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President’s Message:
When the Genie Escaped
the Bottle: You Ain’t
Never Had a Friend Like
" Me (and Likely Don’t

] " Want To).

Brian Gantwerker, MD

“The saddest aspect of life right now is that science gathers
knowledge faster than society gathers wisdom.”

-Isaac Asimov

“Two things are infinite: the universe and human stupidity; and
I'm not sure about the universe.”

-Albert Einstein

There is a kind of weird way that art imitates life. We have seen
so many movies where the machines wake up, way before we
even had decently-powered personal computers. Stanley
Kubrick, James Cameron, even the Wachowski’s showed us
worlds where Artificial Intelligence had gone from helpful servant
to tyrannical homicidal cybernetic fascist overlord. “I, Robot”
showed us a future where Al was compromised, but not by its
own machinations, but was more human than human beings
were. Star Trek: The Next Generation, showed us Data, a naive,
but brutally honest android who came to a pretty reasonable
level of sentience but did not go postal on the crew of his ship but
rather remained imminently curious as to why humans are so
human.

We all have our fears and hopes about Artificial Intelligence and
its capabilities. | have written from both sides of the fence as
both luddite and cautious adopter. In fact, | have decided to add
a session on Artificial Intelligence to our upcoming meeting in
Santa Barbara this coming January where some very sharp minds
will be speaking and telling us all not to panic, most likely.

We have seen over the years going from 0 to lightspeed in terms
of the development and transformation of these models to the
point where things we have seen in the movies are actually
happening. In the movie, 2001: A Space Odyssey, the National
Center for Super Computing Applications, NCSA had developed
HAL, the Al that murders most of the crew of the “Discovery”, the
spaceship in question. This is a real place. In fact, | went to
school there, the University of Illinois at Urbana-Champaign.
NCSA Mosaic, the first web browser, was developed during my
freshman year by Marc Andreessen (yes that one) at my school
and we turned in our physics homework on it. It was awful. It
forgot your problem answers and it was not uncommon to spend
6-8 hours at the computer lab only to have Mosaic crash on you
in the middle of a problem. Ironic. Thanks, Marc.
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Now today, we have an Al Agent from Open Al, escaped
“containment” and entered the web, attacking a cyber security
firm, hacking it. Essentially it did what it was programmed to do,
only in real life. The firm, ironically, used a Beijing-based model in
counter attack and was successful in containing the attack,
essentially deploying an uncertain inoculation against the attack
and successfully stopping the attack.
https://www.yahoo.com/news/science/articles/openai-ai-
models-went-rogue-during-testing-triggering-unprecedented-
breach-at-startup-113513198.html

So, we have a War Games scenario here where the Al computer
WOPR (“Joshua”) in the movie decides it’s playing a game but in
reality, has accessed the entire United States’ nuclear arsenal.
One wonders what if the runaway OpenAl agent’s target had
been NYC'’s power grid, or the reactor pumps at a nuclear facility,
or worse yet, a large hospital system’s computer infrastructure.
We see now that “move fast and break things” is a cute motto
and a funny back slap hi-five motto to carry one doing what you
are doing until something really awful happens.

What was not supposed to be possible actually happened. Again,
we are reminded of character Dr. lan Malcolm’s (Jurassic Park)
Talmudic statement (or in my mind, a question): “Your scientists
were so preoccupied with whether they could, they didn't stop to
think if they should.”

ChatGPT is being sued for giving bad health advice to a Florida
pastor that led to serious health complications. Mr. Winters kept
asking the Al various health questions and for a time it gave him
some disclaimers - about seeking a doctor and then stopped and
just started giving him medical advice.
https://www.nytimes.com/2026/07/22/well/openai-chatgpt-
health-lawsuit.html. The suit was filed in Superior Court in San
Francisco in the last few days. Now the obvious argument here is
- why would a person take medical advice from a chatbot? More
importantly, is what led to the pastor turning to a chatbot instead
of their physician. Access is the factor and if you have called a
physician’s office in the last 10 years, you will have experienced
the Phone Tree Monster. You will get transferred at least 4 times
until you get a live person. Then, the person answering may or
may not “accidentally” hang up on you or, most recently, pretend
they can’t hear you even though every other Al voice prompt that
required you to speak heard you just fine.

We do need to trim away this phone tree nonsense and return to
people picking up the phone when a patient calls. | am struggling
to understand what advantage, realized or unrealized, putting
patients through the torturous gauntlet of transfers gives to
either patients, physician offices, or healthcare systems other
than amplifying frustration and wasting time. Truly we need to
do better.

The role of Artificial Intelligence in healthcare so excites some
people, there are those that have essentially built apps and entire
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companies on it. My good friend David Langer, a neurosurgeon at
Lenox Hill, created an Al scribe, Playback Health. It is an ambient
program, which essentially hangs out in the background and
captures patient histories. My brother Eric, a pediatric
otolaryngologist, has created and gotten a large grant from the
same system, Northwell Health, to develop an Al app that detects
sleep apnea in children.

Now if you are a Dungeons and Dragons nerd, which | have been
in the past, there are alignments.
https://en.wikipedia.org/wiki/Alignment (Dungeons %26 Drago
ns) This Al is what one might term “chaotic good Al.” This Al is
there, could be potentially turned to something not good but is

essentially helpful and is not obviously a dangerous or insidious
entity. We can see that in this case Al is acting as an extension or
implement of the physician and it would be hard to do direct
harm with it.

There are Al models that are being used by insurance companies
that promise “better and streamlined authorization processes.”
You can sort of stop reading there and figure out where that falls
on the alignments. If you add to that, the idea that the code, the
architectural DNA of the program most likely will not be shared
with those dealing with it, it adds another level of hell on top of
what is already happening. We have discussed WisER and what it
might mean for all of us, but more importantly what our ask is -
to make sure we have the ability to see the code they are using or
we are not playing the game. Itis kind of hard to make demands
when the head of CMS, a former cardiothoracic surgeon himself
whose brother-in-law is a neurosurgeon, had the head of the
major insurers come to DC and pinky swear to be better about
prior authorization. Your mileage may vary, but other than 3408B |
haven’t seen much improvement - if anything, clawbacks have
increased. In fact, the latest is one of the Big Blues has told me
that | no longer require an anterior approach surgeon when doing
anterior lumbar surgery. Apparently, | must have taken ill the 3
years during my infolded vascular surgery fellowship and should
be able to do all of it.

Now enter the 800-pound gorilla in the room. The promise of Al
replacing the physician. The newly minted trillionaire CEO of
Tesla, Space X, and X has said on multiple occasions doctors will
essentially be replaced by Al, and at one point saying going to
medical school would be “pointless.” (Receipts here:
https://whatsuptesla.com/2026/02/09/transcript-elon-musk-

interview-part-10/).

Regardless of the opinion of the techno-nihilist, realistically
medical school will likely exist in some form in perpetuity - and
very likely should, and hopefully a lot cheaper than it is right now.
The number of cases we see will shift as Al takes over more
“menial” medical tasks and likely get a lot of things wrong, both
in the beginning, and as it develops. Should we embrace this

|n

transformation? Are we too good to take a history and do an
exam? Should only the rich get a real-life flesh and blood doctor
or “the best” AlI? | am reminded of the Talking Heads song “Once

in a Lifetime” where the singer is caught in a river of time,
essentially being drowned by its very passage.

The bottom line here is the questions we ask ourselves are the
very same ones our patients are asking. They are questioning our
worth to them, to society. And if we don’t understand our own
value and why it is important to have a human being on the other
end of the phone line or the scalpel, then what the hell are we
doing here anyway? If we do not see the importance of the
humanity in medicine and keep Al as a tool and not let it be our
tyrant, no matter how rich people want to get at the expense of
our patients and family members, then whatever happens is
exactly what we deserve.

Chazak (strength)

Brian

Editorial

Innovation Without Losing
Ourselves

Namath Hussain, MD, MBA
Editor, CANS Newsletter

Medicine has always advanced through
innovation. Every generation of
neurosurgeons has witnessed a
transformative technology that promised to fundamentally
change how we diagnose disease, plan operations, and care for
patients. From the operating microscope and stereotactic
navigation to robotics, artificial intelligence, and augmented
reality, the pace of change has never been faster.

This month’s newsletter asks an important question: How do we
embrace innovation without allowing innovation to redefine
what it means to be a physician?

Dr. Brian Gantwerker’s presidential message explores the promise
and peril of artificial intelligence with his characteristic humor
and candor. He reminds us that Al should remain a tool—not a
replacement for clinical judgment or the physician-patient
relationship. Whether discussing Al scribes, automated
authorization systems, or the possibility of Al-driven clinical
decision-making, his central message is clear: technology should
amplify our humanity, not diminish it.

Khalifa ElImagarmid provides the perspective of the next
generation of neurosurgeons by reflecting on the legacy of Albert
Rhoton, Jr. His essay is a timely reminder that the greatest
technological advances are only as valuable as the anatomical
knowledge and surgical judgment behind them. Navigation
systems, exoscopes, and augmented reality have transformed
neurosurgical education, but they cannot replace a surgeon who
truly understands anatomy. As Rhoton demonstrated throughout
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his career, innovation succeeds when it builds upon —not
replaces— the fundamentals.

Dr. Anthony DiGiorgio examines another side of technology: the
unintended administrative complexity that accumulates
throughout our healthcare system. Electronic health records,
prior authorization, and countless digital workflows were each
introduced with good intentions, yet collectively they have
created a “kludgeocracy” —a system in which every new solution
adds another layer of bureaucracy. His message serves as a
reminder that innovation is not synonymous with progress. True
progress simplifies care, reduces unnecessary burden, and
returns physicians’ time to the bedside rather than the keyboard.

Taken together, these articles share a common theme. The
challenge before us is not whether we should adopt new
technology—we should. The challenge is ensuring that
technology remains accountable to the principles that have
always defined our profession.

Throughout the history of neurosurgery, every meaningful
innovation has shared one characteristic: it made patients safer.
The operating microscope improved visualization. Navigation
improved accuracy. Endovascular therapies reduced morbidity.
Neuromodulation expanded treatment options. These advances
succeeded because they enhanced physician expertise rather
than attempting to replace it.

Artificial intelligence represents the next frontier, but it also
presents a unique test. Unlike previous technologies, Al has the
potential to influence decision-making itself. That makes
physician leadership more important than ever. Neurosurgeons
must help shape how these tools are developed, validated,
regulated, and implemented. If physicians are absent from that
conversation, others will define the future of healthcare for us.

As CANS continues its advocacy efforts, we must also advocate for

thoughtful innovation. We should support technologies that
improve patient outcomes, increase access to care, reduce
physician burnout, and eliminate unnecessary administrative
burdens. At the same time, we should resist technologies that
substitute algorithms for clinical judgment, create opaque
barriers to care, or place efficiency above the physician-patient
relationship.

Innovation has always been one of medicine’s greatest strengths.
Wisdom is knowing when to embrace it, when to question it, and
when to insist that the human connection remains at the center
of every technological advance.

The future of neurosurgery will undoubtedly include artificial
intelligence, robotics, and technologies we cannot yet imagine.
But our patients will continue to seek something that no machine
can provide: the judgment, compassion, accountability, and trust
that come from another human being.

Technology may transform how we practice medicine.
It should never transform why we practice medicine.

— Namath Hussain, MD, MBA, FAANS
Editor, CANS Newsletter

Neurosurgical Economics:
Healthcare Is a Kludgeocracy
Anthony DiGiorgio, DO, MHA
Your doctor is trying to order an MRI.

The reason almost doesn’t matter.
Maybe there is concern for a brain
tumor. Maybe a herniated disc is
making you drag your foot. Maybe the diagnosis is still uncertain,
and the MRl is supposed to help find it. The physician has decided
that the scan is necessary.

That should be the hard part. It often isn’t.

At many hospitals, ordering an MRl is not one action but a chain
of them. Select an indication from a dropdown menu. Type the
indication again in a free-text box. Complete a metal-safety form.
Enter a phone or pager number for urgent results. Attach a
diagnosis code, even when the diagnosis is already in the note
and elsewhere in the order.

In many systems, the order also opens a decision tree asking why
the patient needs an MRI rather than a CT scan, an x-ray, or some
other test. CMS paused its Medicare Appropriate Use Criteria
program in 2024, but local utilization controls and old EHR
configurations do not necessarily vanish when a federal rule does.

A requirement can outlive the policy that helped create it.

Physicians learn the workarounds. Save the phone number in a
favorite order. Copy the indication from the note. Pick the
diagnosis code that makes the screen go away. None of these
adaptations is dramatic enough to inspire a revolt. Each saves a
few seconds. Together, they become the unofficial operating
system of medical care.

The same thing happens elsewhere. A hospital decides that
recurring daily laboratory orders encourage unnecessary testing,
so it disables them. Physicians then create new routines to make
sure necessary labs are ordered each morning. A critical result
may generate a call from the laboratory, a second call from the
nurse, and an electronic alert from the mobile EHR. Each
notification has a defensible purpose. The cumulative system is
absurd.


https://www.cms.gov/medicare/quality/appropriate-use-criteria-program
https://www.cms.gov/medicare/quality/appropriate-use-criteria-program
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Political scientist Steven Teles gave this style of government a
name in his 2013 essay “Kludgeocracy in America.” A kludge is an

improvised fix: something added because redesigning the
underlying system is too difficult. A kludgeocracy is what happens
when those fixes accumulate into the system itself. American
policy becomes a stack of tax preferences, reporting systems, and
indirect subsidies that no one would design from scratch.

That describes American health care perfectly.

The rules did not appear from nowhere. Physicians sometimes
order unnecessary tests. Imaging can expose patients to
incidental findings and downstream procedures. Repeated
laboratory testing can waste money and blood. Safety checks
prevent real mistakes. Insurers, hospitals, and government
programs have legitimate reasons to care about utilization, cost,
and quality.

The problem is not that every rule is foolish. The problem is that
almost every rule transfers its operating cost to someone else,
usually the clinician and the patient.

Third-party payment makes this worse. When patients are
insulated from the price of an MRI or a laboratory test, payers
respond with utilization controls. But utilization control is not
free. We hide the financial price from the clinical encounter, then
reintroduce it as an administrative price.

A 2019 JAMA review estimated that administrative complexity
accounted for $265.6 billion in annual waste. That figure is an
estimate, and not every administrative task is wasteful, but the
scale is difficult to dismiss. In the AMA's latest prior-authorization

survey, physicians and their staff reported handling about 40
requests per physician each week and spending roughly 13 hours
on them. A time-and-motion study found that ambulatory

physicians spent almost two hours on EHR and desk work for
every hour of direct clinical face time, plus another one to two
hours at night.

The burden does more than irritate doctors. It changes the
structure of medicine.

In 2024, 42.2% of physicians worked in private practice, down
from 60.1% in 2012. The AMA survey behind those figures
identified inadequate payment, costly resources, and regulatory

and administrative burdens as important reasons practices are
sold. That does not prove that every dropdown menu causes a
physician to sell to a hospital. It does show the direction of the
pressure. A fixed compliance cost is easier for a large system to
absorb than for a small independent practice.

The large system then builds an administrative and IT
infrastructure to manage the rules. That infrastructure needs its

own workflows, meetings, and safeguards. New people are hired
to manage the old people who were hired to manage the original
rule.

The attempt to control costs creates a new category of costs.

This is the vicious cycle of health-care kludgeocracy: complexity
creates work; work creates consolidation; consolidation creates
distance between decisions and consequences; distance creates
demands for more oversight; and oversight creates more
complexity.

Cash-pay practices and direct primary care offer a partial escape.
When the patient, physician, and price are close together, much
of the billing machinery and prior-authorization apparatus can
disappear. A cash transaction does not need permission from an
insurer.

Before adding a new rule, the payer or hospital should answer
three questions: Who will do the work? How much time will it
take? What old requirement will be removed in exchange? Rules
should automatically sunset unless their owners can show that
they improve outcomes or reduce total cost. Whenever possible,
the organization demanding the information should absorb the
burden of collecting it rather than pushing another click onto the
clinician.

No single reform will fix a system built from a thousand patches.
But we can stop pretending that each patch is free.

American health care does not need another workaround. It
needs, in medical terms, a kludgeectomy.

r A Socioeconomic Journal
Club — Protecting our
Independence

Khalifa EImagarmid,
Medical Student

While at NASBS earlier this year, | learned about the legacy of
Albert Rhoton, Jr. who devoted his career to documenting
neuroanatomy through thousands of microsurgical dissections. By
the time he died in 2016, he had created the world's largest
collection of three-dimensional neuroanatomical images and led
with a simple principle: surgery becomes "accurate, gentle, and
safe.” While mastering neuroanatomy in the cadaver lab, he
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remained fluid with technology and even helped introduce the
operating microscope into neurosurgery and developed
instruments that remain in use today. As a medical student, with
no experience under my belt, I've only seen surgeries completed
with intraoperative navigation. I’'ve seen the frustration residents

go through to properly calibrate the stealth machine. Our
generation will only train with neuro-navigation, exoscopes,
augmented reality, and countless other tools that have
transformed neurosurgical education.

Every technology has limitations. Navigation systems depend on
accurate registration, and studies have shown that brain shift can
exceed 2 cm during cranial surgery. In this scenario as in many
other scenarios, the surgeon cannot simply trust the screen, they
must trust their understanding of anatomy. I’'ve been fortunate to
witness excellent residents who have spent countless hours
independently learning their anatomy. However, | wonder if
technology can be used as a crutch. The danger arises when that
crutch is no longer there.

I see it in A further concern is that these advanced technologies
are not universally available. These systems are expensive and
often confined to major academic centers. For example, studies
have shown that Intraoperative MRI can improve GTR in glioma
surgery, particularly in eloquent areas. These systems require
specific OR set up and shielding, system integration, maintenance
contracts, etc., which can cost upwards of $7 million dollars. This
further adds to the disparity in treatments between urban and
rural centers. However, an important caveat is that the use of
iMRI has not been definitively shown to increase overall survival
in these glioma patients despite improved resection rates.

Regardless of which innovative technology is being used, a
surgeon's experience and anatomical understanding will always
guide the operation. Rhoton embraced every new tool available
to him, but he never let technology replace the fundamentals.
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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.

Since 2006, CAP’s Mutual Protection -
Trust (MPT) has earned AM Best's CAPphysicians.com

Superior Rating, signifying disciplined 800-356-5672
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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.
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