President’s Message

We are in a moment: a
weird moment, but
nonetheless, a moment.
. As | take the helm of our
Association in the year
2026, we have been
through some stuff. At
this past weekend’s annual meeting, | was handed
the ceremonial gavel by our outgoing president, Dr.
Samer Ghostine. | wanted to take a sentence or three
and express my and our collective gratitude for him
mustering the chutzpah of the membership, our
directors, Board, and EC to pull us out of a very steep
nosedive. As we pulled together our finances,
mementos, and membership rosters and took back
control of the organization, we had Sam calling out
threats and putting his actual finances on the line.
We owe Sam a great debt of gratitude. |think our
founders and presidential predecessors would be
proud.

| also wanted to thank all of you for seeing what CANS
is -- an important, expressive tool where we can have
lawmakers and the public hear what ails our specialty
and medicine in general. CANS is also a bellwether
for the rest of neurosurgery not only because of what
happens in our state tends to spread centrifugally in
our country, but also because as the largest
association, if we are affected by the steep swells. As
CANS goes, so goes the country.

So, what do we do? We need to take agency of our
specialty. We need to build strong coalitions and
partner with other like-minded specialties and work
hard on supporting and putting out good policy. |
plan on reaching out to other state associations and
garner support for our common goals. We must also
participate in the governance of medicine as well as
its inner workings. Our leadership in many of our
national organizations works hard on the behalf of
neurosurgery and our patients. If we are being
honest, there are some seriously conflicted people,
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usually not physicians, who help shape policy that is
frankly rubbish. Many of the large representative
organizations that represent a decidedly small sliver
of physicians will continue to be who lawmakers look
to in order to get physician opinions. Regardless of
whether we like that or not, it is what it is. Therefore,
we must be involved. This is not the time to pull out,
complain about it, stand aside, and still let them
decide what is best for our patients.

Anyone spending any time on social media (sorry) will
reveal clips and comments from strangely involved
and opinionated people, typically not doctors, who
seem to think they know what is best for us and our
patients. We must be involved in governance. We
must swing above our batting average. It is critical
that CANS put out resolutions both the CMA and
CSNS that engage our membership in a responsible
and common-sense way. We must stay involved in
the AMA, ACS, CMA, and our national specialty
organizations. We must remain vigilant for policy
wonks who willfully go in front of Congress and the
State Assembly openly mislead by flawed research
that assume insane things like that we all collect 75%
of what we bill, or by distracting from the public the
fact that neurosurgeons are paid less to perform a
craniotomy
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that it has come to this. We simply have got to get
into the scrum. | encourage all our membership to
submit quality resolutions that directly address their
unique practice issues and to speak to our EC and
Board feel free to get in touch with me or anyone else
in CANS leadership and tell us what needs doing.
And, to our EC and Board, please know that we are all
going to argue, to disagree, and even get ticked off.
However, | encourage this because we should not,
and cannot engage in groupthink. To have
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comprehensive policy, we need consensus, not hive
mind mentality. We come from many political places
and we oftentimes seem to forget our own biases.
While we all feel a certain way, and understand
others may not, | encourage all of us to allow for the
possibility that we could be wrong.

Through mistakes in policy, and hopefully not too
often in practice, we grow. We will make missteps in
policy, and have been deceived by lawmakers,
insurance CEQS, and hospital leadership. Through
this process and by getting up after we fall and from
getting stronger from our defeats, we can lead. There
is no timeline, no multiverse where we will call all the
shots. No, in fact, | wouldn’t want to be in that place.
Instead, we should get to a place where we speak up
not as one voice, but as a multi-tonal voice, rich with
unique contours. We need that voice, one that unites
us in bringing healthcare and our Association in for a
soft landing and pull control away from self-
appointed accountants, lawyers, and paid
Wormtongues whose only mission is to make the
obscenely wealthy, over-consolidated companies
richer.

| look forward to the year to come and hope to hear
from you and get feedback, get into good-natured
disagreements, and field questions over how we can
un-screw things. Wishing you all health, a clear mind,
and faith that we can turn the ship around.

Neurosurgical Economics

Why are health insurance
premiums so high?

Anthony DiGiorgio, DO, MHA

Lawmakers keep using a band-
aid to cover a gaping wound.
Discussions of tax credits and
shifting funding is just covering up the real cost of
healthcare to the American people.

The popular narrative targets health insurance
companies as the villain in this story. These faceless,
profit-seeking, bloated companies make for easy
criticism. Between 1999 and 2024, the cost of
employer-sponsored family health insurance
premiums rose by a staggering 342%. During this
same period, the average worker’s contribution to
those premiums increased by 308%. In stark contrast,
average worker earnings increased by only 119%, and
overall inflation (CPI-U) rose by 64%.

However, it’s not insurance company greed driving
these prices. A rigorous decomposition of the
Consumer Price Index (CPI) and employer benefit
data reveals that the true driver of affordability
erosion lies deeper in the supply chain: the hospital
systems themselves. By 2024, the cumulative price
index for hospital services had nearly doubled relative
to 2006, whereas insurance administrative costs
remained comparatively flatter. This suggests that
premiums are acting largely as a pass-through
mechanism, reflecting the soaring unit prices
demanded by consolidated hospital systems rather
than merely insurer profit expansion.

The Consolidation Problem

What was once a decentralized market of
independent community hospitals, physician-owned
private practices, and standalone diagnostic facilities
has coalesced into a rigid landscape of massive,
vertically integrated regional health systems.


https://pmc.ncbi.nlm.nih.gov/articles/PMC12687089/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12687089/
https://academic.oup.com/healthaffairsscholar/article/2/6/qxae078/7687295
https://academic.oup.com/healthaffairsscholar/article/2/6/qxae078/7687295

By 2026, virtually all markets are considered “highly
concentrated” by Federal Trade Commission
Standards. Of the 389 metropolitan areas in the
country, only 5 markets are not highly concentrated.
In a competitive market, an insurer can exclude a
high-priced hospital from its network, steering
patients to a lower-cost, high-quality competitor. In a
concentrated market, however, an insurer cannot sell
a viable policy to employers if the only hospital in
town is out of that insurance network. Consequently,
the hospital holds the leverage to dictate prices
irrespective of their underlying costs.

This works across markets as well. Imagine two cities,
100 miles away. Traditionally, if Hospital System X in
City #1 bought a hospital in City #2, that merger
wouldn’t be scrutinized as anti-competitive, because
patients don’t travel that far for care. Yet, the
conventional anti-trust wisdom has been challenged
by research showing that these mergers still raise
prices by up to 10%. This is because the customer is
employer, not the patient. Since large employers
often cover employees across multiple cities, a
hospital which is dominant in both City #1 and City #2
can bundle negotiations. They demand rate hikes in
both cities, threatening to exclude insurance plans
from both hospitals, even if one city is actually
competitive.

Hospitals argue that by consolidating they can form
integrated systems which can invest in better
technology, standardize practices, and improve
outcomes. Yet, contrary to the industry's efficiency
narratives, studies have found that patient outcomes
are worse in concentrated markets. Other research
has found worse satisfaction scores for patients
without any improvement in readmission rates or

mortality. Patients are captured, so the system has
no incentive to improve the patient experience. Why
would hospitals invest in “soft” aspects of patient
care if there’s no competition.
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The Policy Engines Behind Consolidation
Financial Arbitrage

The extinction of independent clinical practice is not
the natural evolution of the market. Federal and
state policies have driven this, not the invisible hand.

One of the biggest policies is the site of service
differential. This refers to the disparity in
reimbursement rates based on where a medical
procedure is performed. An independent physician
gets paid out of the physician fee schedule. Their
global fee covers the professional work, the
equipment, the office space, and the staff. If a
hospital then buys that practice, suddenly, without
anything else changing, that practice becomes a
hospital outpatient department, and payment comes
from the hospital fee schedule. The physician, now
an employee, still bills a fee for the professional work,
but the hospital drops a separate facility fee.

The facility fee charged by the hospital is often two or
three times the global fee of the independent doctor.
This financial arbitrage allows hospitals to buy a
practice and instantly increase revenue by double or
triple without changing anything.

The magnitude of this arbitrage is enormous. For
procedures, the US healthcare system pays an extra
$38B a year on these hospital-based facility fees. The
hospital industry generates $6 billion a year on facility
fees from standard office visits in Medicare patients
alone. Because seniors pay 20% coinsurance, this is
also a huge tax on the patients themselves.

Another revenue stream is a little-known drug
discount program called 340B. It allows large hospital
systems to purchase pharmaceuticals at a 50%
discount. Then when those drugs are given to
patients, either in clinic or through the pharmacy, the
hospital can charge full price and pocket the
difference.


https://www.ama-assn.org/system/files/prp-competition-in-hospital-markets.pdf
https://onlinelibrary.wiley.com/doi/full/10.1111/1756-2171.12270
https://onlinelibrary.wiley.com/doi/full/10.1111/1756-2171.12270
https://www.congress.gov/116/meeting/house/109024/witnesses/HHRG-116-JU05-Bio-GaynorM-20190307.pdf
https://www.congress.gov/116/meeting/house/109024/witnesses/HHRG-116-JU05-Bio-GaynorM-20190307.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC6606537/
https://pmc.ncbi.nlm.nih.gov/articles/PMC6606537/
https://www.ascassociation.org/asca/about-ascs/savings/private-payer-data/shifting-procedures-to-ascs/commercial-insurance-cost-savings-in-ascs
https://www.ama-assn.org/system/files/i18-cms-report-4.pdf
https://www.ama-assn.org/system/files/i18-cms-report-4.pdf

This program has exploded in recent years, growing
from $6 billion in 2010 to over $80 billion by 2025.
This money isn’t going to charity care, as 85% of
hospitals spent less on caring for the poor than they
received in 340B revenue.

This drives consolidation because 340B discounts
aren’t available to independent doctors. For
example, consider that an independent oncologist,
who gives expensive chemotherapy treatments to
patients, must pay full price for those infusions. If the
hospital buys the practice, suddenly the medications
are 50% cheaper. That spread alone can exceed the
professional fees generated by the physician and has
decimated independent practices which give
infusions, such as oncology, rheumatology, and
neurology.

Hospitals also receive several other revenue streams
unavailable to independent physician practices.
These include supplemental money from both state
and federal government for treating poor patients
and federal money for training resident physicians.

Frozen Physician Payments

Medicare pays physicians based on a dollar per
relative-value unit (RVU). Each procedure has an RVU
value assigned to it, and that is multiplied by the
conversion factor to determine the payment. In
1992, when the system was implemented, Medicare
paid $31.00 per RVU. In 2024, Medicare pays $32.74
per RVU. In real terms, that’s a 50% cut.

Since the costs of clinic space, utilities, staff, supplies
and technology are increasing, physicians see smaller
margins for Medicare patients. Meanwhile, hospitals
receive annual inflation increases for their facility
fees, along with the added revenues described above.
This makes independent physician practice financially
unsustainable, leaving them ripe for acquisition by
the cash-flush hospital systems.
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Regulatory Burdens

Finally, there are several regulatory requirements that
both increase the cost of providing healthcare and
impede new entrants.

The most glaring are Certificate of Need (CON) laws.
In 35 states, new healthcare facilities, such as imaging
centers or surgery centers, require a CON. The state
boards which control these certificates are lobbied by
large hospital systems. A large body of research
shows that these always are associated with higher
costs and lower quality.

Even in states without CON laws, physicians are
banned from owning hospitals. Section 6001 of the
Affordable Care Act (ACA) prohibited the construction
or expansion of new physician-owned hospitals
participating in Medicare. This removed a key
competitor for large hospital systems.

Other self-referral bans under Stark Law restrict the
ability of physicians to own their own downstream
services, such as imaging or physical therapy. A
physician clinic that owns an MRI scanner cannot
send its own Medicare patients to that scanner unless
strict conditions are met. However, large hospital
systems may internally refer to their own services
without restriction.

Other regulatory burdens, such as purchasing
Medicare-compliant electronic health record systems,
data collection, and reporting quality metrics favor
large hospital systems. These systems have capital
reserves and economies of scale to meet the federal
requirements while many smaller independent
practices cannot. For example, quality metric
reporting alone requires 15 hours of labor per doctor

per week.



https://globalcoalitiononaging.com/wp-content/uploads/2025/07/GCOA-Issue-Brief_The-340B-Drug-Pricing-Program-1.pdf
https://globalcoalitiononaging.com/wp-content/uploads/2025/07/GCOA-Issue-Brief_The-340B-Drug-Pricing-Program-1.pdf
https://globalcoalitiononaging.com/wp-content/uploads/2025/07/GCOA-Issue-Brief_The-340B-Drug-Pricing-Program-1.pdf
https://pubmed.ncbi.nlm.nih.gov/26953292/
https://pubmed.ncbi.nlm.nih.gov/26953292/

Conclusion

These policies have crafted a healthcare system
where rent extraction is rewarded instead of true
patient care. With 99% of markets highly
concentrated, insurers lack the leverage to negotiate.
The premium increases felt by American workers are
the direct result of monopoly pricing power form
large health systems. Unless federal policies address
the drivers of consolidation, this wealth extraction
will continue to devour any wage growth of the
American workforce.

Socioeconomic Journal Club
Sheantel Reihl, MD

This year’s annual meeting
focused on the future of
neurosurgical practice in
California and across the nation
with the theme “Stronger

¥ Together.” Many of us in the
field have long been concerned by the future
projections of provider-to-patient mismatch in the
broader field of medicine. In the current era, with an
aging population, growing number of underinsured
and underinsured patients, along with decreasing
reimbursement and workplace protections for
practicing physicians, this concern is of dire
importance to the field of neurosurgery.

There is a growing body of literature focused on
physician workforce modeling in the United States.
Many of these models warn that we are quickly
heading toward a neurosurgical access crisis, driven
less by absolute headcount and more by profound
geographic maldistribution and unmet demand
among historically underserved populations. In this
issue we review two recent neurosurgical papers
using the Health Workforce Simulation Model; one
focused on national projections, the other on
geographic disparities. Together, these papers offer a
coherent, data-driven picture of the challenges ahead

California Association of Neurological Surgeons
Volume 54, Number 1 January 2026

for neurosurgery. If these challenges are not
appropriately met, the next ten years will see an
unviable practice landscape for our field as we know
it.

"

Konstantinos Margetis et al published “Neurosurgical
workforce projections in the United States from 2022
to 2037: a National Center for Health Workforce
Analysis” in the JNS on December 2025. In this paper,
the authors center on national-level trends,
comparing neurosurgery with other specialties and
guantifying how adequacy evolves over time. They
used the Health Resources & Services
Administration’s Health Workforce Simulation Model
via the National Center for Health Workforce Analysis
Dashboard to estimate neurosurgeon full time
equivalents (FTEs) by year, state, and metro vs non
metro status under two demand scenarios: status
qguo and reduced barriers (improved access for
underserved groups).They report that neurosurgeon
supply would increase only modestly, from 7060 FTE
neurosurgeons in 2022 to 7230 in 2037 (+2.4%), while
demand rises from 7060 to 8310 FTEs (+18%) under
status quo and from 9280 to 11,830 FTEs (+27%)
under reduced barrier access. National workforce
adequacy (supply/demand) falls from 100% to 87%
under status quo and from 72% to 61% under
reduced barrier access; by 2037 neurosurgery ranks
18th (status quo) and 33rd (reduced barriers) out of
37 specialties in adequacy. In their model,
metropolitan areas retain higher adequacy than
nonmetropolitan areas across the projection period
but still move into shortage territory as demand
outpaces supply. State level adequacy in 2037 will be
highly uneven, ranging from extreme apparent
oversupply in places like the District of Columbia
(=400% adequacy) to severe shortages in states like
Delaware (=33% adequacy), illustrating marked
geographic maldistribution even when national totals
appear close to balanced.



https://thejns.org/view/journals/j-neurosurg/aop/article-10.3171-2025.7.JNS25718/article-10.3171-2025.7.JNS25718.xml
https://thejns.org/view/journals/j-neurosurg/aop/article-10.3171-2025.7.JNS25718/article-10.3171-2025.7.JNS25718.xml
https://thejns.org/view/journals/j-neurosurg/aop/article-10.3171-2025.7.JNS25718/article-10.3171-2025.7.JNS25718.xml
https://thejns.org/view/journals/j-neurosurg/aop/article-10.3171-2025.7.JNS25718/article-10.3171-2025.7.JNS25718.xml

By comparison, in a paper published by Michael
Lawton et al in Neurosurgery October 2025,
“Geographic Disparities in Neurosurgery Workforce
Adequacy Across the United States: Projections to
2037, the authors focus on state level, urban, and
rural areas, identifying where shortages will be most
severe and how they intersect with metropolitan
versus nonmetropolitan patient status. They
quantified neurosurgery workforce supply, demand,
and “adequacy” (supply/demand ratio) nationally, by
urbanicity and by state, project to 2037. They also
found that over this projection, neurosurgeon supply
will rise only modestly from 7030 to 7230 (2.8%
increase), while demand increases from 7310 to 8310
(13.7%) under status quo and from 10,210 to 11,830
(15.9%) under improved access assumptions.
Consequently, adequacy falls from 96.2% to 87.0%
(status quo) and from 68.9% to 61.1% (improved
access), indicating a widening national shortage,
especially if more currently underserved patients gain
access. Currently, non-metropolitan areas already
demonstrate very low adequacy compared with
metropolitan areas: 30.8% vs 101% under status quo
and 10.7% vs 78.8% under improved access
conditions. In 2025, states with the lowest adequacy
were Nevada (42.9%), New Jersey (66.7%), and
Indiana (73.3%). By 2037, projected “worst”
adequacy will be Delaware (33.3%), Nevada (37.5%),
New Hampshire (50.0%), and Vermont (50.0%),
highlighting persistent and in some cases worsening
state level maldistribution. These gaps show that
rural and small-town regions face acute shortages
even when overall national numbers appear close to
balanced.

Both studies leverage the Health Resources &
Services Administration’s Health Workforce
Simulation Model (HWSM) via the National Center for
Health Workforce Analysis to project neurosurgical
supply, demand, and “adequacy” (supply/demand
ratio) through 2037. Supply is defined as full-time
equivalent (FTE) practicing neurosurgeons, while
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demand represents the FTE neurosurgeons needed to
meet projected service use under two scenarios: a
status quo trajectory and a “reduced barriers”
scenario in which access improves for underserved
groups. At first glance, supply appears relatively
stable: neurosurgeon FTEs increase only modestly
over the projection horizon, with estimates in the
7000-7200 FTE range by 2037. The problem is that
demand continues to outpace supply, particularly if
access barriers are reduced for populations currently
underserved by neurosurgical care. Demand rises
from approximate parity with supply in the early
2020s to a level that outstrips supply by 2037, even
under status quo assumptions. Under an
improved-access scenario, demand increases further,
pushing adequacy down into the low-60% range
nationally and placing neurosurgery among the least
“adequate” disciplines out of 37 modeled specialties.
Margetis et al echoes these trends: national
adequacy declines from the mid-90% range to the
high-80% range under status quo, and from roughly
70% to just above 60% with reduced access barriers.
Together, these findings underscore an
uncomfortable paradox: any success in expanding
access to neurosurgical care will likely exacerbate
measurable shortages unless supply and distribution
are actively addressed.

The most clinically relevant insights for practicing
neurosurgeons lie in the geographic detail. Even
when national adequacy hovers near 90%, local
realities diverge dramatically. Lawton et al projects
that nonmetropolitan areas begin the projection
period with strikingly low adequacy; on the order of
30% under status quo assumptions and close to 10%
when improved access is modeled. Metropolitan
regions appear relatively well staffed on paper, with
adequacy near or above 100% early on, but still drift
into shortage territory as demand outpaces supply.
This maldistribution is not merely academic. For
patients in these regions, it translates into longer
travel distances, delayed presentation, constrained


https://journals.lww.com/neurosurgery/abstract/9900/geographic_disparities_in_neurosurgery_workforce.1878.aspx
https://journals.lww.com/neurosurgery/abstract/9900/geographic_disparities_in_neurosurgery_workforce.1878.aspx
https://journals.lww.com/neurosurgery/abstract/9900/geographic_disparities_in_neurosurgery_workforce.1878.aspx

subspecialty access (e.g., complex spine, vascular,
functional), and increased likelihood of receiving
emergent rather than timely elective care.

For practicing neurosurgeons, these projections have
direct implications for clinical practice, advocacy, and
career planning. First, they frame many day-to-day
frustrations such as overloaded call schedules,
delayed elective cases, difficulty recruiting partners.
These will not be local anomalies but rather
manifestations of a national structural imbalance.
Second, they highlight that addressing inequities in
access (for rural, low-income, and historically
marginalized communities) will inevitably increase
measured demand, reinforcing the need to pair
equity efforts with deliberate workforce planning.

For residents and fellows, the data suggest that
career choices will increasingly intersect with
health-policy realities. Regions with the most severe
projected shortages may offer abundant clinical
volume and leadership opportunities but come with
significant workload, call, and infrastructure
challenges. Conversely, maintaining access in
well-resourced metropolitan areas will require
system-level innovation, including team-based care,
advanced practice provider integration, and
technology-enabled follow-up. Programs will need
collective efforts to prevent demand from
overwhelming static or slowly growing neurosurgeon
numbers.

Both papers implicitly argue that targeted
interventions are needed rather than passive reliance
on market forces. Potential levers include:

e Incentivizing practice in underserved
regions through loan-repayment
programs, targeted GME expansion,
and state or federal support for
neurosurgical positions in safety-net
and rural hospitals. We have seen
state level efforts for this in the
primary care specialties, but it is past
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due in the surgical subspecialities as
well.

e Improving geographic distribution
within states, not only between
them, by supporting
tele-neurosurgery networks, rotating
subspecialty clinics, and shared
coverage models that can extend
specialty expertise without forcing
every patient to travel to a major
academic center. This is especially
important as private community
practices become few and far
between.

e Integrating workforce projections
into subspecialty and fellowship
planning, so that expansion of certain
niches (e.g., complex spine,
functional, skull base) does not occur
at the expense of general
neurosurgical access in high-need
regions.

For neurosurgical societies and leaders, these studies
provide a quantitative foundation for advocacy with
policymakers, underlining that neurosurgery is not
simply a high-cost specialty service but an essential
component of equitable acute and elective care
whose availability is already strained and will become
increasingly scarce without proactive policy action.
CANS, as the largest state neurosurgical society,
should be at the forefront of policy and
implementation, driving the necessary actions to
protect our specialty and our patients.

Neurosurgical Workforce Through Economics
Anthony DiGiorgio, DO, MHA

Dr. Reihl provided us with an excellent analysis of two
recent articles examining the outlook of the
neurosurgical workforce. | would like to commend her
work while also emphasizing a key limitation of these
workforce models: they systematically underestimate



how the neurosurgical system currently functions.
The neurosurgical workforce already absorbs excess
demand through mechanisms that are largely
invisible to simulation models: uncompensated labor,
geographically skewed practice patterns, extended
call coverage, and burnout-driven overwork. In
practice, shortages are not experienced as an
absence of neurosurgeons on paper, but as
overloaded surgeons, delayed elective care, and
fragile coverage arrangements that depend on
personal sacrifice rather than sustainable system
design. The data in these papers capture none of this
behavior.

These findings also highlight what is conspicuously
missing from modern workforce planning: meaningful
price signals. In a functioning market, geographic and
subspecialty shortages would generate higher
compensation, drawing physicians toward areas of
greatest need. Instead, neurosurgeons operate under
administratively fixed prices that are largely
insensitive to local scarcity. A neurosurgeon covering
trauma in a rural or underserved region is paid
according to national fee schedules that bear little
relationship to demand intensity, call burden, or
opportunity cost. While hospitals can offer higher
compensation for call coverage, this approach creates
dependence on hospital systems without allowing
enterprising neurosurgeons to establish independent
practices. Without the ability to respond to true price
signals, neurosurgeons are not incentivized to put
down roots in low-access areas, which instead remain
reliant on transient locums coverage with little
continuity of care.

Equally important is the role of administrative burden
and regulation in constraining effective supply. These
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models treat neurosurgical FTEs as static units, but in
reality, administrative work meaningfully displaces
clinical capacity. Time spent on documentation,
compliance, utilization management, and regulatory
overhead is time not spent delivering care. Reducing
administrative burden would immediately increase
functional supply without training a single additional
neurosurgeon. It would also extend career longevity
by mitigating burnout and early exit from practice, an
issue the papers acknowledge but cannot
meaningfully model.

Finally, these studies implicitly acknowledge a hard
constraint that is often ignored in policy discussions:
the training pipeline cannot be rapidly expanded.
Neurosurgery training is limited by case volume,
faculty availability, and the need for breadth and
complexity not simply by funding or interest. The
solution to projected shortages is therefore not
primarily more trainees, but better use of the existing
workforce. Ensuring neurosurgeons practice at the
top of their license, reducing non-clinical drag, and
providing liability protections for telehealth and
underserved care would increase real-world capacity
far more quickly than pipeline expansion. Preventing
practicing neurosurgeons from burning out and
exiting the workforce does more to preserve access
to care than attempting to push more trainees
through an already constrained system. Workforce
adequacy, in other words, is as much a policy and
regulatory problem as it is a headcount problem.
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Graphic of the Month
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FIGURE 6. Disparities in the adequacy of the neurosurgery workforce by state, 2037.

This figure, from Silvestre J, Abbatematteo JM, Seeger S, Reitman CA, Lawton MT. Geographic Disparities in
Neurosurgery Workforce Adequacy Across the United States: Projections to 2037. Neurosurgery. 2025 Oct 2. doi:
10.1227/neu.0000000000003762, illustrates projected disparities in neurosurgical workforce adequacy across U.S.
states in 2037. While national workforce projections often suggest only modest overall shortages, this state-level
view reveals a far more uneven reality. Large portions of the country are projected to operate with substantial
neurosurgical deficits, particularly in smaller, rural, and less densely populated states, while a small number of
regions appear to have marked oversupply.

Several states are projected to fall below 50% workforce adequacy, indicating that even under status quo
assumptions, neurosurgical demand would far exceed available supply. These extremes highlight that workforce
challenges in neurosurgery are driven less by absolute headcount and more by geographic maldistribution.

Importantly, this map should not be interpreted as a simple call to “move neurosurgeons around.” Apparent
surpluses may reflect referral hubs, cross-state patient flow, or academic concentration rather than true excess
capacity, while deficits often correspond to regions already dependent on fragile call coverage, locums staffing, and
delayed access to care. The figure underscores that workforce adequacy is fundamentally a policy problem shaped
by reimbursement structures, regulatory burden, and incentives rather than a purely training or pipeline issue.

Viewed together, this graphic reinforces a central takeaway from the workforce literature: improving access to
neurosurgical care will require addressing the forces that drive where and how neurosurgeons practice, not simply
increasing the number trained.
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Coverage That Stands the Test of Time

13,000 California physicians trust CAP to protect their practices every day.

For 50 years, the Cooperative of American Physicians (CAP) has delivered exceptional
medical malpractice coverage and practice solutions that support physician success

CAPphysicians.com
800-356-5672
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CANS MISSION STATEMENT

TO ADVOCATE FOR THE PRACTICE OF CALIFORNIA NEUROSURGERY
BENEFITTING OUR PATIENTS AND PROFESSION

Calendar
CANS Annual Meeting January 15-18, 2027 Location TBD
CANS Board of Directors 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

President Brian Gantwerker, MD Santa Monica

President-Elect Anthony DiGiorgio, MD San Francisco submit a 150-word summary of a position available or of one’s
Vice President Sanjay Dhall, MD Los Angeles qualifications for a two-month posting in this newsletter. Submit
Secretary Odette Harris, MD Stanford your text to the CANS editorial office via email to

Treasurer Marco Lee, MD Santa Clara Anthony.digiorgio@ucsf.edu.

Imm. Past Pres Samer Ghostine, MD Los Angeles

Past President Ciara Harraher, MD Santa Cruz e  To place a newsletter ad, contact the executive office for

complete price list and details.
Directors Northern CA

Yi-Ren Chen, MD Stanford e  Comments can be sent to the editor, Anthony DiGiorgio,
Ramin Morshed, MD San Francisco DO Anthony.digiorgio@ucsf.edu.

Leslie Robinson, MD Chico

Sherry Taylor, MD Fairfield o Past newsletter issues are available on the CANS
Directors Southern CA website at www.cansl.org.

Garni Barkhoudarian, MD Santa Monica

Justin Dye, MD Loma Linda . . .

Adam Kanter, MD Newport Beach Editorial Committee

Linda Liau, MD Los Angeles

Board Consultants Anthony DiGiorgio, D.O.

Kenneth Blumenfeld, MD San Jose

Joseph Chen, MD Visalia

Austin Colohan, MD Loma Linda Deborah Henry, M.D.

Deborah Henry, MD Newport Beach Brian Gantwerker, M.D.

Mark Linskey, MD UC Irvine lan Ross, M.D.

Praveen Mummaneni, MD UCSF

Javed Siddiqi, MD Los Angeles

Patrick Wade, MD Glendale

Resident Board Consultants This newsletter is published monthly by
David Caldwell, MD UCSE the CANS executive office.
Sheantel Riehl, MD UCLA

www.cansl.org
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