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Editorial 

Building the Future: Who Will 
We Become? 

Namath Hussain, MD, MBA 
Editor, CANS Newsletter 

When we talk about the future of 
neurosurgery, our conversations 
naturally gravitate toward innovation. 

Artificial intelligence. Robotics. Endoscopy. New devices. New 
techniques. New ways of delivering increasingly sophisticated 
care. 

But perhaps the more consequential question is not what 
neurosurgery will look like in twenty years. 

It is who will be practicing it—and what kind of profession we 
will leave them. 

This month’s CANS newsletter examines that question from three 
very different perspectives: the culture through which we train 
the next generation, the increasingly competitive pathway by 
which we select them, and the economic system in which they 
will ultimately be asked to care for patients. 

CANS President Dr. Brian Gantwerker begins with a deeply 
personal reflection on mentorship, accountability, and the culture 
we create for those following us. Recalling his own residency 
interviews, he contrasts seemingly small acts of kindness that 
provided encouragement at critical moments with encounters 
that reflected an older culture of intimidation, hierarchy, and 
indifference. His larger point is an important one: we are 
constantly teaching the next generation, whether we realize it or 
not. 

Building a workforce is therefore about considerably more than 
filling residency positions. It requires taking responsibility for the 
physicians we train. Dr. Gantwerker asks us to approach 
mentorship almost as we would parenthood—to take pride in our 
trainees, allow them to struggle enough to develop 
independence, but recognize when it is time to intervene. His 
chairman’s memorable admonition to be a “moral marine” 
captures the ultimate lesson: some principles cannot be 
compromised for convenience, ego, or career advancement. 

But before we can train the next generation, we must decide 
how we select them. 

In this month’s Socioeconomic Journal Club, Khalifa Elmagarmid 
examines the remarkable research “arms race” among medical 
students pursuing neurosurgery. With Step 1 and much of 
preclinical education moving to pass/fail, research has 
increasingly become one of the remaining ways for applicants to 
distinguish themselves. In 2024, neurosurgery applicants 
reported an average of 37.4 abstracts, presentations, and 

publications—the highest of any specialty—although the number 
of verifiable publications among matched applicants was 
considerably smaller. 

Research undoubtedly has value. It teaches future surgeons to 
critically evaluate evidence and can create extraordinary 
mentorship opportunities. But opportunity itself is not evenly 
distributed. Students at institutions with neurosurgery 
departments, established investigators, databases, coordinators, 
and funding begin the race several steps ahead. Others may need 
to relocate, work without meaningful compensation, or add an 
additional research year simply to remain competitive. 

That raises an uncomfortable question: Are we selecting the 
applicants most likely to become exceptional neurosurgeons, or 
those best positioned to accumulate the metrics we have 
chosen to measure? 

There is no simple answer. Research matters. Academic curiosity 
matters. So do judgment, integrity, technical aptitude, resilience, 
communication, and the ability to earn the trust of patients and 
colleagues. Spending seven years training someone is an 
enormous commitment, and no publication count can completely 
answer the question of whom we want beside us in the operating 
room at 2 AM. The article appropriately leaves us with questions 
rather than easy solutions. 

Finally, Anthony DiGiorgio, MD, examines what kind of healthcare 
system these future neurosurgeons will inherit in “Provider Taxes, 
Hold-Harmless Rules, and Medicaid’s Financing Loop.” He begins 
with a patient whose insurance theoretically guarantees access to 
healthcare, yet who remains unable to find the primary-care 
physician she needs. The distinction between coverage and 
access is critical. The article reviews evidence showing that 
Medicaid patients have substantially greater difficulty obtaining 
both primary and specialty appointments, while higher physician 
reimbursement has been associated with improved appointment 
availability. 

From there, Dr. DiGiorgio takes us into the extraordinarily 
complicated world of Medicaid financing—federal matching 
funds, provider taxes, state-directed payments, and the incentives 
they create. Provider taxes can leverage federal dollars and 
potentially increase physician payment and patient access, but 
they can also weaken the normal fiscal discipline imposed when 
states must spend more of their own unrestricted resources. 

The policy debate ultimately returns to something much 
simpler: Does the patient actually get care? 

There are legitimate concerns about federal arbitrage, distorted 
incentives, commercial pricing, and the distribution of 
supplemental Medicaid dollars. But there are equally legitimate 
consequences when reimbursement is inadequate and physicians 
cannot sustainably provide care. Dr. DiGiorgio concludes where 
perhaps every healthcare-financing discussion should begin—
with the patient who does not particularly care which accounting 
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mechanism financed her visit. She simply wants a clinic willing to 
see her before another fracture occurs. 

These three articles may initially appear to address entirely 
different subjects. I believe they are asking variations of the same 
question. 

What are we building? 

We are building the next generation when we mentor a resident. 

We are building it when we decide what qualities make a medical 
student worthy of entering our field. 

We are building it when we design reimbursement systems that 
determine which patients those physicians will realistically be 
able to treat. 

And, perhaps most importantly, we are building it every day 
through the behaviors we normalize. 

The future of neurosurgery will certainly be shaped by artificial 
intelligence, new technology, and scientific discovery. But it will 
be determined just as profoundly by culture, opportunity, 
mentorship, incentives, and example. 

Twenty years from now, today’s medical students will be program 
directors, chairs, society presidents, and mentors themselves. 
They will inherit what we build—and then build something for 
the generation behind them. 

Our responsibility is not merely to leave them a more 
technologically advanced profession. 

It is to leave them one worth inheriting. 

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

Building for Our Future: 

President’s Message: 
Who the Hell Would Want 
to Do This Anyway? 

Brian Gantwerker, MD 
 

“The world is changed by your 
example, not by your opinion”   

-Paulo Coelho – Brazilian lyricist, writer 

Most of my life I wanted to be a doctor.  Guess it was some sort of 
super hero complex.  My wife tells me she thinks I wanted to be 
Spider-Man.  To be honest, he is my favorite.  I had the coolest 
bike when I was a kid, growing up in the suburbs.  It was red, 
yellow, and blue – his colors – had matching training wheels.  The 
handlebars were swept back and had this rad placard in the 

middle with the stylized “Spider-Man” logo in an arc, with the 
web background.  The seat matched the whole deal and I would 
pedal as fast as I could, pretending I was swinging in, breaking up 
crimes and saving the innocent bystanders left and right.  Truth is 
I was just trying to avoid driving off the sidewalk and ending up in 
the drainage ditch most of the time.   

Since I didn’t get that fateful spider bite, and I was reasonably 
smart, I opted for medicine. 

Interviewing for neurosurgery residency 26 years ago, there are 
distinct flashbulb memories that stand out. I think we all have 
stories - awful, hilarious, and probably some traumatic. (NB: Since 
many of these chairmen are still around and we are in a small 
club, I will keep them anonymous - so identities have been 
changed to protect the not so innocent).   

A few stood out.  One really positive one that I have touched on 
before that I will identify gladly is Dr. Van Gilder at the University 
of Iowa.  He was by reputation a difficult man - a terror by some 
reports.  His son ended up being my chief and one of my very 
closest confidants to this day.  His office smelled of pipe tobacco 
and he gnawed on his glasses like a bulldog on rawhide. He could 
not have been nicer to me.  Although I did not match there, and it 
was colder than the lowest levels of Tartarus that day, I 
appreciated his kindness and midwestern warmth to a fellow 
flyover.  It was not necessary for him to be nice to me, but he 
was.  And then there was Dr. Dempsey at the University of 
Wisconsin, who told me, road weary and suffering from terrible 
imposter syndrome, that the reason I was there was because he 
thought I had a future in neurosurgery.  An un-asked-for kindness 
that meant a lot to me.  It was gas in the tank.  Here I was, a 
state-school educated schlub who went to a decent medical 
school who didn’t wear a bow tie, had barely any research, zero 
contacts, and certainly not the winning attitude nor killer instinct 
to climb to the top of the human scrum.   

He was just nice to me.  It was a bit of a “Rocky” moment.  Now I 
am talking OG Rocky here, downing-the-raw-egg-yolks-moment-
type-thing.  I doubled down and reached further inside and 
pushed on through the trail.  At that moment I was far from done, 
I had no significant other, had burned bridges personally and was 
staring down the barrel of an existential crisis - what the hell was 
I even doing.  But here these guys were - keep grinding, kiddo. 

Then there were the other ones, accounting for about 80% of my 
interviews.  There was the professor who told me how his family 
understood that they came third after his patients and residents. 
Then the one who sat silent through a 30-minute group interview 
until I turned to him (even the other interviewers did) and his 
only words were, “Any hobbies?“ Interviewers actively terrified 
residents in front of me as we took tours.  Others placed their 
shoes up on their desk in front of me as we spoke, which in some 
cultures is an intense insult, and in my book just odd and fairly 
rude.  Many of them flexed, acted nonchalantly, feigned 
superiority, or were actively disinterested.   
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In all, many of us spent tens of thousands of dollars just 
interviewing.  That is not to say that just getting an interview, nor 
spending said money should guarantee us a spot.  In fact, many 
people fall apart in the interview process, others shine.  
Individuals are uncloseted as sociopaths, weirdos, or extremely 
warm, friendly, or even just great people with pretty good 
resumes that just hit you right.  Whatever it is, the process is a 
separative one, just as all of it is.  They/we filter out undesirable 
people or select desirables with the characteristics we think will 
make them good or even great neurosurgeons.  Until you come to 
the obvious examples when that process went decidedly wrong.  
There are those that were rubber stamped due to a very broken 
system. 

Perhaps they were really good at hiding their character flaws.  
Maybe their very nature, of being a psychopathy that is, made it 
hard to spot them.  Or, maybe they were seen as “part of the 
club,” back slapped and pushed along, despite the warning signs.  
Accountability is fleeting and a full analysis of what happened in 
Christopher Duntsch’s story has yet to be done, and it is my belief 
the ABNS has been delayed in asking his professors what went 
wrong in his training, not just inside him.   

When we are thinking of building and maintaining a workforce, 
one that is enduring, reliable, and competent, we have to think of 
what we are encouraging and promulgating in ourselves and our 
own culture as physicians.  We cannot expect more of ourselves 
and less of our successor any more than they should expect us to 
not be exemplars of what to do when things go wrong or how to 
conduct ourselves. 

In certain belief systems it is said that when one teaches 
someone, it is as if they became your child.  Moses ben Maimon 
was the physician to the Sultan Saladin in the 12th century.  He 
was also known as “Rambam.”  His prayer for the physician sits 
framed on the wall of my office.  He spoke of how it was the 
obligation to teach your son and grandsons.  Later on, sages said 
it was an obligation to teach, in general, and that those students 
would become as if they were your own children.  No matter 
what you practice or believe, don’t believe, if we were to 
approach the concept of teaching as if we were raising our own 
offspring and hence take the responsibility for how they do and 
what they do, suddenly the way we build said workforce becomes 
a lot simpler.   

I am not saying we need to make sure they eat well, get enough 
rest, or call their mothers (though it couldn’t hurt), but taking 
them under your wing and doing whatever style fits your style is a 
good thing.  We don’t have to standardize your interactions, nor 
how you do it, but within reason, take pride in the people you are 
bringing up.  Figure out when they are doing wrong and take 
action.  It will reflect on you and how you do things.  If they need 
some help in the deep end of the pool, get under them for a 
couple seconds and help.   

Residents and young attending need to struggle to learn. This is 
how the metal is cured and how we learn to solve problems.  But 
when they are flailing or harming themselves or others, we need 
to be accountable enough to step in.  It also doesn’t mean soft-
peddling or brushing aside critiques or concerns.  This is an easy 
one.  When should something concern you is if you picture your 
spouse or your mom having this person operate on them, and it 
raises the hairs on the back of your neck, then that is your gut 
check. 

Another important aspect of the workforce is to assume everyone 
is there because they deserve to be.  You may very well find out 
otherwise.  But if your default setting is that yes, he/she/they are 
worthy and start there, you can let them do what they need to in 
order to prove themselves so.  Starting from a place that they are 
not will only set up confirmation bias, end up in conflict, and 
make you out to be a jerk at the very least.  If they went to a 
small liberal arts college, or a state school, or a community 
college, or non-US medical school, or D.O. school you really can’t 
know who they are until they are in it.  How miserable it must be 
assuming everyone isn’t deserving of attention or being your 
colleague because they took calculus at community college 
(raising my hand).   

Understanding that it has been nearly two decades since I have 
been a resident, and I don’t train residents, and that I am not in 
the RRC and that they govern nearly every aspect of what you all 
do, I do know I talk to patients.  Sometimes it’s concerning when I 
hear they can’t get hold of their surgeon after surgery, especially 
if they are having a problem.  It’s also not great when you read 
about the latest scandal of someone doing operations that seem 
not just “ahead of the curve” but about 150 miles ahead of it and 
maybe not even in the same latitude of said curve.   

Bob Ratcheson at Case Western was my very, very tough 
chairman at Case.  Everyone of a certain age who knew him has a 
story.  I spoke with him not long ago, and he is still keen and 
sharp of mind.  One thing he always used to say that stuck with 
me for this last quarter of a century is, “you have to be a moral 
marine.”  And as a fellow Chicagoan, whether its pertinent or not, 
I kind of knew what he meant instinctually.   

What he meant was the one thing you never, ever compromised 
on is what you knew in your heart to be the right thing to do.  It 
meant putting a lot of other things before your ego and 
advancement of your career.  Maybe it means not waiting until 
that next scan to take the clot out, or starting Keflex when you 
see just a small show of red on that incision 3 ½ weeks out and 
bringing the patient back in 5 days even though clinic is a 
nightmare next week.   

When we show our trainees or even our colleagues that we give a 
damn and that we have lived experience and can intervene and 
swing into action before things really go sideways, even if it 
inconveniences us by making us late to the ballet a little, it leads 
by example.  It shows strength, even if you believe compassion is 
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over-rated (the so-called “empathy trap” – don’t get me started).  
Strength that is in knowing you can save you and your patient so 
much suffering by taking a beat and doing the right thing. 

You are not being a boy/girl scout.  Nor are you trying to be a 
hero.  You are imbuing strength, showing mental toughness, and 
intelligent.  You are leading by example and teaching by modeling.  
Because after all, with great power, comes great responsibility.   

Brian 

 

Neurosurgical Economics: 

Provider Taxes, Hold-Harmless 
Rules, and Medicaid’s 
Financing Loop 

Anthony DiGiorgio, DO, MHA 

This very nice lady was seeing me in 
spine clinic. Her spine was slowly collapsing, its low-density bone 
submitting to the constant pull of gravity. She didn’t need a 
neurosurgeon. She needed a primary care doctor to manage her 
osteoporosis, or low bone density.  

Yet, here she was, six months after I initially saw her, without a 
primary care doctor.  

She has insurance coverage through Medicaid, the joint state-
federal program that covers the poor. Her coverage guarantees 
she doesn’t need to pay for medical care. 

If she can get it.  

For Medicaid patients, payment is only part of the problem. 
Finding a physician who will give an appointment to a Medicaid 
patient is a larger problem. An INQUIRY meta-analysis combined 
34 appointment-audit studies and found that, compared with 
privately insured patients, Medicaid patients had a 1.6-fold lower 
likelihood of successfully scheduling primary care and a 3.3-fold 
lower likelihood of scheduling specialty care. A New England 
Journal of Medicine audit of pediatric specialty clinics found that 
66 percent of Medicaid–CHIP callers were denied an 
appointment, compared with 11 percent of privately insured 
callers. Even at clinics accepting both, publicly insured children 
waited an average of 42 days, compared with 20 days for 
privately insured children. Simulated-patient studies in California 
and Michigan have likewise found substantial primary-care 
barriers and longer dermatology waits for Medicaid patients, 
respectively. 

This is not surprising. A Health Affairs analysis documents that 
Medicaid physician fees lag Medicare fees, and a GAO 

comparison likewise found lower Medicaid payments than private 
insurance. On top of that, Medicaid patients are often more 
complex and sicker at baseline, have lower levels of education 
requiring lengthier patient education, and are more likely to miss 
appointments. The doctors can’t be blamed. They are simply 
following incentives. If someone is paid $100 to do A and $1,000 
to do B, that person will tend to do much more B than A.  

When Medicaid patients can’t get care through clinic 
appointments, they turn to the emergency room. This, again, is 
well documented. A study by Decker in INQUIRY found that 
Medicaid fee cuts were associated not only with fewer 
ambulatory visits but also with a shift away from physician offices 
and toward hospital outpatient departments and emergency 
departments. 

Unsurprisingly, increasing the rate paid to doctors increases 
access for those patients. In 2013 and 2014, the federal 
government temporarily raised selected Medicaid primary-care 
payments to Medicare levels. In a New England Journal of 
Medicine study, Polsky and colleagues used researchers posing as 
patients to call practices in ten states before and after the 
increase. Appointment availability for Medicaid patients rose 
from 58.7 percent to 66.4 percent. Across states, each 10 percent 
increase in reimbursement was associated with a 1.25-
percentage-point increase in appointment availability. 

There is no ground truth about what the correct payment rate is. 
Rates are determined by markets, reflecting both supply and 
demand. This applies to clinic appointments just as it does to any 
other good or service. If Medicaid is going to set rates outside of 
the market, adequacy should be measured by whether patients 
can actually obtain care. 

According to CMS, there is no single federal Medicaid fee 
schedule. States establish fee-for-service rates and design their 
managed-care payment systems, while managed-care plans 
negotiate many of their base provider rates. Federal law imposes 
requirements, and CMS approves state plans, contracts, and 
certain state-directed payments, but states make most of the 
consequential payment choices. 

Medicaid payment is complex. It is shared between the state and 
the federal government, and that ratio changes based on the 
beneficiary. If a state wants to pay doctors more to see patients, it 
can do so, but it bears some of the cost. The federal government 
then provides an open-ended match at the state’s applicable 
federal medical assistance percentage, or FMAP. 

The Congressional Research Service notes that general-fund 
appropriations are only one possible source of that nonfederal 
share. States also use local-government transfers, certified public 
expenditures, and health-care provider taxes. In state fiscal year 

https://journals.sagepub.com/doi/10.1177/0046958019838118
https://www.nejm.org/doi/full/10.1056/NEJMsa1013285
https://www.nejm.org/doi/full/10.1056/NEJMsa1013285
https://pmc.ncbi.nlm.nih.gov/articles/PMC7214003/
https://pubmed.ncbi.nlm.nih.gov/33094938/
https://www.healthaffairs.org/doi/10.1377/hlthaff.2024.01530
https://www.gao.gov/assets/gao-14-533.pdf
https://www.gao.gov/assets/gao-14-533.pdf
https://journals.sagepub.com/doi/10.5034/inquiryjrnl_46.03.291
https://www.nejm.org/doi/full/10.1056/NEJMsa1413299
https://www.nejm.org/doi/full/10.1056/NEJMsa1413299
https://www.medicaid.gov/medicaid/financial-management
https://www.congress.gov/crs-product/RS22843
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2024, general funds supplied about 68 percent of states’ share of 
Medicaid costs; other state and local sources supplied the 
remainder. By fiscal year 2025, every state except Alaska (which 
has all that sweet oil revenue) used at least one provider tax, 
which is one mechanism to gain more federal funding than would 
otherwise be available under traditional federal matching. 

Under 42 C.F.R. § 433.68’s indirect-guarantee test, taxes 
producing no more than 6 percent of the class’s net patient 
revenue pass the first prong; taxes above that level face the 
“75/75” test: CMS treats the arrangement as an impermissible 
indirect guarantee if at least 75 percent of the taxpayers in the 
class receive at least 75 percent of their total tax costs back 
through enhanced Medicaid or other state payments. If the 75/75 
threshold is crossed, the entire amount of tax revenue is offset 
against the state’s Medicaid expenditures when federal matching 
funds are calculated. A Congressional Research Service summary 
of P.L. 119-21 explains that Congress has now frozen or 
constrained many taxes and will phase the threshold for most 
provider classes in Medicaid-expansion states down to 3.5 
percent by fiscal year 2032. 

From the state’s perspective, the logic is compelling. Provider 
taxes can preserve benefits or raise rates without competing for 
as many unrestricted dollars from schools, roads, or other state 
priorities. 

The federal taxpayer’s objection is equally compelling. A 60 
percent matching rate ordinarily requires the state to decide that 
a dollar of Medicaid spending is worth 40 cents of its own fiscal 
resources. If the 40 cents instead comes from providers who 
expect to share in a much larger payment, the state may have 
little unrestricted money at risk. Its incentive to act as a prudent 
purchaser weakens while federal taxpayers still supply 60 cents 
on the dollar. 

Regardless of the mechanism, more Medicaid funding potentially 
means more payments for doctors so that patients can find 
clinicians.  

Florida’s academic-medical-center physician program illustrates 
the attraction. An earlier approval package calculated increases 
intended to bring participating faculty practices to the average 
commercial rate, then estimated at 194.5 percent of Medicare. In 
the February–September 2025 amendment, base payment levels 
for participating academic practices ranged from 16 to 75 percent 
of the program’s benchmark; the directed payments brought each 
to 100 percent. CMS approved as much as $260.9 million for that 
partial-year amendment. 

But Florida also demonstrates why terminology matters. A state-
directed payment is the way money is paid through managed 
care; it is not itself the financing source. Florida’s current filing 

identifies intergovernmental transfers—not a provider tax—as 
the nonfederal financing mechanism. The recipients are academic 
faculty practice plans and affiliated groups, not necessarily 
independent doctors. 

Texas’s Incentive for Physicians and Professional Services 
program, or TIPPS, is a closer provider-tax comparison. CMS 
approved up to $645.4 million for September 2025 through 
August 2026. Depending on the Medicaid managed-care 
program, the directed payments raise reported total payment for 
academic physician groups from base levels of roughly 24–37 
percent to approximately 55–85 percent of the commercial 
benchmark. “Other” physician groups remain lower, at roughly 
37–52 percent. 

That may be an intelligent redistribution from hospitals toward 
physician access. But it raises questions the approval package 
does not fully answer. How much remains with large academic 
groups? How much becomes physician compensation or 
additional clinic capacity? Are independent practices 
disadvantaged? Do patients obtain appointments sooner? Texas 
ties part of the program to quality measures and identifies 
increased primary and preventive care as a goal.  

States do not always use the fiscal room created by provider taxes 
to raise ordinary clinic payments. Money is fungible, and, put in 
the hands of politicians, it can fund numerous pet projects.  

As a CMS State Medicaid Director letter explains, some states use 
state-only dollars to fund full-scope coverage for individuals 
otherwise ineligible because of undocumented immigration 
status. Likewise, CMS has approved Medicaid coverage of 
“traditional healthcare practices” such as ritual dancing or 
drumming. CMS guidance also describes Medicaid coverage of 
nonemergency transportation to medical care, while separate 
CMS guidance discusses housing-related assistance and nutrition. 
It’s not unreasonable to think that some of these funds are 
distributed to politically connected NGOs.  

Yet, despite these abuses, some states undeniably improve access 
for Medicaid patients with these funds.  

That is why an August 2026 ASPE report is so important. It gives 
an economic argument to limit these directed payments. Its 
model predicts that the limits will reduce non-Medicaid prices by 
as much as 3.5 percent in markets with provider taxes and 
produce $502 billion to $875 billion in benefits for non-Medicaid 
consumers from 2025 through 2034. 

First, a provider tax raises a provider’s marginal cost and may be 
passed through into commercial prices. Second, large 
supplemental Medicaid payments can make Medicaid business 
more attractive. When provider capacity cannot expand quickly, 

https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-433/subpart-B/section-433.68
https://www.congress.gov/crs-product/R48633
https://www.congress.gov/crs-product/R48633
https://www.medicaid.gov/medicaid/managed-care/downloads/FL_Fee_AMC_Renewal_%2020231001-20240930.pdf
https://www.medicaid.gov/medicaid/managed-care/downloads/FL_Fee_AMC_Amend_20250201-20250930.pdf
https://www.medicaid.gov/medicaid/managed-care/downloads/TX_VBP.Fee_AMC.PC.SP_Amend_20250901-20260831.pdf
https://www.medicaid.gov/medicaid/managed-care/downloads/TX_VBP.Fee_AMC.PC.SP_Amend_20250901-20260831.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/smd25003.pdf
https://www.cms.gov/newsroom/press-releases/biden-harris-administration-takes-groundbreaking-action-expand-health-care-access-covering
https://www.cms.gov/newsroom/press-releases/biden-harris-administration-takes-groundbreaking-action-expand-health-care-access-covering
https://www.medicaid.gov/medicaid/benefits/assurance-of-transportation
https://www.medicaid.gov/medicaid/section-1115-demonstrations/health-related-social-needs
https://www.medicaid.gov/medicaid/section-1115-demonstrations/health-related-social-needs
https://www.washingtonpost.com/documents/e721577b-9630-4233-9320-5f2932270c4a.pdf
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clinicians and facilities may shift capacity from commercially 
insured patients toward Medicaid patients, increasing non-
Medicaid prices. Linking Medicaid payment to the average 
commercial rate can amplify the feedback: higher commercial 
prices permit higher Medicaid payments, which then support 
more federal matching funds. 

This model has a normative implication that should be stated 
plainly. The capacity-crowding mechanism is not unique to 
provider taxes or state-directed payments. If a state used ordinary 
tax revenue to increase Medicaid payment, the higher Medicaid 
price could still attract finite provider capacity away from non-
Medicaid patients. Taken to its logical conclusion, this becomes 
an argument against paying Medicaid providers more regardless 
of the financing mechanism. 

The ASPE report counts lower non-Medicaid prices as a benefit. 
Yet, if Medicaid patients can’t find appointments and end up 
crowding ERs, nobody wins.  

The federal government should reward arrangements that 
demonstrably improve access. 

There is no perfect answer. Provider-tax restrictions can reduce 
federal arbitrage but also cause states to cut already inadequate 
payments. Average-commercial-rate benchmarks can improve 
access but can also import commercial market power into 
Medicaid. Medicare benchmarks are more transparent but may 
be inadequate in some markets. Access measures can themselves 
be gamed. 

As Thomas Sowell wrote in “Housing Hurdles,” “There are no 
solutions. There are only trade-offs.” 

My patient does not care whether her eventual primary-care 
appointment is financed by general revenue, an 
intergovernmental transfer, or a lawful provider tax. She cares 
whether an actual clinic will see her before another fracture 
occurs. 

That’s all that matters in the end.  

 

Socioeconomic Journal Club  
Khalifa Elmagarmid, Medical 
Student  

As many of you have read, there has 
been growing discussion about the 
research “arms race” in medical school. 

Neurosurgery has always been one of the most competitive 
specialties, when measured by Step 2 CK score, percentage of 
applicants matched, and almost every other metric. With 

preclinical grading and Step 1 and pre-clinical classes moving to 
pass/fail, there are fewer objective metrics available to 
distinguish among hundreds of highly qualified applicants. 
Greater attention has shifted toward Step 2 CK, clinical 
performance, and increasingly, research. 

The numbers suggest that this is not a discrepancy but become 
standard practice. In 2024, neurosurgery applicants reported an 
average of 37.4 abstracts, presentations, and publications, the 
highest average among all specialties. However, a closer look at 
the 2024 Match, found that 181 of 241 matched neurosurgery 
applicants had an average of 11.1 verifiable publications, with a 
median of 8. Of those, only 2.9 were first-author publications, 
with a median of 2.  

Recognizing that the traditional reporting system could inflate an 
applicant's apparent research productivity, the NRMP and ERAS 
have also made changes to how scholarly work is reported. 
Research entries have been more clearly separated by category 
rather than allowing abstracts, presentations, posters, and peer-
reviewed publications to be interpreted as equivalent 
accomplishments. These changes have lowered the reported 
numbers and made meaningful effect.  

On one hand, it can be said that research genuinely builds 
judgement, ability to discern clinical studies, and a deeper level 
understanding of the topics researched when expected to defend 
one’s work among experts. Even more so, early investment in 
medical students has been proven to be fruitful. For example, 
recipients of the Neurosurgery Research and Education 
Foundation's medical-student summer fellowship matched into 
higher-ranked programs, carried higher h-indices, and the 
fellowship returned roughly $9 in later NIH funding for every 
award dollar.  

On the other hand, research opportunities are not distributed 
equally. Some students have a home neurosurgery program, 
established faculty mentors, research coordinators, databases, 
funding, and a long list of projects already underway. Others do 
not. Program directors themselves acknowledge this disparity and 
report considering access to infrastructure and opportunity when 
evaluating an applicant's research output. There is also a 
socioeconomic component that is difficult to ignore. Research can 
require students to relocate for fellowships, work for little or no 
compensation, or spend an additional year pursuing a dedicated 
research position. For students with financial support, these 
opportunities may be easier to pursue. For others, the same 
decision may carry a substantial financial cost. As research 
becomes increasingly important to a competitive application, 
access to time and opportunity may become just as important as 
ability or interest. 

My personal thoughts are an acknowledgement of the crux of the 
matter. Spending 7 years with someone is not a light decision, 
which explains the importance of trusted letters of 
recommendation and Sub-I’s as opportunities to evaluate 

https://capitalismmagazine.com/2004/02/housing-hurdles-the-solution/
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applicants beyond publications and scores. I believe research 
matters to an extent. Many upperclassmen and amazing 
colleagues have led meaningful projects with true clinical impact. 
Another benefit of research is that it opens doors. Faculty at 
academic centers are actively engaged in research and rely on 
medical students to help move meaningful projects forward. As a 
student without a home neurosurgery program, I have been 
fortunate to meet faculty across the country through research 
fellowships, editing operative videos, chart reviews, and even 
helping organize cadaver courses. Many of those relationships 
have become longitudinal and meaningful. Research provided an 
opportunity to build connections with surgeons who otherwise 
may never have had the time or opportunity to know me. 

Not every medical student or resident who spends a year or two 
doing research will ultimately pursue an academic career. Some 
will pursue an entirely clinical practice, and having a few 
additional publications may not change that trajectory. However, 
having worked with surgeons and residents across both private 
and academic practice, I believe a genuine ability to read and 
critically evaluate the literature is necessary in such a dynamic 
and high-consequence field. 

This raises a larger question about what the future of 
neurosurgery will look like. Will these selection criteria’s impact 
the future of the field? Do you bring back Step 1 scores? Do you     
shift focus from Step 2 to Step 1? Do you limit research activities 
to only 5 to concentrate focus on higher impact projects? Is this 
even an issue? 
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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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