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President’s Message: Just 
Price, The Unchained 
Capitalist Dog, and 
Physicians’ Learned 
Helplessness 

 
Brian Gantwerker, MD 

““I have a healthy suspicion of 
capitalism as a method….left unchecked capitalism is a kind of 
form of cultural sociopathy….the end game is that everything is 
crappier and crappier and people are more and more exploited… 
we are all in the same game….we just want to make sure that 
things get better for everybody.  In the punk rock scene, it’s a 
very common notion you are not trying to extract the maximum, 
you are trying to make sure everything carries on.” 

-Steve Albini, 1962-1994 - musician, journal, record producer, 
independent businessman, WSOP winner x 2, and owner, 
independent recording studio “Electrical Audio” 

The incredible pace of consolidation in healthcare, and this 
applies to hospital systems, medical practices, and industry has 
brought to the fore an immense tsunami of pressures on 
independent physicians.  Recent studies show that over 80% of 
physicians are now employed. https://www.beckersasc.com/asc-
transactions-and-valuation-issues/the-rapid-decline-of-
independent-physicians-in-10-key-stats/ 

From a regulatory standpoint, because of the truth of the above 
statement, it was ham-fisted with only 51% of hospital deals 
being approved by the FTC.  The general approval rate is about 
13%.  One tends to wonder, why the nitro-fueled injection of 
approvals… but I digress. 

More pressure comes to bear on the independent doctor, and 
with rural clinics disappearing faster than urban ones, the people 
in hardest hit areas will be those most remote.  One thing people 
love to do is beat up on the ACA/Obamacare.  It definitely set the 
fire ablaze and fanned the flames of consolidation.  Hospitals and 
insurance companies were only too happy to pour gasoline into 
one.  Now, whether or not the conflagration was set in order to 
hasten single payer intentionally or unintentionally is fairly akin 
to saying that the road to hell is paved with good intentions.  Like 
it or not, the law was passed, it wasn’t repealed, and regardless 
of whether you are keeping score or not, you can stay as mad as 
you want but it’s still in force. 

Many plans of a “new healthcare plan coming in 2 weeks” to “no 
law is better than bad law” is the frequent cry of those who 
continue to wait for the healthcare Godot.  As it stands today, in 

2026, the COVID-era subsidies are ended, premiums are up even 
higher, and there are more mergers and acquisitions than ever, 
with mega-institutions, many of whom the same people that rail 
against are very much a part of.   

We have been over this before: someone rails against unchecked 
capitalism--in this case mergers and acquisitions--and they are 
called socialists.  Then, those same people rail against Obamacare 
and finger point.  Fair enough.  Yet, when we get to “how do we 
fix it?” the room goes strangely silent.  Someone shouts “we 
don’t need more government to fix what the government 
wrought!”   Then someone else asks “ok, cool who and how do 
we fix it?”  More silence.  Another shouts “the free market!”  
Someone responds “ok, but isn’t the free market run by those 
with the most clout?”  How do we keep it free?  Shouldn’t we 
have guidelines (aka “laws”) to govern it?  The response 
thunders: you hate capitalism!  Then one has to ask – who fixes it 
then:  Captain America? Superman? Space Ghost? 

And so it goes. 

The point here is inasmuch as many will agree with the details of 
this imagined dialogue, it plays out in doctor’s lounges, social 
media, and at various organized medical meetings.  And one 
thing stands out: doctors are not compensated commensurate 
with the services provided.  Last year, I was a guest on our 
president-elect’s podcast and one of his co-hosts attempted to 
trap me in a sort of socialist Schrödinger’s cat model.  I am very 
much not an economist, and the question that was posed to me 
was how I thought work should be valued.  As I was being 
lectured about what a Marxist I was (funny, I know, as a small 
business owner for 15 years), I quickly looked up valuation of 
services.  I came upon St. Thomas Aquinas’ concept of a just price 
on Wikipedia.  Essentially, gains in trade must relate to the 
amount of labor by the merchant, not the desire of the buyer.  
Many iterations later by the Spanish (school of Salamanca) and 
also by a man Ibn Taymiyah hundreds of years earlier, supply and 
demand was not a thing until Smith, Locke and others.   

But let’s pause and look back at just price.  If you believe your 
labor, in other words, standing for 2-12 hours, making dozens 
and dozens of critical micro decisions informed by years and 
decades of experience and schooling, and the commensurate risk 
from a liability standpoint, then the just price theory seems to 
make sense.  And indeed, if you believe it’s ok to get paid $900 
for that work plus not making anything for 3 months after, then 
medicine just might be the career for you.   

There are some of us, that feel what we do is undervalued and 
underpaid.  There may be some reading this that feel that is 
wrong, and that we should be grateful for the privilege and trust 

https://www.beckersasc.com/asc-transactions-and-valuation-issues/the-rapid-decline-of-independent-physicians-in-10-key-stats/
https://www.beckersasc.com/asc-transactions-and-valuation-issues/the-rapid-decline-of-independent-physicians-in-10-key-stats/
https://www.beckersasc.com/asc-transactions-and-valuation-issues/the-rapid-decline-of-independent-physicians-in-10-key-stats/
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our patients put in us, and ça suffit.  In point of fact, that is the 
exact notion that allowed administrators and insurance 
companies to pin us over the enormous barrel we find ourselves.  
That without arguing what we do is worth remuneration is one of 
the keys to stop patient harm and protect us in the multi-front 
battle doctors face.   

As an example, hospitals may make up to $50,000 for a lumbar 
fusion.  Doctors will usually make 5-7% of that.  The labor of the 
surgeon is what created that value, and the hospital is itself a 
modular piece.  Hospital administrators would have us believe 
the opposite is true.  One of the main drivers of this 
disempowerment, besides the devaluation and flipping of the 
narrative, is the efforts of hospitals to own the entire healthcare 
model.  Stark law, an outdated and archaic spike strip for 
physician entrepreneurs, has allowed hospitals to have carte 
blanche when it came to owning the facility, the therapists, the 
radiology center, the durable medical equipment, and now the 
physicians, soon to be replaced by mid-level practitioners.   

The learned helplessness of physicians, propagated by some of 
the wrong-headed propaganda handed down by the physician 
administrator class has done untold harm to private practice and 
physician autonomy and confidence.  I do recall many times 
during training how our attendings would look down their noses 
at the “community neurosurgeons.”  The contempt was palpable.  
It became quickly inculcated in many of my co-residents and 
eventually myself.  We actively devalued their work which ended 
up boomeranging to us.   

The recent hit-piece by the New York Times speaking of a plastic 
surgeon who won a $400K judgment against an insurer by the 
outcome of arbitrage via the No Surprises Act.  The amount of 
pearl clutching in the physician community was astounding.  But 
what the “Paper of Record” neglected to mention was the way 
the arbitration works is that if the insurance company offers a 
ridiculous sum to the surgeon, then the neutral arbitrator will 
side with the physician.  Is the amount high?  Yes.  But one 
wonders how utterly ridiculously low the offer would be from the 
insurance company.  Would a non-physician neutral arbitrator 
award the outcome to the physician.  Can the NSA be abused - 
yes.  As of right now, there is no other way to get the insurers to 
come to the table and offer reasonable remuneration.  I have 
heard some stories of colleague who have received call for a sit 
down to discuss reasonable contracting and rates with the 
insurers.   

There needn’t be faux outrage over a surgeon winning arbitration 
as there is no direct cost to the patient.  There are obvious 
indirect costs that can lead to higher premiums to patients, but 
we have scarce other options.  Patients, when surveyed though, 

have overwhelmingly sided with physicians when it comes to the 
choice of the insurer versus the surgeon.  There are small 
victories being won and it’s important not to swallow the lit 
firecracker.   

We are all guilty of this brainwashing and sawing off the very tree 
branch we are standing on.  If we want to talk about what we are 
worth, it starts with us understanding we are worthy.  If we want 
fair remuneration, a just price, stop guilt-tripping surgeons who 
win arbitration and start asking why the insurance CEO is the one 
with the Gulfstream while the surgeon is still paying back their 
student loans. We must push back against physician hit pieces, 
and continue to be unapologetically excellent in our patient care. 
 
Chazak (strength), 
 
Brian 
 

Neurosurgical Economics: 

Healthcare is Broken 
Windows 

Anthony DiGiorgio, DO, MHA 

 
 
 

I don’t think anyone actually knows if the economy is doing well 
or not. People show charts proving job creation. Others counter 
with charts showing stagnation, declining real wages, 
unaffordable housing, or collapsing small business formation. A 
recent chart caught my eye because it showed something that 
should make us pause: much of the recent job growth is coming 
from healthcare. 

In 1850, Frédéric Bastiat gave us the parable of the broken 
window. A boy breaks a shopkeeper’s window. The shopkeeper 
pays a glazier to fix it. The townspeople see the glazier working, 
see the money changing hands, and conclude that the broken 
window has stimulated the economy. 

What they fail to see is what the shopkeeper would have done 
with that money had the window never been broken. He might 
have bought new shoes, improved his shop, lowered his prices, 
invested in new inventory, or saved the money for some future 
opportunity. The glazier’s work is visible. The lost alternative is 
not. Bastiat’s lesson was that we should judge economic activity 
not merely by the jobs it creates, but by the productive 
possibilities it displaces. 

The repair may be necessary. But the breakage did not make 
society richer. It forced scarce labor and capital into restoration 
rather than creation. 

https://x.com/modeledbehavior/status/2053871170110317050?s=12
https://x.com/modeledbehavior/status/2053871170110317050?s=12
https://www.econlib.org/library/Bastiat/basEss.html?chapter_num=4#book-reader
https://www.econlib.org/library/Bastiat/basEss.html?chapter_num=4#book-reader
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Healthcare is becoming the broken window of the American 
macroeconomy. 

I say this as someone who has spent his professional life in 
medicine. I do not regard healthcare as unimportant. No decent 
society can be indifferent to illness. But moral importance and 
economic productivity are not the same thing. Much of medicine 
is defensive spending. A successful operation may return 
someone to work, and that has enormous human value. But an 
economy cannot confuse the necessary work of repair with the 
compounding work of building. 

When a society moves more of its workforce into managing 
illness, that labor is no longer available to raise productivity 
elsewhere. There is always a tradeoff. The existence of a job does 
not tell us whether that job reflects prosperity or dysfunction. 

The data coming out of California should make people 
uncomfortable. From March 2022 to March 2026, healthcare and 
social assistance employment in California grew 25.3 percent, 
faster than any other state. California’s total job growth over that 
period was only 3.4 percent. Remove healthcare and social 
assistance, and employment in the rest of California’s economy 
actually declined by 0.3 percent. Healthcare now accounts for 
17.4 percent of all jobs in California, up three percentage points 
in four years. Here is the underlying EIG/BLS data analysis. 

This is not some trivial regional curiosity. California is supposed to 
be the future. Yet in the state most associated with the artificial 
intelligence boom, recent labor-market growth has been propped 
up by healthcare and social assistance. A state that should be 
exporting productivity to the rest of the world is increasingly 
hiring people to manage the costs of sickness. 

That is not a healthy sign. 

The most revealing part of the California data is not simply that 
healthcare grew. Some healthcare growth is real. But the 
composition matters. EIG found that services for the elderly and 
disabled added 211,000 jobs, representing nearly half of the 
state’s care-sector job growth in the detailed QCEW data 
window. This is the picture of a wealthy state trading down into 
lower-wage, publicly financed care work while higher-value 
sectors stagnate. 

And then there is the fraud problem. Hospice fraud does not 
explain all of California’s healthcare job growth, and it would be 
sloppy to pretend that it does. But it is a warning sign about what 
happens when public money flows through weak oversight. 
California’s own state auditor found in 2022 that Los Angeles 
County had experienced roughly a 1,500 percent increase in 
hospice agencies since 2010, including indicators of large-scale 
fraud, likely fraudulent billing, and apparent use of stolen medical 
personnel identities to obtain licenses. The auditor found that 
one Van Nuys building was reported as housing more than 150 
licensed hospice and home health agencies. 

The problem has not stayed theoretical. In April 2026, California’s 
attorney general and Department of Health Care Services 
announced charges in a hospice fraud scheme involving 14 
hospice companies and roughly $267 million in improper billing. 

The state says no hospice services were rendered in that scheme. 
California has revoked more than 280 hospice licenses, placed 
hundreds more providers under investigation, and kept a 
moratorium on new hospice licenses. 

This is the broken-window economy in its purest form. First, the 
taxpayer funds the program. Then the bureaucracy writes the 
rules. Then companies learn how to bill the rules. Then regulators 
discover abuse. Then the state hires more people to investigate 
and prosecute the abuse. At each step, employment rises. We 
simply created an elaborate employment ecosystem around the 
repair of a policy failure. 

This is why the phrase “healthcare jobs” can obscure more than it 
reveals. We also employ armies of people to manage the 
healthcare bureaucracy created by the unholy alliance of 
government care and private insurance. 

The country pays for all of this in ways most people never see. 
Healthcare spending reached $5.3 trillion in 2024, or 18 percent 
of GDP. Medicare, Medicaid, private insurance, out-of-pocket 
spending, employers, households, federal taxpayers, state 
taxpayers, and local governments all share the bill. But sharing 
the bill only hides the true cost. 

Employer-sponsored insurance is the clearest example. Workers 
often think their employer “pays” for healthcare, but employers 
do not have a magic pile of healthcare money separate from 
compensation. Premiums are part of labor cost. When healthcare 
prices rise, employers eventually adjust. They hold down wages 
or reduce hiring. The cost shows up somewhere. 

This is not ideological speculation. Zarek Brot-Goldberg, Zack 
Cooper, Stuart Craig, Lev Klarnet, Ithai Lurie, and Corbin Miller 
found that rising healthcare prices act like a de facto payroll tax. 
Using hospital mergers as a source of price increases, they 
estimate that a 1 percent increase in healthcare prices lowers 
payroll and employment at non-healthcare firms by about 0.4 
percent. At the county level, a 1 percent increase in healthcare 
prices reduces labor income by 0.27 percent and increases flows 
into unemployment. 

That is the unseen cost of healthcare job growth. One sector 
expands while the rest of the economy quietly absorbs the 
burden. 

There is an obvious counterargument. America is aging. Older 
people need more care. Medicine can do more than it could do 
50 years ago, and patients understandably want the benefit of 
that progress. CMS reports that older adults were about 17 
percent of the population in 2020 but accounted for about 37 
percent of personal healthcare spending. Per-person spending for 
those 65 and older was more than five times higher than 
spending per child and almost two and a half times higher than 
spending per working-age person. 

All of that is true. But economics is about tradeoffs. A country can 
support a large repair sector if its productive sector is strong 
enough. It can care for the elderly, the disabled, and the sick if 
the rest of the economy is growing, innovating, building, and 
producing real surplus. But when the repair sector becomes the 

https://agglomerations.eig.org/p/forget-ai-the-california-job-market
https://agglomerations.eig.org/p/forget-ai-the-california-job-market
https://agglomerations.eig.org/p/forget-ai-the-california-job-market
https://information.auditor.ca.gov/reports/2021-123/index.html
https://information.auditor.ca.gov/reports/2021-123/index.html
https://oag.ca.gov/news/press-releases/attorney-general-bonta-dismantles-los-angeles-hospice-fraud-ring-responsible-267
https://oag.ca.gov/news/press-releases/attorney-general-bonta-dismantles-los-angeles-hospice-fraud-ring-responsible-267
https://www.gov.ca.gov/2026/03/24/news-you-wont-see-on-fox-news-california-revoked-over-280-hospice-licenses-300-more-providers-under-investigation-since-governor-newsoms-hospice-moratorium/
https://www.cms.gov/data-research/statistics-trends-and-reports/national-health-expenditure-data/nhe-fact-sheet
https://www.cms.gov/data-research/statistics-trends-and-reports/national-health-expenditure-data/nhe-fact-sheet
https://tobin.yale.edu/research/who-pays-rising-health-care-prices-evidence-hospital-mergers
https://www.cms.gov/data-research/statistics-trends-and-reports/national-health-expenditure-data/nhe-fact-sheet
https://www.cms.gov/data-research/statistics-trends-and-reports/national-health-expenditure-data/nhe-fact-sheet
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growth sector, we should ask what has gone wrong. An economy 
can handle many people caring for the frail and sick. It cannot 
become a giant claims-processing machine attached to a stagnant 
productive base. 

The goal should not be to shrink necessary care. The goal should 
be to stop confusing the growth of healthcare bureaucracy with 
prosperity. The next time a politician celebrates healthcare as the 
engine of job growth, we should ask a simple Bastiat question: 
what are we not seeing? 

We see the hospital expansion. What we do not see are the 
houses not built, the wages not paid, the businesses not started, 
the independent practices not sustained, and the innovations 
never attempted because labor and capital were diverted into 
managing the rising cost of repair. 
Healthcare is necessary. The broken window still has to be fixed. 
But a country that mistakes window repair for growth has 
stopped understanding wealth. 

 

The Cost of Innovation: 
Socioeconomic Journal 
Club 
Khalifa Elmagarmid, 
Medical Student  

A story that I found inspiring was 
of the late Dr. Peter Jannetta, 

who revolutionized microvascular decompression surgery. As a 
first-year medical student interested in neurosurgery, on my third 
week of school, I cold emailed a resident asking for guidance and 
a glimpse into the specialty. He replied, “cool surgery on 
Wednesday, pre-rounds at 5:30am.” I had no idea what case I 
would be observing, the expectations for me, or truthfully even 
where to meet.  

The first patient I saw was scheduled for an MVD. I witnessed him 
sit there crying profusely with his family in the room. His 
daughter, no older than five, wiped the tears off his face as he 
told the attending that he had contemplated suicide. 

Why is this story relevant? 

Peter Jannetta, while a neurosurgery resident at UCLA in the mid-
1960s, noticed that there was a pulsating superior cerebellar 
artery pressing against the trigeminal nerve root. Although his 
attendings dismissed this seemingly incidental finding, he 
continued to investigate. The use of an operating microscope for 
such a procedure was considered so absurd that it was essentially 
forbidden at the UCLA center. So, when his senior faculty were 
away and a patient with hemifacial spasm consented to surgery, 
Jannetta took the case to UCLA Harbor, where the supervising 

neurosurgeon Paul Crandall granted approval and assisted. The 
compression was exactly what he had predicted. The patient was 
cured. 

A surgeon with the idea. 

This operation is considered one of the great advances in 
neurosurgery, gives patients their life back, and addressed the 
anatomical cause rather than ablating the nerve, improving the 
quality of life for thousands of patients since.  

As a medical student, I find this to be a clear example of the 
importance of innovation, and that patient a testament to the 
cost of not innovating. Had Dr. Jannetta not ventured beyond the 
norms, would he have taken his life?  

This story did not happen in a vacuum. What made it possible 
was a specific environment: a resident with access to cadaveric 
labs, protected academic time, a faculty member willing to say 
yes, and a specialty that rewarded technical mastery enough to 
attract the dedication needed to develop this procedure. The 
question I seek to understand is whether that system still exists 
and the associated costs with not innovating. 

Many of the major innovations in neurosurgery have not been 
isolated cases but the product of collaboration in a rewarding 
environment. Dr. Lars Leksell built the first Gamma Knife 
prototype in 1967 with funding from the Johnson Foundation. His 
son later said the device would not have been possible without 
that funding. Dr. John Adler raised $800,000 from colleagues to 
found Accuray, which built the CyberKnife. Dr. Alim Louis Benabid 
pioneered DBS for Parkinson's tremor in an environment where 
Medtronic had already invested heavily in neurostimulator 
infrastructure. These stories represent a recurring pattern: great 
minds innovate in environments that reward innovation, and 
those innovations save lives.  

The argument for creating conditions that make innovation 
possible is therefore not ideological. It is practical and necessary. 
If you want the next Jannetta, the resident who sees something 
no one else has seen and is willing to put his career on the line, 
you need a system that still rewards that kind of pursuit.  

The system that has bred these innovations is under measurable 
strain. Medicare reimbursement to physicians dropped 33% 
between 2001 and 2025 when adjusted for inflation. The 2026 
physician fee schedule added an “efficiency adjustment” of 2.5%, 
under the premise that technology has made operations faster 
and therefore less valuable. As Dr. DiGiorgio illustrated in the 
previous newsletter, not adequately compensating a surgeon for 
a decompressive hemicraniectomy at 2 a.m. will, over time, yield 
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fewer neurosurgeons willing to sustain that burden and fewer 
who aspire to push the boundaries of what trauma care can be. 

Ultimately, financial pursuit should not be the primary reason 
anyone chooses neurosurgery or any specialty. The financial 
aspect behind deciding to pick up trauma call in a rural city that 
could potentially save someone’s life is real. The decision a 
private practice makes about whether to invest in new navigation 
technology, when operating on thin margins, is real. These signals 
compound. They shape who enters the field, what gets built, but 
most importantly who gets operated on. 

That last part is not an abstract statement for the purpose of this 
article. Neurosurgery workforce in rural areas currently sits at 
30.8% of what is needed, compared to 101% in metropolitan 
areas. Approximately one-third of U.S. counties have no 
neurosurgeon at all. The consequences are measurable: the TBI 
fatality rate in the most rural counties is 13 deaths per 100,000 
persons higher than in the most urban, a disparity driven in 
significant part by distance to emergency neurosurgical care. 
Rural children with TBI are nearly twice as likely to die as urban 
children, even after studies controlled for injury severity. These 
are not patients who fell through a bureaucratic crack. They are 
patients for whom the system miscalculated the importance of a 
physician being able to operate a trauma case in the middle of 
the night.  

When reimbursement signals to a neurosurgeon that complex 
procedural work is worth less every year, those signals do not hit 
every hospital equally. Academic centers in major metropolitan 
areas absorb the pressure through volume and research funding. 
Rural and safety-net institutions do not absorb that as well. It 
isn’t a dramatic collapse overnight but a gradually worsening 
prognosis for rural patients. 

This narrowing is compounded by where the money in the 
healthcare system flows. Healthcare expenditure has exploded 
over the past two decades.  

Where has that money gone?  

That spending has not reached the underserved patient who 
must drive hours for a medical appointment.  

On May 21st, 2026, CVS Healthcare was sued by multiple 
healthcare organizations that it had diverted $250 million in 340B 
savings by manipulating pharmacy reimbursement data. Without 
delving into the “alleged” merit of the 340B program, the truth is 
that corrupt healthcare organizations hinder innovation which 
ultimately harms patients.  

Jannetta did not develop MVD in a system that told him his 
posterior fossa work was becoming more efficient and should 
therefore cost less. That man with his daughter beside him, had 
access to a procedure born from sixty years of exactly that kind of 
environment. As I stand at the beginning of my medical career, 
with a long road ahead, I wonder to myself what the field will 
look like by the time I hopefully become an attending. 
 

AI in Neurosurgery 

Fatu Conteh, MD 

Neurosurgery Resident  

Loma Linda University  

My pager alarms. I opened it, read the 
consult request: 27-year-old male presenting with a cerebral 
abscess. As I walked down to the ED to see the patient, I quickly 
opened my OpenEvidence App, and asked “how do you manage a 
cerebral abscess?” Within seconds, I had a concise summary of 
management options, from treatment with antimicrobial therapy 
to neurosurgical management, followed by multiple links to the 
relevant references. Gone are the days of consulting Greenberg’s 
Handbook of Neurosurgery. Hello, Artificial Intelligence (AI) 
Neurosurgery.  

Beyond evidence-based medicine, AI is saving lives. On my 
neurovascular rotation, VizAi alerts me whenever it detects a 
patient with a large vessel occlusion and mobilizes the stroke 
team, significantly reducing response and treatment times by 
several minutes. In neurosurgical oncology, tools like Glioma AI 
are enabling non-invasive biopsies, stratifying patients, and giving 
better survival prognostication. Many neurosurgeons are already 
building the neurosurgery of the future and only time will how 
their inventions will advance neurosurgery 

However, for many other neurosurgeons, embracing 
Neurosurgery AI is like asking someone who has used a flip phone 
all her life to exchange her flip phone for a smart phone. They 
look at it with curiosity, they suspect its powers are 
revolutionary, but they have no idea how to engage. So the 
question is not whether we should use AI in neurosurgery, but 
how should neurosurgeons engage with AI.  

AI is data driven, built by people, error prone, and will never 
replace the neurosurgeon. It is the neurosurgeon who can give AI 
its powers to innovate and drive neurosurgery forward. 
Therefore, neurosurgeons should take an active role in curating 
and managing the data that feeds AI, designing the models that 
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gives AI all its innovative powers, and creating the policies that 
ensure the ethical use of AI in neurosurgery  

How does one do that?  

First, we have to demystify words like “AI,” “machine learning,” 
and “Big data,” which helps to lower the barrier for engagement. 
AI is the ability of computer systems to think, learn, reason, and 
make decisions like humans, using a massive amount of data. This 
data is always increasing and is spread across different sources 
(e.g. patient records, imaging, pathology, genetics, 
pharmaceuticals, telemedicine, etc.). Yes, if you know how to 
code then you can write the computer code (i.e. “model” or 
“algorithms”) for these machines (or “computers”) to learn, but 
you don’t need to know how to code to contribute to AI 
innovation.  

The data from which the algorithms are written, classifications 
are identified, predictions are made, and new information is 
generated is the crucial foundation of AI. A single academic 
neurosurgery service alone can generate gigabytes of data, from 
daily CT and MRI scans to operative reports, clinic notes, surgical 
pathologies alone. We can be intentional about gathering these 
datasets and organizing them in registries and data repositories. 
We can also ensure this data is free of errors and biases, because 
neurosurgery demands precision and reliability. An AI trained 
solely on data from one demographic subset cannot be 
generalized to the population.  Errors in patient records inform 
errors in surgical decisions and, ultimately, patient’s outcomes 
and prognosis.  

After the data is collected, neurosurgeons are better equipped 
than anyone to give context and meaning to data analysis. Data 
about a specific brain tumor can be contextualized with operative 
notes, clinical follow up notes, etc. This is where the intelligence 
in AI is born. In essence, any neurosurgeon can train AI. 

Furthermore, program directors can leverage the power of AI in 
training the next generation of neurosurgeons. AI generated 
simulation softwares can become helpful tutors in the OR, 
helping residents recognize important anatomy, refining our 
movements, and guiding us through critical parts of a surgery. 
Such tools not only build confidence but also accelerate skills 
acquisition and produce safe and competent neurosurgeons.  

If gathering, organizing, and analyzing data is not your 
preference, perhaps, you can influence the laws and policies on 
the use of AI in neurosurgery. As AI use becomes ubiquitous in 
neurosurgery practice, patients' privacy and data ownership can 
become an issue and the doctor-patient relationship becomes 
complex. In California there are AI healthcare laws requiring 

healthcare providers to be transparent with their use of 
generative in-patient communications. One can imagine similar 
laws may become necessary for AI assisted neurosurgeries, AI 
generated diagnostics, and other applications yet to be 
developed.  

As neurosurgeons, we have a unique privilege to advocate for 
and protect our patients from becoming victims of improper use 
of AI. We have to ask questions and guide AI’s transformation of 
neurosurgery. We have to ask questions about the data, because 
AI is as good and accurate as the data used to build it. We have to 
know where the data is coming from. Is it reflective of our 
practice patient population? It is also important for us to get a 
general understanding of the models, when to use them and how 
to correct them. Our patients expect this from us.  

Engaging in neurosurgery AI, requires a time commitment, 
intentionality, and teamwork.  You don’t have to master the 
whole spectrum of skills for AI development. Simply, AI built for 
neurosurgery needs neurosurgeons. They don’t learn on their 
own. In order to build AI, it takes the neurosurgical village. AI 
needs the neurosurgeon scientist to identify tasks and problems 
in neurosurgery worth solving, the neurosurgeon data scientist to 
organize the data these models will learn from, the neurosurgeon 
machine learning researchers to tailor the system to what it is 
that its going to learn to do, and software engineers to build 
reliable systems that implement the functions, and more 
neurosurgeons to verify that the solution is working.  

As I scrolled through the summary of “cerebral abscess” 
management in OpenEvidence, I cannot help but notice NEJM as 
the major source for most of the evidence presented in that 
summary. Whilst NEJM is a very trusted journal, it is still worth 
noting which sources are referenced more often.  Perhaps, this 
may spur me into creating neurosurgery’s own OpenEvidence 
built on data from more neurosurgical journals instead of being 
satisfied with using OpenEvidence. 
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Editorial: Innovation Has a Price—So Does Inaction 

Namath Hussain, MD, MBA, FAANS, FACS 

Editor, California Association of Neurological 
Surgeons Newsletter 
 
Innovation has always been the engine of progress in 
neurosurgery. 

Every major advance we now take for granted—from the 
operating microscope and microvascular decompression to 
stereotactic radiosurgery, deep brain stimulation, 
neuronavigation, and minimally invasive techniques—began as an 
idea that challenged conventional thinking. Behind every 
innovation was a physician willing to question the status quo, an 
institution willing to support exploration, and a healthcare system 
capable of investing in the future. 

This month’s issue examines the cost of innovation from several 
perspectives. Dr. DiGiorgio explores the economic realities 
shaping modern healthcare, reminding us that growth in 
healthcare spending does not necessarily translate into greater 
societal productivity. Khalifa Elmagarmid reflects on the 
pioneering work of Peter Jannetta and asks an important 
question: what happens when the conditions that foster 
innovation begin to disappear? We also examine the emergence 
of artificial intelligence in neurosurgery—a technology that 
promises to transform how we diagnose, treat, educate, and 
conduct research. 

Collectively, these articles highlight a fundamental tension facing 
our profession. 

Innovation requires resources, time, mentorship, infrastructure, 
and incentives. Yet physicians today face increasing administrative 
burdens, declining reimbursement, workforce shortages, prior 
authorization obstacles, and growing consolidation throughout 
healthcare. As these pressures mount, the bandwidth required to 
innovate becomes increasingly difficult to find. 

The challenge is not merely financial. It is cultural. 

We must resist the temptation to become passive participants in 
systems that are rapidly changing around us. Whether discussing 
reimbursement policy, artificial intelligence, workforce 
development, rural access to neurosurgical care, or regulatory 
reform, neurosurgeons must remain engaged in shaping the 
future rather than reacting to it. 

Artificial intelligence serves as a timely example. AI will 
undoubtedly influence nearly every aspect of neurosurgical 
practice over the coming decade. However, the question is not 
whether AI will impact neurosurgery; it is whether neurosurgeons 
will actively guide its development. The same principle applies 
broadly to healthcare policy and innovation. If physicians are 
absent from the conversation, others will make those decisions 
for us and our patients. 

At its core, innovation is not simply about technology. It is about 
improving patient care. It is about finding better ways to diagnose 
disease, perform surgery, educate trainees, expand access, and 
reduce suffering. The true cost of innovation is often measurable. 
The cost of failing to innovate is frequently hidden—but no less 
significant. 

As neurosurgeons, we inherit a legacy built by individuals who 
challenged accepted limitations and pushed the boundaries of 
what was possible. Our responsibility is to preserve that spirit for 
the next generation. 

The future of neurosurgery will not be determined solely by 
advances in technology or economics. It will be determined by 
whether we remain willing to lead. 

I hope you enjoy this issue of the CANS Newsletter and, more 
importantly, that it inspires continued engagement in the clinical, 
scientific, educational, and policy conversations that will define 
the future of our specialty. 
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Any CANS member who is looking for a new associate/ 
partner/PA/NP or who is looking for a position (all California 
neurosurgery residents are CANS members and get this newsletter) 
is free to submit a 150-word summary of a position available or 
of one’s qualifications for a two-month posting in this newsletter.  
Submit your text to the CANS editorial office by emailing 
nhussain@llu.edu.  

• To place a newsletter ad, contact the executive office for 
complete price list and details. 

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

MD nhussain@llu.edu   
 
Past newsletter issues are available on the CANS website at 
www.cans1.org. 
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