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W
ith ongoing efforts to

improve value in ortho-

paedic surgery, there is a

growing focus on the costs associated

with the delivery of medical care. For

example, the recent introduction of

bundled-care payment programs for

total joint arthroplasty represents an

effort by the Centers for Medicare &

Medicaid Services and other insurers

to hold the physician financially

accountable [1]. Of the total expendi-

tures in orthopaedic surgery, implants

are by far the largest contributor, with

some studies estimating the implant to

account for up to 87% of the total cost

of the surgical procedure [4].

Shelf pricing, or price standardiza-

tion, is well known and has been

successfully established for arthro-

plasty implants [2]. While total joint

replacement devices do represent a

large fraction of societal costs as it

relates to orthopaedic implants,

applying the same approach to other

areas may lead to considerable cost

savings.

Dozens of commercially available

fixed-angle plates and screws are used

for the treatment of distal radius frac-

tures. In spite of the variety available,

no implant has emerged to demon-

strate superior outcomes. The vast

majority of fractures can be treated

with any of these devices, in spite of

minor design and appearance differ-

ences. The implant costs across

manufacturers can vary greatly, often

without any justification.

Our practice includes 11 orthopae-

dic fellowship-trained hand surgeons.

Upon review of the distal radius frac-

ture implant costs in our hospitals and

ambulatory surgical centers, we found

that they varied widely, with the higher

cost implants costing almost three

times more than the less-expensive

ones. For the most costly implants, the

total implant cost per case accounted

almost 100% of the Medicare reim-

bursement to the facility. As has been

reported by others [3], the surgeons

using these devices in our practice had

little knowledge of the cost differences

among the implants they used, and

generally chose their implants based on

familiarity without cost consideration.

In order to minimize cost and stan-

dardize pricing, and after agreement by

all physicians, a contractual agreement

was drawn between the facilities and

implant vendors that wanted to have

their devices used in our facilities. In

the contract, a fixed, low-but-fair shelf

price for a ‘‘standard’’ plate and an

unlimited number of screws per sur-

gical case was established. Based on

the last estimates and after 2 years of
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the contract, the centers have realized

a savings of almost USD 250,000 as a

result of this cost-control measure.

Based on our experience, the following

steps can be taken to achieve success-

ful implantation of this type of

program:

(1) Identify devices that are amen-

able to shelf pricing.

Commonly used implants that are

available in similar forms from mul-

tiple vendors are the best targets, as

manufacturers have a greater incen-

tive to lower profit to gain market

share. Plates and screws for fracture

fixation and suture anchors are

examples. Niche, highly specialized

implants are not good candidates for

these efforts.

(2) Inform the surgeons of the cost

differences among implants.

Decisions about the implementation

of the program must be agreed upon by

consensus—all of the physicians must

buy into the process. Since most of

these devices are very similar, most

surgeons are facile with multiple sys-

tems, and there is little added expense

in surgical time and training if an

alternative implant needs to be used.

Patient care should never be

compromised.

(3) Reach a fair price point for

these implants.

The lowest-priced implant is a rea-

sonable target. Some insurance carriers

reimburse surgical facilities for the

implant in addition to the facility fee,

typically above a cost threshold. The

price point should not be lower than

this threshold. Also, the facilities do

not want to be priced out completely as

the devices are needed for patient care.

In our case, only one of more than a

dozen vendors did not agree to the

fixed price at the deadline, and all of

surgeons maintained the use of their

implant of choice without any change

in their practices.

(4) Agree on a price point that

includes all of the materials needed to

complete the procedure.

Negotiating the price for just a plate

will not lead to cost savings if the

screws double in price after the con-

tract is in place.

(5) Establish a hard deadline for the

agreement for all vendors.

Include a ‘‘blackout’’ period in

which the vendors who did not sign on

by the cutoff date would have to wait

before signing the agreement if they

chose to participate at a later time.

This will incent the vendors to sign the

agreement instead of waiting after the

deadline to determine what their

competitors did. Our blackout period

was 3 months.

(6) Let the hospital or ambulatory

surgical center administrators negoti-

ate the contracts.

Physicians are seldom good nego-

tiators, and often (as in our case)

implant company representatives made

direct individual appeals to each sur-

geon they knew personally in an effort

to stop the process prior to the

deadline.
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