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October Gratitude 

 

Sam Ghostine, MD 

 
 

I am thrilled to invite you to 

the 52nd Annual Meeting. 

This year, we are gathering 

at the stunning, all-suite 

Zachari Dunes on Mandalay 

Beach in Oxnard. 

This beautiful beachfront resort is situated on a white 

sand beach just 22 miles north of Malibu, offering a 

perfect setting for time with family, relaxation and of 

course, socializing with colleagues. 

The meeting is strategically scheduled over the 

weekend that includes the U.S. school closure for 

Martin Luther King Jr. Day. To maximize your time in 

this beautiful coastal region, we’ve structured the 

event into three half-days of talks, leaving every 

afternoon free for you and your family to enjoy the 

area. The free afternoons are perfect for exploring 

local attractions like the Channel Islands National 

Park, whale watching excursions, the Maritime 

Museum, Ronald Reagan Shopping and nearby 

shopping. 

Oxnard is located 65 miles northeast of Los Angeles. 

It is easily accessible by air via Santa Barbara (SBA) or 

Burbank (BUR) Airports, or Los Angeles International 

Airport (LAX) which offer daily non-stop flights from 

most major California cities. 

Hotel reservations and meeting registration are now 

open and can be completed simultaneously on the 

CANS website. The annual CANS Banquet and Awards 

will be held on Sunday evening. Be sure to sign-up 

when completing your registration form. 

Please confirm your attendance and secure your suite 

by the registration deadline of December 15, 2025, at 

the link below: https://cans1.org/2026-annual-

meeting-registration/ 

 

I look forward to welcoming you and your family to 

sunny Oxnard for a productive and engaging 52nd 

annual meeting! 

Sincerely, 

 

Samer Ghostine, MD 

CANS President 

 

 

 

 

 

 

Neurosurgical Economics 

Universal Healthcare: The 

American Way 

Anthony DiGiorgio, DO, MHA 

In America, health insurance 

isn’t actually insurance. 

Real insurance protects people from rare, high-cost 

events, like if your house burns down, your car gets 

totaled, or you’re diagnosed with cancer. Yet 

American health “insurance” is designed to cover 

routine, predictable, low-cost events: primary care 

visits, basic labs, x-rays, generic medications. If car 

insurance paid for oil changes and wiper fluid, GEICO 

would require prior authorization for an oil change 

and send you to a narrow network of approved Jiffy 

Lubes. 

That’s exactly what has happened in U.S. healthcare. 

We’ve medicalized the equivalent of wiper fluid, and 

then wondered why the system collapsed under its 

own administrative weight. 
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Meanwhile, the more government intervenes, the 

worse it gets.  Medicaid traps poor people, giving 

them “coverage” without access.  Medicare rewards 

coding over care and enriches hospital/insurance 

conglomerates instead of patients and physicians.  

The ACA added subsidies on top of a structurally 

broken model, which accelerated consolidation, 

drove out competition, and inflated prices for 

everyone. 

Healthcare Isn’t Actually Expensive.   

The median healthcare spend for an individual is 

about $500 in a year.  The median, not the mean, is 

what most people actually consume.  80% of people 

never reach their deductible each year.  Most 

transactions are predictable.  It doesn’t need 

“insurance” in the traditional sense of the word.   

Meanwhile, the 5% catastrophic tail, such as major 

trauma, organ failure, cancer, NICU stays, accounts for 

nearly half of all spending. That’s the real financial 

threat. And instead of designing a system that 

handles catastrophic risk cleanly, we jam everything 

through third-party payment systems that distort 

prices, reward intermediaries, and create political 

pressure for more central control. 

A Better Architecture: Three Clean Layers 

This proposal keeps core first principles, centered 

about individual liberty with a robust safety net, with 

features of successful market-first systems like 

Singapore & Switzerland, to create a better 

healthcare system for all Americans. It centers around 

three key pillars: 

1. Routine & predicable care is paid for with 

tax-advantaged money in an account 

earmarked for healthcare and retirement. 

2. True catastrophic risk is covered by privately 

underwritten insurance with guaranteed 

issue and modified community rating. 

3. Ultra-high cost tails and the safety net are 

covered by federally funded reinsurance and 

targeted subsidies. 

The Core Building Block: The Freedom Fund 

The median American worker has over $10,000 

removed from their paycheck every year for 

healthcare and retirement, including employer 

sponsored insurance and Medicare.   

So here’s my radical plan: give Americans their own 

money. 

Every American gets a Freedom Fund, a portable 

account earmarked for healthcare and retirement.  

This is funded by redirecting the employer healthcare 

tax exclusion, Medicare payroll tax, and ACA subsidy 

dollars.  

People can use their Fund for purchasing insurance, 

joining direct primary care, paying for routine care, or 

saving for the future.  It’s more than an HSA.  It’s a full 

replacement for employer coverage, ACA subsidies, 

Medicare, and Medicaid.  

If continuous coverage lapses, you’re automatically 

enrolled in the default catastrophic plan and the 

premiums are deducted from the Freedom Fund. 

Coverage stays universal without micromanagement.  

Employers can still offer insurance as a benefit, 

reducing their Fund contribution by the value of the 

benefit.   

Importantly, with a Freedom Fund, patients are using 

a cash equivalent for routine care.  This will 

revolutionize primary care, routine labs, outpatient 

imaging, and generic medications.  This will make 

transparent pricing routine and administrative bloat 
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will collapse.  This returns control to patients over 

large corporations.   

The Freedom Fund will grow year-over-year.  The 

Freedom Fund receives an annual flat deposit of 

roughly $9,000 per adult and $4,000 per child (2025 

dollars, wage-indexed), funded by fully taxing 

employer-sponsored insurance premiums above that 

amount and redirecting the existing Medicare payroll 

tax and ACA subsidy dollars. Deposits are the same 

for every citizen regardless of income so high earners 

have no incentive to exit the system. 

If a person stays healthy, they could have $1.5-3 

million in the account by retirement age (real dollars, 

inflation adjusted).  That’s enough money to cover 

the lifetime healthcare costs for 95%-99% of 

Americans.   

And because the Freedom Fund is transferable upon 

death, families have incentives to have serious end-

of-life conversations instead of defaulting to wasteful 

care. 

Once Medicare disappears, so do Medicare’s 

distortions, like site-neutrality battles, RUC 

manipulation, and facility-fee games vanish. 

To make it work, insurance reforms are needed.  The 

mandates on essential covered benefits must go.  

There’s no need if everyone has a Freedom Fund to 

pay for those services.  It just creates distortions.  The 

medical loss ratio, a huge driver of vertical 

consolidation in insurance companies, must also be 

eliminated.  Let the free market truly reign and see 

what innovative insurance products emerge. 

The government also needs a transition plan to 

spread the cost over decades.  Younger Americans get 

switched to this model immediately.  Older 

Americans, based on the age of the beneficiary, the 

government could offer voluntary opt-ins with 

actuarially fair buy-in credits based on future 

Medicare benefits, or just stay in traditional 

Medicare.   

Lastly, some supply side regulation reforms are still 

needed, even if Medicare’s hospital consolidating 

policies are gone.  Certificate of need laws and 340B 

would still need reform under this model, along with 

a hard look at large hospital tax exemptions, DSH 

payments, and GME.  A competitive marketplace for 

care is needed for this to work.   

Government’s New Role 

Even with cash-based routine care and private 

catastrophic plans, insurers still worry about the rare, 

ruinious claims.  This is where government can 

actually help stabilize the markets: provide 

reinsurance. 

Insurers pay claims normally up to a threshold.  

Above that level, the federal government reimburses 

the insurance company.  The patient is taken out of 

the equation.  There’s no coding games or risk scores.  

Reinsurance reimburses insurers for the claims they 

actually pay, not for diagnoses or predicted risk.  With 

transparent pricing, there’s less potential for artificial 

markups and fraud. Still, aggressive federal anti-fraud 

units and whistleblower bounties need to keep 

providers from gaming the threshold. 

This keeps the markets with low premiums, 

eliminates insurer dumping, and prevents risk pool 

“death spirals” as healthy people exit the market.  

Crucially, patients still face their deductible and cost-

sharing from their Freedom Fund, and insurers still 

negotiate prices up to the threshold. You preserve 

incentives while protecting the system from tail risk.  

The government finally does what it’s good at: 

insuring the statistically predictable catastrophic edge 

and nothing more.Government will also be needed to 

keep the safety net functioning, as this is what makes 

this system work for ALL Americans.   
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The working poor, those who need not a safety “net” 

but rather a safety “trampoline” to get out of hard 

times, their Freedom Fund is subsidized, so they’re 

building the same nest egg that everyone else is. 

For the truly destitute, the homeless, the mentally ill, 

those with substance abuse disorders, otherwise high 

utilizers of healthcare, even a government sponsored 

Freedom Fund will be quickly depleted.  This should 

have a special carve-out for federally funded wrap-

around coverage.  An ER bed becomes a de facto 

hotel if a Freedom Fund covers it.  For these 

individuals, who have depleted their Freedom Fund 

for a set amount of time, their subsidy is instead 

shifted to a program which provides flat safety-net 

bundled payments for ER stabilization and short stays, 

with catastrophic plans for the rest.  Safety-net 

bundles are intentionally low, fixed payments to 

prevent hospitals from gaming admissions to reach 

the reinsurance threshold.  Regardless of the carve-

out method, the US needs to re-evaluate ways to 

treat mental illness, including compulsory 

institutionalization.   

For those with lifelong disability, they still get 

recurring Freedom Fund deposits and the same 

catastrophic plan for medical expenses.  This 

population is overwhelmingly supported by Medicaid 

today, so we shift that program into a separate non-

medical long-term care fund that supports the 

disabled and their caregivers.  This would need a new, 

separately funded program (replacing Medicaid LTSS) 

with its own dedicated revenue stream. 

Why This Works 

This is a universal healthcare plan that provides high 

access to routine care, protection against catastrophic 

costs, disability support, and a robust safety-net.  It 

does this without centralized price setting, coding 

games, rationing, and administrative complexity.  

While there is still some central planning, it reduces 

the direct government expense by at least 15% by 

replacing Medicare/Medicaid acute spending with 

predictable, capped reinsurance costs and eliminating 

most administrative overhead.   

For patients, they wake up with a Freedom Fund 

debit card they can use for qualified expenses.  They 

choose their own doctor and see transparent prices.  

They see their fund grow as they stay healthy, with 

the knowledge that they’re covered in the case of a 

catastrophic event.  Their catastrophic coverage is 

affordable because the government is providing a 

reinsurance plan.  If they are poor or disabled, the 

system supports you without segregating you.  Just 

like food stamps can be used at grocery stores that 

cater to the upper class, a poor person could use 

their Freedom Fund to enroll in a direct primary care 

provider used by anyone else. 

This should appeal across the political spectrum.  It 

guarantees universal coverage while embracing free 

markets.  It’s similar, structurally, to Singapore, so 

there’s a real model for success.  Physicians would 

welcome the reduction in administrative bloat.  

Hospitals should like the predictable catastrophic 

coverage.  Insurance companies should like the 

government backstop without needing to play coding 

games.  States should like the Medicaid relief.   

America shouldn’t be turning to outdated models of 

universal healthcare.  European countries rely on 

Bismarkian structures used to calm the proletariat in 

the age of revolutions.  America is better.  We can 

embrace a system that rewards innovation, fosters 

competition, and empowers individuals, instead of 

one that grows government control and expands 

sclerotic bureaucracy.   

It's universal healthcare, the American Way. 
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The CANS 52nd Annual Meeting will be held in Oxnard, at the Zachari Dunes on Mandalay Beach.  Be sure to register 

here: https://cans1.org/2026-annual-meeting-registration/ and submit abstracts here: 

https://cans1.org/abstracts/abstract-submission/ 

 

 

 

  

Graphic of the Month 
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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.    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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 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 

 

 

 

 


