
“All courts shall be open, and every 
person for an injury done him in 
his lands, goods, person or repu-
tation, shall have remedy by due 
course of law, and right and justice 
administered without sale, denial, 
or delay.” That’s how Section 14 of 
the Bill of Rights of the Kentucky 
Constitution reads. The Constitu-
tion was written in 1891 after 7 
months of deliberation, and in my 
view, Section 14 is the successor to 

the Biblical principle of ‘an eye for 
an eye, a tooth for a tooth.’ 

The writers of the Constitution 
intended the recourse for injury to 
be legal, not personal. This concept 
keeps me safe in my home and in 
the workplace. The angry, vindic-
tive citizen who believes that injury 
has been done has the right to a 
day in court, where I can respond 
to the charges, rather than his 
coming after me with a gun. So I 
am not so sure that ‘malpractice 
reform’ will improve my lot. 

Should the rule of law be limited 
by a ‘cap’ on damages? What if the 
damage done exceeds a $250,000 
limit? Medical bills for many in-

juries often exceed $250,000. My 
state constitution is very specific on 
this point. Section 54 states “The 
General Assembly shall have no 
power to limit the amount to be 
recovered for injuries resulting in 
death, or for injuries to person or 
property.” 

Should the case first go to a 
panel of so-called experts? Not ac-
cording to the Kentucky Constitu-
tion. The place an injured person 
finds remedy is in court. The re-
view panel is usually a construct of 
politically correct colleagues whose 
opinions will doubtless be shaped 
by their own economic interests 
and personal connections.

An even more sinister proposal 
is the pathway test: follow accept-
ed guidelines and your actions will 
be protected from litigation. The 
process of identifying ‘acceptable’ 
and hence ‘protected’ patterns of 
care is a certain route to destroy-
ing initiative and creative solu-
tions to difficult problems. No, my 
Kentucky Constitution got it right: 
a jury of citizens should decide 
whether injury has been done for 
which recovery is appropriate. 

Another attack on the current 
tort system says that the party 
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Overcoming obstacles
Data collection is a challenge, 
admits Randolph Meinzer, AJRR 
director of information technol-
ogy. Currently, the AJRR is focused 
on collecting level-one data. Data 
collection at this level is an institu-
tional responsibility and includes 
several core data elements, such 
as patient data (name, sex, date 
of birth, social security number, 
ICD-9 code for diagnosis), surgeon 
data (name, number of surgeries 
performed), procedure data (ICD-I 
code for type of surgery, date of 
surgery, patient age at surgery, lat-
erality, implant), and hospital data 
(name, address, number of surger-
ies performed there). Each patient, 
surgeon, and hospital has a unique 
identifier, which enables index pro-
cedures to be linked to subsequent 
events, permits patients to access 
their own information, allows data 
to be linked to other databases, 
and helps maintain confidentiality.

Level two data, notes Dr. Lewal-
len, include variables that would 

enhance the value of the data anal-
ysis and permit risk adjustment, 
such as the patient’s body mass 
index and any comorbidities, as 
well as process of care data such as 
antibiotic prophylaxis. Level three 
data focus on outcomes and pa-
tient satisfaction, while level four 
data (such as radiographs) provide 
a more in-depth analysis of why 
and how implants or procedures 
fail. The AJRR data collection 
strategy is to start with level one 
data and add data elements  
incrementally. 

“We are working with federal 
agencies in Washington, D.C., to 
clarify various interpretations of 
the data that can be released to a 
registry under current legislation,” 
said Dr. Lewallen. “This should 
help remove some of the institu-
tional barriers that were identified 
during the pilot program.”

Unlike previous, time-consum-
ing paper-based data entry systems, 
the AJRR will deploy several  
methods for data submission,  

including the following:
•  �extraction of registry data from 

administrative claim forms
•  �automated data submission for 

existing orthopedic registries  
•  �custom interfaces to electronic 

medical records (EMR) and 
other healthcare IT systems to 
minimize data entry burden  
Low-volume hospitals or those 

without EMR systems can enter 
data on a case-by-case basis, using 
a web-based application. The sys-
tem will be fully compliant with 
the Health Insurance Portability 
and Accountability Act and will 
include software, data forms, and 
interfaces. Users who enter proce-
dure information manually via the 
web form can select the appropri-

ate ICD-9(10) code from a pull 
down menu that has a text descrip-
tor of the procedure so they can 
match the procedure to the code. 

Next steps
“We are actively recruiting a 
medical director to supervise op-
erations,” said Dr. Lewallen, “and 
more information on this effort 
will be available soon. We also are 
moving toward implementing sys-
tems that will enable a wide range 
of hospitals and systems to par-
ticipate and submit data. Everyone 
who has been a part of this project 
to date is excited about the oppor-
tunities ahead and ready to move 
forward.”           	           NOW
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See REFORM, page 32

About the AJRR
The American Joint Replacement Registry is a not-for-profit  
501(c)(3) organization for data collection and research on total hip 
and knee replacements. The AJRR is a collaborative effort supported 
by the AAOS, the American Association of Hip and Knee Surgeons 
(AAHKS), the Hip Society, the Knee Society, hospitals, health insur-
ers, government agencies such as the Centers for Medicare & Med-
icaid Services and the Agency for Healthcare Research and Quality, 
consumers, and medical device manufacturers. AAOS representatives 
to the AJRR include Thomas C. Barber, MD; William J. Maloney, 
MD; J. Wesley Mesko, MD; and E. Anthony Rankin, MD. Ortho-
paedic specialty society representatives include Kevin J. Bozic, MD, 
MBA (AAHKS); Terence J. Gioe, MD (The Knee Society); and David 
G. Lewallen, MD (The Hip Society). Additional members of the 
AJRR board of directors include two industry representatives, two 
payer representatives, and a patient/public representative; a hospital 
representative is yet to be appointed.

	 Table 1: AJRR collection statistics through June 2011

•  8 contributing sites, with 129 contributing physicians

•  Approximately 3,600 procedures (2,065 on females; 1,535 on males)

•  1,256 primary hip procedures

•  1,973 primary knee procedures

•  �30 revision cases in the data set (both primary and revision procedures were 
documented during the 6-month initial collection period)

•  �414 revision cases, inclusive of procedures that did not have a primary  
procedure in the data set 

•  �The youngest patient (age 20 years) received a primary knee replacement; 
the oldest patient (age 98) received a hip arthroplasty.
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