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PRODUCT NO:

6865-01  [Flat Blade Osteotome]
 Overall Length: 11.125"
 Osteotome Width: 20mm
6865-02  [Femoral Head Dislocation Lever]
 Overall Length: 11.375”
 Scoop Dimensions: 25mm x 57mm
6865-03  [Narrow Curved Osteotome]
 Overall Length: 12”
 Osteotome Width: 9mm
6865-04  [Wide Curved Osteotome]
 Overall Length: 12”
 Osteotome Width: 16mm
6865-05  [Swan Neck Curved Gouge]
 Overall Length: 12”
 Gouge Width: 23mm MADE

IN THE USA
PROUDLY

PRODUCT NO’S:

D6111  [Dorr Wide Femoral Neck Elevator]
 Overall Length: 15"
 Depth from Handle: 2"
 Blade Width at Widest: 45mm
D6113  [Dorr Narrow Femoral Neck Elevator]
 Overall Length: 13.75"
 Depth from Handle: 2.25"
 Blade Width: 25mm
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Dorr Femoral Neck Elevators
Placed under the proximal femur to help expose the femoral head. The wide version is useful with large 
patients, while the narrow is useful when broaching or when the implant is in place.
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Dorr Curved Hohmann Acetabular Retractor
Placed over the top of the piriformis, helps retract the gluteus medius.

Dorr Narrow Bent Acetabular Retractors
Retracts the gluteus maximus off the trochanter and exposes the back of the greater trochanter. The long 
version is used with larger patients.

Dorr Bent Hohmann Acetabular Retractor
Placed between the capsule and outer external oblique muscle to protect medial circumfl ex vessels. The 
tip engages the condyloid notch bone (teardrop). Helps retract soft tissues during acetabular exposure.

PRODUCT NO’S:

D6105  [Dorr Curved Hohmann Acetabular]
 Blade Width: 18.5mm
 Overall Length: 14"
 Depth from Handle: 4.5"
D6108  [Dorr Narrow Bent Acetabular—Long]
 Overall Length: 14.75"
 Depth from Handle: 6"
 Blade Width: 12.6mm
D6110  [Dorr Narrow Bent Acetabular]
 Overall Length: 15"
 Depth from Handle: 4.75"
 Blade Width at Widest: 12mm
D6112  [Dorr Bent Hohmann Acetabular]
 Overall Length: 14.5"
 Depth from Handle: 6"
 Blade Width: 21mm
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PRODUCT NO’S:

D6106  [Dorr Curved Blade Bent Hohmann]
 Overall Length: 13.5"
 Depth from Handle: 4.5"
 Blade Width: 40mm
D6107  [Dorr Curved Blade Double Bent 
    Hohmann]
 Overall Length: 8.5"
 Depth from Handle: 5"
 Blade Width: 25mm
D6114  [Upward Double Bent Hohmann]
 Overall Length: 14"
 Depth from Flat Part of Handle: 5.5"
 Blade Width: 20.5mm
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Upward Double Bent Hohmann Retractor
Tapped into the illum to help retract the femur for acetabular exposure.

Dorr Curved Blade Bent Hohmann Retractors
Used for both femoral exposure—placed around the femoral neck or beneath the top of 
the femoral head—and acetubular exposure—posterior superior of the acetabulum.
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Dorr Hip Instruments 
Designed by Lawrence D. Dorr, MD

PRODUCT NO’S:

 Overall Length: 14"
 Depth from Handle: 6"
 Blade Width at Widest: 44mm
D6109-L  [Dorr Posterior Capsule and Sciatic
     Nerve Protection Retractor—Left]
D6109-R  [Dorr Posterior Capsule and Sciatic
     Nerve Protection Retractor—Right]
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Dorr Posterior Capsule and Sciatic Nerve Protection Retractors
Sits on the outer rim of the posterior inferior ishium to retract the posterior capsule for acetabular 
exposure and help to protect the sciatic nerve.
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Designed by Harlan C. Amstutz, MD

Amstutz
Charnley-type
Acetabular Exposure
Pin Set
Used to enhance 
exposure in the 
acetabulum

MADE
IN THE USA
PROUDLY

PRODUCT NO’S:

1200-00 [Set: Ins/Ext & Two Pins]
1200-0A [Set: Ins/Ext & Two Pins w/Stop]
Also sold Individually:

1200-01 [Inserter/Extractor]
1200-02 [Pin]
 Overall Length: 4.5"
 Pin Depth: 2"
 Pin Diam.: 3.8mm

1200-03 [Pin with Stop]
 Overall Length: 4.5"
 Pin Tip-to-Stop Depth: .75"
 Pin Diameter: 3.2mm

Macko Square Tipped Rongeur

Designed by Victor W. Macko, MD

When used for morcelizing bone graft, the 
shallow, wide jaw helps avoid impaction.

Unique square tipped rongeur features an ergonomic 
grip, double action mechanism, long reach,
and low profi le for use in total hip,
knee, ankle, and spine surgery

Star Metal Cup Liner Removal Impactor

Designed by Andrew M. Star, MD

Designed to help disengage the rim of a metal cup for removal
Low profi le design can be used through a limited incision. 

Vibration from tapping the edge of the shell helps cause the 
liner to become disengaged for removal.

PRODUCT NO:

5014
 Overall Length: 8" MADE

IN THE USA
PROUDLY

Mueller Style Hip 
Instruments

PRODUCT NO’S:

1778-01
 Jaw Bite: 5 x 18mm
 Overall Length: 10"

1778-02
 Jaw Bite: 7 x 18mm
 Overall Length: 10"

1778-03
 Jaw Bite: 10 x 18mm
 Overall Length: 10"

Three Jaw Sizes Available

MADE
IN THE USA
PROUDLY

MADE
IN THE USA
PROUDLY

Hensley/LaFosse
Soft Tissue Spreader
Designed by R. Hensley and J. LaFosse

PRODUCT NO:

1844
 Overall Length: 7.5" MADE

IN THE USA
PROUDLY
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The United States is moving 
into an era that recognizes 
cost containment as a prior-

ity for the healthcare system. But 
healthcare providers face a  
dilemma in attempting to ensure 
that patients receive the highest 
quality of care while containing 
healthcare costs.

This dilemma has resulted in the 
use of a new buzzword—value—
defined as quality divided by cost. 
Several leaders in orthopaedic 
surgery are pushing the profession 
forward, using data to help create 
health policy that recognizes the 
value of the care that we, as ortho-
paedic surgeons, provide to our 
patients. With the rapid changes 
in healthcare delivery, it is impera-
tive that surgeons lead initiatives to 
ensure that the value of the muscu-
loskeletal care provided to patients 
is recognized. 

Measuring value
The concept of value is not unique 
to the practice of medicine and has 
long been applied in many other 
fields. For example, when people 
are ready to purchase a car, they 
would normally do some research 
and come up with a list of vehicles 
that can get them around town 
safely and comfortably. If cost 
were not part of the purchasing 
equation, many people would be 
driving the most luxurious, feature-
laden new vehicle they could find.

But cost is part of the equation, 
and buyers are aided in making 
fiscally responsible decisions by 
numerous consumer research data-
bases. Perhaps more importantly, 
once the choices are narrowed 
down, the sticker on the wind-
shield lets consumers know how 
much they must pay.

Similarly, when physicians 
prepare to treat a patient, they 
research various treatments to 
identify which will likely lead to a 
proven good outcome. But in med-
icine, the “sticker price” is often 
not known and often not asked. 

Because neither patients nor 
physicians have been held account-
able for the cost of the treatment (a 
third-party payer, such as the gov-
ernment, employer, or insurer usu-
ally takes care of that), the trend 
has been toward expensive new 
treatments even if they have not 
been proven superior to current or 
less expensive treatments. 

The U.S. healthcare system can-
not continue to ignore the cost 
portion of the value equation. 
Although the use of evidence-base 
medicine (EBM) helps to evaluate 
the quality portion of the value 
equation, little evidence can be 
found in the medical literature that 
recognizes the importance of cost. 
The recent report from the Insti-
tute of Medicine recommends that 
healthcare organizations expand 
the availability of information to 
include cost as well as quality and 
outcomes. 

As physicians, we need to take 
the lead in doing our best to en-
sure quality care, while keeping 
costs in mind. In other words, we 
need to maximize the value of the 
care we provide. Value in medi-
cine, as in most other industries, 
can be graphed on a utility curve 
(Fig. 1). As costs increase, a point 
is reached at which the marginal 
increase in quality is insufficient to 
justify the additional cost of care. 

The role of journals
Most surgeons have now adopted 
an evidence-based approach for 
treatment regimens, which they 
learn about and share through 
medical journals. Therefore, medi-
cal journals and researchers can 
play an important role in inform-
ing orthopaedists—not only about 
the evidence regarding the quality 
of a new treatment, but also about 
the value of the prescribed treat-
ment—by including a cost analysis. 
The cost analysis model should 
include both potential increases in 
the patient’s quality of life as well 
as potential savings from the pro-
posed intervention so that informa-
tion can be used in determining 
value. 

David Eddy, founder and medi-
cal director of Archimedes, Inc., 
which seeks to develop models to 
improve the quality and efficiency 
of health care, questions how EBM 
can improve healthcare costs if cost 
data is not included. The current 
literature is very good in reporting 
the effectiveness of a treatment, 
procedure, or technology and 
results in quality care. But after 
identifying appropriate treatment 
options, the next question should 
be, “Well, how much does each 
cost?” And that information isn’t 
in the literature. 

Researchers and journals can 

help orthopaedic surgeons address 
cost containment issues in the fol-
lowing ways:
•	 They can conduct and publish 

studies that evaluate new tech-
nologies and compare them to 
the current standard of care 
(quality information).

•	 They can include financial analy-
sis data in studies that evaluate 
new procedures, techniques, or 
implants, when feasible (cost  
information).
When new technologies or 

treatments are not compared to 
the standard of care, it becomes 
more challenging to determine the 
true benefit of such treatments or 
technologies (quality). And when 
financial data is not reported when 
available, physicians cannot take 
cost into consideration in their 
clinical decision making. But if 
both quality and cost information 
are included, physicians and pa-
tients can make decisions using the 
value proposition—thus resulting 
in better, more cost-effective care. 

Why us, now?
It is imperative that we, as physi-
cians and orthopaedic surgeons, 
lead the way in proving the value 
of care that we provide. If we do 
not take the initiative, others—in-
cluding the government—will lead 
the way. 

More than a decade ago, the 
Centers for Medicare and Med-
icaid Services issued a notice to 
publish a proposed rule that would 
clarify what treatments are “rea-

sonable and necessary.” The notice 
also stated that Medicare would 
require new treatments to provide 
added value or no reimbursement 
for them would be forthcoming. 
Although this proposed rule was 
never finalized, it points in a likely 
direction for the future of health 
care. 

To determine the cost-effective-
ness of treatment interventions, 
economic studies use the concept 
of quality-adjusted life years, a 
combination of life years gained 
and quality of life. Such studies 
can demonstrate the impact that 
orthopaedic surgeons can have on 
improving patients’ quality of life, 
while reducing overall medical 
costs. 

For example, a 1996 study 
on the cost-effectiveness of total 
hip arthroplasty found that the 
procedure resulted in cost sav-
ings—better than cost effective—in 
a 60-year-old white woman with 
functional limitations due to hip 
osteoarthritis. Other studies have 
used economic data to evaluate 
more expensive technology, to 
determine if its use is appropriate, 
and if so, in what clinical  
scenarios. 

Such information is key if policy 
begins to dictate the dollars that 
physicians can spend on patient 
care; it will help give us as or-
thopaedic surgeons the ability to 
ensure that we can continue to pro-
vide quality care to our patients. 

When physicians turn to journals 
for help in answering clinical ques-
tions, they often can find which 
treatments lead to quality care, 
but rarely can uncover cost analy-
sis information. As journals and 
researchers begin to include more 
financial data, we as orthopaedic 
surgeons will have the right infor-
mation, both clinical and fiscal, to 
face the healthcare cost conundrum 
and prove the value of the care we 
provide.    

References for the studies cited in 
this article can be found in the online 
version, available at www.aaosnow.org

Daniel J. Stinner, MD; Hassan R. 
Mir, MD; William T. Obremskey, MD; 
Manish K. Sethi, MD; and A. Alex 
Jahangir, MD, are all associated with 
the Vanderbilt Orthopaedic Institute 
Center for Health Policy.

How Can We Improve the Value Proposition?
Medical journals and researchers can play a role
● DAnIel J. STInneR, MD; HASSAn R. MIR, MD; WIllIAM T. ObReMSkey, MD; MAnISH k. SeTHI, MD; AnD A. Alex JAHAngIR, MD
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Utility Curve
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Fig. 1 To the right of maximum value (star), 
minimal increases in quality and exponential 
increases in cost are seen.  To the left, quality 
decreases significantly, with little decrease in 
cost.
COURTESy OF VAnDERBIlT ORThOPAEDIC InSTITUTE 
CEnTER FOR hEAlTh POlICy.
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