was a commercial building, 
with concrete floors. I commented that the floors 
were preRy s4ff, and he replied immediately, 
“everything is, around here.” Totally deadpan … 

Anyhow, my mother was ac4vely dying, the clan was 
gathering, and Cathy and I flew up to Montreal. 

I get there and see poor old mum, on her deathbed, 
star4ng to have irregular breathing, with long pauses. 
I tell Heather, my sister, that mum is Cheyne-Stoking. 
“Whatdaya mean she’s chain smoking?“ Sis barks 
back. I explain what the eponymously named paRern 
of breathing is and means. It is such a grim occasion, 
but I cannot not help but chuckle to myself. Mum 
never had much of a sense of humor, either. Heather 

takes a liRle aUer her, that way …  was I the only one 
who found that funny? 

My dad, dropped dead of a heart aRack over 30 years 
ago. Totally unexpected. John, my brother-in-law, was 
very helpful when everyone else was so upset, and it 
earned him the sobriquet, “the funeral director.” He 
did not disappoint this 4me. 

Mum had been fading for a few weeks. Heather was 
in France at the 4me, and called me from there with 
an update. When she got back, Heather went to visit 
mum and concluded that it was geZng close to the 
end. That was on a Wednesday. On Thursday morning 
I spoke to the doctor, who confirmed things. And 
within a few hours Cathy and I were on a plane. 
(Good 4ming … mum was dead two days later. Chain 
smoking, as we all know, is really bad for you.) 

John, the funeral director, had driven up from Toronto 
and was there when we arrived. Things were moving 
quickly, but I was able track down the minister from 
her church and have him come by and do a blessing, 
and agree to be available for a service in the near 
future. John found a funeral home that said that they 
could accommodate a “sendoff” for mum at quick 
no4ce. Mum did not want a funeral, but she was 
going to be dead, so tough. It was not for her; it was 
for us. 

The end was near. We got all the grand-children to 
come … three flew in, from D.C., New York and San 
Francisco, and one drove up from Toronto. Granny 
died at the very civilized hour of 7:30 PM on Saturday. 
The doctor was, by chance, in the facility and 
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promptly arrived to 
pronounce her dead. We 
ordered pizza, and ate it in a 
public room down the hall in 
the re4rement community … 
death always smells bad. The 
undertakers arrived before 10 
PM. Almost done and dusted. 

Thank you, John. He told us that he had everything 
arranged for the service tomorrow, Sunday, at 3 PM. 

We went back to our hotel, exhausted, and slept in, a 
bit, the next morning. But not John. Like all good 
funeral directors, he woke early and called the funeral 
home to make sure everything was set. He got 
someone on the phone who had never heard about 
mum and, by extension, did not know where the 
body was.  

Long story short, John got things sorted out and I got 
the minister to meet our small family group at the 
funeral home. We got a room with a casket (not sure 
if the body was inside) and he did a nice liRle service. 
They found the body eventually; this was confirmed 
by my niece who had not been there when granny 
passed. She went to the funeral home the next day to 
see her granny one last 4me. 

Mum’s now gone up in smoke, and all that is leU is 
seRling the estate. We were never close, but she was 
a good mom and I do not think she messed me up 
too much. It was nice that this difficult 4me was laced 
with a dose of comic relief. Just like the gallows 
humor that we physicians oUen employ, laughter 
really can be the best medicine. 

 

Neurosurgical Economics 

Hospitals Should Be Allowed to Fail: Why Healthcare 
Needs Real Market Discipline  

Anthony DiGiorgio, DO, MHA 

There’s significant alarm among healthcare policy 
wonks, both amateur and professional, regarding the 
role of private equity (PE) in dismantling failing 
hospitals. Yet, being the contrarian I am, I argue that 
this is necessary and beneficial. Hospitals, like any 
other business, must face consequences for 
inefficiency and poor management. 

Economist Joseph Schumpeter famously described 
the “perennial gale of crea4ve destruc4on,” a healthy 
market process that “incessantly revolu4onizes the 
economic structure from within, incessantly 
destroying the old one, incessantly crea4ng a new 
one.” Markets don’t just reward successful firms; they 
also prune inefficient ones. For every Apple, there’s a 
Kodak; for every Neilix, a Blockbuster. Hospitals, 
however, have largely avoided market pressures, 
becoming inefficient, costly, and unresponsive to 
pa4ent needs. 

We have all either worked at or heard of these 
“zombie hospitals.” Bloated with administrators who 
contribute liRle to pa4ent care, they feature slow and 
inefficient opera4ng rooms, inadequate imaging and 
therapy capabili4es, and pervasive aZtudes of “that’s 
not my job.” Pa4ent care quality suffers, pa4ent 
experience deteriorates, and financial losses mount. 
Yet these ins4tu4ons repeatedly turn to 
policymakers, hat in hand, seeking bailouts rather 
than improving opera4ons. 

Consider a large inner-city hospital receiving 
Dispropor4onate Share Hospital (DSH) payments, 
340B drug program revenues, site-specific Medicare 
and Medicaid payments, state-directed Medicaid 
funds, and s4ll requiring direct taxpayer support from 
county general funds. Independent physicians receive 
none of these subsidies and must instead 4ghten 
opera4ons to stay afloat. In contrast, hospitals 
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insulated by taxpayer support face minimal 
accountability, perpetua4ng inefficiency. 

Certainly, legi4mate concerns exist regarding isolated 
rural safety-net hospitals. In remote areas, essen4al 
services like trauma or obstetric care may rely on a 
single facility. This situa4on fundamentally differs 
from urban hospitals merely labeled “safety-net.” 
Policy mechanisms already address isolated rural 
facili4es effec4vely through state-directed payments 
and cri4cal access hospital (CAH) designa4ons. 
Funding these isolated hospitals could be viewed 
similarly to maintaining fire sta4ons: a public 
necessity in genuinely underserved areas. However, 
hospitals dismantled by PE typically don't fit this rural 
isola4on scenario. 

Consider the 2019 closure of Hahnemann Hospital in 
Philadelphia. Hahnemann was financially 
unsustainable, opera4onally inefficient, and 
organiza4onally ossified. In any other industry, it 
would have closed long before it did. Upon closure, 
pa4ents experienced minimal disrup4on. Nearby 
hospitals effec4vely absorbed the pa4ent load, and 
broader na4onal data confirms similar paRerns: 
hospital closures don’t have nega4ve impact on 
pa4ent outcomes due to effec4ve absorp4on by 
neighboring ins4tu4ons. This ul4mately rewards 
efficient hospitals and reinforces accountability. 

Private equity is a symptom rather than the disease 
itself. Government subsidies to large hospital 
corpora4ons have created incen4ves priori4zing 
revenue extrac4on over efficiency and pa4ent care. 
When hospitals fail due to ossifica4on and poor 
management, PE oUen steps in to sell assets, a 
ra4onal response to inevitable long-term 
unsustainability. Hospital sellers fully understand 
these implica4ons and have no one to blame but 
themselves. 

Government interven4on banning PE acquisi4ons 
would be misguided and harmful, akin to the failed 
ban on physician hospital ownership. The 
government has no legi4mate role dicta4ng who may 
buy or sell hospitals. Instead, policymakers should 
reduce revenue streams fueling hospital 
consolida4on, and removing accountability from 
hospital leadership, such as site-specific payments 
and the 340B program. Allowing hospitals to fail 
encourages compe44on, innova4on, and efficiency. 
New, leaner hospitals, ideally led by physicians, will 
emerge, delivering beRer care at lower costs to 
communi4es. 

Both profit and loss are fundamental in a func4oning 
market. Profits reward quality and efficiency, while 
losses and eventual failure discipline those unable to 
deliver. Embracing market discipline is essen4al for 
las4ng improvements in healthcare. Despite 
discomfort around private equity involvement, its role 
in hospital failures may be exactly the catalyst needed 
to revitalize American healthcare. 

 

LeEer to the Editor 

Dear CANS NewsleRer 
Editor: 

I always read the CANS 
newsleRer with interest; the 
May issue was no excep4on. 
I appreciated your editor’s 
note emphasizing that the 
pieces addressing the 

proposed Medicaid cuts in the “H.R. 1 - One Big 
Beau4ful Bill Act,” recently passed by the House of 
Representa4ves, reflected the opinion of the writers, 
and not the posi4on of CANS. My leRer to you is also 
my own opinion. 

https://www.ncbi.nlm.nih.gov/books/NBK384614/
https://www.ncbi.nlm.nih.gov/books/NBK384614/
https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2014.1352
https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2014.1352
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Allow me to start with the “Graphic of the Month,” a 
feature I enjoy studying every month. It reminded me 
of a French Joke I heard many years ago, while I was 
still living in Syria and attending my French High 
school. I apologize in advance if it offends your 
sensibilities and those of your readers; it was from a 
time that preceded political correctness. It goes like 
this: Statistics are like bikinis—they reveal a lot, but 
what they hide may be more critical. In this case, you 
accurately emphasized that a “cut” by the 
government often means still spending more than 
last year. Unfortunately, this month’s graphic does 
not accurately reflect the proposed absolute cut to 
Medicaid spending, which I find disingenuous. 

Such cuts were accurately discussed in Dr. Ciara 
Harraher’s piece, which relied on research from the 
Kaiser Family Foundation, a non-partisan group. I 
appreciated the details that she included. They were 
invaluable to me, since I had not read the actual 
“big,” but not so “beautiful” bill. Much like Dr. 
Harraher, I don’t disagree with everything in the bill; 
some well-studied and justified reform is always 
welcome. But much like her, I fear that saving money 
may come at a prohibitive cost to our patients. Bravo, 
Dr. Harraher! 

Regarding your piece, ‘Rethinking Medicaid: 
Sustainability, Access, and First Principles,’ you 
defended the proposed cuts by reminding us of what 
Medicaid was designed to be. Yes, it was created as a 
safety-net program, intended to serve the disabled, 
low-income pregnant women, the elderly poor, and 
children. And yes, it has grown far beyond its original 
scope. But what Government program has not 
changed over time? I am reminded of one of our 
Founding Fathers and our Third President, Thomas 
Jefferson’s writing about change. I think that it should 
guide us in understanding and encouraging change, 
expansion, and adaptation as societal circumstances 
dictate. Here is the quote: 

"I am not an advocate for frequent changes in laws 
and cons<tu<ons, but laws and ins<tu<ons must go 
hand in hand with the progress of the human mind. 
As that becomes more developed, more enlightened, 
as new discoveries are made, new truths discovered 
and manners and opinions change, with the change 
of circumstances, ins<tu<ons must advance also to 
keep pace with the <mes. We might as well require a 
man to wear s<ll the coat which fiDed him when a 
boy as a civilized society to remain ever under the 
regimen of their barbarous ancestors." 

There is no deba4ng the fact that the demographics 
in our Country, and most certainly in our Great State 
of California, have changed. This is not the same 
Republic that was founded in 1776. A lot has 
changed, including a civil war, the introduc4on of 
income taxa4on, and the adop4on of several 
significant amendments to our living Cons4tu4on. 

What concerns me most about this piece is its 
asser4on that the bill “doesn’t abandon compassion 
or emergency care.”  

You are correct about emergency care, thanks to the 
Emergency Medical Treatment and Labor Act 
(EMTALA). But let us not be surprised if the old days, 
when emergency departments were overwhelmed 
with patients who lost their insurance coverage, 
return. Emergency Departments will likely replace 
physicians’ offices, which is not a good prospect.  

But compassion? I see not a shred of compassion or 
empathy for the most vulnerable of our pa4ents in 
this “One Big Beau4ful Bill.” This lack of empathy is 
regreRable, par4cularly when it comes from our 
ranks as physicians, whose primary objec4ve should 
be and has always been to provide the best care for 
our pa4ents, regardless of their social status or ability 
to pay. 

Moustapha AbouSamra, MD, FACS, FAANS 
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Graphic of the Month: 
The steady decline of private prac4ce represents a systemic threat to the autonomy and integrity of the medical 
profession. As shown in the data, physicians increasingly cite administra4ve burden, payer leverage, and labor 
market dynamics as drivers of consolida4on. Yet even employed physicians benefit from a robust private prac4ce 

Graphic of the Month 
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sector, which provides essen4al market compe44on, safeguards against monopolis4c prac4ces, and preserves 
physician-led models of care. 

 

 

 

 

 

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 Prac/ce of California Neurosurgery Benefi;ng our Pa/ents 
and Profession 
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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 
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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 

 

 

 

 


