President’s Message:

Taxation is not theft, but

it does depend on how
you spend it.

Brian Gantwerker, MD

“It is not very unreasonable that the rich should contribute to the
public expense, not only in proportion to their revenue, but
something more than in that proportion.”

—Adam Smith, The Wealth of Nations

“The power of taxing people and their property is essential to the
very existence of government.”

—James Madison, 4th President of the United States

“We sent in over S5 billion to the U.S. federal government last
year. If 800 other companies had done the same thing, no other
person in the United States would have had to pay a dime of
federal taxes...”

—Warren Buffett, Founder of Berkshire Hathaway, February 26,
2026

As we turn the corner on Tax Day, we as physicians face the
cyclical pain of tax preparation and the eternal quest to pay our
fair share, while also marveling at how those who earn so much
often pay so little. The current tax code is a Byzantine system of
loopholes, gotchas, and opaque processes.

My business has gone through ups and downs, many of which
have been due to tax-related issues. We withheld too much, too
little, this change, that change—the SALT tax, the PTE tax—and a
myriad of sharp-toothed complications plague me and many
other business owners. One of the worst aspects of the tax code,
particularly for physicians, is the inability to write off bad debt.
Quite simply, if you perform a surgery and the insurance
company underpays you—and the patient cannot pay the
balance—you must write it off. As a result, physicians often show
net losses when collecting on procedures. Depending on the
accounting method used, this may or may not make financials
appear unfavorable. On top of that, it makes obtaining loans for
large equipment purchases or lines of credit much more difficult
for physicians.

Unlike insurance companies and hospitals, which are often able
to navigate the tax code in ways that allow them to maintain
nonprofit status and strong credit, physicians—whether
independent or in larger private practices—do not have those
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same advantages. And when it comes to the ultra-wealthy, we all
know that story. A landmark 2020 study by Hope and Limberg
from the London School of Economics examined 50 years of data
across 18 nations and found no significant effect of large tax cuts
for the wealthy on GDP or unemployment. However, such cuts
did increase income for those affected and widened wealth gaps
in all cases.

Taxes and death are both realities we all face. Depending on how
tax revenue is spent, it can improve infrastructure at the state
and national levels. The roads we drive on, the electrical grid, and
our water systems are all supported by tax dollars. While some
colleagues believe all taxation is theft, | view it differently. We
should be cautious about labeling all of something as inherently
good or bad. For example, tariffs enacted under the International
Emergency Economic Powers Act (IEEPA) of 1977 were recently
declared illegal by a 6—3 Supreme Court majority. In that case,
tariffs were deemed a form of taxation, despite prior claims to
the contrary—and are now being refunded.

Article I, Section 8 of the United States Constitution grants
Congress the power to levy tariffs. While Congress can delegate
that authority to the president—such as through the Trade Act of
1974 or the IEEPA of 1977 —recent court decisions have shown
that current tariffs exceeded those bounds (source:
constitutioncenter.org). Since tariffs function as taxes, they can
broadly affect national income and potentially offset other tax
burdens. Opinions differ, but if such revenue is used
appropriately—to strengthen infrastructure, support critical
programs, and ensure transparency and accountability—then
taxation in that form may not be inherently problematic.
Ultimately, it comes down to intent.

As we approach another tax season, and as inequalities are
exacerbated by a tax code that often disadvantages physicians, |
am reminded of how tax dollars are spent at the city, state, and
federal levels. It is reasonable to demand accountability from all
parties involved. Simplifying and increasing transparency in the
tax code could help physicians remain financially viable. Key
reforms should include the ability to write off bad debt from both
insurers and patients, as well as better access to applicable tax
credits.

More broadly, an overhaul of the entire tax code is long overdue.
Concepts such as a flat tax—while debated—would certainly
simplify the system and deserve consideration across political
lines. It often feels like we are robbing Peter to pay Paul. A
simpler structure, with reasonable protections for low-income
families, could reduce the influence of lobbying and political
maneuvering.

How tax money is spent on healthcare is an entirely separate—
but equally critical—issue.

Subsidizing insurance companies and hospital systems to the
tune of billions does not appear to be an efficient use of taxpayer
funds. At the same time, leaving individuals uninsured is also
untenable. Unfortunately, the primary beneficiaries of the
current system often seem to be the insurers themselves.


http://constitutioncenter.org/
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Programs like Medicare Advantage involve substantial taxpayer
funding, yet reimbursement to physicians and coverage of care
frequently fall short.

The current leadership at CMS appears reluctant to hold insurers
accountable. Public gestures—such as press events asking
insurers to “do better”—are unlikely to produce meaningful
change. True accountability will require structural reform and
active engagement from all stakeholders. There is an enormous
amount of taxpayer money in healthcare, and it is not
consistently reaching the right places.

We also understand that insurance is not synonymous with
healthcare—but it does enable access. It allows patients to obtain
medications and attend physician visits without the burden of
catastrophic debt. Therefore, insurance status does influence
patient behavior, and that should not be controversial.

What remains controversial is the lack of effective
communication from physicians and policymakers regarding
meaningful reform of the Affordable Care Act (ACA). We must
deal with the system as it exists, not as we wish it to be. If efforts
are made to repeal or significantly alter the ACA, there must be a
viable alternative. Simply rolling back provisions without
replacement has repeatedly failed. We have heard promises of a
“better plan coming in two weeks” for years.

A bipartisan approach could address many of these issues
through practical reforms: limiting clawbacks, linking
authorization to payment, repealing aspects such as Stark Law
Section 6001, and revisiting 340B hospital rebate policies. At the
same time, it is important to acknowledge that the ACA has
expanded coverage for many individuals who previously
struggled to obtain insurance. | recall a time when pre-existing
conditions could prevent someone from obtaining coverage
altogether—even for relatively minor medical histories.

We can debate whether insurance should be tied to employment,
but currently, it is. Employer-sponsored insurance remains a
significant factor in job selection, especially as out-of-pocket
healthcare costs continue to rise. In that sense, it functions more
as an incentive than an entitlement.

Ultimately, the issue is not simply taxation—it is how those funds
are used, particularly in healthcare. It is entirely reasonable to
expect transparency and accountability. We elect leaders to
manage these resources, and it is our responsibility to hold them
accountable.

Taxes are a reality—immutable and often frustrating. But rather
than focusing solely on the burden of taxation, we should focus
on ensuring that funds are directed toward patients, not
corporations. Increasing patient costs while reducing taxes on
entities that have historically absorbed significant resources is a
circular and counterproductive approach.

Those who argue that taxation is theft should consider the
consequences of refusing to pay it. It may be a free country—but
it is not free to live in.

Chazak (strength),

Brian

Neurosurgical Economics:

Your Neurosurgeon Is
Working for Free

Anthony DiGiorgio, DO, MHA

It’s 7 p.m. I'm finishing dinner with my family and getting ready to
help put the kids to bed. I'm looking forward to finishing a book
with my daughter and playing a game with my son.

My phone goes off.

I’'m on call. A 29-year-old has been in a car accident. He has a
devastating traumatic brain injury and a large clot compressing
his brain.

| drive to the hospital. We get him to the operating room. |
remove part of his skull and evacuate the clot. His brain is badly
bruised and swelling, so | leave the bone flap off. That operation,
called a decompressive hemicraniectomy, can save a life by giving
the brain room to swell outward rather than being crushed
inward by the skull.

Then | place monitors. | insert a catheter into the fluid-filled
spaces of the brain so we can measure intracranial pressure in
real time and drain cerebrospinal fluid if needed. | place another
probe to monitor brain oxygenation. These monitors are
connected to specialized equipment, and the patient is
transferred to the ICU.

By the time I've stabilized the pressure, reviewed the scans,
spoken with the ICU team, and had the first of many difficult
conversations with the family, it’s well past midnight.

The next morning, I'm back early to check on him. Then I do it
again the next day. And the next.

For nearly two weeks, | spend substantial time at the bedside. |
review serial CT scans. | manage external ventricular drainage. |
interpret intracranial pressure trends and brain oxygenation data.
| coordinate with intensivists and trauma surgeons. | talk to the
family every day about prognosis, goals, and setbacks. | make
repeated decisions that can determine whether this patient
recovers, remains severely disabled, or dies.



This is not some exotic edge case. Patients with severe traumatic
brain injury who undergo decompressive craniectomy often have
prolonged ICU stays, and published cohorts report ICU lengths of
stay in the low teens. One recent clinical profile of acute TBI
patients reported a median ICU stay of 13 days for those
undergoing decompressive craniectomy.

Now for the crazy part.

Financially, it would make more sense for me to do the surgery
for free.

Under Medicare, most major operations carry a 90-day “global
period.” That means the surgeon’s postoperative care is
considered bundled into the payment for the operation. The
Centers for Medicare & Medicaid Services (CMS) provides a single
fee for the entire episode: surgery, ICU care, non-ICU hospital
care, and clinic visits for 90 days. In plain English, the surgeon
performs the operation and helps manage the patient afterward
but usually cannot bill separately for that postoperative work.

Most insurance companies follow CMS rules. They also use a
universal coding system, called CPT, to bill procedures and pay by
converting Relative Value Units (RVUs) into dollars.

In 2026, a decompressive craniectomy billed as CPT 61322
generates 33.40 work RVUs and 68.97 total RVUs. The total RVUs
are intended to cover the overhead of the physician’s practice,
such as staff, rent, and utilities. By contrast, CPT 99291 —the first
30 to 74 minutes of critical care on a given day—generates 4.50
work RVUs and 5.96 total RVUs.

Do the math over a 13-day ICU stay.

If I could bill one unit of critical care each day, that would total
58.50 work RVUs and 77.48 total RVUs. In other words, ICU
management would generate more value in Medicare’s
arithmetic than the surgery itself. The work RVU breakeven
occurs after about eight ICU days; the total RVU breakeven after
about twelve. By day thirteen, ICU care surpasses the surgery on
both measures.

That does not mean | can simply skip billing the surgery and bill
daily critical care instead. That is precisely the absurdity. The
system signals that prolonged management around the surgery is
worth more than the surgery itself, while simultaneously
bundling that management into the operation so the surgeon
usually cannot bill for it separately.

This is the downstream effect of years of federal tinkering with
physician reimbursement.

Most recently, CMS finalized a 2026 “efficiency adjustment” that
reduced work RVUs for many non-time-based services, such as
surgeries. Time-based services—office visits, non-surgical
inpatient care, and critical care—received corresponding
increases. CMS also revised the facility practice-expense
methodology, reducing the practice-expense component for
many hospital-based services. As a result, a hospital-based
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operation like decompressive craniectomy is squeezed from two
directions: on the procedural side and on the facility practice-
expense side.

This did not come out of nowhere. It is the product of years of
increasing valuation for time-based evaluation and management
services, combined with repeated downward pressure on
procedural codes. The 2026 rule simply made the distortion
easier to see.

To be clear, this is not an argument that critical care physicians
are overpaid. ICU care is hard, essential work, and my critical care
colleagues absolutely deserve fair compensation.

The point is that the overall structure is arbitrary.

Medicare does not discover prices; it sets them prospectively.
Bureaucrats, committees, and formulas assign values to services
in advance using estimates of time, effort, practice expense, and
malpractice cost. The system attempts to infer value from inputs.

That sounds technical and scientific. It is not.

It resembles a labor-centered theory of value—often associated
with Karl Marx—in which value is derived from effort, time, and
resources. Economists such as Ludwig von Mises and Friedrich
Hayek argued instead that value is subjective. Something has
value because people value it—not because a planner has
measured the inputs.

That distinction matters.

A bottle of water is worth very little to someone with running
water and a great deal to someone stranded in the desert. A
neurosurgeon available at 2 a.m. may appear expensive on a
spreadsheet—until it is your loved one lying unconscious after a
car accident. A community may resist paying a large standby fee
for trauma call, but there is always some point at which it decides
the coverage is worth it. The value was always there; the
question is how it is expressed.

Medicine complicates this, of course. A patient with a life-
threatening brain injury cannot negotiate a hemicraniectomy the
way someone shops for a television. But subjective value does
not disappear in emergencies—it shifts upstream. Preferences
are expressed through insurance choices, network design, taxes
supporting trauma systems, employer benefits, and routine
medical decisions. Even emergency capacity reflects collective
valuation.

The problem with Medicare’s pricing system is not simply that it
is government-run. The deeper issue is that it confuses
accounting with value. It assumes that if enough inputs are
measured, a correct price can be derived.

But it cannot.

The result is often incoherent. A system can signal that thirteen
days of ICU care are worth more than a life-saving decompressive
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craniectomy, while simultaneously refusing to pay the surgeon
for that ICU management because it is bundled.

Those payment rules shape behavior.

When postoperative ICU care is bundled into the surgeon’s fee
but separately billable for another physician, the system
encourages fragmentation. The surgeon may still guide the
overall plan, but there is less financial incentive to remain deeply
involved in day-to-day ICU management. A separate neurocritical
care team—appropriately or not—becomes the primary manager
and bills for that time.

This dynamic has contributed to the growth of neurocritical care
as a distinct field. While multiple factors are involved, the
payment structure clearly reinforces this division of labor. If
surgeon involvement is undervalued while others are
compensated for the same time, fragmentation should not be
surprising.

Fragmentation may sometimes be appropriate—but it should not
be driven by reimbursement quirks.

Payment systems are not neutral; they are signals. And the signal
here is unmistakable: the operation, technical skill, call burden,
disruption of family life, legal liability, and responsibility for a
critically ill patient are all valued less, in Medicare’s arithmetic,
than the ICU time surrounding the case. Then, in a final twist, the
surgeon cannot bill that ICU time because it is bundled into the
operation.

That is central planning at its most revealing: a system imposing
values from above and then reacting to the behaviors it creates.

Over time, clinicians respond as economics predicts. They do less
of what is undervalued and more of what is rewarded.

A system that makes it appear financially rational for a
neurosurgeon to perform a middle-of-the-night hemicraniectomy
“for free” is not measuring value.

It is dictating it.

The Cost of Survival: When Medical Bills Outpace
Tax Relief

Khalifa Elmagarmid, Medical Student

An often overlooked aspect of neurosurgical disease is the
financial burden associated with care. Neurosurgical procedures
can result in tens or even hundreds of thousands of dollars in
medical bills. To help address this burden, the U.S. tax code—

under Internal Revenue Code Section 213—offers deductions for
medical expenses. This provision allows taxpayers to deduct
unreimbursed medical expenses that exceed 7.5% of adjusted
gross income (AGl).

Over the years, this threshold has changed multiple times—from
10% under the Affordable Care Act in 2010, to 7.5% under the
Tax Cuts and Jobs Act of 2017, and most recently made
permanent at 7.5% by the Consolidated Appropriations Act of
2021. At its core, the premise is simple: if someone must spend a
large portion of their income on necessary medical care, that
income should not be taxed the same way.

Although this sounds reasonable in theory, the structure of this
deduction has limited benefits in real-world scenarios. To begin
with, it is only available to taxpayers who itemize deductions,
meaning they must forgo the standard deduction to claim it.
After the Tax Cuts and Jobs Act significantly increased the
standard deduction, the number of taxpayers who itemize
dropped sharply—from roughly 47 million to about 17 million.

This decline was most pronounced among middle-income
households earning between $100,000 and $150,000, where the
percentage of those itemizing medical deductions fell from
roughly 76% in 2017 to under 27% in 2018. Analyses from the
Brookings Institution and the University of Chicago suggest that
this legislation disproportionately benefits older, higher-income
taxpayers, who are less vulnerable to catastrophic financial
burdens from medical emergencies. More specifically, “94% of
the tax savings accrue to those in the top half of the income
distribution.” Some of this disparity may be attributed to
increased documentation requirements, but it also reflects a
more fundamental issue: many patients struggling to pay medical
bills need financial assistance at the time of care—not tax relief
the following year.

The limitations of this system become clearer when examining
real-world cases. Glioblastoma, the most common primary
malignant brain tumor in adults, accounts for approximately
17,000 new cases annually in the United States. The costs
associated with a diagnosis can exceed $268,000 per patient,
while initial out-of-pocket costs approach $140,000 on average. A
2024 retrospective study of 74 glioblastoma patients undergoing
craniotomy found that 44% had been sent to collections for
medical debt. This is even more
concerning when considering
that these figures do not
account for the broader

| financial impact of lost wages,
caregiver time, home
modifications, and
transportation.

Even among those eligible, the
deduction remains difficult to
use. Brookings analyses suggest that less than two-thirds of
potential tax savings are actually claimed, largely due to system
complexity. The 7.5% AGI threshold also creates uneven burdens.
For example, a household earning $100,000 must spend more
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than $7,500 in medical expenses before receiving any benefit—a
substantial financial strain. In contrast, a household earning
$500,000 faces a $37,500 threshold, which, although higher, is
often more manageable relative to income. While neither
scenario implies fault, it highlights how medical emergencies
disproportionately affect lower- and middle-income families.
Research by Himmelstein et al. has consistently shown that
medical expenses contribute to roughly two-thirds of personal
bankruptcies in the United States—a figure that has not
significantly changed despite the Affordable Care Act.

Other mechanisms within the tax code attempt to address these
costs but face similar limitations. One example is Health Savings
Accounts (HSAs), which offer significant tax advantages but

require enrollment in high-deductible health plans and sufficient

disposable income. Similar to Internal Revenue Code Section 213,

these systems are predicated on having disposable income—
something many Americans struggling with medical bills simply
do not have.

In contrast, ABLE accounts are designed for patients with
qualifying disabilities, including certain neurological conditions,
and serve a different purpose. They allow individuals to save and
use money for medical and daily living expenses without losing
access to government benefits such as Supplemental Security
Income (SSI), which otherwise restricts assets to $2,000. Without
ABLE accounts, exceeding this limit results in loss of SSI benefits.
ABLE accounts allow individuals to save more than $100,000
without penalty, with tax-free growth that can be used for
qualified expenses.

Despite these advantages—and expanded eligibility beginning in
January 2026 for individuals up to age 46—enrollment remains
low. Many eligible patients are unaware of the program, and
enrollment often requires navigating complex, state-specific
systems. Even though more than 137,000 accounts have been
opened with over $1.25 billion in total savings, most eligible
individuals still do not have one. Case workers and neurosurgical
teams can better support patients by raising awareness of these
programs and helping them navigate both medical and financial
challenges.

Finally, a topic discussed extensively in prior newsletters is the
impact of geographic location. Approximately one-third of U.S.
counties lack a neurosurgeon, forcing patients to travel
significant distances to receive care. While some travel costs are
technically deductible, these provisions cover only a fraction of
the true expense, as reimbursement is limited to IRS-defined
rates. As a result, identical diagnoses and treatments can lead to
vastly different financial outcomes depending solely on where a
patient lives.

In conclusion, the tax framework surrounding medical care
highlights a misalignment between intent and real-world impact.
The current structure limits access for the very patients it is
designed to support. This is particularly relevant for
neurosurgeons, whose patients often face some of the highest
costs and most complex care pathways in medicine.

Addressing this gap does not require a complete legislative
overhaul. Practical steps—such as incorporating education about
ABLE accounts into discharge planning, supporting AANS and
CANS advocacy efforts, and advancing targeted reforms like
lowering the AGI threshold—could meaningfully improve
patients 'quality of life.

Financial burden directly affects care.

Editorial: Tax Day and the True Cost of Care

Namath Hussain, MD MBA

As another Tax Day comes and goes, it offers more than just a
reminder of filing deadlines and financial obligations. It invites
reflection—on how our tax system functions, what it values, and
perhaps most importantly, who it serves.

This month’s CANS newsletter explores taxation not as an
abstract policy discussion, but as a lived reality for physicians and
patients alike. Across these articles, a common theme emerges: a
growing disconnect between intent and impact—between how
systems are designed and how they function in practice.

From the physician perspective, we are reminded that the tax
and reimbursement landscape is anything but neutral. As Dr.
DiGiorgio illustrates through the lens of neurosurgical trauma
care, the current payment structure often undervalues the very
work it depends on most. A life-saving operation performed in
the middle of the night—requiring years of training, technical
precision, and immense responsibility—can be financially
eclipsed by the days of ICU management that follow. Yet
paradoxically, much of that postoperative care remains bundled,
leaving the surgeon unable to account for the full scope of their
involvement.

This is not simply a quirk of coding. It is the downstream effect of
a system that attempts to assign value through formulas, rather
than through the realities of care delivery. Over time, these
signals shape behavior—encouraging fragmentation,
redistributing responsibility, and subtly redefining what is
“worth” doing.
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At the same time, the patient perspective reveals a parallel
challenge. While the tax code offers mechanisms intended to
relieve the burden of medical expenses, these tools often fall
short in practice. Deductions under Internal Revenue Code
Section 213, for example, are structured in a way that limits
access to those who need them most. They require patients to
itemize, to exceed significant income thresholds, and ultimately
to wait until the following tax year for any benefit—long after the
financial strain has already taken hold.

For patients facing neurosurgical disease, these limitations are
not theoretical. Conditions such as glioblastoma bring not only
profound medical challenges but also extraordinary financial
toxicity—often compounded by lost income, caregiver demands,
and geographic barriers to care. Even when relief exists within
the system, it is frequently inaccessible, underutilized, or
misaligned with the timing of need.

What becomes clear across these discussions is that financial
burden is not peripheral to care—it is integral to it. It shapes
decisions, influences access, and affects outcomes in ways we
cannot afford to ignore.

And yet, there is also a path forward.

The articles in this issue highlight practical opportunities:
improving awareness of tools like ABLE accounts, advocating for
more rational reimbursement structures, aligning authorization
with payment, and revisiting thresholds and policies that
disproportionately affect vulnerable populations. These are not
radical proposals. They are targeted, thoughtful steps toward a
system that better reflects the realities of both practicing
physicians and the patients they serve.

As neurosurgeons, we occupy a unique position at the
intersection of high-acuity care and high-cost systems. We see
firsthand the consequences—clinical and financial—of how
policies translate into practice. That perspective carries both
responsibility and opportunity.

Taxation, as several contributors note, is not inherently the
problem. Rather, it is how those resources are structured,
distributed, and ultimately deployed. Accountability,
transparency, and alignment with real-world needs are not
unreasonable expectations—they are essential ones.

This Tax Day, the question is not simply how much is paid, but
what that payment supports—and whether the system, as it
stands, truly reflects the value of care.

Graphic of the Month
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This graph shows the barriers that come with a complex tax system. Individuals with low financial literacy, unable to keep track of

the necessary documentation, and in financial distress do not properly utilize the available tax benefits. This graph shows that individuals in

the lowest 20% of adjusted gross income receive 27% of their eligible medical care through tax benefits while those in the top 20% itemize

76.3%. The goal is not to push for lower utilization of top earners, but rather higher utilization among individuals in lower AGI quintiles.
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