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Fighting For Our 
Independence 

President’s Message: All 
is Not Lost: Digging Deep 
When We’re Told to Just 
Go Along 

Brian Gantwerker, MD 
“In the middle of difficulty lies 

opportunity.” ― Albert Einstein 

“The only real radicalism in our time will come as it always has—
from people who insist on thinking for themselves and who reject 
party-mindedness.” - Christopher Hitchens 

“When you can’t find someone to follow, you have to find a way 
to lead by example.” – Roxane Gay 

There are stories people have told about themselves, their tribes, 
their shared histories going back as long as spoken language.  
From creation myths, to the Epic of Gilgamesh, to the Vedas and 
the Bible, we all have told stories about how we came to be, 
where we come from, and who we are.  Something that is 
essential to these stories is our ability to be self-determinant.  
Now, even when it concerns the concept of One Above All or 
some concept of a Higher Being, almost every story we share with 
our tribes and families, and especially our children we speak with 
a sense of pride on our perseverance and survival in life. We see it 
in our ancestors, our parents, our siblings, and our children, if we 
have them.  We also see them in our patients.  The essential 
ability to keep showing up to work is to share and receive that 
sense of pride of surviving and existing despite the threat of 
morbidity and mortality. It is the neurosurgeon’s ability to care for 
their patients as he or she sees fit that is the essential element 
that draws the clear line in the sand between the physician and 
Death and all of his friends.  

Over the years, we have seen the constant rain on a tin roof of 
the interference of third parties getting in between us and our 
patients.  It started with the HMOs in the 1980s with the promise 
of “managing” the health and the care of patients when in truth it 
was something entirely different.  Because before then, insurers 
existed but wielded limited power.  We could essentially override 
them by essentially saying “Look pal, I’m the doctor.”  Seems like 
that doesn’t work so well anymore.   

Now, the insurers are bolder, and cherry pick guidelines from 
papers or assign arbitrary age cutoffs for surgical technology, 
despite no evidence nor medical characteristics that a 62-year-old 
spine is different than a 65-year-old one.   

Truly, prior authorization does guide care because surgery 
becomes cost prohibitive for many patients and so they have to 
delay or abort their care.  It does have a role, to be sure, but just 

like putting sugar in your coffee, a reasonable amount is 
expected.   

Hospitals, too, have made it their business to own doctors, 
getting around the direct employment model (corporate practice 
of medicine) rules in our state by creating medical foundations to 
employ doctors.  Now surprise, surprise they are substituting out 
doctors with non-doctors and still calling them “providers” and 
pretending they have the same training as our medical colleagues 
and actually tallying up bigger bills, and potentially (and this 
hasn’t borne out--yet) unnecessary or even untimely referrals.  
But we can’t blame them for this.   

The Affordable Care Act really did a number on the number of 
independent doctors, and whether by intent or design, the 
subsidized model unfortunately siphoned a ton of money to 
insurers who, instead of covering care, lined their pockets.  Many 
are talking Medicare for All, which sounds great on a bumper 
sticker.  Certainly, it rolls off the tongue.  I mean, I think the 
thought sounds great--we put the insurers out of business and let 
the……wait, who runs it again? We can’t just flip the switch as the 
cost is rather scary.  Not to mention there is the other part, 
besides the ginormous price tag. 

If we take a beat, and if you have gone through Medicare 
credentialing, you will know the entity that does that, that 
administers that, is an insurance company.  That’s right.  
Palmetto, Noridian, the merry-go-round goes round.  Many times, 
they lose the contract of their jurisdiction due to incompetence, 
but like in healthcare administration, they fail upwards and just 
get recycled.  So M4A, which sounds awesome, will be 
administered by the government who will then contract out to 
the exact bozos who just crashed the car.  At that moment, there 
will be no firewall between our employer and the patient.  It will 
be as if we are all part of the same system, be it run by the 
government or its designated contractors – the insurers.  That 
goes for if it is “Medicare for All” or “Medicare Advantage for All.” 
(See? The difference is one word, but it’s the same dumpster fire 
for us).  

We might get universal coverage, but we will all be treated like 
cogs, be told exactly where to go, how much we will make and 
likely when to operate.  All those “guidelines” we have been so 
dutifully manufacturing might actually be used as cudgels to force 
the exactness and sameness this kind of a system would demand 
of its service workers.  Imagine it will be the fait accompli of what 
was set into motion by accident or intent in 2012.  Maybe it won’t 
be a calamity, or maybe not right away.  It might take 14-15 years 
like its first iteration to realize it did not work as intended and 
then our current trainees will be forced to reinvent the wheel 
again, and instead of trillions the price tag is 10x that and that is 
just silly money. 

Universal coverage is a better idea and that is possible.  It does 
not look good on a bumper sticker. It does not sloganize well.  It 
might tick people off and not poll well. For all its warts it could be 
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cobbled together, similar to other countries that have made it 
work. Much like diversified investment portfolios, and ensure 
people don’t walk into the ER anymore without coverage, they 
combine private insurance and publicly funded options. They 
allow for catastrophic plans if people want.  Folks that need help 
will get backstopped.  All without the Secretary of HHS and his 
undersecretary, the head of CMS and any green coffee 
supplements, raw milk, or peptides they might want to hock 
without the outsized force majeure of the trillions of our 
healthcare system.  By all means, they can still hock what they 
want and face whatever appropriate oversight needs to be 
applied on their own time.  We can still have the necessary and 
private conversations with our patients about their care and 
concerns and apply our medical knowledge and basic science.  
And the next time an administration or Congress, or any other 
non-practicing person or persons tell us they want to pass a 
healthcare law and see what’s in it afterwards, we will know 
better. I hope.   

As we mark the 250th year of the Nation’s Independence, and 
whatever that may look like to you and your families, it’s 
important as you reflect on your career, our futures as a specialty 
and our patients, that we collectively remember that our 
specialty was here long before this country was established, and 
that regardless of who is in charge, we need to persist and 
persevere despite the rise and fall of administrations and political 
kabuki theater, because the buck does stop with us.  Finally, never 
forget we possess the training, the accountability, the expertise, 
and the compassion to steer the ship to protect our patients the 
best way we know how--no matter what noise is coming from 
Sacramento, DC, or the internet.   

We have no time to dabble in the casual nihilism currently 
permeating healthcare. We can, however, certainly answer its 
posed questions carefully and thoughtfully. We must help lead 
the way to fix the broken things.  And they are really broken. But 
the strength to carry on does and will come from within our own 
ranks and from within ourselves.   

Chazak (strength) 

Brian 

 

Editorial 

Protecting Our Independence: A 
Legacy Worth Defending 

Namath Hussain, MD, MBA 
Editor, CANS Newsletter 

This year, our nation celebrates 250 
years of independence—a milestone 

that invites us to reflect not only on the freedoms secured in 
1776, but also on the responsibility required to preserve them. 

For physicians, independence has never meant standing alone. It 
has meant something far more important: the freedom to 
exercise our professional judgment in the best interests of our 
patients. 

That freedom has always been the foundation of medicine. 

Every generation of neurosurgeons has inherited remarkable 
advances from those who came before us. Microsurgery, 
neuroimaging, stereotactic navigation, minimally invasive 
techniques, neuromodulation, and countless other innovations 
have transformed what is possible. Yet none of these 
breakthroughs would matter if physicians lost the ability to 
determine when—and how—to use them. 

This month’s issue examines that challenge from several 
perspectives, all centered on a common theme: Protecting Our 
Independence. 

Our President, Dr. Brian Gantwerker, reminds us that the 
physician-patient relationship has gradually become crowded by 
insurers, regulators, hospital systems, and policymakers. While 
these institutions all play important roles, none should replace 
the physician’s independent clinical judgment. His message is 
ultimately one of optimism and resilience. Regardless of the 
political climate or healthcare trends, the responsibility for our 
patients remains ours. That responsibility—and the privilege that 
accompanies it—is worth protecting.  

Dr. Anthony DiGiorgio expands that conversation by examining 
one of healthcare’s most persistent myths: that low reported 
administrative costs necessarily reflect efficiency. He 
demonstrates how much of healthcare’s administrative burden 
has simply been shifted onto physicians, hospitals, and clinical 
staff. Every hour spent navigating regulations, documenting 
compliance, appealing denials, or satisfying reporting 
requirements is time diverted from direct patient care. 
Administrative costs do not disappear simply because someone 
else bears them. As physicians, we experience those hidden costs 
every day, often in ways that erode both efficiency and 
professional autonomy. 

Looking toward the future, medical student Khalifa Elmagarmid 
offers an equally important perspective. His article reflects on the 
remarkable decline of physician-owned practices while reminding 
us that many of neurosurgery’s greatest innovators built their 
careers outside large corporate systems. His message is not 
nostalgia for a bygone era, but a call to preserve choice. Future 
physicians should have the opportunity to choose how they 
practice medicine, just as previous generations did.  

Together, these articles highlight a simple truth: protecting 
independence is not about protecting any single practice model, 
employer, or payment system. 
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It is about protecting the physician’s ability to think 
independently. 

Every day, neurosurgeons confront situations that cannot be 
reduced to algorithms, checkboxes, or blanket policies. We 
balance evidence, experience, patient values, and clinical 
judgment in ways that no guideline can fully capture. That 
thoughtful decision-making is not merely part of our profession—
it is the profession. 

As healthcare continues to evolve through artificial intelligence, 
payment reform, consolidation, and new regulatory frameworks, 
we should welcome innovation without surrendering our 
autonomy. Technology should strengthen clinical judgment, not 
replace it. Administrative systems should facilitate care, not 
dictate it. Healthcare policy should empower physicians to 
advocate for patients rather than creating barriers between them. 

The story of American independence reminds us that freedom is 
never permanently secured. It is preserved through stewardship, 
courage, and a willingness to defend principles that matter. 

The same is true in medicine. 

Our independence is not a privilege we inherited by accident. It is 
a professional responsibility earned through years of education, 
training, accountability, and service. It is what allows patients to 
trust that our recommendations are guided not by bureaucracy, 
economics, or convenience, but by what we sincerely believe is in 
their best interest. 

As we commemorate our nation’s 250th anniversary, may we also 
recommit ourselves to protecting the professional independence 
that has defined neurosurgery for generations. Because when 
physicians retain the freedom to exercise independent judgment, 
patients ultimately receive something even more valuable: 

Independent care. 

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

 

Neurosurgical Economics: 

Medicare’s “Low 
Administrative Costs” Are an 
Accounting Trick 

Anthony DiGiorgio, DO, MHA 

One of the most durable claims in 
American healthcare politics is that 
Medicare is administratively efficient 

because its official overhead is low. 

The argument usually arrives as a conversation-ender, often with 
a snide, “Well, Medicare only spends 6% on administration, 
therefore it must be more efficient.” 

Of course, anyone who has watched the government do much of 
anything knows that efficiency is not exactly its strong suit. Even 
the things the government is supposedly good at, like war, tax 
collection, and national parks, tend to be run with layers of 
process and waste. How much have we burned through on failed 
fighter jet plans? 

Then comes the second move: private insurance wastes money 
on marketing, administration, and, of course, that evil term: 
profits. 

That sounds persuasive until you ask the most basic economic 
question: for whom is Medicare actually efficient? 

Medicare does not have magically low administrative costs. It has 
narrowly measured administrative costs, unusually expensive 
beneficiaries, and a large hidden bureaucracy that is offloaded to 
entities outside of CMS. The official number may be low on the 
Medicare ledger, but that does not mean the administrative 
burden has disappeared. 

Ask any physician who has dropped Medicare. They will often tell 
you their administrative costs dropped dramatically. No more 
conditions of participation, quality metric reporting, Medicare 
audits, Stark law headaches… the list goes on. 

This is the part physicians understand instinctively because we 
live inside the machinery. Medicare is not a frictionless payment 
system. It is a world of CPT and ICD-10 codes. CMS did not single-
handedly create every bad EHR, but federal policy helped make 
inefficient EHRs unavoidable, and the result is that clinicians now 
spend staggering amounts of time feeding the record rather than 
caring for patients. 

The official Medicare numbers are not fake. They are simply 
incomplete for the political work they are being asked to do. The 
2026 Medicare Trustees Report estimated that Medicare covered 
69.3 million people in 2025 and spent about $1.21 trillion. The 
same report lists relatively small explicit administrative expense 
lines, including about $5.9 billion in Part B administrative 
expenses, equal to 1.0 percent of Part B expenditures, and about 
$0.5 billion in federal administrative expenses for Part D. 

The first trick is the denominator. Medicare beneficiaries are 
older and sicker than the average privately insured person, so 
Medicare spends far more in medical claims per enrollee. When 
administrative costs are presented as a percentage of total 
spending, a program that pays very large medical bills will 
naturally look administratively leaner.  

https://www.cms.gov/oact/tr/2026?utm_source=chatgpt.com
https://www.cms.gov/oact/tr/2026?utm_source=chatgpt.com
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CMS national health expenditure data show that, in 2020, per-
person personal healthcare spending for adults age 65 and older 
was $22,356, more than five times spending for children and 
nearly two and a half times spending for working-age adults. 
Older adults were about 17 percent of the population but 
accounted for roughly 37 percent of personal healthcare 
spending. 

Imagine two insurers spend the same amount administering a 
patient. One patient generates $5,000 in annual claims. The other 
generates $25,000. The same administrative cost will look five 
times smaller as a percentage of claims in the second case. 
Nothing about that proves the second insurer is more efficient. It 
proves the patient is more expensive. 

The second trick is the accounting boundary. Medicare’s official 
administrative cost includes payments to Medicare Administrative 
Contractors, the private contractors that process claims and 
perform much of the operational work of traditional Medicare. 
But they offload a lot more. 

Medicare offloads collection of premiums to other branches of 
the government.  Where a private insurance company has to 
spend money on premium collection, Medicare relies on the IRS 
to collect the taxes to pay for its services.  No cost to CMS there.   

Medicare also offloads the work of describing and valuing the 
billing units for physicians. Much of this happens through the CPT 
and RUC machinery, maintained outside CMS by the AMA and 
specialty societies. There are millions of dollars’ worth of time 
from physicians and staff for which Medicare never pays.  Then, 
of course, physicians pay for coding courses. Practices pay coders, 
who also attend those coding courses. Staff spend hours learning 
how to navigate CPT codes and documentation rules. None of 
that shows up as CMS administrative overhead.  Meanwhile, 
private insurance companies are responsible for negotiating their 
own distinct contracts with numerous provider groups.   

Then, of course, there are the quality metrics. 

One study in JAMA Health Forum estimated that physician 
practices spent an average of $12,811 per physician and more 
than 200 hours per physician to participate in MIPS in 2019. The 
authors estimated that physicians themselves accounted for more 
than half of the financial cost, because physician time was 
absorbed by compliance rather than patient care. Another study 
in Health Affairs estimated that U.S. physician practices spent an 
average of 785 hours per physician per year on quality-measure 
reporting, at a total annual cost of more than $15.4 billion. A 
study of hospital quality reporting in JAMA estimated that 
reporting 162 quality metrics required more than 108,000 staff-
hours and about $5 million in annual personnel costs at one 
major academic medical center. 

These are not abstractions. These are hours and dollars that could 
have been spent on actual patient care. And this is exactly the 
sort of cost that disappears when we pretend Medicare’s 
administrative cost is whatever CMS spends directly to run the 
program. 

The third trick is cost-shifting. Government programs are very 
good at making costs vanish from one ledger by imposing them 
on another. A regulation can look cheap to the agency that issued 
it if the work of compliance is performed by someone else. 

This is one of the underappreciated ways bureaucracy drives 
consolidation. Large hospital systems can absorb the 
administrative burden. Small independent practices cannot. 
When policy makes fixed administrative costs unavoidable, it 
favors scale. Then policymakers express surprise when physicians 
sell their practices to hospitals, prices rise, and patients lose 
access to independent doctors. 

The data point in that story is no longer subtle. GAO reported that 
at least 47 percent of physicians were consolidated with hospital 
systems in 2024, up from less than 30 percent in 2012. GAO also 
noted that physician-hospital consolidation can increase 
Medicare spending when services move into more expensive 
hospital-based settings. 

None of this means private insurance is innocent. Private 
insurance has its own enormous administrative machinery. Some 
of it is duplicative. Much of it is maddening. Every physician in 
America has lost hours of life to insurer portals and peer-to-peer 
calls that seem designed less to improve care than to exhaust the 
person trying to provide it. 

But we should be careful with the word “waste.” In ordinary 
markets, advertising, profit, sales, customer service, contracting, 
and risk management are not automatically waste. We do not say 
the iPhone is inefficient because Apple advertises and earns a 
profit. Those activities may be costly, but in a functioning market 
they are part of how firms compete. If Apple could sell as many 
iPhones with half of its advertising budget, it would cut that cost 
in an instant. The problem in healthcare is not that private 
insurers have administrative costs. The problem is that our third-
party payment system hides prices, insulates patients from 
tradeoffs, and forces clinicians to negotiate with payers rather 
than directly with the people receiving care. 

Private insurance deserves plenty of criticism. Yet private 
insurance, if the market is working as it should, disciplines itself. 
Whichever insurer can keep administrative costs the lowest 
should outcompete the others by providing quality coverage at 
lower prices. There are plenty of reasons the market is distorted 
and not working as efficiently as it should, but the underlying 
principle is the same. There is no comparable discipline on 

https://www.cms.gov/data-research/statistics-trends-and-reports/national-health-expenditure-data/nhe-fact-sheet?utm_source=chatgpt.com
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2779947?utm_source=chatgpt.com
https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.1258?utm_source=chatgpt.com
https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.1258?utm_source=chatgpt.com
https://doi.org/10.1001/jama.2023.7271?utm_source=chatgpt.com
https://doi.org/10.1001/jama.2023.7271?utm_source=chatgpt.com
https://www.gao.gov/products/gao-25-107450?utm_source=chatgpt.com
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Medicare. There is no true competition with other forms of 
insurance keeping the system honest. 

Medicare does not become efficient merely because it avoids 
some private-sector costs while imposing a different set of public-
sector costs. Just because Medicare lacks a marketing 
department does not automatically mean it is efficient. 

There is also a deeper point that rarely appears in these debates: 
low administrative spending is not automatically good. A trillion-
dollar public program needs oversight. If it does not spend 
enough on administration up front, it will spend more later 
through improper payments, blunt audits, or after-the-fact 
enforcement. CMS reported FY2025 improper payment estimates 
of $28.83 billion for Medicare fee-for-service, $23.67 billion for 
Medicare Advantage, and $4.23 billion for Part D. Maybe a little 
more administration would be a good thing here.   

This is the central error in the Medicare expansion argument. It 
takes a narrow accounting ratio and treats it as a complete 
economic fact. 

The physician’s unpaid evening documentation, the quality 
department at the hospital, and the compliance officers are all 
costs. The patient waiting six months because independent 
practices in the area stopped taking new Medicare patients is a 
cost. 

Healthcare policy should begin with acknowledging scarcity, 
tradeoffs, and incentives. That means asking not only how much 
Medicare spends on its own administration, but how much 
administrative work Medicare causes other people to perform. 

The point is not that Medicare is all bad. Medicare pays for a 
tremendous amount of necessary care. Every hospital in America 
depends on it. Millions of elderly and disabled patients would be 
in deep trouble without it. The point is that we should stop using 
a narrow overhead statistic as if it settles the question of 
efficiency. 

It does not. 

Administrative costs do not disappear simply because the 
government does not count them. 

 

 

Socioeconomic Journal 
Club – Protecting our 
Independence 

 
Khalifa Elmagarmid, 
Medical Student  

Just a couple of months ago, our 
school invited private practice physicians to speak about their 
experiences. Besides the fact that half our class searched up “how 
to become a gastroenterologist?”, what stuck with me was that it 
needed to be a lecture at all. The numbers paint a grim picture on 
where medical private practice is in today’s world. 

As of January 2026, 82 percent of American physicians are 
employed by hospitals or corporate entities. Only 36.1 percent of 
practices remain physician-owned; the country has lost 81,100 
independent practices since 2018. On the flip side, roughly 72 
percent of dentists are practice owners. One of the factors behind 
this is the reimbursement schedule. 

 Medicare physician payments have fallen 33 percent since 2001, 
while Medicare pays two to four times more for many identical 
outpatient procedures performed in a hospital outpatient 
department rather than an office. It is the same operation, by the 
same surgeon, but it receives a higher price the day the hospital 
buys the practice, which ultimately helps finance the next 
acquisition creating a continuous cycle. Dentistry is office-based 
and mainly outside the hospital payment system, so the 
reimbursement rate does not change based on who owns the 
practice.  

California has taken note of the rise of private equity in 
healthcare and begun to respond. SB 351, effective January 1 of 
this year, bars private equity groups and hedge funds from 
interfering with clinical judgment, controlling coding and billing, 
or setting patient quotas in physician and dental practices, and 
voids their noncompete clauses. The Attorney General has 
already enforced a $2 million corporate-practice settlement from 
Aspen Dental this year. What I found interesting, however, is that 
the statute exempts hospitals, the entities employing 60 percent 
of physicians. Couple that with the federal ban on new physician-
owned hospitals, in place since 2010, and I am left wondering 
how these laws were designed and whose independence they 
serve to protect. 

Countless pioneers in neurosurgery came from private practice. In 
1937, a 29-year-old Frank Mayfield moved to Cincinnati to open a 
community neurosurgery practice. The aneurysm clip he designed 
with George Kees in 1952 was manufactured in the carriage 
house behind his office, and the instrument company that grew 
from it helped fund resident education. None of these discredits 
the value hospitals and academic centers provide; millions of 
patients are also alive because of these institutions. I believe that 
protecting our independence starts with protecting that choice.

https://www.cms.gov/newsroom/fact-sheets/fiscal-year-2025-improper-payments-fact-sheet?utm_source=chatgpt.com
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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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