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October Gratitude 
 
Sam Ghostine, MD 
 
 

I would like to extend my 
sincere gratitude to Dr. 
Daniel Hoh and Dr. Garni 
Barkhoudarian for arranging 
the opening reception talk 
at the Congress of 

Neurological Surgeons on behalf of CANS. My hope 
is that it was well received and that it underscored 
the importance of every neurosurgeon being actively 
engaged and advocating on behalf of our profession. 

I would also like to express my appreciation to the 
AANS team, led by Katie Orrico, for taking on the 
challenge of transitioning CANS to a higher and 
stronger level of operation. Their partnership has 
already been transformative, and I am deeply grateful 
for the excellent work they have begun on 
our website and marketing initiatives. 

My sincere thanks as well to our industry supporters, 
whom we are reaching out to in preparation for 
our annual meeting at the Hilton – Zachari Dunes on 
Mandalay Beach in Oxnard, January 16–19. We look 
forward to expanding networking opportunities and 
strengthening our shared commitment to advancing 
neurosurgical care in California. 

Congratulations are in order for our newly 
nominated officers and Board of Directors. I would 
like to thank Dr. Harraher for her dedicated 
leadership in preparing the slate, and I look forward 
to the membership voting to confirm these 
outstanding individuals. 

Finally, I encourage all CANS members and non-
members to renew or begin their membership by 
visiting cans1.org. Meeting registration will also be 
available on the website very soon. Your participation 
and support are vital to sustaining the strength and 
unity of our organization. 

 

Together, we continue to build a stronger CANS—one 
that represents and advocates for every 
neurosurgeon in our great state. 

Sincerely, 

Samer Ghostine, M.D. 

President, California Association of Neurological 
Surgeons 

 

 

 

 

 

Neurosurgical Economics 

The Lancet Misunderstands 
Markets 

Anthony DiGiorgio, DO, 
MHA 

After subjugating Russia 
under force of arms, 

Bolshevik War Communism had left the economy in 
shambles. Quickly realizing the failures of full central 
planning fetishized by Marxist purists, Lenin 
introduced the New Economic Policy (NEP). Small 
businesses were once again allowed to buy and sell 
goods, but only under a state system that still 
controlled heavy industry, banking, and trade policy. 

It was a permissioned pseudo-market. The regime 
fixed prices and quotas, requisitioned food, and 
allowed only limited free trade at the margins. 
Some NEP-men became wealthy, not through 
innovation or risk-taking, but by arbitraging the 
state’s own rules. 
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Sound familiar to US healthcare? 

Once the NEP-men became visibly prosperous, the 
Soviet state blamed them for the chaos it had itself 
created. Party bosses scapegoated the wealthy 
merchants, who had only been following the state-
established rules, as thieves and oppressors. Stalin 
eventually liquidated them in the name of ideological 
purity. 

Now, a century later, America’s health-care planners 
are doing the same. 

In a laughably earnest Lancet article, our modern 
socialists blame “markets” for the failures of U.S. 
health care, when every single example they cite is 
a product of central planning. 

They’re blaming the NEP-men for outcomes caused 
by The Party. 

The authors denounce “decades of market-based 
policies,” yet neglect to mention that Medicare and 
Medicaid are the opposite of markets, centrally 
priced, centrally defined entitlement programs with 
rules so complex they require an army of bureaucrats 
to interpret them. 

There hasn’t been a “market based” healthcare 
system in the US since the 1950s. 

Private insurers aren’t “free-market actors”; they’re 
federal contractors, largely paid by CMS through 
centrally planned, risk-adjusted formulae. When the 
authors complain about Medicare Advantage 
overpayments, what they’re describing is corporate 
entities naturally responding to the incentives that 
CMS created for them. 

Every single example of “greed” the authors cite 
originates in centrally planned price controls or 
subsidies. 

• Dialysis and hospice exploded because 
Medicare guaranteed fixed payments. 

• Private equity rushed in because CMS created 
risk-free revenue streams without 
competition. 

• Consolidation flourishes because the 
regulatory maze makes independent practice 
impossible. 

Even the Medicare fraud examples prove the point 
that there’s only one buyer worth defrauding: the 
government. In a functioning market, if you cheat 
your customer, your customer leaves. In a command 
economy, they just rewrite the rules. 

Their villain, “profit,” is a tired cliché. Everyone in 
health care - doctors, nurses, hospital CEOs, billing 
clerks - works for compensation. Self interest isn’t a 
disease; it’s the baseline human condition. 

The pathology lies in the distorted incentive structure 
where CMS dictates prices. In a market, prices convey 
information about the preferences of buyers and the 
resources of sellers. This directs resources to their 
most efficient use. People profit when they efficiently 
bring products to consumers at prices they are willing 
to pay. 

In our system, “prices” are Soviet-style quotas 
disguised as billing codes. 

When the authors lament rising administrative costs, 
they never admit that those costs exist to navigate 
government rules, not market competition. Any 
physician who has opted out of Medicare can tell you: 
administrative costs drop by 90%. 

Like the Bolsheviks before them, the authors confuse 
crony corporatism with capitalism. 

Large consolidated insurers and hospital systems 
didn’t grow because of competition. They grew 
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because CMS and state Medicaid agencies outsource 
care through managed-care contracts. They grew 
because regulation rewards scale and only a giant can 
survive the compliance burden. They grew because 
Certificate-of-Need laws, Stark restrictions, 
community rating, and 340B carve-outs all entrench 
incumbents. 

Predictably, the Lancet authors conclude that “de-
commercialization” is the answer. But you can’t 
abolish self-interest by decree. A single-payer system 
would only double down on the disease, creating a 
single, state-run monopsony that sets prices, picks 
winners, and drives further consolidation. 

As Hayek warned: 

“Economic control is not merely control of a sector of 
human life… it is control of the means for all our 
ends.” 

They’ve been controlling the system for over sixty 
years. Now they want more of it. 

This paper could just as easily have been titled “How 
Central Planning Turned Health Care into a Rent-
Seeking Machine.” Every example, from Tenet’s 
kickbacks to UnitedHealth’s vertical integration to 
Medicare Advantage upcoding to the faux-nonprofit 
hospital empires, illustrates what happens when 
government fixes prices and politically connected 
intermediaries arbitrage them. 

Like Lenin’s NEP-men, today’s insurers and hospital 
chains survive by exploiting the contradictions of a 
system that wants the discipline of markets without 
surrendering control. 

And when it fails, the planners always blame the 
profiteers, never the plan 

Private Practice Corner 

On a Plane, Across the 
Plains, and The Alchemy 
of Healthcare 

Brian Gantwerker, MD 

"The greatness of 
America lies not in being 

more enlightened than any other nation, but rather in 
her ability to repair her faults" 

-Alexis de Tocqueville 

As I start writing this, I am on a plane to Chicago for 
what will be likely be my last Becker’s meeting for a 
while.  We are still in the midst of a government 
shutdown with a Republican-executive branch, House 
of Representatives, and Senate.  The fight, the part in 
charge is saying, is over the ACA.  Obamacare, or the 
Affordable Care Act has been a punching bag for 
many fiscal conservatives, Republicans, and “Free 
Market” people since its inception.  I had just started 
private practice when the ACA was signed into law.   

Very quickly, after reviewing the legion of 
benchmarks rolled out, we had to opt in or out of, but 
had to do at least some, and it became obvious how 
onerous this would be.   

We, as private practice doctors, independent of the 
ACA, saw our reimbursements getting cut, year after 
year.  If you were in a network, any network, you saw 
your checks get smaller.  Premiums, as a health 
insurance enrollee, were going up and up, and are 
still going up.  It was insane at moments.  We went 
from making our monthly rent payments, and our 
bimonthly payroll with room to spare.  Our practice 
was doing alright and growing.   

As my reputation hopefully got better and my results 
were getting positive attention, optimism was the 
direction the wind blew.  When the ACA started to go 
into effect, and we saw patients plans change as 
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things rolled forward, the amount of money we were 
making started its shrinking act.  It was years before 
we could all figure out what we were supposed to do 
to get the carrot of increased payments when we 
jumped through the benchmark hoops set forth by 
CMS.   

No one could even guess the right codes to enter into 
our charge master, nor how to assign a value, and all 
of us in private practice were concerned about 
getting nailed, with no reasonable allowance for 
mistakes if we screwed up.  It was scary.  The end 
result was once we figured it all out, in turns out all of 
the bonus I did get from scoring nearly 100% year 
after year, the required reporting cost ate up every 
cent.  So, in order to have the report sent into CMS in 
such and such a format, the cost wiped out my 
bonus.   

The ACA it seemed, though, did find ways to make 
other folks money.  Lots of it.  We saw the insurance 
companies scoring big year upon year, eventually 
with revenue in the 10-11 figure range.  The hospitals 
too, though they could screw up a one car funeral, 
somehow ended up not being able to stay open 
despite 6 and 7 figure salaries for their administrators 
and CEOS were unable to stop the black hole of 
consolidation.  Add to that, the curious phenomenon 
of failing upwards, the hospitals got bigger and 
bigger, with more clueless leadership at the helm and 
stumbled into more and more money as their yearly 
revenue climbed into the 9-figure range.   

Doctors, ever on the short end of the stick of the 
carrot and stick, saw their revenue shrink more.  
Practices closed or were sold to the hospital chains as 
the D and R politicians, greased with sweet 
contributions looked the other way or were simply 
lied to by healthcare policy wonks.  We as private 
practice phyisicians were painted (not entirely 
unfairly) as being bad at business and christened as 
morons and unable to keep ourselves afloat because 

we did not know how.  But, to be fair we were doing 
more and more with less money coming in. 

So, here was the ACA, a veritable sump pump, 
sucking dollars out of the healthcare system, out of 
patient and also our pockets, driving vertical and 
horizontal integration and shrinking the size of 
people’s choices to get healthcare.  Doctors are 
consumers of healthcare also, and we saw our 
premiums go up with higher deductible and fewer 
things covered.  It got pricier to offer insurance to our 
staff, and retention got tougher. The ACA did keep 
premiums down, but not really that well.  The 
government paid subsidies to the insurers ostensibly 
to stop them from passing the costs on directly to the 
consumers.   

The math was simple, and did not take long for them 
to figure out.  Pay for less, get more money handouts. 
Either by design or devious intent, the insurers paid 
out less and less, creating fascinating new Rube 
Goldberg mechanisms to get their money even when 
they paid you.  It became maddening to watch having 
detailed conversation with both Democratic and 
Republican congressional and senators, for them to 
only parrot your stories back to you 6 months later 
and not really having an answer with simple solutions 
offered week after week and month after month.  The 
largest wealth transfer in the last 100 years 
continued.  Folks in DC were unable and unwilling to 
stop it.  Opponents started with “repeal and replace” 
and just said “repeal” when it got obvious that as bad 
as the ACA was, the alternatives were equally 
unaffordable.    

The only way out was to essentially break up all the 
consolidation, link prior authorization to payment, 
and to enforce existing antitrust laws.  The strange 
thing that has kept coming up, and not even in the 
context of the current government shutdown, but the 
lack of efforts to create the magical free market in 
healthcare.  Even mentioning that in DC circles, 
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outside of the static walls of X where pundits discuss 
it extensively, but no one in DC is willing to tell us 
how to get the McGuffin out of the great void of 
policy.  We all know it needs to happen, but 
essentially the new math in healthcare is:  repeal the 
ACA -> something magical happens -> lower cost of 
healthcare due to the free market that spontaneously 
generates.  As far as most everyday people are 
concerned (me included), this is straight alchemy. 

As the ACA subsidies expire, which do enrich insurers 
but keep premiums from growing as fast as they 
would without, there are real possibilities of some 
folks being uninsured again.  As the screaming voices 
on either side of the aisle do their parts to increase 
the cacophony and distraction from other things, we 
are all left to fend for ourselves.  Adulting in 
healthcare is at a premium it seems, and it looks as if 
the American people outside of the beltway will have 
to suck it up once again.   

My thinking is whatever happens to the ACA, 
whether it goes away, gets revised, or even replaced, 
we must not be idiots again.  Fixing healthcare does 
not involve reinventing the wheel, but it does involve 
not letting the leeches of healthcare to not get as rich 
as they could if we continue to not have a say.  
Further, it requires not dismantling the important 
organizations that work in evidenced base medicine 
and who are the bulwark against the next pandemic 
or endemic threat we will face.  It is like when we fail 
at anything - we assess, learn, adapt, and grow the 
hell up.  It is high time physicians had a say in what 
happens, without playing Russian roulette with our 
patients’ health and financial solvency in order to 
prove a point that the American public, both D and R 
already know - the ACA just was a Band-Aid and not a 
cross clamp for the hemorrhage we have somehow 
survived.   

We should save money for the sake of saving money.  
By all means, stop feeding the insurance and hospital 
monsters.  But the everyday Americans, who work for 
themselves should not bear the punishment.  Create 
a market to come home to, that can cushion the blow 
of the increased burden of what inevitably be higher 
costs for a time.  No one knows how long it will take 
to come down.  In pharmacology, it was always 4-5 
half-lives of a drug to completely leave a patient’s 
system.  With the people of this country who have 
been on the ACA opiate for the last 15 years, it may 
not follow the same rules.  It may be a long time for 
prices to work themselves down, assuming the free 
market exists and no one puts their filthy fingers to 
tip the scale to make a buck again.   

Getting people on affordable healthcare that doesn’t 
bankrupt or break the system is the mission but it will 
take a near-miracle to accomplish it.  We are right 
now just about the Harry Houdini upside down in 
handcuffs in the East River.  Drowning in an icy river is 
a terrible, awful way to go and no one can nor should 
be proud of that just to prove a point that the ACA 
was a bad idea.  By all means, save some money, but 
put the key to the handcuffs in our back pocket as we 
pull the second biggest escape in the last hundred 
years.   
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Source: Health care in the USA: money has become the mission Gaffney, Adam et al. The Lancet, 
DOI: 10.1016/S0140-6736(25)01669-1  

We’ve all seen some version of this graph before, but this updated version, published in The Lancet and discussed in 
Neurosurgical Economics above, drives the point home. 

Since 1970, the number of healthcare managers has increased nearly 5,000%, while the number of physicians has 
grown by only a fraction of that. As policymakers debate how to rein in healthcare costs, especially amid the latest 
government shutdown, it’s worth remembering what’s actually driving those costs. 

It isn’t the doctors. 

 

 

Graphic of the Month 
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Socioeconomic Journal Club  

Article: Chen LJ. When Expansion Is Not Enough—
State Innovation to Build Choice and Consumer 
Control in Medicaid. JAMA Health 
Forum. 2023;4(5):e231802. 
doi:10.1001/jamahealthforum.2023.1802 

David Caldwell, MD; 
CANS resident fellow 

The article by Lanhee 
Chen discusses possible 
innovations in medicaid 
care delivery to enhance 
patient choice and more 
efficiently deliver care. As 
the article describes, just 
spending money is not 

enough to deliver efficient, high-quality care.  

ACA’s Section 1332 State Innovation waivers, as well 
as the Medicaid Section 1115 waivers were new to 
me as a resident, but it makes sense to me that giving 
individuals more control over how their healthcare 
dollars and own contributions are spent is a more 
flexible and value added proposition. Having a health 
savings account (HSA) in the setting of medicaid to 
allow for saving money as well as incentivizing 
reduced healthcare use as outlined by the article 
would seem a step in empowering individuals using 
medicaid in healthcare spending and choice.  

One complicating aspect that was alluded to but not 
fully explored in the article is the complex rules in the 
Healthy Indiana Plan. From my experience working as 
a resident in a safety-net county hospital serving 
people with potentially lower health literacy and 
understanding of plan mechanisms such as HSA, it 
would be imperative to couple this adequate 
recipient education around the different choices and 
benefits. 

In total, the key messages from this article is the 
value of choice, regardless of government compared 
to private insurance, and the need for continued 
innovation in healthcare delivery and payment 
models. This is more salient than ever in the current 
ongoing debate about the ACA and the best ways to 
fund and deliver healthcare in the USA.  

Anthony DiGiorgio, DO, MHA 

Lanhee Chen’s core thesis in 
this piece on Medicaid is that 
the problem isn’t 
underfunding, it’s 
misallocation. 

Despite record spending and 
enrollment, access and quality remain dismal. Those 
of us who treat Medicaid patients see this every day. 
Wait times for routine procedures balloon: nine 
months for a lumbar injection, six months for primary 
care, one to two years for a hip or knee replacement. 

Chen argues that states should fund patients, not 
systems, using waiver programs to allow beneficiaries 
to opt into their own health savings accounts (HSAs). 
These would empower Medicaid patients with the 
same flexibility seen in consumer-directed 
arrangements in the private sector, such as direct 
primary care. The poor should have the same 
freedom of choice as the insured middle class. 

Instead of a centrally planned system, HSAs let 
Medicaid beneficiaries express their own preferences 
about what kind of care to seek and from whom. 
Millions of individual decisions will allocate resources 
more efficiently than any central planner ever could. 
Instead of waiting nine months for an injection, a 
Medicaid patient with an HSA could pay cash and get 
it within a week. 

Of course, meaningful “shopping” requires price 
transparency. But with more market-based reforms, 
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that would emerge naturally. Direct primary care 
already demonstrates how transparent prices and 
voluntary exchange can improve access and 
satisfaction. True reform would also let Medicaid 
beneficiaries purchase care outside current Medicaid 
networks, making the benefit portable and 
competitive. 

Chen rightly criticizes Indiana’s Healthy Indiana Plan 
as overly paternalistic. The lesson isn’t that HSAs fail, 
it’s that partial market mechanisms inside a 
command economy always fail. As with Lenin’s New 
Economic Policy, allowing limited markets within a 
state-controlled system only highlights the superiority 
of the market forces they suppress. 

When it comes to food and housing, we give 
beneficiaries cash-equivalent assistance, not vouchers 
filtered through bureaucracies. There’s no reason we 
can’t do the same with healthcare. That’s the moral 
symmetry Chen is appealing to, and it’s the most 
defensible, non-paternalistic argument for reform. 
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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 
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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.    
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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 CANS executive office 

California Association of 
 Neurological Surgeons 

www.cans1.org 

Calendar 
CANS Annual Meeting   January 16-19, 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 

 

 

 

 


