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Teddy Roosevelt once observed 
that “Life’s greatest gift is the 
opportunity to work hard at 

work worth doing.”
As orthopaedic surgeons, we are 

blessed to have meaningful work, 
the opportunity to provide muscu-
loskeletal care—in my opinion, the 
best job in all of medicine. Presi-
dent Roosevelt’s statement strikes 
a chord within all hard-working 
Americans, yet as the Catholic Sis-
ters taught me at several hospitals 
during my early training years, if 
you have ‘no margin,’ you have ‘no 
mission.’ 

Today, I believe we need to un-
derstand the following three strong 
financial winds of change that con-
front us in our ability to access and 
treat our patients: 
•	 Healthcare	reform: For the past 

2 years, the focus has been on 
the implementation of the feder-
al Patient Protection and Afford-
able Care Act (PPACA), which 
will hit full stride in 2014, add-
ing 30 million covered lives and 
causing many major, disruptive 
changes in the way we practice. 

•	 Value	of	health	care: Elected of-
ficials, payers, and regulators are 
all actively attempting to chal-
lenge and measure value, recog-
nizing that the United States has 
an economically unsustainable 
healthcare system. They are tar-
geting the cost of orthopaedic 
surgical procedures. 

•	 The	U.S.	federal	debt: This 
includes the impending Con-
gressional debate on the federal 
budget, the debt ceiling, and the 
potential of automatic spend-
ing cuts to Medicare, national 
defense, and other vital federal 
programs at the end of February, 

as well as the additional delay 
in addressing the consequences 
of the Sustainable Growth Rate 
(SGR) formula. If we do not 
control federal spending, our 
economy will collapse.

Healthcare reform
On Jan. 1, 2014, the individual 
mandate to have health insurance, 
Medicaid coverage expansions, 
guaranteed insurability for all, and 
new fees on the health insurance 
sector are among the 15 new re-
quirements that will go into effect 
under PPACA. (See the online ver-
sion of this article for the complete 
list.)

As a result, more than 30 million 
Americans will have health cover-
age for the first time. The impact 
of this influx of patients on ortho-
paedic practices will be stagger-
ing—and may require significant 
changes in the way musculoskeletal 
care is delivered.

Care delivery, particularly 
through the formation of account-
able care organizations (ACOs), is 
a major focus of healthcare reform. 
ACOs provide financial incentives 
to improve the coordination and 
quality of care for Medicare ben-
eficiaries while reducing costs. But 
providers have raised red flags, say-
ing the requirements are burden-
some and the results too hard to 
achieve. Uncertainty about the ap-
plication of antitrust laws and the 
role of specialists may also hamper 
ACO development.

Although the growth of ACOs 
may be one reason that more or-
thopaedic surgeons are becoming 
hospital employees, other factors 
contribute to this trend, includ-
ing decreased reimbursement, 
increased regulatory requirements, 

and the option to shift liability 
costs to the hospital. As reported in 
AAOS Now last month, from 2004 
to 2010, the percentage of respon-
dents to the biannual AAOS mem-
ber survey who are in solo private 
practice dropped by 28 percent, 
while the percentage of respondents 
who are hospital employed in-
creased by more than 300 percent. 
Ironically, however, more than half 
of the hospital-employed surgeons 
said they would consider moving to 
private practice and a similar per-
centage of those in private practice 
said they would consider moving to 
full-time employment.

These trends, combined with 
other changing demographics, pose 
a significant threat to the future of 
the private orthopaedic practice.

The value of orthopaedic care
One way that policymakers and 
payers hope to help control the 
cost of health care is by focusing 
on the value of specific procedures. 
But more often than not, this atten-
tion is focused only on costs, with 
little consideration of long-term 
outcomes or benefits. A narrow 
focus on the relatively high total 
cost of some musculoskeletal pro-
cedures may result in limiting pa-
tient access and reduced provider 
payments.

To counteract this threat, ortho-
paedists must be able to demon-
strate the economic value of our 
services to policymakers, payers, 
and patients. The following two 
sessions at this year’s Annual Meet-
ing will show how this can be ac-
complished: 
•	 On Tuesday, March 19, the Com-

munity Orthopaedist Workshop 

(1:30 p.m.–5:30 p.m., Room 
N227b) will cover the societal 
and economic value of musculo-
skeletal treatments through cost-
effectiveness analysis. 

•	 On Friday, March 22, Sympo-
sium V, the Societal and Eco-
nomic Value of Orthopaedic 
Surgery (8 a.m.–10 a.m., Room 
S406), will review the results of 
the study commissioned by the 
AAOS on developing a model 
for valuing musculoskeletal care 
and the results of applying that 
model to various orthopaedic 
procedures.
Adding to this need for clarity of 

our value to society is the common 
misunderstanding surrounding 
payments to orthopaedic surgeons. 
A recent survey found that patients 
think orthopaedic surgeons are 
paid more than $7,000 for per-
forming a total knee replacement. 
Most of my TKR patients are cov-
ered by Medicare, and my most 
recent payment for a total knee 
here in Oregon was $1,213, which 
is supposed to cover not only the 
time I spent counseling the patient 
prior to the surgery and the time 
in the operating room, but also the 
90 days of follow-up visits after the 
surgery.

This is clearly not adequate re-
imbursement; factoring in growing 
regulatory burdens and continuing 
increases in the overhead costs of 
running a private practice, I will 
lose money every time I perform a 
total knee replacement on a Medi-
care beneficiary. Medicare is simply 
betting on my altruism, my hard-
earned skill, and my strong desire 
to relieve patients of chronic pain.

Breaking down the known direct 
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U.S. Federal spending FY 2012
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Fig. 2  Federal spending on health care 
accounts for more than one-fifth of all federal 
spending.
SOURCE: USGOVERNMENTSPENdING.COM

0%

20%

40%

60%

80%

100%

120%

U.S. gross federal debt and healthcare costs as a percentage of GDP

19
73

19
78

19
83

19
88

19
93

19
98

20
03

20
08

20
13

es
ti

m
at

e

Healthcare Costs

Gross Federal Debt

Fig. 1  healthcare costs consume approximately 20 percent of the u.S. gross domestic product 
(gDP); the federal debt is nearly equivalent to the nation’s gDP.
SOURCE: U.S. GENERAL ACCOUNTING OFFICE
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