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surgeons continue to increase, this
is due to increased surgeon
productivity at a drastically
reduced rate per treatment. 

Will such productivity increases
be realized in the future? It is
reasonable to expect that the
confluence of a frantic work pace
and untenable economics will
eventually force surgeons to drasti-
cally change their practices, to the
detriment of patient access. 

The last straw?
As a recent American Medical
Association survey makes clear,
physicians are reaching the
breaking point. According to the
survey, physicians will respond as
follows to the impending fee
reduction: 
• 32 percent will decrease the

number of new Medicare
patients they treat

• 28 percent will stop accepting
new Medicare patients

• 32 percent will decrease the
number of established Medicare
patients they treat

• 8 percent will stop treating
established Medicare patients 
When asked about their

response to the 40 percent fee
reduction anticipated by 2016,
physicians gave the following
answers: 
• 13 percent will decrease the

number of new Medicare
patients they treat

• 64 percent will stop accepting
new Medicare patients

• 44 percent will stop treating
established Medicare patients 
Further, many physicians would

cut back on practice expenditures
and outreach programs and/or
reduce workload (Table 2). 

Medicare overlooks the 
positive economics of
orthopaedic care 
The economic burden of muscu-
loskeletal disease and disorders is
huge. According to The Burden of
Musculoskeletal Diseases in the
United States, “In 2004, health care
costs and lost wages for persons
with a [bone/joint] disease diag-
nosis have been estimated to be
$849 billion, or 7.7 percent of the
national gross domestic product.” 

The proportion of gross
domestic product consumed by
musculoskeletal disease has accel-
erated over the years and is
expected to continue to do so.

Clearly, orthopaedic surgeons
are part of the solution. For
example, by any measure, total
joint replacement is both an
economic and a medical miracle.
Numerous studies indicate that
total joint replacement is among
the most cost-effective treatments,
as measured in cost per quality-
adjusted life-year (QALY). The
problem with this measure, of
course, is that only patients can
define what a QALY is worth to
them. To policymakers, a QALY is
an abstraction. 

Perhaps a better question is: In
terms of its impact on the
economy of the United States, how
does the cost of a total joint
replacement compare to the cost of
nonsurgical treatment of end-stage
osteoarthritis? 

According to the results of a
study presented at the 1996 AAOS
Annual Meeting, total knee
replacement for a 70-year-old
patient with end-stage
osteoarthritis and average life
expectancy saved $51,000, as
compared to nonsurgical treat-
ment. The savings were realized
largely by eliminating the need for
care in a long-term facility.
Adjusted to 2007 dollars, every
total knee replacement performed
saves society $68,800. Another
study found even greater economic
utility for total hip replacement,
which saved as much as $158,000
in the best-case scenario. 

These comparisons are conser-
vative, because none of the calcula-
tions takes into account the
savings realized as a result of
returning patients to greater
productivity, or from helping
patients avoid the deleterious
effects of immobility. 

Additionally, more work days
are lost due to musculoskeletal
disorders than any other malady,
resulting in $339 billion in lost
wages in 2004. Surely returning
these individuals to productive,
independent life is a worthwhile
investment. 

Conclusion
The government continues to tinker
with cost-control methods disguised
as quality initiatives (such as pay
for performance or gainsharing),
while ignoring the true economic
benefits realized by highly skilled
surgeons delivering personalized
care. These policies threaten patient
access to essential, life-changing
procedures, at the very time that
they are needed most. 

So what can we do? The good
news is that orthopaedic societies
are fully engaged and have proven
effective in forestalling cuts, albeit
temporarily. If you visit their Web
sites, you will find information and
instructions on how you can
participate. 

In addition, the following few
simple actions might help make a
difference: 
1. Inform your patients. The

biggest supporters for continued
access are your grateful patients. 

2. Contribute to the American
Association of Orthopaedic
Surgeons’ (AAOS) Orthopaedic
Political Action Committee. The
AAOS is working hard on your
behalf and needs your support.
You can contribute online at
www.aaos.org/pac

3. Inform yourself. If you have not
kept abreast of the issues, now
would be a good time to catch
up. The Web sites of various
orthopaedic societies have
sections devoted to socioeco-
nomic issues. An excellent

overview is “Medicare Physician
Reimbursement: Past, Present,
and Future,” by Sanaz Hariri,
MD; Kevin J. Bozic, MD, MBA;
Carlos Lavernia, MD; Ann
Prestipino, MPH; and Harry E.
Rubash, MD, in the November
2007 Journal of Bone and Joint
Surgery (American), which
clearly describes the flaws in
Medicare’s physician payment
methodology.

4. Talk to your Congressional
representatives. You are paying
their salaries, after all. Make
sure that they know where 
you stand and how govern ment
policy may affect patient
access.
A permanent solution to

Medicare’s flawed and short-
sighted physician reimbursement
policies must be delivered, and
soon. We cannot sit on the side-
lines and hope for the best. All of
us who work on behalf of
patients—on the provider side and
the industry side—must lend our
voices to the battle for patient
access to specialty care and for
reasonable compensation for the
highly skilled surgeons who make
possible the miracle of pain-free
mobility. NOW

Jeffrey R. Binder is president
and chief executive officer of
Biomet, Inc. References to the
studies cited in this article can be
found in the online version, avail-
able at www.aaosnow.org

Physician Response Payments cut Payments cut 
to Payment Cuts 10% in 2008 40% by 2016

Defer purchase of new
medical equipment 72% 84%

Defer purchase of information 67% 78%
technology

Begin referring complex cases 67% 80%

Discontinue nursing home visits 58% 72%

Stop providing certain services 65% 85%

Discontinue rural outreach 57% 72%

Reduce staff 54% 77%

Close satellite office 41% 60%

Shift services to hospital 40% 55%

Reduce workload/hours 36% 68%

Stop providing patient care 14% 59%

Table 2  What physicians plan to do if payments are cut
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