President’s Message: The
Paradox of Technology
and the Practice of
Neurosurgery: What Goes
" Up Must Come Down

~ Brian Gantwerker, MD

“Technology is supposed to make our lives easier,
allowing us to do things more quickly and efficiently.
But too often it seems to make things harder, leaving
us with fifty-button remote controls, digital cameras
with hundreds of mysterious features and book-
length manuals, and cars with dashboard systems
worthy of the space shuttle.”

— James Surowiecki

Training in the early 2000s, right after 9/11, rounds
were an archaic exercise. The morning rounds began
around 0600 and the resident on call the night before
had to obtain hard copy, full-size films before rounds
started and deliver them to the rounding room in the
ICU. The films had to be hung a certain way for each
chief. One of my fondest memories was getting films
ready for my favorite chief resident of my junior year
- John VanGilder. The son of the elder, a long-time
chairman of neurosurgery at the University of lowa
and Wash U grad, and notoriously tough man. | knew
both John VanGilders. | interviewed with the father
and found him to be charming. He used to gnaw on
the arm of his glasses as he was a tobacco fiend and
had recently stopped smoking. The younger, my
chief, was a DePaul University graduate, Cubs fan,
and all-around great guy. He loves his T2 images. So,
when John was on service, | had to have the axial and
sagittal T2s ready to go.

If you had a different chief or were rounding with a
particular attending, you had to re-shuffle those films
and hope you didn’t drop them behind the desk or
the little table below the lightbox.

We also wrote progress notes by hand and orders as
well. The calls from poor perplexed nurses that
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couldn’t read your writing were not infrequent.

Being so bloody tired didn’t help either. The EMR,
such as it was, would not infrequently eat your orders
and sometimes you could quite easily log in and
accidentally enter the wrong patient’s chart.

In short, it was dumb. Technology was available back
then to send emails, screen capture films, and to use

EMRs like the VAs, which was actually fairly good for

the time.

Medicine, and neurosurgery, has had a strange,
dichotomous relationship with technology. Adoption
is slow, but the yearning is powerful

Technology adoption is oftentimes astonishingly fast
in most of society. In medicine, however, it is glacial.
We are still talking about having a universal standard
to share films, for Pete’s sake. Facilitating tech, like
spinal robots and neuronavigation have been
certainly game changing. One could argue over-
reliance on it has led to a significant deficit in the
ability of physicians to live without it. | have posed
this question many times at meetings, especially
when talking about the spinal robot where
technology may allow folks who are not that
proficient to be allowed to continue to be so, only
with the thick frosting of technology protecting them
and their patients.

Other advances in software, such as allowing
physicians to measure Cobb angles more accurately
and to allow sharing of notes from some disparate
systems have added some improvement in
information sharing. Most of the hospitals where we
work use EPIC. And we all know how not meant for
patient data it is. It’s great for billing and coding but
not taking care of patients. Technological advances
have allowed many of these systems to effectively
make doctors coding and money-making drones, and
also allowed large systems to keep outside physicians
locked out when taking care of patients who were
taken care of at these hospitals.

There is an old phrase - information is power. Most
hospital systems have weaponized technology in a
way that was never meant to happen. Large
conglomerates have previously and continue to



control patient flow, own clinics, the clinicians, the
physical therapy, the ASCs, the radiology suites, and
everything else yet physicians are forced to submit
documentation to the hospitals that they either have
and its duplicative or they use to contact physician’s
patients to potentially sell them a similar service. |
have seen hospital systems contact patients and
market their new spine surgeons to a veteran
surgeon’s own patients.

We have also seen large information companies
bundle up and sell patient information to these same
systems and advertise medications and services
patients were searching for on search engines or
even talking about with their family member on a
phone call. We are also seeing brain-machine
interfaces the advent of neuronal implants and
essentially cybernetics. We are close to living the “Six
Million Dollar Man” and the “Bionic Woman.”

We are using technology for a myriad of things, to
varying degrees of efficacy. Physicians thirst for the
newest and best will never likely be slaked. Imagine
a neurosurgical meeting where we don’t have the
latest and greatest? The industry does love us for
that reason and have made money hand over fist.

But what if we demanded technology that actually
made our jobs easier? How does that look? Where
does the conversation start? Why should any of the
big players listen now that doctors are deciding less
and less how the money is spent? Does anybody
really know what time it is? Does anybody really
care?

It's always been apparent that we have to stop
complaining and be part of the process. We need to
drive technology by partnering with the
entrepreneurs and inventors, and become them
ourselves. We have to satisfy our own needs, use our
own stuff, and make sure we let companies know
what we want and how we want it. | am not
demanding we all become “influencers” and master
the expo hand motion thing they all do -- | mean
participating in discussions at the ASC, the hospital,
and anywhere and with anyone else who will listen.
If you have a good idea, write it down, trademark it
and sell it. Physicians have to not only drive the
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market, we have to BE the market. We must be the
idea-givers, the designers, and the end-users. Only
then will technology work for us.

Worthwhile technology, stuff that works in a way
that helps us do our jobs will not materialize unless
we will it, push it, and make it. Otherwise, we will
remain the target audience (i.e. guinea pigs) we
always have been and not the people who should be
driving it.

Chazak (strength)

Brian

Neurosurgical Economics:
Hospitals & Their Fake Prices

Anthony DiGiorgio, DO, MHA

Hospital prices are out of control. We know this.

A patient recently posted a bill showing a hospital
charge of $17,813 for an MRI. Her insurance
absorbed most of it, but she was still left owing about
$2,600 herself. This is not some isolated curiosity. In
the recent House Energy and Commerce hearing on
health care affordability, Rick Pollack of the American
Hospital Association defended hospital finances by
arguing that “Medicare and Medicaid payments
generally do not cover the full cost of providing care.’

4

That is the standard hospital defense. Privately
insured patients, they say, must make up the
difference. They are the cross subsidy.

But the same MRI can often be purchased in a
competitive cash market for a fraction of the hospital
charge. That alone tells us the hospital bill is not


https://x.com/DrDiGiorgio/status/2035225668804649167?s=20
https://energycommerce.house.gov/events/health-subcommittee-lowering-health-care-costs-for-all-americans-an-examination-of-the-u-s-provider-landscape
https://energycommerce.house.gov/events/health-subcommittee-lowering-health-care-costs-for-all-americans-an-examination-of-the-u-s-provider-landscape

simply the price of an MRI. It is an opaque financing
mechanism for the hospital’s broader cost structure.
Hospital defenders insist they need this.

They say they must absorb public payer shortfalls.

They say they must maintain 24/7 readiness,
expensive infrastructure, unprofitable service lines,
trauma capacity, and teaching functions. Fine. But
once they make that argument, they have already
conceded the central point. The bill is not really a
price. It is a hidden tax.

And here is the deeper problem: that patient is not
subsidizing the hospital only once. She is subsidizing
it over and over again.

She pays taxes for Medicare and Medicaid. Pollack’s
testimony explicitly argues that those programs
underpay hospitals and that this underpayment must
be absorbed somewhere else.

She pays another way through the tax code. A 2024
JAMA study estimated that US nonprofit hospitals
received $37.4 billion in total tax benefits in 2021,
including $7.8 billion in property tax relief and $9.1
billion in sales tax relief. A KFF analysis estimated the
value of nonprofit hospital tax exemption at about
$28 billion in 2020, and found that this exceeded
total charity care costs that year.

She pays through direct and indirect public supports
such as disproportionate share hospital payments,
graduate medical education, and research support.
KFF notes that DSH payments alone were worth
$31.9 billion in fiscal year 2020.

She pays through the 340B drug discount program,
which functions as a major revenue stream for many
hospital systems, while increasing the price of her
private insurance. This program also drives hospital
consolidation and increases the costs of drugs.

She pays again through higher private premiums
driven by hospital market power. Recent price
transparency research found that a hospital in a
system with a 10 percentage point higher market
share can command $880 to $1,180 more per
admission in commercial rates. Another 2025
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study found that hospital concentration is associated
with up to 11 percent higher hospital prices, while
insurer concentration is associated with lower prices.
So the obvious question is: after all of those subsidy
streams, what exactly is still unfunded?

That is the question hospital executives never want
to answer. They want the moral credit that comes
from claiming to serve the poor and the economic
freedom that comes from opaque extraction. They
should not get both.

If hospitals truly need additional support to cover
public obligations, then they owe the public a real
accounting. Show us the net Medicaid shortfall after
supplemental payments. Show us the value of the tax
exemption. Show us where 340B revenue goes. Show
us executive compensation, administrative
headcount growth, capital expansion, reserves,
acquisitions, lobbying, and political spending.

Show us the books.

Nobody is saying poor and sick patients should be
abandoned. Hospitals do perform some genuine
community functions. Trauma care, standby capacity,
teaching, and care for vulnerable patients are real
obligations. But if those functions require public
support, then subsidize them directly, transparently,
and in a form that can be audited. Do not launder
those subsidies through routine MRI bills marked up
to absurd levels and then pretend the public is
confused for noticing.

These fake prices are not harmless abstractions. They
shape negotiations, premiums, deductibles,
coinsurance, and the broader cost shifting game that
makes health coverage more expensive for everyone.
Even when insurance pays most of the immediate
charge, households still bear the burden through
lower wages, higher premiums, and higher taxes.
Hospitals often speak as if this system was simply
imposed on them. That is not true either. Hospital
trade groups have long defended payment
differentials and other policies that preserve
incumbent advantage. In the same March 2026
testimony, Pollack argued that current Medicare
reimbursements “appropriately recognize the



https://pmc.ncbi.nlm.nih.gov/articles/PMC11428023/
https://pmc.ncbi.nlm.nih.gov/articles/PMC11428023/
https://www.kff.org/health-costs/the-estimated-value-of-tax-exemption-for-nonprofit-hospitals-was-about-28-billion-in-2020/#:~:text=Discussion,to%20justify%20this%20tax%20benefit.
https://www.iqvia.com/locations/united-states/library/white-papers/the-cost-of-the-340b-program-part-1-self-insured-employers
https://www.iqvia.com/locations/united-states/library/white-papers/the-cost-of-the-340b-program-part-1-self-insured-employers
https://pmc.ncbi.nlm.nih.gov/articles/PMC11619101/
https://pmc.ncbi.nlm.nih.gov/articles/PMC11619101/
https://academic.oup.com/healthaffairsscholar/article/3/1/qxae179/7958335?login=false
https://academic.oup.com/healthaffairsscholar/article/3/1/qxae179/7958335?login=false
https://www.wsj.com/health/healthcare/hospital-healthcare-prices-increase-employee-layoffs-9a4b90f6?reflink=desktopwebshare_permalink
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differences between these sites of care,” which is
another way of defending higher hospital outpatient
payment rates relative to lower cost competitors.
Every year, millions of patients are told they need
seemingly routine services. Then they get grotesque
bills. Then they are told the bill is not really for the
MRI and that they should feel virtuous for subsidizing
the system.

No.

If the system needs subsidy, prove it. Quantify it.
Audit it. Fund it honestly.

Until then, stop pretending that an outrageous
hospital bill is just a misunderstanding.

, A Socioeconomic Journal
Club: Brain Computer
Interface

Khalifa EImagarmid,
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“16 March 2026 - China approves brain chip to treat
paralysis — a world first

For decades, brain-computer interface (BCl) has lived
in the intersection between neuroscience and
speculative fiction. However, major advancements in
recent years have cemented BCls as a therapeutic
tool, no longer a flashy grabbing headline, but rather
a technology capable of impacting millions of lives.

Taking a step back, BCls and the entire field of
neuroscience, owe a great deal of gratitude to Hans
Berger, inventor of the EEG almost a century back in
July 1924. An unsung hero in his story is the 17-year-
old boy on whom Dr. Berger placed conductive wires
and scalp-based sensors to non-invasively record the
brain’s electrical activity. Excitement grew and the
following decades sought to understand this

technology better. Building upon this in 1964, Jose
Delgado, a Spanish neurophysiologist at Yale
University implanted radio-controlled electrodes in
the caudate nucleus of a bull, to determine if they
could control movement through localized shocks. |
have attached an interesting 20-second video to
answer this question, but in short, “Yes.”

‘Matador’ With a Radio Stops Wired Bull

Moditied Behavior in = 4
AnimalsSubject of

Brain Study

By JOHN A, OSMUNDSEN

https://www.youtube.com/watch?v=hmx1XhLaS5I1&t
=32s

Shortly after in 1973, the term Brain Computer
Interface was coined for the first time, by a computer
scientist named Jacques Vidal. Although he spurred
the fictional hype that surrounds BClI, his paper laid
the groundwork for the notion that these signals can
be decoded, interpreted, and used to control actions.
Vidal claimed that this electrical information could be
used “for the purpose of controlling such external

apparatus as prosthetic devices or spaceships.” Vidal

exchanged spaceships with a digital maze, and proved
humans could guide a cursor through a maze through
mental ability alone, a groundbreaking study.

As more researchers turned their attention to this
exciting realm of science, the same EEG that spurred
these developments turned out to be a limiting
factor. It offered crude measurements which were
useful for highly synchronized and large amplitude
events like seizures, but difficult to create highly
localized mappings able to control finer motor events.
Neurosurgeons joined the efforts here, helping
researchers implant the first BCl under the skull to
provide cleaner recordings.


https://pubmed.ncbi.nlm.nih.gov/39236103/
https://pubmed.ncbi.nlm.nih.gov/39236103/
https://www.youtube.com/watch?v=hmx1XhLaS5I&t=32s
https://www.youtube.com/watch?v=hmx1XhLaS5I&t=32s
https://www.annualreviews.org/docserver/fulltext/biophys/2/1/annurev.bb.02.060173.001105.pdf?expires=1774770592&id=id&accname=guest&checksum=D35C2A68F7F244CB86A2B40987CEA47E
https://www.annualreviews.org/docserver/fulltext/biophys/2/1/annurev.bb.02.060173.001105.pdf?expires=1774770592&id=id&accname=guest&checksum=D35C2A68F7F244CB86A2B40987CEA47E
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BrainGate: First human clinical trial

The first clinical trial, BrainGate, began in 2004 with
Mathew Neagle, a quadriplegic man who was able to
play “Pong” using neural impulses to control the
paddles. The breakthrough offered a glimpse into
BCls therapeutic potential, and an immense
improvement over previous EEG based studies. BCI
and pong, by contrast, allowed for rapid paddle
adjustments demonstrating that BCls can encode and
decode neural signals into control signals that can be

used at behaviorally significant timescales.
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Media sources like the BBC capitalized on this hype by
publishing article such as, “Brain chip reads man’s
thoughts” which only added to the negative stigma.

Modern Advancements and Socioeconomic Impact:

Examining the broader BCl landscape since 2025,
progress has split off into two parallel tangents:
scientific advancement and commercial acceleration.
One example of the meaningful scientific
advancements is the work done by California’s own
Dr. Brandman and Dr. Stavisky at the University of

California Davis who re-examined the decoder and
achieved an unprecedented 97% accuracy in
converting neural signals into speech. Another
meaningful advancement was driven by Axoft, a
company that designed an ultra-soft Fleuron
electrode material, 10,000 times softer than
traditional BCl polyimide material. This allows access
to deeper regions within the brain and limits tissue
scaring, a far cry from the rudimentary electrodes
implanted in the bull by Jose Delgado. Despite
promising technology, Axoft is still an early-stage

startup spun out of Harvard in 2021, having raised
$835,000 in federal grants to date.

From a commercial standpoint, as clinical trials
progress and the potential indications grow, investors
are valuing BCl as the golden solution for an
untapped market. Most recently in January 2026,
Merge Labs announced a $250 million raise backed by

OpenAl, aiming to directly compete with Neuralink,
which closed a $S650 million Series E only six months

earlier. Another major deal was Synchron, a New York
based BCI company, which also raised $200 million in
a Series D following their partnership with Apple,
becoming the first BCl company to offer seamless
integration for their patients to use Apple products.

However, this rapid growth comes with a new set of
challenges. Unlike traditional medical devices, BCls
generate and interpret neural data, raising questions
around privacy, ownership, and long-term patient
protection that have yet to be fully addressed.
Therefore, regulation cannot be a separate
conversation but rather must be tackled
simultaneously.


https://carney.brown.edu/research-projects/braingate
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https://health.ucdavis.edu/news/headlines/brain-computer-interface-study-wins-2025-top-ten-clinical-research-achievement-award-/2025/02
https://www.businesswire.com/news/home/20250422988411/en/Axoft-Successfully-Completes-First-Four-Cases-of-First-in-Human-Clinical-Study-of-its-Ultrasoft-High-Density-Brain-Computer-Interface
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https://techcrunch.com/2026/01/15/openai-invests-in-sam-altmans-brain-computer-interface-startup-merge-labs/
https://techcrunch.com/2026/01/15/openai-invests-in-sam-altmans-brain-computer-interface-startup-merge-labs/
https://neuralink.com/updates/neuralink-raises-650m-series-e/
https://www.medtechdive.com/news/synchron-funding-bci-200m/804977/
https://www.medtechdive.com/news/synchron-funding-bci-200m/804977/

California has emerged as an early leader in
addressing these concerns. Under the California
Consumer Privacy Act, neural data was classified
under sensitive personal information, granting
individuals the right to access, limit, and even delete
their data derived from brain activity. This is a
significant step in defining neural signals and places it
in a similar conversation to genetic and biometric
data in terms of legal protection. More specifically,
Senate Bill 44 (2025-2026), titled, “Brain-computer
interfaces: neural data,” explicitly extended these

privacy requirements to BCl companies. Although the
bill ultimately failed in February 2026 and was
returned to the Senate, it reflects an important shift:
regulators are realizing that BCls introduce risks that
go past traditional medical devices and require
proactive oversight to avoid catastrophe. However,
more must be done from a legislative point of view to
ensure patient safety and privacy.

Even as these early regulatory efforts emerge, a
broader issue remains. The healthcare systems
responsible for evaluating, reimbursing, and
supporting new medical technologies are
continuously slower than the pace of innovation. This
gap between scientific innovation and the underlying
infrastructure is not unique to BCls but follows a well-
documented pattern in medicine.

In the early 2000s, implantable neurotechnology
expanded rapidly and outpaced regulations. The
Argus Il retinal prosthesis, implanted in over 350
patients was reimbursed by Medicare at
approximately $122,500 per case. This showed that
insurers are willing to support expensive devices
when indications are clear. To everyone’s surprise,
when the manufacturer SecondSight collapsed in

2020, patients were devastated and left with
nonfunctional implants, revealing a major gap in long-
term regulatory oversight. Similarly, early BrainGate
participants were left without structured support
after the sponsoring company, Cyberkinetics,
dissolved despite successful implantation and even
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cursor control. These case studies illustrate a
recurring issue: while innovation may succeed
technically, the surrounding systems are just as
important to protect patients.

This same pattern is now emerging in modern BCls,
but at a larger scale. Despite a growing number of
clinical trials, only about 100 patients worldwide have
received implanted BCls, all under clinical studies
without full regulatory approval or standardized
reimbursement. The reported clinical outcomes are
truly amazing, patients can now generate speech,
send messages, and even interact with digital systems
offering an improved level of independence.
However, these outcomes remain difficult to quantify
within existing reimbursement guidelines. Cost
further complicates adoption, with estimates
approaching $200,000 per patient. Without clear
reimbursement plans, access will remain limited and

it introduces disparities between those who can
afford the technology and those who cannot.

Socioeconomic factors are equally as important as
the underlying science in improving patient
outcomes. In the U.S., 67 million patients are covered
by Medicare, which requires formal coverage through
a National Coverage Determination (NCD) or Local
Coverage Determinations (LCDs) for new medical
devices. This process can extend years after FDA
approval, which itself only materializes after years of
clinical trials. It is important to acknowledge that an
element of this is necessary to ensure patient
protection and effective long-term treatments but
also increases the development costs of these
innovative technologies, creates a large barrier of
entry for medical companies, and increases the time
between therapeutic development and its availability.
During this gap, access is limited. Most patients can
only receive BCl implants and other therapies
through clinical trials and large academic centers with
the resources to support such endeavors. However,
many patients do not live near these centers or have
the means to access them. Access to BCI for the near


https://legiscan.com/CA/text/SB44/id/3206084
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future will depend not only on clinical need but also
where a patient lives relative to a major academic
center, their insurance, and even their support system
to help navigate the complex process.

As BCls transition to clinical tools, neurosurgeons are
not only responsible for implantation, but also for
determining how these technologies are integrated
into patient care. The widespread adoption of deep
brain stimulation rested on strong scientific evidence,
but was led by neurosurgeon’s standardizing patient
selection, surgical technique, and outcome validation.
BCls now follow a similar trajectory, but with greater
complexity given the sensitivity of neural data and
the dependence on external systems.

Beyond clinical care, neurosurgeons must also engage
in policy and advocacy. As decisions around data
privacy, reimbursement, and device approval
continue to evolve, neurosurgeons provide a
perspective grounded in patient outcomes rather
than market incentives. Neurosurgeon’s advocacy at
the ground level plays a role in determining whether
BCls develop into equitable, evidence-based
therapies or remain fragmented innovations.

The most recent couple months represent a clear
shift in the history of BCI, something no one could
have predicted from the early outcries calling BCI
“mind contro

|II

BCl’s are not a magical cure, nor are
they intended to be. But for a large group of
individuals who have lost their independence
overnight, the ability to hug their kids, text their
loved ones, or even scratch their head means the
world.
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Editorial: Innovation, Inflation, and Accountability:
What Are We Actually Paying For?

Namath Hussain, MD MBA

Medicine has never been more advanced—and yet, in
many ways, it has never been more difficult to
navigate.

In this issue, we see that tension plays out across
multiple fronts: hospital pricing that defies
explanation, technology that promises efficiency but
often delivers friction, and innovation that moves
faster than the systems meant to support it.

Let’s start with the obvious: healthcare pricing is
broken.

When a routine MRI carries a five-figure hospital
charge but can be obtained in a competitive market
for a fraction of that, we should stop pretending this
is about the cost of imaging. It isn’t. It is a financing
mechanism—one that bundles infrastructure,
inefficiencies, subsidies, and institutional priorities
into a number that no longer reflects the service
provided.

Hospitals argue, not incorrectly, that they carry real
obligations—trauma coverage, teaching, standby
capacity, and care for vulnerable populations. But
once that argument is made, the implication is
unavoidable: these bills are not prices, they are
indirect taxes.

And unlike taxes, they are neither transparent nor
accountable.

Patients are told they are responsible for rising
healthcare costs, yet they are already paying—
through taxes that support Medicare and Medicaid,



through tax exemptions granted to nonprofit
hospitals, through higher insurance premiums driven
by consolidation, and through programs like 340B
that reshape pricing in ways few outside the system
understand.

So the question becomes simple: after all of that,
what exactly is still unfunded?

At the same time, as highlighted in this issue’s
President’s Message, technology has followed a
similarly paradoxical path. We have robotic platforms,
navigation systems, and increasingly sophisticated
implants—yet documentation is more burdensome,
workflows are more fragmented, and physicians often
feel less—not more—in control.

We have gained capability, but not always efficiency.

Electronic medical records, ostensibly designed to
improve care, frequently function as billing platforms
first and clinical tools second. Information—once a
shared resource—has become siloed, leveraged, and
at times weaponized. The result is a system where
technology can enhance surgical precision while
simultaneously degrading the day-to-day practice
environment.

And yet, there is no question that innovation is real.

The evolution of brain-computer interfaces is
remarkable. Patients who once had no means of
interaction are now communicating, interfacing with
devices, and regaining elements of independence.
These are not incremental gains—they are
transformative.

But even here, familiar problems emerge. Access is
limited. Reimbursement pathways are unclear. Long-
term support is uncertain. Data privacy concerns
remain unresolved.

We are seeing the same pattern repeat: rapid
innovation layered onto a system that is not built to
support it.
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This is ultimately an issue of alignment.

We have innovation without infrastructure.
Pricing without transparency.

Technology without usability.

And increasingly, systems without physician input.

For the California Association of Neurological
Surgeons—whose mission is to advocate for both our
patients and our profession—this is not an abstract
problem. It is central to what we do.

Neurosurgeons sit at the intersection of all of these
forces. We adopt new technologies. We navigate
reimbursement realities. We see firsthand how policy
decisions translate into patient care.

That vantage point comes with responsibility.

We should be asking harder questions about
pricing—not just accepting it as a fixed reality.

We should be demanding better from technology—
not just adapting to what is given.

And we should be actively shaping the future—not
waiting for it to be dictated to us.

Because progress in medicine is not defined by what
we can build.

It is defined by whether the system can deliver it—
fairly, transparently, and effectively—to the patients
who need it.

Right now, we are not there.

And pretending otherwise is no longer an option.
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This figure illustrates the difference in time between FDA authorization and insurance coverage for
medical devices across many indications. The horizontal lines represent a single device, beginning with the
FDA approval (black circle) and progressing over time, with approval of coverage marked by a yellow
triangle. As seen in the chart, many devices experienced a delay of several years before reaching coverage,
and some are even still seeking coverage, designated by the black arrows. This pattern represents a looming
issue, since the gap between regulatory approval and reimbursement ultimately dictates access to care.
Taking a broader outlook, these delays have significant impact on the patient. The costs incurred by
companies due to delayed approvals and opaque reimbursement plans are ultimately reflected in the prices
and offloaded onto the patients. As legislators tackle the rising healthcare costs, this gap is an area of
improvement. Streamlining this pathway, such as repurposing existing drugs has already been shown to
reduce development costs by 85% and timelines by up to 7 years. Through an efficient workflow for
medical devices and other factors, patients can hopefully have access to more innovative therapies in rural
settings at an affordable cost.
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Globus Medical
Medtronic

Cerapedics
Cooperative of American Physicians
Integra LifeSciences
NX Development Corp
Phasor
Ruthless Spine
Surgeons Capital Management

BD - Becton Dickinson and Company
Brainlab
Carlsmed
DePuy Synthes
FHC, Inc.
Jazz Pharmaceuticals
J&J MedTech
Mitaka USA
PMT
Raumedic Inc.
Spineart
Surgical West, Inc.
Surgify Medical
Sutter Medical Technologies
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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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TO ADVOCATE FOR THE PRACTICE OF CALIFORNIA NEUROSURGERY
BENEFITTING OUR PATIENTS AND PROFESSION

CANS MISSION STATEMENT

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

President Brian Gantwerker, MD Santa Monica California neurosurgery residents are CANS members and get this
President-Elect ~ Anthony DiGiorgio, MD San Francisco newsletter) is free to submit a 150-word summary of a position
Vice President Sanjay Dhall, MD Los Angeles available or of one’s qualifications for a two-month posting in this
Secretary Odette Harris, MD Stanford newsletter. Submit your text to the CANS editorial office by
Treasurer Marco Lee, MD Santa Clara emailing Anthony.digiorgio@ucsf.edu
Imm. Past Pres  Samer Ghostine, MD Los Angeles
Past President Ciara Harraher, MD Santa Cruz X .

e To place a newsletter ad, contact the executive office for

complete price list and details.

Historian Moustapha AbouSamra Ventura P P

Directors Northern CA
Yi-Ren Chen, MD
Ramin Morshed, MD
Leslie Robinson, MD
Sherry Taylor, MD

Directors Southern CA
Garni Barkhoudarian, MD
Justin Dye, MD

Adam Kanter, MD

Linda Liau, MD

Board Consultants
Kenneth Blumenfeld, MD
Joseph Chen, MD

Austin Colohan, MD
Deborah Henry, MD

Mark Linskey, MD
Praveen Mummaneni, MD
Javed Siddiqi, MD

Patrick Wade, MD

Resident Board Consultants

David Caldwell, MD
Sheantel Reihl, MD

o  Comments can be sent to the editor, Namath Hussain,

MD nhussain@llu.edu

Stanford
San Francisco Past newsletter issues are available on the CANS website at

Chico www.cansl.org.
Fairfield

Santa Monica Editorial Committee
Loma Linda
Newport Beach

Namath Hussain, MD MBA
Los Angeles

San Jose Deborah C. Henry, MD

Visalia Brian Gantwerker, MD

Loma Linda Ian. Rloss, .MD

Newport Beach Anthony DiGiorgio, DO MHA

UC Irvine

UCSF

'(i'?s I:Ajni;eles This newsletter is published monthly
endaile . .

from the CANS executive office
UCSF
UCLA

www.cansl.org
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