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Happy New Year! 

 

Sam Ghostine, MD 

 
 

This year’s meeting is 

strategically scheduled over 

the weekend that includes 

the U.S. school closure for 

Martin Luther King Jr. Day 

(January 16-19). We have 

structured the event into three half-days of talks, 

leaving every afternoon free for you and your family 

to enjoy the area. These free afternoons are ideal for 

exploring local attractions such as Channel Islands 

National Park, whale-watching excursions, the 

Maritime Museum, and shopping in the Ronald 

Reagan Presidential Library area and nearby 

destinations. 

The conference will take place at a beautiful 

beachfront resort—the all-suite Zachari Dunes on 

Mandalay Beach in Oxnard—situated on a white sand 

beach just 22 miles north of Malibu. The resort was 

voted "2024 #1 Best New Hotel in the U.S. by USA 

Today" and "2024 #1 Best Beach in California by USA 

Today". We managed to get the suites for a 

discounted rate. 

Please visit our newly updated CANS website 

at cans1.org, where you will find the updated agenda, 

along with suggested activities and dining options. 

We hope this conference will provide an ideal setting 

for advocating for our profession, networking, and 

gathering with family and friends. A total of 10.75 

CME credits are planned for the conference. 

We will begin the meeting on Friday with an opening-

night reception, where members, families, and 

vendors can come together over a buffet, drinks, and 

dessert. On Saturday evening, there will be a one-

hour mixer with cocktails and light refreshments from 

5:00 to 6:00 p.m. On Sunday night, a cocktail 

reception, followed by an awards dinner will be 

held.  Be sure to add this to your meeting 

registration as it requires a separate ticket.  It is sure 

to be a very enjoyable evening! 

If you have not yet registered, I strongly urge you to 

do so. Attending CANS matters now more than ever. 

We face an environment of declining payments, rising 

malpractice costs, and uneven patient coverage. Our 

best response is to remain united and engaged—to 

advocate together, educate together, and support 

one another. CANS’s mission continues to focus on 

optimizing your practices through efforts in 

reimbursement, malpractice reform, political 

representation, workers’ compensation, emergency 

room coverage, practice expense containment, 

continuing medical education, and keeping members 

informed. 

Sincerely, 

Samer Ghostine, MD 

CANS President 

 

 

 

 

Private Practice Corner 

The Sound of 

Inevitability: Why the 

GOP can’t follow its own 

advice and the Dems 

can’t admit they messed 

up and why it’s hastening 

single payer 

“Do you hear that, Mr. Anderson? That is the sound 

of inevitability.” - Agent Smith, played by Hugo 

Weaving in The Matrix 
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Watching the latest fix for the Affordable Care Act 

crash out certainly gave me a sense of schadenfreude 

but also a sense of prolonged dread.  Both suggested 

fixes, the extension of the COVID-19 subsidies on the 

left and the offering of instead “funding the people 

not insurance companies” on the right (an ironic, 

almost socialist call from certain accounting 

professors from Baltimore) were both roundly 

defeated as of the writing of this piece.   

I have to say, I am not the least bit surprised. The 

latest offerings from the party of family values 

seemed to fall flat.  There was some really big talk- 

HSAs, catastrophic plans, physician owned hospitals, 

and more granular accountability in safety net 

programs like Medicaid.  Even the specter of AI in 

prior auth made a cameo in the form of WISeR.  

Dr. Mehmet Oz addressed the AMA House of 

delegates in Baltimore. This was a controversial and I 

think somewhat courageous though not well thought 

out move. Dr. Oz, whose brother-in-law is a 

neurosurgeon, sounded fairly middle of the road and 

energized a lot of the people in the audience. 

Unfortunately, he always seemed to stop short of 

making sure that increased competition in the 

marketplace would exist.  It seemed like he would get 

about halfway there with his ideas.  There were other 

things that he talked about which seemed to make 

sense, like encouraging people to be more active and 

to make GLP-1 medications more available while 

making sure people were held accountable for their 

own health. 

However, looking at the social media, their American 

Medical Association Instagram 

(https://www.instagram.com/amermedicalassn), they 

were roundly ratioed and its desire to invite the head 

of CMS to the AMA meeting some thought to be 

hypocritical or even dangerous. While having Dr. Oz 

was actually interesting to me, it felt that he could’ve 

stood more on the side of the urgent need to fix our 

overall healthcare system not just the health of 

people.  The two are not the same obviously and they 

do interact in very important ways but overall, it felt 

kind of a ham-fisted way to offer solutions.  He, a 

cardiothoracic surgeon who has verifiably never 

worked in private practice, has also attacked 

physician reimbursements as a large driver of 

healthcare cost.  A misleading distraction that has 

been debunked over and over again.   

The latest failure of House and the Senate to offer up 

fixes for the flagging healthcare system that will no 

doubt raise premiums fairly significantly for most 

Americans.   This Congress’ staggering inability to get 

things done has been on full display. There is plenty 

of blame to go around and I feel like you can take 

pretty much everybody to task in both houses. I do 

feel like the Democrats are beating a dead horse and 

overall feeling too much of an ego trip to admit that 

the ACA is floundering severely scarcely if you have 

offered up reasonable ways to fix it and they are 

certainly drowned out among the rage bait on social 

media.   

Add to that the gleeful away in which many in the 

GOP have celebrated the end of the subsidies, same 

things such as “they were due to expire anyway” and 

“who wants to fund the insurance companies 

anyway?”  As per usual, they seem to miss the overall 

point. Inflation is at about 3% (see below – Figure 1). 

That’s still pretty bad.  The interest rate rates have 

just been cut and obviously we’ll have to see if that 

increases peoples borrowing and buying power or if it 

just edges things closer to a small-scale economic 

meltdown.  

My core argument is that with the crowning of the 

world’s first trillionaire, average people who make 

anywhere from say $35-$100k a year living pretty 

much anywhere in the United States, will likely be 
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paying more, and in some cases, much more in 

insurance premiums some kind of way will see that. 

They will see the first trillionaire and the planet, and 

there will be rage. https://apnews.com/article/trump-

poll-approval-economy-immigration-inflation-crime-

9e5bd096964990e040bc4bacd9fcac21 

We have seen what political violence has wrought us 

and there is no doubt that in 2026 when the subsidy 

is set to expire unless something is done, such as a 

transitional period with temporary extension of the 

subsidies and actual acceptance of alternative ways 

to get people better insurance, we will see unrest, 

and very importantly, we will see a very big push for a 

single payer, regardless of how well we educate folks 

on how bad it could be. 

The ineptitude of the folks in charge of both parties is 

now on full display. This will no doubt accelerate 

people desire to have nationalized healthcare before 

we catastrophize that there are obviously some 

upsides.  One being access, the other being hopefully 

the winding down of certificate of need laws and 

making site payments neutral.  However, we always 

seem to underestimate the ability of the American 

Hospital Association and the national Association of 

insurance companies.   

Assuming those have not been defunded and are just 

as powerful before, I have no doubt that any fixes 

temporary or semi permit will be sabotaged.  But we 

really need is for the folks in charge of energy and 

commerce and other important committees to 

commit to not taking any more insurance or hospital 

PAC money.  To me that would be the most 

interesting development of all.  

Next, we have to have the Federal Trade Commission 

and the antitrust laws get to work on breaking up 

these large insurers. In my opinion, Amazon should 

not be able to own Doctors nor should CVS or United 

Healthcare. Certainly, United Healthcare also should 

not be allowed to have a bank.  These seem fairly 

simple and straightforward things that if anybody 

being transported from the 1940s to now would say: 

“well, of course not why would you do that?  what 

lame brain thought it was a good idea to let an 

insurance company have a bank?”   

While the free-market people continue to tout their 

new-found (imaginary?) ability to make a larger free 

market without breaking up the insurers, and at the 

same time touting their own solutions (remember to 

always check the conflicts kids), people who don’t 

stand to make a ton of money in this should be the 

ones deciding. It’s fairly straightforward.  

Let doctors and patients decide where the funds go.  

Force the insurers to break up, close down the payday 

loan banks chop them up and sell them off and let 

them compete with each other.  It’s still escapes to 

me why you can argue for a free market insurance yet 

be fine with the interminable, mergers and 

acquisitions in healthcare. It’s a very interesting anti-

Darwinian process were by the folks with the worst 

products, and the most expensive ones just gobble up 

their competition rather than try to do better. It’s 

very weird to me that that’s how a lot of the free-

market arguments fall apart when it comes to the 

Healthcare marketplace. 

As someone who has had a private practice for the 

last 15 years, survived three administrations and two 

parties saying they’re going to fix healthcare, I remain 

very dubious as to the real chutzpah people will have 

to fix this. In order to fix this, someone is going to 

have to decline making billions and going to have to 

settle for making millions.  

I’d like to thank you all for letting me rant in this 

article feature and I apologize for being somewhat 

irregular. This will likely be my final private practice 

piece as I will be responsible for the presidential 

column every month where I hope to bring you 
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equally annoying and long takes on the current 

problems in healthcare. May your holidays be safe 

and joyful, and that you can tear yourself away from 

social media long enough to enjoy some eggnog, 

some latkes and some togetherness.  

Thank you for your support AND criticisms whilst I 

penned these screeds.  To better times ahead. 

Shalom v’Chazak (peace and strength) 

Brian 

  Figure 1 – Core Inflation Rate, screen captured 

12/13/25  

Neurosurgical Economics 

Is Healthcare a Right? 

Anthony DiGiorgio, DO, MHA 

It’s on bumper stickers, 

billboards, and, of course, it’s 

Bernie Sanders’s favorite 

catchphrase: 

“Healthcare is a human right!!” 

The problem is that most people chanting this have 

no idea what it actually implies. 

This isn’t about compassion. It isn’t about insurance 

coverage. It’s about whether society can morally 

claim ownership over another person’s labor. 

The United States was built on negative rights, the 

kind that restrain government power. That tradition 

comes from the Magna Carta, the English Bill of 

Rights, and the Enlightenment. Free speech, due 

process, assembly, the right to vote, and the right to 

keep and bear arms all fall in this category. 

Government cannot restrict them. 

Positive rights, by contrast, require someone else to 

produce or provide something. These are extremely 

rare in American law. The clearest example is the 

right to a jury trial. And yes, if you refuse to serve on 

a jury, government can jail you. Because a positive 

right requires someone’s labor to fulfill it. 

So if healthcare is declared a “right,” then doctors, 

nurses, paramedics, pharmacists, and everyone else 

involved are not just professionals. They become 
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obligated labor because positive rights require an 

actual producer. 

Without that enforcement, the slogan is meaningless. 

Other countries illustrate this perfectly. The UK legally 

recognizes healthcare as a right, yet patients regularly 

wait weeks to see a primary care doctor and months 

for specialist care. Canada also proclaims healthcare 

as a right, yet patients routinely wait four to six 

months for advanced imaging and face some of the 

longest surgical queues in the developed world. 

Canada’s own Supreme Court has stated: “Access to a 

waiting list is not access to healthcare.” 

The United States has almost never declared a right 

to another person’s labor, outside of jury duty or, 

occasionally, military conscription. 

People often point to police and fire services as 

examples of “positive rights.” But these are not rights. 

They are public utilities. A city collects taxes and 

contracts with firefighters to provide fire protection. 

If the budget is cut and the firefighters quit, no one 

accuses them of violating anyone’s “right.” The 

obligation is on the municipality, not the worker. 

Healthcare already works the same way in many 

contexts. Local governments contract with hospitals 

to provide trauma, stroke, and emergency services. 

EMTALA obligates hospitals, not individual physicians, 

to provide stabilization. If a hospital stops offering 

trauma services, it loses its trauma designation. No 

doctor is forced to perform surgery against their will. 

If police and fire imply a “right,” then by that same 

logic we already have a functional right to healthcare 

in the US. Nothing more to do here. Problem solved. 

Public defenders are another misunderstood 

example. You do not have a “right” to a particular 

lawyer’s labor. You have a right against the 

government prosecuting you without offering 

representation. If the government can’t fund a 

lawyer, the case gets thrown out. The burden is 

entirely on the state, not on any specific attorney. 

Again: an obligation on government, not compulsory 

labor from a citizen. 

The distinction is fundamental. 

Public safety nets are policy choices. We can fund 

safety-net hospitals like fire departments. We can 

subsidize care for low-income populations. 

Municipalities can contract with doctors, nurses, and 

paramedics to ensure access. We have this now. 

What we don’t need is a meaningless aphorism that 

smuggles in a moral claim over the labor of others. 

Declaring healthcare a “right” moves the frame from 

“the system should support access” to “you must 

provide care regardless of compensation.” 

Countries that adopt this model enforce it. In Canada 

and the UK, you can’t practice medicine without 

agreeing to the government’s fixed rates. Opting out 

is essentially impossible. When healthcare becomes a 

right, the government sets the prices and clinicians 

must accept them or leave the profession entirely. 

That is compulsory participation and it’s why the 

distinction is so important. 

Claiming a “right” to a doctor’s labor is fundamentally 

different from funding public health infrastructure. It 

collapses the difference between services we choose 

to provide collectively and labor we demand by moral 

decree. 

A society that wants accessible healthcare should 

invest in systems, incentives, and infrastructure, not 

pretend that declaring a “right” magically produces 

supply. 

Or maybe it’s just a meaningless slogan. 
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CMS’s so-called “efficiency adjustment”—a 2.5% cut in work RVUs with no reduction in workload—reflects a deeper 

flaw in how physician work is valued. Although the RUC defines physician work as a composite of time, technical 

skill, judgment, and stress, CMS has increasingly privileged time in how it interprets and applies RUC 

recommendations. Time is easy to measure, defend in rulemaking, and audit. Intensity is not. As a result, 

improvements in technique or workflow that reduce operative time are often treated as evidence that services 

were overvalued, even when complexity, responsibility, and risk remain unchanged. This shift was not the RUC’s 

intent, but it has become the practical outcome of CMS implementation. 

This approach would be unrecognizable in other skilled professions. Plumbers and contractors are paid for 

delivering a finished product, not for how long the job takes. When they become more efficient, they are 

rewarded—not penalized. In medicine, efficiency now triggers payment cuts, discouraging innovation and mastery. 

This is a familiar failure of central planning: when a distant authority lacks the knowledge to evaluate real work, it 

defaults to crude, legible metrics. By elevating time over judgment and outcomes, CMS undermines true efficiency 

and erodes access to complex surgical care. The predictable result is not better value, but fewer surgeons willing to 

take on the hardest cases—not because the work lacks value, but because the system no longer recognizes it. 

  

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 

 

 

 

 



California Association of Neurological Surgeons  

Volume 53 Number 12 December 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 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 

 

 

 

 


