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Surveys show that compensation for or-
thopedic practice administrators varies 
widely, depending on years of  experience, 

size of  the group and many subjective criteria of  
each practice. Base salaries rose slightly from 2007 
to 2008. Here are observations on and trends af-
fecting orthopedic practice administrators’ salaries 
and best practices for hiring and keeping these ex-
tremely valuable members of  your team. 

1. Slight increases in reim-
bursements 2007-2008
Based on nationwide surveys of  orthopedic prac-
tices, the Health Care Group in Plymouth Meet-

5 Best 
Practices for 
Preparing for 
the Future: 
What Your Ortho-
pedic and Spine  
Practice Should Do  
to Thrive Now and  
After the Recession
By Leigh Page

Now is a good time for practices with a leaner ap-
pointment book to assess their needs and decide 
how to position the practice for the future. Here 
are five best practices to follow that will help your 
practice succeed now and after the recession.

1. Hold off on staff layoffs, 
if possible
As patient volume drops, one solution is to lay 
off  staff. When volume recovers, however, you 

15 Great Hip 
Specialists to 
Know
Charles Bush-Joseph, MD (Midwest Or-
thopaedics at Rush, Chicago). Dr. Bush-Jo-
seph is an arthroscopic surgery and sports medicine 
specialist at Midwest Orthopaedics at Rush, located 
in Chicago, where he is one of  the busiest hip ar-
throscopic surgeons in Illinois. He is currently a 
professor at Rush University Medical Center and the 
associate director of  the Rush Orthopaedic Sports 
Medicine Fellowship Program. Dr. Bush-Joseph 
received his medical degree from the University of  
Michigan College of  Medicine in Ann Arbor, Mich., 
and completed his residency in orthopedic surgery 
at Rush University Medical Center. Dr. Bush-Joseph 
is the head team physician for the Chicago White 
Sox and associate team physician for the Chicago 
Bulls. He is a member of  the American Academy 
of  Orthopaedic Surgeons and the American Ortho-
paedic Society for Sports Medicine.

Craig Della Valle, MD (Midwest Ortho-
paedics at Rush, Chicago). Dr. Della Valle 
specializes in lower extremity total joint and hip 
arthroplasty at Midwest Orthopaedics at Rush in 
Chicago. He also serves as an assistant professor 
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We hope that you find this issue of  Becker’s Orthopedic & Spine 
Review both interesting and useful. Should you have an interest 
in receiving the free Becker’s Orthopedic & Spine E-Weekly, which 

provides statistics, lists and and guidance for orthopedic and spine prac-
tices, please go to www.BeckersOrthopedicandSpine.com or e-mail myself  
at sbecker@mcguirewoods.com or Rob Kurtz at rob@beckersasc.com.

This issue contains articles on helping to assure orthopedic practices 
remain vibrant in a challenging economy, articles on compensation and 
on marketing strategies for orthopedic practices and lists of  great or-
thopedic practice administrators, great hip surgeons and also a list of  
18 hospitals with great neurosurgery programs. We are interested in 
feedback on these articles and lists. Should you have any comments or 
questions, please e-mail Rob Kurtz (rob@beckersasc.com) or call him 
at (781) 605-1837. 

We are glad to see 2009 end with most orthopedic and spine practices 
thriving relatively well. We expect that there will be compression in the 
economics on the spine surgery side. We expect the compression in the 
orthopedic compensation side to be much less pronounced. As to health-
care reform, the likeliness that a public option will not be a core part of  

healthcare reform improves the chances that there will not be draconian 
reductions in incomes in the foreseeable future to orthopedic practices 
and spine practices.

For ongoing news and information related to orthopedic and spine prac-
tices, please visit www.BeckersOrthopedicandSpine.com or sign up for 
the free E-Weekly. 

Very truly yours,

Scott Becker

P.S. We have increased the frequency of  Becker’s Orthopedic & Spine Review 
for 2010 to six times per year and circulation to 15,000 per issue.

Publisher’s Letter 
Re: Becker’s Orthopedic & Spine Review; Free Orthopedic and Spine E-Weekly; 
www.BeckersOrthopedicandSpine.com
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ing, Pa., reported that salaries for orthopedic administrators ranged from 
$50,000 to $158,371 in 2008, compared with $46,388 to $156,208 in 2007.

These figures appear to be in line with what administrators in other specialties 
make. The Health Care Group’s reported 2008 average salary levels for ortho-
pedic administrators, classified by years on the job, were generally comparable 
with the Medical Group Management Association’s 2008 median salary levels 
for administrators at all specialties, classified by practice size. (Unlike the Health 
Care Group, the MGMA does not report salaries by specialty.) 

Here are the numbers: The Health Care Group reported average salaries in 
2008 of  $102,500 for orthopedic administrators on the job for two years or 
less; $124,667 for two to five years; and $94,122 in 2008 for more than five 
years. MGMA, by comparison, reported a median salary of  $85,000 for prac-
tices with six or fewer physicians; $115,000 for practices with 7-25 physicians; 
and $132,000 for practices with 26 physicians or more. At the 75th percentile, 
a level that is consulted for paying administrators with more experience or re-
sponsibilities, MGMA reported salaries of  $102,000 for six or fewer physicians; 
$139,000 for 7-25 physicians; and $169,000 for 26 physicians or more.

The MGMA also measures differences between men’s and women’s salaries 
and its latest survey still shows a wide gap between them. Median salaries for 
administrators at a practice with 7-25 doctors were $127,000 for a man and 
$104,000 for a woman in 2008. Jeff  Milburn, an MGMA practice consultant 
based in Colorado Springs, says that while a slim majority of  practice admin-
istrators in all specialties are now female, as recently as 1980 about 80 percent 
were male. Salaries have not yet caught up with that change, he says.

2. Effects of the recession
While both the Health Care Group and MGMA title their reports as “2009” 
surveys, they note that the data were actually gathered in 2008. There are 
no surveys yet showing actual 2009 data, but experts are predicting that, 
despite the recession, salaries will not decline this year.

“Salaries won’t go up as much as they have been, but I would be a little 
surprised if  they show a decline,” says Mr. Milburn, who was a senior vice 
president at a 90-physician multispecialty group. He expects many physi-
cians will absorb losses rather than pass them on. “Physicians who want 
to share the pain and insist on an employee pay cut should be willing to 
share the gain when times are good,” he says. If  losses can’t be absorbed 
by the physicians, he recommends cutting pay across-the-board, at an equal 
percentage for all employees. 

However, apart from hard-hit areas like Southeast Michigan, Mr. Milburn 
predicts there will be few across-the-board pay cuts this year. On the other 
hand, he thinks most groups won’t be handing out raises, either.

Paul Esselman, vice president and practice leader at Cejka Search, a health-
care executive search firm in St. Louis, says another effect of  the recession 
is a reticence of  administrators to take new jobs. “Some candidates are 
weighing the pros and cons of  moving to a different geographical loca-
tion,” he says. “The prospect of  having to pay two mortgages can be a 
non-starter in a depressed housing market.”

Mr. Milburn estimates that in normal times, about a quarter of  administra-
tors would be willing to move to a new location for a higher-paying job, 
especially if  they are young and do not have families to uproot.

3. Calculating salary 
Mr. Milburn says many variables should go into in calculating the admin-
istrator’s salary for a particular group. He advises averaging the results of  
several different MGMA surveys to find the proper base salary. In addi-
tion to the size of  the group, MGMA breaks out salary levels by practice 
revenue, education level of  the administrator and community size. He also 

advises calculating the average of  three years of  salary surveys to level out 
“bumps” between surveys.

Titles matter, such as an administrator versus a practice manager. In the 
2008 MGMA survey, the administrator of  a practice with six or fewer phy-
sicians had a median salary of  $85,000, but a practice manager for any size 
group earned a median salary of  $48,000. 

Mr. Milburn says the gap is partly explained by dramatic differences in edu-
cation between the two groups. Most of  the office managers in the 2008 
MGMA survey had no more than a high school or community college edu-
cation, while most of  the administrators had a college or master’s degree. 
Specifically, 153 office managers had a high school degree, 55 had a com-
munity college education, 51 had a college degree and 12 had a master’s de-
gree as their highest attainment. In comparison, 14 practice administrators 
had a high school degree, 19 had a community college education, 74 had a 
college degree and 94 had a master’s degree as their highest attainment.

In addition, Mr. Milburn says administrators tend to work in larger, more 
complex practices, with multiple department heads reporting to them; have 
more years of  management experience; and have more authority in areas 
such as negotiating managed care contracts, hiring and firing employees 
and taking on special projects, such as a building expansion. 

Mr. Esselman says pay reflects experience in areas such as maintaining 
patient and physician satisfaction and growing the organization’s market 
share. “The more strategic the role and the higher the level of  expertise and 
training, the greater the compensation an administrator will earn,” he says. 
Mr. Esselman adds that some administrators can progress to the title of  
CEO, which tends to be used by a very large practice with a highly complex 
administrative structure.

4. using raises to improve motivation 
Once the recession is over — or even before, in practices with healthy bot-
tom lines — practices may want to consider raises. Many consultants view 
raises as money well spent, honing highly motivated administrators, but 
they acknowledge that many practices let the opportunity slip away, risking 
the possibility that administrators will lose their edge. 

Mr. Esselman reports that administrators who stay at the same job may be 
at comparatively low salary levels because they don’t have the opportunity 
to bargain for higher rates, which is usually part of  the job-seeking process. 
“The administrator who stays put can be a great bargain for the group,” he 
says, “but it is important to make sure they are being kept at a competitive 
salary range or incentivized to stay with bonuses and other incentives.”

Mr. Milburn thinks practices should be considering offering a raise to their 
administrators every year, at whatever rate they can handle. Between each an-
nual review, he recommends periodic performance feedback. When the raise 
is due, “there should be no surprise,” he says. “You shouldn’t say, for the first 
time, ‘I don’t like what you do.’ You should have talked about that already.”

5. Setting bonuses 
Bonus payments, unlike raises, do not require a permanent change in sal-
ary levels. Bonuses for administrators tend to be 10-12 percent of  the base 
salary, according to Cindy Dunn, RN, FACMPE, an MGMA practice man-
agement consultant in Cocoa Beach, Fla. She advises splitting the criteria 
for bonuses between financial indicators, such as accounts receivable, and 
quality indicators such as patient satisfaction, while focusing on biggest 
needs of  the practice, such as increasing profits to a certain level.

Mr. Milburn advises picking measureable bonus criteria. “As the saying goes, 
‘If  you can’t measure it, you can’t manage it,’ “ he says. “The criteria have to be 
measurable, reasonable and something that the administrator can control.”

Some practices also award extra pay for “stretch goals,” for extraordinary 
administrators who go above and beyond the goals defined in the bonus 
criteria. But Ms. Dunn objects to stretch goals, arguing that they are too 

Orthopedic Practice Administrators Salaries: Current Observations, 
Trends and Best Practices  
(continued from page 1)
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subjective and generally focus on pie-in-the-sky targets, such as the possi-
bility of  making a deal with another physician group. Furthermore, “there 
is no exact amount attached to these goals,” she says. “They are at the 
discretion of  the practice.”

For retirement, Ms. Dunn recommends setting up a 401(k) plan for the 
administrator and perhaps including him or her in profit-sharing for re-
tirement, which is normally open just to physicians in the group. Mr. Mil-
burn recommends that 3-4 percent of  the administrator’s salary go into the 
401(k), with the practice matching all or a portion of  that amount.

6. Providing other perks 
Ms. Dunn recommends contributing an allowance to attend meetings for 
continuing education. She would set up a budget of  $5,000 a year to cover 
two meetings, taking up five to seven workdays. Mr. Milburn also recom-
mends setting aside $400-$500 to pay for subscriptions for the administra-
tor, such as a practice management newsletter.

Ms. Dunn says the practice could also pay for a cell phone, but not for a 
car, because it can be difficult to calculate personal use for income taxes. In 
addition, she would give the administrator four weeks of  vacation a year, 
twice what a normal employee would get.

Mr. Milburn says the cost of  such allowances is well worth the payback in 
having a better informed, more competent administrator.   

He says physicians need to make sure they treat their practice administra-
tors well. “Be fair,” he says. “A physician once told me good doctors are 

easier to find than good managers. If  you have a good one, you need to 
hold on to them.” 

Hiring tips 
When searching for a new administrator for a practice, Mr. Esselman says 
he looks very closely at the candidate’s track record. “Experience counts, 
but it’s not just number of  years they served,” he says. “It’s also a question 
of  what was accomplished. Did the administrator have a significant role in 
growing the practice? So if  the candidate has 10 years of  experience, we 
ask, ‘10 years of  experience doing what?’ 

“It’s a very competitive market for good orthopedic administrators,” Mr. 
Esselman reports. “Orthopedics is a highly specialized field of  medicine, 
so there is a relatively small pool of  available candidates who are experi-
enced in managing the needs of  this type of  medical practice.” But he adds: 
“I have encouraged clients to be open-minded when they are looking to 
recruit an administrator with a very specific skill set and to consider candi-
dates with experience in other highly specialized medical specialties, such 
as cardiology or oncology.”  

Mr. Milburn agrees that practices should not rule out hiring non-orthope-
dic administrators. While he concedes that these candidates would need 
three to six months to get up to speed on the specialty, he thinks their 
expertise with running a large practice is much more valuable. “The most 
important thing is experience in managing a practice with many moving 
parts,” he says. n

Contact Leigh Page at leigh@beckersasc.com.
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will have to refill those empty slots. Although the Spine Institute of  Ari-
zona in Scottsdale has seen a 20 percent drop in private-pay patients, it 
is holding on to staff  and waiting out the recession. “We don’t want to 
lay off  employees now and then hire new ones back when the recession 
is over,” says Donna Lahey, the administrator of  the practice. She says it 
costs $3,000-$4,000 to hire and train a new employee and the disruption 
would harm morale in the practice, which is made up of  Ms. Lahey, two 
spine surgeons, two physiatrists, one chiropractor, one physical therapist, a 
physician assistant and a staff  of  24.

Retaining staff  in slow times means finding them meaningful work that 
can benefit the long-term goals of  the practice. The doctors’ offices at the 
Spine Institute hadn’t been painted in years. “We said, let’s make some fun 
out of  this,” Ms. Lahey recalls. Staff  broke up into small groups and com-
peted for a $100 gift certificate for the best decorated office. Each group 
received paint and $30 for decorations, which went a long way at local 
discount stores. “The physicians were excited about it and it created a real 
bonding atmosphere,” Ms. Lahey says.

Ms. Lahey concedes there are only a limited number of  such projects and 
if  volume fell much more, the practice would have to reduce employees’ 
workweek by two hours and require them to take vacations now instead of  
carrying them over. She has also explored another alternative to layoffs: a 
staff-sharing arrangement between two nearby orthopedic practices that 
also have low volumes. 

2. Train staff now for future efficiency
Employees with downtime present a great opportunity to enroll them in 
training courses that hone their skills and make them more efficient in the 
long run, according to Cynthia Dunn, a practice management consultant 
with the Medical Group Management Association, based in Cocoa Beach, 
Fla. When she advises practices, “one of  the biggest problems I see is a lack 
of  training,” Ms. Dunn says. “Staff  are not equipped to do what they need 
to do. Let’s train our folks to utilize the tools we give them.”

Coding and reimbursement courses, available from professional associa-
tions and in several on-line offerings, often cost less than $200 and are 
sometimes available for free through insurance companies, according to 
Shannon Doyle, an MGMA consultant based outside of  Denver. He adds 
that now may also be a good time to get staff  trained in reporting quality 
indicators for pay-for-performance initiatives. Current incentive payments 
are relatively low but both private insurers and Medicare are gearing up for 
more extensive incentives, he says. 

Ms. Lahey is not sending staff  to outside courses, but she is using down-
time to cross-train them in-house. For example, her billing office trained 
a front desk clerk to seek authorizations for insurance coverage and a file 
clerk to mail out billing statements, freeing up the billing staff  to deal with 
denied claims, which had been piling up. “We’re more on top of  everything 
now and that’s because we have people with these extra skills,” Ms. Lahey 
says. “The doctors have gotten accustomed to the extra resources, so when 
we’re back to a full schedule we may need to hire somebody. We’d probably 
hire a ‘float’ who would be cross-trained in a variety of  jobs.”

3. Step up marketing that can target  
referring physicians and patients 
Physicians and staff  with fewer patients can now devote more time to mar-
keting efforts that can win more patients in the long run and even the short 
term. In the past few months, Ms. Lahey says the Spine Institute has started 
a number of  marketing initiatives: 

▪  a newsletter for patients. Doctors write the articles for this new of-
fering and employees format, print, fold, staple and mail it, at signifi-
cantly lower costs than local printers;

▪  physicians’ presentations at local hospitals. Since last fall, doctors 
from the practice have been speaking to lay audiences on cutting-
edge procedures such as artificial discs and minimally invasive sur-
gery. About 50-60 people show up at this hospital-organized event 
and the practice gets around 15 referrals from it;

▪  marketing visits to referring physicians. In groups of  three, employ-
ees visit doctors in several medical office complexes, handing out 
brochures and doctors’ bio cards; and 

▪  an open house for referring physicians. Recently expanded to two 
events a year, its only cost is catering and liquor for about 120 at-
tendees. Representatives from device makers demonstrate models of  
their products for free. Staff  set up and tear down furnishings and do 
most of  the serving, which gives them an opportunity to discuss the 
practice. Mr. Doyle likes this approach. “Any time you can bring your 
referring physicians together is a great opportunity,” he says.

4. Renegotiate contracts to take  
advantage of a new economic landscape
Due to rapidly changing economic circumstances, now is an excellent time 
for your practice to renegotiate contracts with:

▪  payors: As spine surgeons exit Arizona health plans to escape falling 
reimbursements, the plans have had second thoughts and some are 
now agreeing to higher rates to fill gaps in their networks, Ms. Lahey 
reports. So far, she says, two out of  the practice’s 15 payors have agreed 
to rate hikes, at 10 percent and 15 percent. The practice has also signed 

5 Best Practices for Preparing for the Future: What Your Ortho-
pedic and Spine Practice Should Do to Thrive Now and After the 
Recession 
(continued from page 1)
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on a new payor at a 20 percent higher rate than Medicare. Mr. Doyle 
adds that bringing a physician into negotiations will raise the practice’s 
credibility and improve chances for a reimbursement hike;

▪  vendors: At renewal time, Ms. Lahey says her practice tells vendors 
“I’d like to stay with you but if  you can’t lower your rates, I’m go-
ing to have to go somewhere else.” She adds, “Not a single vendor 
walked away from that” — even the practice’s medical waste manage-
ment company, whose rates were almost twice as high as competitors. 
Ms. Dunn also recommends reviewing lease agreements such as for 
printers and faxes; and

▪  health insurance: with rates rising as much as 20 percent a year, 
“you’ve got to shop your insurance coverage,” Mr. Doyle says. He 
recommends moving to a $5,000 deductible plan coupled with a 
medical savings account. But Ms. Lahey opposes a high-deductible 
plan, saying she has seen its effects on patients who cannot afford 
their bills. Instead, she is considering plugging into a group plan, such 
as one offered by the Arizona State Physicians Association, which 
offers lower rates than small employers can get. 

5. Get in the front of the line for the  
upcoming rush to EMRs
Practices that install electronic medical records now, when schedules are 
less busy, will have the time and energy to get through the disruptive and 
time-consuming implementation phase. The Spine Institute is installing 
an EMR system this summer. “I’m glad we’re doing it now, when we 
have a lot of  time,” Ms. Lahey says. “We’ve been looking at systems for 
a couple of  years now, but our doctors were always very busy, so it was 
a slow process. In the past few months, however, we could speed it up 
because we had the time.” 

Once the EMR system is up and running at the beginning of  next year, 
the Spine Institute will be eligible for the full federal incentive payments 
for EMR, which begin in 2011 and fall off  after 2012. The American Re-
covery and Reinvestment Act, the economic stimulus bill, initially provides 
$44,000 per physician for practices with EMRs, but by 2015 that amount 
falls to $20,000 and penalties begin to kick in — starting with a 1 per-
cent cut in Medicare reimbursements, which rises to 3 percent in 2017 
and thereafter. Despite this relatively fast-paced timeline, Ms. Lahey re-
ports that specialty-based EMR vendors are hungry for volume and agree 
to discounts because many spine practices are still not purchasing EMRs. 
Consequently, her practice was able to sign an EMR contract in mid-June 
at 8 percent below list price.

Mr. Doyle warns that federal incentive payments only come after EMR sys-
tems are up and running and won’t cover the full cost of  EMRs, which he 
estimates at roughly $50,000 per physician over five years, including main-
tenance. Ms. Lahey’s practice could afford the costs because it had already 
budgeted for an EMR several years ago. But there are ways to bring the 
price down, such as asking the hospital to pay for part of  the cost, which 
does not violate federal anti-kickback laws as long as your hospital pays 85 
percent or less of  the price of  the software, according to Ms. Dunn. 

Ms. Lahey adds that EMR will bring efficiencies in the following ways:

▪  doctors’ notes are typed directly into the system, so that they can 
be sent directly to referring physicians who appreciate timely com-
munications;

▪  doctors’ notes available in real time also speed up payment for work-
ers’ compensation and some insurers, who require notes before pay-
ment; and

▪  patients will be able to use interactive services on the practice’s Web 
site. n

Contact Leigh Page at leigh@beckersasc.com.

of  orthopedic surgery at Rush University Medical School and as director 
of  the adult reconstructive fellowship program at Rush University Medical 
Center and Central DuPage Hospital. Dr. Della Valle received his medical 
degree from the University of  Pennsylvania School of  Medicine in Phila-
delphia and completed his residency at the Hospital for Joint Diseases in 
New York. He completed a fellowship in adult reconstructive surgery at 
Rush University Medical Center and Central DuPage Hospital. Dr. Del-
la Valle is board certified in orthopedic surgery and is a member of  the 
American Association of  Hip and Knee Surgeons and the American Acad-
emy of  Orthopaedic Surgeons.

Wayne M. Goldstein, MD (Illinois Bone & Joint Institute, Morton 
Grove, Ill.). Dr. Goldstein is a specialist in hip, as well as knee, reconstruc-
tion and revision surgery, at Illinois Bone & Joint Institute in Morton Grove, 
Ill., and is its president and founder. He was an innovator in minimum inci-
sion total hip MITH surgical procedures, which reduces the incision in this 
procedure to an average minimum of  four inches long as compared to the 
standard 12-16 inch incision. Dr. Goldstein received his medical degree from 
the University of  Illinois Abraham Lincoln School of  Medicine in Chicago, 
and he completed his residency in orthopedic surgery from the University of  
Illinois Hospital. He completed a fellowship in arthritic reconstructive sur-
gery from Brigham and Women’s Hospital in Boston. Dr. Goldstein is board 
certified and is the chief  of  the division of  orthopedic surgery at North 
Shore University Health System’s Skokie (Ill.) Hospital.

Alejandro Gonzalez Della Valle, MD (Hospital for Special Sur-
gery, New York, N.Y.). Dr. Gonzalez Della Valle is an expert in adult 
reconstructive surgery of  the hip at the Hospital for Special Surgery in New 
York. He also specializes in hip and knee replacement procedures as well as 
hip and knee early and late osteoarthritis, congenital hip dysplasia, sequelae 
of  hip conditions such as Perthe’s disease and slipped capital femoral epi-
physis and surgical procedures including arthroplasty and non-arthroplasty. 
Dr. Gonzalez Della Valle graduated from the University of  Buenos Aires 
(Argentina) and received training from the Hospital for Special Surgery and 
the Italian Hospital in Buenos Aires. He is a member of  various professional 
societies including the American Academy of  Orthopaedic Surgeons.

William L. Griffin, MD (OrthoCarolina, Charlotte, N.C.). Dr. 
Griffin specializes in hip replacement at OrthoCarolina, a 70-physician 
practice in the Charlotte, N.C., region. He also performs knee replacement 
surgery. Dr. Griffin is president of  the OrthoCarolina Research Institute 
and has focused his research on the design and testing of  hip replacement 
components. He received his medical degree from the University of  Lou-
isville (Ky.) School of  Medicine, where he also completed an internship in 
general surgery. Dr. Griffin completed his residency in orthopedic surgery 
at the Carolinas Medical Center in Charlotte and completed a fellowship in 

15 Great Hip Specialists to Know (continued from page 1)
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reconstructive total joint arthroplasty at the National Hospital of  Ortho-
paedics and Rehabilitation in Washington, D.C.

Edward J. Hellman, MD (OrthoIndy, Indianapolis). Dr. Hellman is 
an orthopedic surgeon with OrthoIndy in Indianapolis where he specializes in 
arthroscopic surgery and the hip. He also has expertise in knee and total joint 
replacement. Dr. Hellman has authored many articles on hip arthroplasty. He 
received his medical degree from the University of  Michigan College of  Medi-
cine in Ann Arbor, Mich., and completed his residency at the Henry Ford Hos-
pital in Detroit. He completed a fellowship in adult reconstructive orthopedic 
surgery at Indiana University Medical Center in Indianapolis. 

James C. Kudrna, MD, PhD (Illinois Bone & Joint Institute, 
Glenview, Ill.). Dr. Kudrna specializes in the treatment of  diseases of  
the hip joint at Illinois Bone & Joint Institute in Glenview, Ill. He is board 
certified in orthopedic surgery and received his doctorate in organic chem-
istry from the University of  Arizona in Tucson, Ariz. Dr. Kudrna received 
his medical degree from the Northwestern University in Evanston, Ill., 
and completed a residency in orthopedic surgery at Northwestern. He is a 
member of  numerous professional societies including the American Acad-
emy of  Orthopaedic Surgeons, the American Academy of  Hip and Knee 
Surgeons and the Mid-America Orthopaedic Association. 

Carlos J. Lavernia, MD (Mercy Hospital, Miami). Dr. Lavernia 
is the medical director of  the Orthopaedic Institute at Mercy Hospital in 
Miami. He also serves as the second vice president for the American Asso-
ciation of  Hip and Knee Surgeons. Dr. Lavernia is an adjunct clinical pro-
fessor in orthopedic surgery and bioengineering at the University of  Miami 
(Fla.). He received his medical degree from the University of  Puerto Rico 
and completed an internship in general surgery and a residency in orthope-
dic surgery at the University of  California in Oakland, Calif. He completed 
a fellowship in lower extremity reconstruction at the Johns Hopkins School 
of  Medicine in Baltimore, Md. Dr. Lavernia has published numerous stud-
ies on hip surgery and treatment of  the hip.

David M. Mochel, MD (OAD Orthopaedics, Warrenville, Ill.). Dr. 
Mochel is a board-certified hip and knee specialist with OAD Orthopaedics in 
Warrenville, Ill. He has special interests in adult reconstructive and total joint 
replacement surgery, arthroscopic surgery, minimally invasive procedures, com-
puter-assisted surgery and fracture care. Dr. Mochel served as a board member 
for Central DuPage Hospital in Winfield, Ill., and also served as chair of  its 
orthopedic department. He received his medical degree from the University of  
Illinois College of  Medicine in Rockford, Ill., and completed his postgraduate 
training at the Grand Rapids (Mich.) Orthopedic Surgery Residency Program. 
He is a fellow of  the American College of  Orthopaedic Surgeons, the Ameri-
can College of  Surgeons and the International College of  Surgeons.

Mary I. O’Connor, MD (Mayo Clinic, Jacksonville, Fla.). Dr. 
O’Connor is a board-certified orthopedic surgeon at the Mayo Clinic in 

Jacksonville, Fla., and specializes in the hip. She serves in the role of  first 
vice president of  the American Association of  Hip and Knee Surgeons. Dr. 
O’Connor received her medical degree from the Medical College of  Penn-
sylvania in Philadelphia. She completed her residency in orthopedic surgery 
and a fellowship in orthopedic oncology at the Mayo Clinic in Rochester, 
Minn. Dr. O’Conner is the member of  numerous professional societies, 
including the American Orthopaedic Society, the American Orthopaedic 
Association and the Association of  Bone and Joint Surgeons.

Scott Sporer, MD (Midwest Orthopaedics at Rush, Chicago). Dr. 
Sporer is a hip, knee and joint replacement specialist at Midwest Orthopaedics 
at Rush in Chicago. He has special practice interests in primary and revision 
arthroplasty surgery and minimally invasive techniques. Dr. Sporer is an assis-
tant professor of  orthopedic surgery at Rush University Medical Center and is 
board certified in orthopedic surgery. He received his medical degree from the 
University of  Iowa Carver College of  Medicine in Iowa City, Iowa. Dr. Sporer 
completed a residency in orthopedic surgery at the Dartmouth Hitchcock 
Medical Center in Hanover, N.H. and completed a fellowship in adult recon-
struction at Rush University Medical Center. He is a member of  the American 
Academy of  Orthopaedic Surgery, the Association for Arthritic Hip and Knee 
Surgery and the Mid-America Orthopaedic Association. 

S. David Stulberg, MD (Northwestern University Feinberg 
School of Medicine, Chicago). Dr. Stulberg is the director of  joint 
reconstruction and implant surgery at Northwestern Memorial Hospital 
and professor of  clinical orthopedic surgery at Northwestern University 
Feinberg School of  Medicine in Chicago. He is the author of  Arthritis of  the 
Hip & Knee: The Active Person’s Guide to Taking Charge and specializes in hip 
and joint reconstruction surgery. Dr. Stulberg received his medical degree 
from the University of  Michigan School of  Medicine in Ann Arbor, Mich., 
and completed his residency in orthopedic surgery at the Harvard Univer-
sity Combined Orthopaedic Residency Program. 

Thomas Vail, MD (University of California, San Francisco). Dr. 
Vail is the chair of  the department of  orthopedic surgery for the University 
of  California and specializes in hip and total joint replacement as well as sur-
gical treatment of  arthritis and osteonecrosis. He is the third vice president 
of  the American Association of  Hip and Knee Surgeons. Dr. Vail received 
his medical degree from the Loyola University School of  Medicine in Chi-
cago. He completed his residency in orthopedic surgery and fellowships in 
reconstructive and cosmetic surgery from Duke University in Durham, N.C. 

Erik N. Zeegen, MD (Valley Hip & Knee Institute, Tarzana, Ca-
lif.). Dr. Zeegan is the associate medical director of  Valley Hip & Knee 
Institute in Tarzana, Calif., where he specializes in hip replacement surgery, 
including the revising of  hip replacements that have failed. He received his 
medical degree from the University of  California Los Angeles School of  
Medicine. He completed his residency in orthopedic surgery at the UCLA 
Medical Center. Dr. Zeegen completed a fellowship in orthopedic oncolog-
ic surgery at Massachusetts General Hospital and Boston Children’s Hospi-
tal and a fellowship in joint replacement at New England Baptist Hospital 
in Boston. He is a member of  numerous professional societies including 
the American Association of  Hip and Knee Surgeons, the American Acad-
emy of  Orthopaedic Surgeons and the American Medical Association.

James M. Zurbach, MD (Premier Orthopaedic & Sports Medi-
cine Associates, Philadelphia). Dr. Zurbach is an orthopedic surgeon 
with Premier Orthopaedic & Sports Medicine Associates in Philadelphia, 
where he specializes in treating the hip. He received his medical degree from 
Penn State University and completed his residency in orthopedics at the Na-
val Hospital in San Diego, Calif. He completed a fellowship in the internal 
fixation of  fractures with the AO/ASIF in Bremen, Germany. Dr. Zurbach 
pursued further specialized education and training in surgical preservation of  
the hip with Professor Reinhold Ganz in Bern, Switzerland, in 1998. He is a 
member of  several professional societies, including the American Academy 
of  Orthopaedic Surgeons and the Philadelphia Orthopaedic Society. n

Amerinet and ASC Communications offer a series 
of free informational Webcasts to members as part 

of Amerinet’s Surgery Center Solutions. Topics 
include implant costs, patient safety and out-of-

network issues. Visit
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Physicians and the services their practices provide frequently be-
come cornerstones of  their communities. This is especially true of  
orthopedic physicians, who often care for high school athletes and 

other major groups within a community.

Timothy Kremchek, MD, an orthopedist with Beacon Orthopedics in Sha-
ronville, Ohio, discusses the following four ways in which orthopedic prac-
tices can establish a strong presence in their community.

1. Develop a relationship with local 
schools and athletic departments
Dr. Kremchek’s practice currently provides services to 18 high schools, and 
he serves as orthopedist to Wittenberg College and the Cincinnati Reds. He 
says that partnering with a local high school or college team can be a good 
way to bring patients to your practice; however, he does have suggestions 
in how practices should partner with these entities.

First, it is important for physicians to invest in more than just the high 
school’s football or basketball team.

“A lot of  physicians only focus on contact sports, but other athletes — 
women’s teams, baseball — will need to use the services of  your practice,” 
Dr. Kremchek says. 

Dr. Kremchek also suggests getting involved with all aspects of  a team, 
rather than occasionally attending a game or two. “Go to games, functions 
and fundraisers,” he says. “People want to see their doctor in the commu-
nity, and it is important to show that you care about the school and the kids. 
It’s a great way to get the community to see you and your practice. Then, 
you can build a good reputation on the results of  those patients coming 
to the office.”

Community involvement is more than just attending events related to the 
specific sports teams in the schools, Dr. Kremchek says. He suggests that 
physicians should get involved with the school’s curriculum and take the 
opportunity to speak in front of  the school’s science or biology classes or 
at career days.

“It gives physicians the chance to discuss what they do,” Dr. Kremchek 
says. “I love doing that. The kids get to see you on a different level than 
just in the office setting.”

Another effective way for practices to achieve greater community integra-
tion is to establish a reputation for performing a specific procedure, such as 
Tommy John or arthroscopic rotator cuff  surgeries, or for treating athletes 
in a specific sport, according to Dr. Kremchek.

He also suggests that if  a practice has a physical therapy department, mem-
bers of  the department should go out to the schools and teams that the 
practice may serve to work with the student-athletes. “It should be con-
sidered an extension of  the PT’s practice that goes beyond seeing patients 
pre- and post-op,” Dr. Kremchek says.

He suggests having physical therapists visit student athletes to educate and 
institute programs on preventing sports injuries, rather than just seeing 
them just when injuries occur. This can help the community see the prac-
tice as more than just a place to take broken bones or sprains.

Although all of  these efforts might take considerable time, Dr. Kremchek 
notes that it can be well worth the effort. “You are building a brand,” he 
says. “If  you do spend time doing this, you can build the practice and 
become a part of  the faculty, and it will be hard to be taken out of  that 
position in the community.”

2. Build a strong team with a strong vision
Passion and enthusiasm are essential to developing a successful practice, 
according to Dr. Kremchek “I love sports and the competitiveness of  
sports,” he says. “I became a surgeon because of  that.” 

Finding a team of  individuals who share the same passion for the practice 
is essential to its success, which is what Dr. Kremchek says he has tried 
to accomplish. “Finding people with the same vision as you can be time-
consuming, but it is very satisfying,” he says.

One of  the advantages of  building a team that shares a common vision is 
that the quality of  care patients receive can be maintained as the practice 
grows and provides more sports medicine and other services.

“Once a practice creates a reputation for a certain quality of  care, and 
primary care physicians and friends make referrals, it is important to have a 
staff  that believes and adheres to that standard,” Dr. Kremchek says.

Dr. Kremchek has managed to accomplish this at his practice by over-
coming a number of  challenges and pursuing various means to grow the 
practice. One of  the first problems he wanted to address was finding more 
ways in which he and his staff  could deal with patients. “We could only see 
patients when I was in the office and not on days when I was performing 
surgery,” he says. “There was only so much of  me to go around, so it made 
it difficult to grow the practice.”

For this reason, Dr. Kremchek emphasizes the importance “developing the 
people around you.” His team currently consists of  a sports medicine phy-
sician, a physician assistant, several nurse first assistants and three medical 
assistants. By encouraging the team, patients can be seen at Dr. Kremchek’s 
practice even on days he is in surgery.

“The team can see follow-up patients and consultations,” he says. “We are 
able to expand the practice.”

Another aspect to building a solid practice is to open doors to younger 
physicians, according to Dr. Kremchek. “You can help to build the next 
generation of  orthopedists and give them the security to grow under your 
practice,” he says. “It is also a good way to get more business and secure 
the future of  your practice.”

3. Create your practice’s Web site as a 
portal for information
For orthopedics, young student athletes and other patients who are com-
ing in for consultations or procedures rely on the Internet as their primary 
source for information. Dr. Kremchek, who operates a successful Web site 
at www.kremchek.com, suggests that orthopedic physicians and practices 
take advantage of  this fact to get exposure in front of  potential patients.

“Most people want free medical advice [when visiting a physician’s Web site],” 
Dr. Kremchek says, “and it’s important to give people what they want.”

Dr. Timothy Kremchek Shares Insight 
on How to Develop a Strong Community 
Presence for an Orthopedic Practice
By Renée Tomcanin
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Some of  the kinds of  information Dr. Kremchek says are popular are:
• prevention tips;
•  information on the type of  surgery they are having (Tommy John, 

rotator cuff, hip replacement, etc.); 
•  information relating to specific conditions (such as what exactly is a 

rotator cuff  tear); and
• stories on new procedures or developments in orthopedics.

Additionally, the practice’s Web site can be a good avenue to announce 
different events sponsored by the practice. “We host free seminars on ar-
thritis,” Dr. Kremchek says. “It’s a good way to get patients and have them 
come in and see the practice and meet the physicians.”

Patients who surf  onto a practice’s Web site may also be interested in more 
information about the physicians at the practice, according to Dr. Krem-
chek. However, it is important to offer a potential patient something more 
than just credentials.

“Patients want to get information, learn who you are, what you can give 
them and what you are about,” he says. “Saying ‘I’m the greatest!’ is not 
effective. They want to learn something from your site. If  you give them 
information, they will probably return when they need your services.” 

For example, Dr. Kremchek’s Web site includes a section on tips for young 
pitchers and little league players on how to prevent injuries. Also included 
is a link under the “Patient Education” section to animations on differ-
ent injuries and procedures that can be performed on different parts of  
the body. Additionally, information for patients to read before and after 
surgery is available. 

Dr. Kremchek also notes the importance of  making the information you 
dispense “free, easy and understandable.” 

4. Maintain a high level of ethics
Above all, Dr. Kremchek says that is important for physicians to remem-
ber, as they establish their practices and become recognized names in their 
communities, to maintain a high-level of  ethics. 

“Other doctors may become jealous of  your success,” he says. “However, it 
is important to take care of  patients the right way, and be known as a good, 
ethical doctor.” This can be as simple as sending patients back to their 
original physician after they come back for a second opinion. 

“If  you can maintain your ethics,” Dr. Kremchek says, “you will maintain 
your practice.” n

Dr. Kremchek is an orthopedist with Beacon Orthopedics & Sports Medicine  
(www.beaconortho.com). He is also medical director and chief  orthopedic physician for 
the Cincinnati Reds. Learn more at www.kremchek.com.

Editor’s note: Thank you to Larry Taylor of  Practice Partners in Healthcare 
(www.practicepartners.org), which manages Summit Surgery Center in Cin-
cinnati, the ASC where Dr. Kremchek performs the bulk of  his surgical 
practice, for his assistance with this story.
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There is an increasing interest in the United States to provide quality 
healthcare at a lower cost. As lawmakers and consumers look for 
ways to reduce healthcare costs while maintaining high-level pa-

tient care, they are drawn to certain providers, such as ASCs, that are well-
poised for success within the Obama administration’s healthcare plan. 

Although many procedures are already performed routinely in ASCs, the 
performance of  more complex procedures, including a number of  ad-
vanced spine procedures, are less common. However, some physicians in 
the United States are performing these surgeries at outpatient facilities and 
are still able to provide a great cost savings to patients and payors. 

Procedures safely performed at ASCs
A recent study performed by Kenneth Pettine, MD, a spine surgeon at 
Loveland (Colo.) Surgery Center, found that a number of  complex spine 
cases can be safely performed at an ASC. Specifically, his data indicates that 
the following procedures, when performed at an ASC, resulted in below-
national-average complication rates, required less than 24-hour stays and 
were clinically effective at reducing disability and pain:

•  Non-instrumented spine surgery, microdiscetomies and/or nerve de-
compressions;

•  Anterior cervical decompression; 
•  Anterior cervical fusion — 1 & 2 Levels; 
•  Cervical artificial disc replacements — 1 & 2 Levels;
•  Anterior lumbar fusion — 1 Level; and
•  Lumbar artificial disc replacement — 1 Level. 

Additionally, posterior lumbar fusion surgery performed in the standard 
midline technique with pedicle screws may be performed at ASCs with a 
convalescent license. This procedure typically requires a 2-3 day inpatient 
stay, but can be performed safely and with clinical efficacy at ASCs with 
licenses allowing stays of  more than 24 hours, according to the study. ASC-
based spine surgeries also appear to provide high patient satisfaction, with 
scores at Loveland consistently above 97 percent. 

Increased daily case volume
In addition to offering clinically effectiveness and safety, ASCs can allow 
surgeons to perform cases more efficiently. Comparison of  similar spine 
surgeries performed at the hospital indicates there is 20 percent less time 
spent in the operating room at the ASC, according to the study. 

The turnaround time between procedures is also significantly less at an 
ASC than at a hospital. According to Dr. Pettine, the turnaround time be-
tween procedures at his ASC is 12 minutes, compared to a turnaround time 
of  one hour and 20 minutes at the hospital. Reduced turnaround times 
allow physicians to treat more patients in a day, increases patient access 
to care, provides physicians with greater control over their day and gives 
increased opportunities for generating revenue. 

Spine patients treated at ASCs also require shorter post-surgery stays than 
patients treated at hospitals. The average patient is discharged within two 
days after a lumbar fusion from the Loveland Surgery Center versus 3-5 
days for a similar patient at the hospital. 

Reduced cost to patients and insurers
Spine surgeries performed at an ASC may also be significantly less expen-

sive than the same surgeries performed at a hospital. Outside insurance 
cost analysis, which was completed as part of  Dr. Pettine’s study, indicates 
that instrumented spine surgery in an ASC, including anterior cervical de-
compressions and fusions, cervical disc replacements and lumbar fusions, 
can be performed at a 60 percent cost savings as compared to a hospital. 
According to the study, most of  this savings is a result of  reduced time as-
sociated with the procedure and implant cost. 

“Hospitals often take the cost of  an implant and double or triple it when 
billing the insurer and patient, while Loveland simply takes the implant 
costs and adds 10 percent. This creates a huge costs savings,” says Dr. Pet-
tine. “We add 10 percent because we feel it’s reasonable. There is no storage 
fee for these implants and doubling or tripling the costs seems like a lot of  
money for nothing.” 

Dr. Pettine says that this type of  cost-conscious pricing benefits the center 
overall. “[Lower pricing] is a way of  endearing yourself  to the insurance 
companies,” says Dr. Pettine. “It’s a good way to convince them to contract 
with you.”

Future of spine
Although many complex spine surgeries are already performed at the ASC 
and even more can performed at this setting if  the ASC holds a convalescent 
license, Dr. Pettine predicts that even more spine surgeries currently per-
formed in the hospital will move to the ASC setting in the next few years. 

“Future advances in minimally invasive techniques such as the XLIF proce-
dures and the TranS1 approach may allow one- and even multi-level lumbar 
fusions to be performed at an ASC,” he says. “I would estimate that 80 per-
cent of  all spine cases will be performed at ASCs in the next five years.”

These advances, coupled with healthcare-reform efforts to reduce costs 
while providing high quality-care, are likely to bring more spine procedures 
to the ASC setting.

“ASC spine surgery fits perfectly with Obama’s vision of  healthcare,” says 
Dr. Pettine. “A big focus of  current healthcare reform is rewarding provid-
ers that provide quality care at low prices, and that’s the definition of  doing 
spine surgery at an ASC.” n

Editor’s note: Read “ASC Spine Surgery Benchmarking Data” to see statistics 
from Dr. Pettine’s study of  spine surgery in ASCs on p. 14. 

Contact Dr. Pettine at kpettine@rmaortho.com and learn more about Loveland Sur-
gery Center at www.lovelandasc.com.

Providing Quality Spine Care at a  
Reduced Cost: The Impact of  
ASC-Based Spine Surgery
By Lindsey Dunn
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ASC Spine Surgery Benchmarking Data

Here is the average time spent in convalescent care unit, post-anesthesia care unit and operating room for a number of  spine procedures 
performed in the ASC setting, according to a study completed by Kenneth Pettine, MD. The study analyzed data from 1,030 spine cases 
performed at Loveland (Colo.) Surgery Center from spring 2003 to the end of  2008.

Convalescent Care

Procedure Average time in convalescent care

Non-instrumented spine surgery, microdiscetomies and/or nerve decompressions ..............................................................................................19.00 hours

Cervical artificial disc replacement – 1 Level..................................................................................................................................................................20.00 hours

Anterior cervical fusion - 1 Level  ....................................................................................................................................................................................20.68 hours

Anterior cervical fusion - 2 Level .....................................................................................................................................................................................20.33 hours

Lumbar artificial disc replacement – 1 Level  .................................................................................................................................................................21.00 hours

Lumbar fusion - 1 Level ....................................................................................................................................................................................................42.10 hours

Lumbar fusion - 2 Level ....................................................................................................................................................................................................50.07 hours

Lumbar fusion - 3 Level ....................................................................................................................................................................................................55.11 hours

PACu

Procedure Average time in PACU

Non-instrumented spine surgery, microdiscetomies and/or nerve decompressions ................................................................................................78.00 min.

Cervical artificial disc replacement – 1 Level  ..................................................................................................................................................................81.00 min. 

Anterior cervical fusion - 1 Level  ......................................................................................................................................................................................92.54 min.

Anterior cervical fusion - 2 Level  ......................................................................................................................................................................................80.80 min.

Lumbar artificial disc replacement – 1 Level  ...................................................................................................................................................................83.00 min.

Lumbar fusion - 1 Level ......................................................................................................................................................................................................77.59 min.

Lumbar fusion - 2 Level .......................................................................................................................................................................................................85.79 min.

Lumbar fusion - 3 Level .......................................................................................................................................................................................................91.07 min.

Operating Room

Procedure Average time in operating room

Non-instrumented spine surgery, microdiscetomies and/or nerve decompressions ................................................................................................74.00 min.

Cervical artificial disc replacement – 1 Level  ..................................................................................................................................................................84.00 min.

Anterior cervical fusion - 1 Level  ......................................................................................................................................................................................81.72 min.

Anterior cervical fusion - 2 Level  ......................................................................................................................................................................................84.43 min.

Lumbar artificial disc replacement – 1 Level  ......................................................................................................................................................................100 min.

Lumbar fusion - 1 Level ....................................................................................................................................................................................................157.51 min.

Lumbar fusion - 2 Level ....................................................................................................................................................................................................186.09 min.

Lumbar fusion - 3 Level .....................................................................................................................................................................................................213.00 min.
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Biomet CEO:  
Reformers Appear 
to be Biased Against 
Orthopedists, Other 
Specialists 

The Obama administration and Congress appear to be “con-
vinced” that orthopedic surgeons and other specialists are over-
paid and drive up the cost of  healthcare without improving out-

comes, according to a blog by Jeffrey Binder, the CEO of  Biomet. 

Mr. Binder notes that some members of  Congress and the Medicare 
Payment Advisory Commission have recommended cutting specialists’ 
reimbursements in order to boost pay for primary care physicians.

Actually, specialists provide essential services, writes Mr. Binder, noting 
that bone and joint disorders are the leading reason why patients visit 
doctors and the leading cause of  disability in the United States, affect-
ing 107 million Americans. 

Read Jeffrey Binder’s blog entry at www.biomet.com/corporate/ceoB-
log/postDetail.cfm?postID=39.

Note: This article appeared in the Becker’s Orthopedic & Spine E-weekly. 
To receive this free resource, go to www.beckersorthopedicandspine.
com/e-weekly or e-mail Scott Becker (sbecker@mcguirewoods.com) 
or Rob Kurtz (rob@beckersasc.com). n
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Charles Saltzman In-
stalled as President of 
American Orthopaedic 
Foot & Ankle Society

Charles L. Saltzman, MD, was installed as the president of  the Amer-
ican Orthopaedic Foot & Ankle Society on July 17 at the society’s 
25th annual meeting, according to an AOFAS news release.

Dr. Saltzman is the chair of  the department of  orthopaedic surgery at 
the University of  Utah in Salt Lake City, Utah. He received his medical 
degree from the University of  North Carolina School of  Medicine in 
Chapel Hill, N.C., and completed his internship and residency training 
at the University of  Michigan in Ann Arbor, Mich., in orthopedic sur-
gery. Dr. Saltzman completed a fellowship in foot and ankle surgery at 
the Mayo Clinic in Scottsdale, Ariz.

Dr. Saltzman also served as a professor at the University of  Iowa in 
Iowa City, Iowa, for 14 years, working in the orthopedic surgery, bio-
engineering and physical rehabilitation departments.

Visit www.aofas.org to learn more about Dr. Saltzman

Note: This article appeared in the Becker’s Orthopedic & Spine E-weekly. 
To receive this free resource, go to www.beckersorthopedicandspine.
com/e-weekly or e-mail Scott Becker (sbecker@mcguirewoods.com) 
or Rob Kurtz (rob@beckersasc.com). n

Study: After-Hours  
Orthopedic Surgery 
has Slightly Higher 
Risks Than Daytime 
Surgery

A new study indicates that it would be better, when possible, for 
nighttime orthopedic surgeries to wait until morning, when sur-
geons are fully rested, according to a release from the American 

Academy of  Orthopaedic Surgeons. 

The study, published in the Sept. 2009 issue of  the Journal of  Bone and Joint Sur-
gery, found that patients who had after-hours orthopedic surgeries had a slightly 
higher rate of  necessary follow-up surgeries than daytime surgery patients.

Authors of  the study said that the on-call night surgical team may not be 
well rested because they likely just finished a normal day shift.

Read AAOS’ release at www6.aaos.org/news/pemr/releases/release.
cfm?releasenum=825.

Note: This article appeared in the Becker’s Orthopedic & Spine E-weekly. To 
receive this free resource, go to www.beckersorthopedicandspine.com/e-
weekly or e-mail Scott Becker (sbecker@mcguirewoods.com) or Rob Kurtz 
(rob@beckersasc.com). n
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Matthew Bible (Orthopaedic Associates, Oklahoma City, 
Okla.). Mr. Bible is the administrator of  Orthopaedic Associates, a 10-sur-
geon practice in Oklahoma City, Okla., which also operates an MRI and 
a surgery center. Since joining the practice in April 2003, Mr. Bible has 
successfully recruited new physicians and created essential staff  positions 
for the practices. He also implemented upgrades of  services and other pro-
grams for the practice’s ancillary services.

Mr. Bible has more than 10 years of  experience in healthcare administration. 
He has served in a variety of  roles, including hospital CFO/controller, vice 
president of  operations for Oklahoma Management Services for Physicians 
as well as other positions in auditing and business office management. Mr. 
Bible received his master’s in health administration from the University of  
Oklahoma Health Sciences Center in Oklahoma City. He is a member of  
numerous professional societies including the American Association of  Or-
thopaedic Executives and the Medical Group Management Association.

Joe Caputo (Orthopaedic Specialists of the Four States, Jop-
lin Mo.). Mr. Caputo is the administrator of  Ortho Four States in Joplin, 
Mo., an eight-physician orthopedic practice. Mr. Caputo began Ortho Four 
States with five physicians in 2007 and has since grown the practice to 
include physicians that cover most of  the sub-specialties in orthopedics, 
including arthroscopy, joint, spine and hand surgery. The practice is actively 
recruiting a foot and ankle surgeon. Mr. Caputo is currently overseeing the 
construction of  a surgery center and new office building for the practice, 
which is scheduled to be completed in Dec. 2009. 

Prior to joining Ortho Four States, Mr. Caputo served as director of  operations 
for Freeman Health System in Joplin, which oversaw day-to-day operations for 
multi-specialty physician groups in the integrated health system. While at Free-
man, Mr. Caputo grew the number of  physician groups in the system from 62 
to more than 120. He received his bachelor’s degree in business administration 
from the University of  Nebraska in Lincoln and spent time abroad studying 
British and global economics at Oxford University. He received a master’s in 
health administration from the University of  Missouri in Columbia. 

Suzann Crowder, MBA, CMPE (St. Charles Orthopaedic Sur-
gery Associates, O’Fallon, Mo.). Ms. Crowder is the practice ad-
ministrator for St. Charles Orthopaedic Surgery Associates in O’Fallon, 
Mo., an eight-physician group of  orthopedic surgeons. While at St. Charles, 
Ms. Crowder has implemented and developed many systems including the 
management of  ancillary services such ASC and MRI billing, developing 
patient satisfaction surveys and implementing a marketing program.

Ms. Crowder feels that a medium-sized group practice is a great environment 
to be in. “We are small enough to have the flexibility to create the experience 
we want for our patients while at the same time enjoy the benefits of  a group 
sharing overhead and camaraderie.” Adapting to changes in the industry and 
the community as well as the ability to honestly assess its business has helped 
set St. Charles apart from other practices and led to its success. 

Ms. Crowder has more than 10 years of  experience in private practice man-
agement and serves as CEO of  Health Care Billing of  St. Charles (Mo.), 
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which provides billing and coding services to ASCs. She received her MBA 
from Lindenwood University in St. Charles and is a member of  the Ameri-
can Association of  Orthopaedic Executives, the Medical Group Manage-
ment Association and the Society for Human Resource Management.

Bob Kahn (Orthopedic Specialists of Texarkana, Texarkana, 
Texas). Mr. Kahn is the CEO of  the Orthopedic Specialists of  Texarkana 
(Texas), a seven-physician group of  general orthopedists. “We are currently 
the dominant orthopedic group in our market,” he says. “Our physicians 
stick together. They are high performing, experienced physicians who have 
consistent outcomes with an emphasis on patient care.”

When it comes to the success of  his practice, Mr. Kahn says that they have 
an excellent system, and currently the practice has no debt. “As we bring 
younger physicians on, we will have to adjust,” he says. Mr. Kahn also 
helped facilitate the successful sale of  the practice’s ancillary businesses, 
including an ASC, an MRI center and a physical therapy center. 

Mr. Kahn has more than 30 years of  experience in healthcare administration 
and has served as assistant administrator, vice president of  support services 
and COO, among other positions, at hospitals and physician practices. He 
received his master’s of  arts in health and hospital administration from the 
University of  Iowa School of  Medicine in Iowa City. He is also a member of  
several professional societies including the Medical Group Management As-
sociation and the American Association of  Orthopedic Executives. 

Chris Kean (The San Antonio Orthopaedic Group, San Anto-
nio, Texas). Ms. Kean is the chief  operating officer of  The San Antonio 
(Texas) Orthopaedic group. TSAOG, established 1947, which now includes 
24 board-certified orthopedic surgeons, 300 employees, seven clinical loca-
tions, and ancillary services that include therapy services, imaging services, 
casting services and durable medical equipment. 

Ms. Kean has worked for the group for more than eight years after relocat-
ing from Buffalo, N.Y., where she managed a small physician group for 
seven years. She received a bachelor’s degree in social sciences and human 
resource management from the State University of  New York at Buffalo.

Anthony Kling (Potomac Valley Orthopaedic Associates, 
Chartered, Olney, Md.). Mr. Kling is the CFO of  Potomac Valley Or-
thopaedic Associates, a 13-physician practice in Olney, Md. According to 
a colleague, Mr. Kling was instrumental in the revamping of  the physical 
therapy program, with growth approaching 400 percent since he began in 
Nov. 2001. He has also played a key role in the operation of  the practice’s 
physical plants, opened a MRI, a surgery center, remodeled three of  the 
four offices, incorporated EMR and increased annual revenue.

Mr. Kling served as a hospital administrator prior to his tenure with Poto-
mac Valley. He has as BS in business administration from the University of  
Pittsburgh, and received an MBA from Loyola University in Baltimore.

Sue Lehman (SouthBend Orthopaedics, South Bend, Ind.). 
Ms. Lehman is the administrator for South Bend (Ind.) Orthopaedics. SBO 
was established in 1947 and has grown to include 19 board-certified or-
thopedic physicians who specialize in joint replacement, sports medicine, 
trauma, hand, spine and foot and ankle as well as 135 staff  employees in 
their four locations. SBO services include radiology, MRI, outpatient physi-
cal therapy and occupational therapy, casting and splinting and workers 
compensation departments.  

Ms. Lehman joined SBO in 1998 following a position with Cardiothoracic 
Surgery of  South Bend. She is an active member of  the Medical Group 
Management Association, American Health Information Management As-
sociation, Society for Human Resources Management. She is also a mem-
ber of  the American Association of  Orthopaedic Executives, formerly 
known as BONES Society.  

Donald J. Love (Roanoke Orthopaedic Center, Roanoke, 
Va.). Mr. Love is the administrator of  Roanoke (Va.) Orthopaedic Center, 

13-physician practice that specializes in hand, adult joint replacement and 
reconstruction, sports medicine, foot and ankle and trauma. Roanoke Or-
thopaedic Center is also a designated teaching facility by the University of  
Virginia Medical School.

Mr. Love has more than 25 years of  experience in healthcare administration. 
Prior to coming to Roanoke Orthopaedic Center, he served as hospital director 
for Carilion Roanoke (Va.) Community Hospital. Mr. Love has also served as 
administrator and vice president for specialty hospitals and nursing centers.

Mr. Love is a fellow of  the American College of  Healthcare Executives and a 
member of  the Medical Group Management Association, the American Col-
lege of  Medical Practice Executives, the American Academy of  Orthopaedic 
Executives and the Healthcare Financial Management Association. He re-
ceived his MHA from the Medical College of  Virginia in Richmond, Va.

John D. Martin (Orthopaedics Indianapolis, Indianapolis, Ind.). 
Mr. Martin is the CEO of  Orthopaedics Indianapolis (OrthoIndy), the larg-
est private, full-service orthopedic practice in the Midwest. Mr. Martin has 
more than 22 years of  progressive financial management, strategic planning 
and operational experiences within the healthcare industry. Prior to his posi-
tion at OrthoIndy, he served as CEO of  the Indiana Orthopaedic Hospital, 
where he oversaw the opening of  a 42-bed inpatient unit and an ASC. He 
has also held positions, such as CFO and director of  financial planning and 
business development, for hospitals and physician practices in Indiana.

Mr. Martin enjoys the challenges that his position provides, such as helping the 
practice grow while addressing the needs of  the community and the practice. 
Most of  all, he prides his practice with the quality patient care it provides. “Our 
company’s innovative approach, coupled with a willingness to take calculated 
risks, is the key to meeting our community’s needs,” he says. “Each decision we 
make at OrthoIndy must improve quality of  care and access to that care.”
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Mr. Martin is a graduate of  Indiana University’s Kelley School of  Busi-
ness in Bloomington, Ind. He is an advanced member of  the Health Care 
Financial Management Association and resides in Greenfield, Ind., with his 
wife and three daughters.

Randy Marcus (Orthopedic Center of Palm Beach County, 
Lake Worth, Fla.). Mr. Marcus is the CEO of  the Orthopedic Center 
of  Palm Beach County in Lake Worth, Fla., an 11-physician practice that is 
one of  the oldest in Florida. He began at his current practice in Sept. 2009, 
having previously served as CEO of  OrthoMontana in Billings, Mont., 
from 2007. While at OrthoMontana, Mr. Marcus successfully managed the 
merger of  two orthopedic groups, including the development of  infra-
structure, policies and procedures of  the newly unified group. 

Mr. Marcus has more than 25 years of  experience in healthcare administra-
tion, having worked with physician’s practices, the Philadelphia Department 
of  Health and the Delaware Valley Hospital Council in Philadelphia. He re-
ceived his education in healthcare management from the Wharton School of  
Business in Philadelphia and Cornell University in New York. Mr. Marcus 
is a member of  several professional societies including The Leader’s Board 
for Group Practice Executives, the American Association of  Orthopaedic 
Executives and the Medical Group Management Association.

Mary O’Brien (Fox Valley Orthopaedic Institute, Geneva, Ill.). 
Ms. O’Brien is the CEO of  Fox Valley Orthopaedic Institute in Geneva, 
Ill., a 12-physician practice established in 1973 that specializes in adult re-
construction, arthroscopy and sports medicine, hand and upper extremity 
surgery, foot and ankle surgery, spine surgery and orthopedic pediatric sur-
gery. Ms. O’Brien oversaw the development of  66,000 square feet of  real 
estate in two buildings for the practice. The buildings included a four-OR 
ASC, physical and occupational therapy area, two MRI units, two DR and 
two CR radiology rooms, 46 exam rooms and administration areas.

Ms. O’Brien has more than 30 years of  healthcare management experi-
ence, 25 of  which in orthopedics. She received MBA from Northwest-
ern University Kellogg School of  Management in Evanston, Ill., majoring 
in healthcare administration and finance. She has been a member of  the 
American Association of  Orthopaedic Executives since 1988 and currently 
serves as vice president on the board of  directors.

Dale Reigle (Rocky Mountain Orthopaedic Associates, Grand 
Junction, Colo.). Mr. Reigle is the CEO of  Rocky Mountain Ortho-
paedic Associates in Grand Junction, Colo., a 17-physician practice that 
specializes in a variety of  services including arthroscopy and sports medi-
cine, total joint replacement and complex joint reconstruction, fracture 
care, hand surgery, pediatric orthopedics, foot surgery and treatment of  
spinal disorders and injuries. He has been with the practice since May 1996. 
Under his leadership, the group has built a 24,000 square-foot office build-
ing (which opened in Feb. 2002) and developed an ASC, a joint venture 
between the group and the local hospital.

Mr. Reigle has more than 20 years of  experience in the healthcare industry. 
Prior to coming to Rocky Mountain Orthopaedic Associates, he served as 
CFO of  Perry (Okla.) Memorial Hospital. Mr. Reigle has served in other 
healthcare management roles at various facilities, including business man-
ager, director of  administration and finance and manager of  management 
information systems.

Mr. Reigle is a national board member of  the American Academy of  Or-
thopedic Executives and served on the national education committee and 
as educational chair of  the BONES Society (now the AAOE). He received 
his masters of  science in management from the University of  Southern 
California in Los Angeles, Calif. 

Chris Rich, MD, MBA (Mid State Orthopaedic and Sports Med-
icine Center, Alexandria, La.). Dr. Rich is the practice administrator 
of  Mid State Orthopaedic and Sports Medicine Center, a 10-physician 
practice located in Alexandria, La. Additionally, he serves as the managing 
partner of  Louisiana Orthopaedic Services, which address the orthope-
dic needs of  uninsured and low-income patients in Central Louisiana, and 
serves on the board of  directors of  Central Louisiana Ambulatory Surgery 
Centers, also located in Alexandria.

Dr. Rich has more than 20 years of  experience in healthcare, both as a 
physician and an executive. He services as the medical director of  Loui-
siana College in Pineville, La., and is the director of  the musculoskeletal 
service line at CHRISTUS St. Frances Cabrini Hospital in Alexandria. He 
has founded and serves as CEO of  numerous healthcare companies that 
oversee real estate development, create provider networks and address 
healthcare and budget concerns of  various entities. Dr. Rich also sits on the 
boards of  many local organizations including CHRISTUS Health – Central 
Louisiana, Rapides Parish Hospital Service District, Huey P. Long Medical 
Center and the Charley McClendon Foundation. He is a member and the 
first president elect of  the Louisiana Orthopaedic Association.

Dr. Rich received his medical degree from the LSU Health Science Center 
in New Orleans, where he also completed his internship in general surgery 
and a residency in orthopedic surgery. He received his MBA from the Uni-
versity of  Tennessee in Knoxville.

Barbara Sack, MHSA, CMPE (Midwest Orthopaedics, Shawnee 
Mission, Kan.). Ms. Sack is the executive director for Midwest Orthopae-
dics, a four-physician practice located in Shawnee Mission, Kan. Under her 
leadership, Ms. Sack’s practice has participated in MGMA’s “Optimal Ortho-
pedic Practices” study in 2007 and has been recognized as a “Better Perform-
er” by MGMA in human resources, accounts receivable and profitability.

Ms. Sack has been an administrator for 17 years, having worked in a hos-
pital-owned practice, an academic medical center program and her current 
position in a private practice. She has a master’s degree in health services 
administration, and is a certified medical practice executive with the Ameri-
can College of  Medical Practice Executives. She is a member of  MGMA 
and is past president of  Midwest AAOE. 

George Trantow (Orthopedic Associates of Aspen & Glen-
wood, Aspen, Colo.). Mr. Trantow is the executive director of  Orthope-
dic Associates of  Aspen (Colo.) and Glenwood. He also oversees Midvalley 
Ambulatory Surgery Center and Midvalley Imaging Center in Basalt, Colo. 
He is a fellow of  the American College of  Healthcare Executives and serves 
on the board of  the American Academy of  Orthopaedic Executives.

Mr. Trantow has more than 20 years of  medical group management, including 
positions in the U.S. Army Medical Service Corps, Evans Army Community 
Hospital in Fort Carson, Colo., and Front Range Orthopedics in Colorado 
Springs, Colo. He received his MHA from Baylor University in Waco, Texas.

In addition to his work at Orthopedic Associates, Mr. Trantow is active in 
his community and serves on the boards for many organizations, including 
the Aspen Sports Medicine Foundation and the Community Health Plan 
of  the Roaring Fork Valley.

Dennis Viellieu (Midwest Orthopaedics at Rush, Chicago). Mr. 
Viellieu is the CEO of  Midwest Orthopaedics at Rush, a 30-plus orthope-
dic physician practice located in the Chicago area. When it comes to the 
success of  his practice, Mr. Viellieu says, “I think what makes our practice 
special is that we are a hybrid. We are an academic practice with all of  our 
physicians having academic appointments at Rush University Medical Cen-
ter, while also being involved in all phases of  research projects from very 
basic research to later phase clinical trials.

“While for the delivery of  patient care we are a private practice, which 
allows us to be very efficient in the delivery of  care to our patients but 
also giving us the opportunity for providing our patients with the latest 
approaches, devices or techniques that are available,” he says. “ It seems to 
be a model that has worked well in the academic environment and may be 
getting more popular as a result.” 

Mr. Viellieu has more than 15 years of  experience in the healthcare industry. 
He was instrumental in the development of  the practice’s ambulatory sur-
gical facility and helped to develop and start-up his current practice. Prior 
to his current position, he was CEO and CFO of  Midwest Orthopaedics, 
which was later integrated into Midwest Orthopaedics at Rush. Mr. Viellieu 
graduated from the University of  Indiana in Bloomington, Ind., and from 
the executive financial management program at the Wharton School of  
Business at the University of  Pennsylvania in Philadelphia. n
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Orthopedic and Spine Medical Malprac-
tice Costs and Trends: Q & A with Patrick 
Sedlak and Mark Aldous of Marsh uSA
By Lindsey Dunn

High malpractice insurance costs and tort reform are hot topics for 
all physicians, especially for orthopedic and spine surgeons. Here, 
Patrick Sedlak and Mark Aldous, both senior vice presidents with 

the healthcare practice of  insurance broker and risk advisor Marsh USA, 
discuss insurance costs and recent responses by physician groups and some 
state governments to combat them.

Q: There are many types of insurance and risk management 
services available to orthopedic and spine surgeons and the 
practice groups in which they invest. What types of policies 
do you think are most critical?

Pat Sedlak: The primary insurance cost driver for any physician group 
is medical malpractice insurance. Although the cost of  medical malprac-
tice coverage varies greatly by state, this is almost always the largest ex-
pense for any physician group. In some states, such as those with enacted 
state tort reform legislation, physicians may obtain relatively inexpen-
sive medical malpractice insurance as compared to peers in other states. 
Regardless of  the state of  domicile, medical malpractice insurance is a 
significant cost component for all physician groups, including orthopedic 
and spine practices.

Mark Aldous: As a specialty, orthopedic surgeons face some of  the high-
est medical malpractice premiums. High premiums are associated with un-
derwriters’ perception of  higher risk exposures involved with their surgical 
procedures.

Q: What is the average cost of medical malpractice insurance 
for orthopedic and spine surgeons?

PS: Average medical malpractice costs vary widely by state. In Indiana 
for example — one of  a handful of  states that limits medical malpractice 
damage awards — an orthopedic surgeon may still pay $20,000-$30,000 in 
medical malpractice premium. In states where no such limitations apply, 
premiums can be significantly higher.

Q: What kinds of trends are you seeing in terms of how phy-
sicians are insuring themselves against medical malpractice 
claims?

PS: Orthopedic groups are often frustrated with insurance costs as well 
as insurers’ willingness to settle medical malpractice insurance claims. As a 
result, we are seeing groups consider self-insuring their medical malpractice 
coverage. Groups are also considering partnering with other orthopedic 
practices to collectively self-insure their malpractice exposure in a group 
captive or risk retention group. Essentially, these physicians form their own 
insurance company.

Q: How popular are captive and risk retention groups?

PS: They are a popular vehicle within the healthcare space, and I think 
their use will continue to grow.

MA: Right now the insurance market is relatively flat in that we’re not see-
ing huge medical malpractice rate increases. However, when premium rates 
increase and availability of  coverage decreases, the popularity of  captives 
will absolutely increase.

Q: What are the benefits and risks of these alternative types 
of arrangements?

PS: Physicians must keep in mind that engaging in a captive requires a 
totally different mindset. You are no longer paying premium to an insur-
ance carrier with the thought that they will cover losses. In a captive, 
you are essentially paying a premium to yourself, but now you are the 
one responsible if  there is a loss. There are ways to limit ultimate losses; 
however, you must understand that you may sustain a loss under this type 
of  arrangement.

Setting up a captive or risk retention group also does take some size. There 
needs to be enough physicians to finance the alternative risk financing ve-
hicle. Although the number of  physicians needed varies greatly by state, a 
good benchmark is that the group should generate $750,000 or more in 
medical malpractice premium.

Q: As insurance consultants, what advice would you give to 
physicians considering establishing or joining a captive or 
risk retention group?

PS: Physicians interested in a captive or risk retention group should 
engage an advisor with experience in medical malpractice captive/risk 
retention group creation and management. Physicians should also en-
gage a tax expert experienced with captives and risk retention groups. 
 
MA: You also must, as a group, agree to processes and best practices that 
reduce your risk of  being entangled in a medical malpractice claim. It is 
imperative that these groups have proven risk management procedures in 
place. This is the absolute most important thing they can do to decrease 
risk. n

Contact Patrick Sedlak at patrick.sedlak@marsh.com. Learn more about Marsh at 
http://global.marsh.com.
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Many aspects of  the current healthcare system could possibly under-
go seismic changes as Congress considers healthcare reform. These 
Olympian struggles are being closely monitored by Peter Mandell, 

MD, the new chair of  the Council on Advocacy at the American Academy of  
Orthopaedic Surgeons. Dr. Mandell is assistant clinical professor of  orthope-
dic surgery at University of  California, San Francisco. 

Q: What kind of relationships does the AAOS have in Wash-
ington?

Dr. Peter Mandell: We have a pretty healthy working relationship with 
Congress and the regulatory agencies. When thinking about healthcare for 
this country, our goal is what’s best for patients.

Q: Is there any chance that the sustainable growth rate (SGR) 
could be finally eliminated so that physicians would no lon-
ger be threatened with massive cuts in Medicare reimburse-
ments every year?

PM: Elimination of  the SGR has been included in one of  the House’s 
draft reform bills. However, as currently written, it is not a complete fix. 

The bill would erase the “debt” that has built up year after year, as Congress 
agreed to postpone planned pay cuts. That is, it would wipe the slate clean. 
However, the bill would then start the process all over again, using a new 
formula based on the gross domestic product. This formula wouldn’t take 
into account the tremendous increase in healthcare services that would be 
needed as the population ages.

Q: What is the current state of health reform legislation in 
Congress? 

PM: Coming up with a working reform plan is very tough, demanding 
work. In the House, three reform bills were approved by the Ways and 
Means, Energy and Commerce, and Education and Labor committees. The 
Democratic leadership in the House has been melding these three bills 
into one bill. This measure, called the tri-committee bill, is already being 
circulated in draft form. In the Senate, the Health, Education, Labor and 
Pensions Committee has approved a bill, but the Senate Finance Commit-
tee has postponed its decisions until September, at the earliest. The Senate 
bills would eventually be merged into one bill and then both houses of  
Congress would vote on their respective bills sometime in the fall. 

Q: What are some big issues in the health reform debate and 
what does the AAOS say about them?

PM: One big issue is the possible creation of  a single-payor system, in 
which one entity, the federal government, would pay all healthcare ex-
penses. None of  the bills are proposing this, but that doesn’t stop a lot of  
people from talking about it. It scares a many people to death, notably the 
health insurers. There is a lack of  unanimity within the AAOS Fellowship 
over single-payor, but most members are against it and our official position 
opposes single-payor.

Many people also fear the possibility of  rationing, even though the drafters of  
the current health reform bills say they are not calling for that. Of  course, we 
already have rationing. It’s financial rationing: those who do not have insurance 
or have poor coverage cannot get all the care they need. A single-payor system, 
on the other hand, imposes waiting-in-line rationing. People would have insur-
ance coverage but they still might not be able to get the care they need. Fur-
thermore, if  reforms reduce what people have to pay for healthcare, they may 
overuse the system. People might make appointments all the time for relatively 
trivial concerns and ask for tests they don’t really need. 

Q: What concerns does the AAOS have about the health re-
form legislation as it stands now?

PM: We have no idea what the final bill would look like, but already we 
have some concerns. The AAOS believes that everyone should receive 
healthcare, including specialty care. Providing coverage, however, is not 
the same thing as providing treatment. In the combined House bill, as it 
now stands, we have concerns about a proposed committee to oversee 
Medicare that would be called the Independent Medicare Advisory Coun-
cil (IMAC). Like the current Medicare Payment Advisory Commission, 
IMAC would make decisions about Medicare policy, but unlike MedPAC, 
IMAC wouldn’t need Congress’ approval. It would be a super MedPAC. 
The AAOS believes Congress needs to be involved in the decisions.

Q: Would any of the healthcare reform bills do away with 
physician-owned hospitals?

AAOS Advocacy Chair Outlines Health 
Reform and Other Federal Policy Debates 
Facing Orthopedics and Healthcare
By Leigh Page
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NASS Expresses 
Concern Over House 
Healthcare Bill

The North American Spine Society sent a letter to House Speak-
er Nancy Pelosi (D-Calif.) and other House leaders expressing 
its concern over HR 3200, the House’s healthcare reform bill, 

according to an NASS news release

In the letter, the NASS said that elements of  the bill will fail to control 
costs, to improve quality or to increase access to care. 

Concerns were also raised over the adoption of  a public plan that 
“does not address impending primary and specialty care workforce 
shortages or clearly reduce costs over the long term,” according to the 
release. The NASS is also concerned over proposed medical advisory 
councils or committee that would be created with little to no physician 
input or oversight.

Read the release about the NASS healthcare reform concerns at www.
spine.org/Pages/PracticePolicy/Advocacy/HouseHealthCareBill.aspx.

Note: This article appeared in the Becker’s Orthopedic & Spine E-weekly. 
To receive this free resource, go to www.beckersorthopedicandspine.
com/e-weekly or e-mail Scott Becker (sbecker@mcguirewoods.com) 
or Rob Kurtz (rob@beckersasc.com). n

PM: As a matter of  fact, the tri-committee bill in the House would prevent 
construction of  new physician-owned hospitals and even prevent existing 
facilities from expanding. The AAOS is opposed to this. 

Q: How do you think health reform will play out? 

PM: There could very well be something that passes that would be called 
“health reform” but wouldn’t be very exciting or effective. On the other 
hand, they could pass a bill that could do a lot to improve the system. My 
personal opinion is that if  they don’t overreach they can make some real 
progress in improving our healthcare system. 

Q: What is the likelihood that Congress will pass the AAOS-sup-
ported Access to America’s Orthopaedic Services Act (S. 1548)?

PM: If  I had a crystal ball, I would be able to tell you. But I wouldn’t be sur-
prised if  at least parts of  it were incorporated into the final health reform 
bill. Just having Congress’s attention focused on healthcare might be very 
helpful to its ultimate passage.

Q: It has been stated that S. 1548 would not cost the gov-
ernment anything — that it would be “revenue-neutral.” How 
could that be? 

PM: It would redirect money from existing programs. There are health condi-
tions that are higher-profile than orthopedic conditions, such as heart disease 
and cancer. In comparison to those conditions, not much attention has been 
directed to orthopedic diseases, even though we know that they are very wide-
spread. Research studies show that one in four Americans have a musculosk-
eletal problem that requires treatment. Musculoskeletal conditions are very im-
portant to Americans and studying them should receive adequate resources.

Q: What would the orthopedic bill mean for the average prac-
ticing orthopedic surgeon?

PM: There are a variety of  provisions in the bill. For instance, it would 
make sure that women and the elderly get a lot more information on how 
to deal with orthopedic problems. For example, if  young women can be 
persuaded to drink milk, exercise and eat right, they can build that extra 
bone mass needed for later in life, when osteoporosis occurs. 

The bill would also better coordinate trauma care. A lot of  trauma is mus-
culoskeletal. And the bill would call for a study to ascertain the need for 
the orthopedic healthcare workforce and recommend what can be done 
to train more orthopedic residents. Currently, the number of  graduate 
medical education positions funded by Medicare has been frozen, even as 
healthcare needs are advancing. n

Learn more about the AAOS at www.aaos.org.
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For orthopedic practices, the quality of  
the overall experience of  their patients 
is of  utmost importance. However, with 

the rapid pace of  everyday operations and the 
myriad responsibilities physicians and their staffs 
have, the need to keep a good eye on the pa-
tient’s perspective can often be forgotten.

In order to evaluate how it was doing on cus-
tomer service, one practice, Azalea Orthopedics 
in Tyler, Texas, turned to comprehensive sur-
veys to measure the areas of  patient satisfaction 
where improvement was warranted.

By focusing on the areas where they were weak, 
Azalea was able to improve its overall patient 
satisfaction scores and the quality of  the office 
experience for their patients.

Why choose a survey?
Three years ago, Azalea decided to begin using a 
patient satisfaction survey tool to evaluate their 
patients’ experiences at Azalea’s (which was, at 
the time, in two locations, which have since com-
bined into one facility). According to Michael 
Russell, MD, partner and orthopedic and spine 
surgeon at Azalea, the decision to participate in a 
patient satisfaction survey was practice-wide. 

Although Azalea was the largest orthopedic prac-
tice in the East Texas market, Dr. Russell says that 
the organization was seeing pressure from local 
hospitals that were forming physician practices of  
their own. “It was a good idea to get a reliable mea-
sure of  how customers perceived the practice,” he 
says. “A satisfied patient who is pleased with our 
services will tell their friends and family.”

Azalea chose to use a survey designed by Press 
Ganey, a healthcare consulting and research 
company. Press Ganey’s patient survey focuses 
on all areas of  the patient’s experience when he 
or she comes to the office. Some areas measured 
by the survey include:

•  scheduling (courtesy of  the staff  member 
making the appointment, helpfulness on 
the telephone, etc.);

•  wait times (registration, before being taken 
back to the exam room, before seeing the 
doctor, information on why there was a 
delay, etc.);

•  physician staff  (friendliness of  the recep-
tionist, speed of  registration, etc.);

•  physician (friendliness, explanation of  diag-
nosis, concern about questions, information 
on medication or follow-up care, etc.);

•  amount of  time spent with the physician;
•  check-out; and
•  clarity of  the language used by physician, 

staff, etc.

According to Dr. Russell, the survey takes an anon-
ymous sampling of  recent office patients. He says 
the results of  the first surveys saw Azalea perform-
ing reasonably well, falling in the 92nd percentile 
of  the practices surveyed in the nation.

However, the numbers among the 19 physicians 
at the practice were not consistent. “Some physi-
cians were doing much better than others,” Dr. 
Russell says. “The survey gave us an accurate 
perception of  the quality of  service and satisfac-
tion of  our patients.”

Determining areas of  
improvement
Once Azalea received the results from the sur-
veys, the overall ratings were reported to the 
group. Physicians and staff  discussed their in-
dividual results.

“We were given a ‘top box’ analysis, a list of  
the top 10 things we could work on that would 
improve our scores the most,” Dr. Russell says. 
These top box scores corresponded with the 
measures on the Press Ganey survey, such as ease 
of  scheduling or length of  wait in registration.

After the first set of  meetings and the next quar-
ter’s surveys, Azalea had improved its scores but 
still fell short of  their overall goal of  the 95th 
percentile in the nation.

Once Azalea received the next quarter’s results, 
the practice decided to create a group-wide 
customer service team — consisting of  nurses, 
physicians, back-office staff  and supervisors — 
that focused on achieving the goal of  a higher 
percentile. “We wanted to get everyone excited 
about customer service and overall practice im-
provements,” Dr. Russell says.

One way the practice achieved this emphasis 
was to hold training sessions with office staff, 
focusing on the top priorities from the surveys. 
“The Press Ganey quarterly reports are designed 
to show companies exactly what areas need im-
provement,” says Leslie Fossey, director of  mar-
keting and chair of  Azalea’s customer service 
team. “If  those areas are improved then scores 
will increase more rapidly.” 

One area that Azalea had to concentrate on, and 

still continues to do so, is wait times, according 
to Dr. Russell. “What we discovered is that even 
if  a patient has to wait, as long as the staff  are 
concerned and communicate delays, the patient 
is more receptive to wait times up to a certain 
point,” he says.

Aside from addressing group-wide changes, 
each physician and his or her staff  worked on 
the top issues discussed in one-on-one meetings. 
Some of  the areas individual physicians worked 
on were overscheduling patients, showing more 
concern about the patient’s questions and spend-
ing more time with patients to make sure that 
their questions are answered.

Keeping staff motivated
In order to keep the staff  motivated and on tar-
get, Ms. Fossey provided weekly reports on how 
Azalea as a practice and the individual physicians 
were performing. Dr. Russell says that although 
Azalea has been mostly successful, certain is-
sues, such as the practice’s plans to move all phy-
sicians and staff  to one location, has caused the 
scores to fluctuate.

For the most part, the staff  bought-in to the 
goal of  a consistent 95th percentile rating. “The 
challenge was to maintain the excitement,” Dr. 
Russell says. “It’s easy to slip into old habits if  
you stop talking about it.” 

With weekly meetings, the staff  was aware of  
what the goals were and stayed on task. “This 
is something that is continual,” Ms. Fossey says, 
emphasizing the importance of  consistency.

Getting the physicians on board with striving to 
reach this higher percentile proved more diffi-
cult. “Most physicians feel like they do a good 
job of  caring for their patients,” Dr. Russell says. 
“The low survey scores seemed like a personal 
affront to some physicians, so careful work had 
to be done to keep them from feeling like it was 
a personal attack.”

One way to do this was to consistently present 
information in a positive way, even if  the reports 
were less than exciting. “A key is knowing the 
personalities of  your physicians and adapting ac-
cordingly,” Dr. Russell says.

One physician’s story
Azalea had one physician talk to the group about 
how he or she had improved his scores in order 
to bring the physicians on-board with improving 
their patient satisfaction scores. Dr. Russell, who 

using Benchmarking Surveys to  
Improve Patient Satisfaction in  
Orthopedic Practices
By Renée Tomcanin
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was scoring initially low in the surveys, began sharing his progress with 
other doctors. 

“It helps when you have one physician who is willing to open up himself, 
good or bad,” he says. “I was scoring low with one particular patient popula-
tion, those with chronic back pain. My first reaction was that they were a less 
happy, less satisfied patient population in general because there is little a spine 
physician can do to relieve their pain.”

This attitude was understandable, at first, because he was receiving high 
scores from the rest of  his patients — eight or nine points out of  10. How-
ever, Dr. Russell had not performed or could not perform surgery on the 
patients with chronic back pain; therefore, their only impressions of  him as 
a physician were from the office visit, rather than a series of  visits.

“Typically, I would tell the patient outright, ‘I can’t fix it; I can’t do surgery,’ 
which can come off  as dismissive of  their problems,” Dr. Russell says. The 
low scores on the survey helped him to realize that he should focus on that 
patient population rather than quickly moving on to those who could be 
treated. “Instead of  telling the patient that I couldn’t help them and leaving 
it at that, I began offering to find them alternatives like pain management 
or physical therapy or someone else who could help.”

By taking a little extra time and consideration, Dr. Russell was able to im-
prove his overall numbers by giving patients these options.

Another area that Dr. Russell saw needed immediate attention as a result 
of  the patient satisfaction survey was taking the time to listen to patient’s 
questions. “We were trying to be more cognizant on our scheduling so that 
patients had less of  a wait,” he says. 

However, by moving quickly from one patient to another, the surveys re-
ported to Dr. Russell that patients perceived he was in too much of  a hurry 
to answer their questions. “It doesn’t take that much extra time to look 
unhurried,” he says. “It takes maybe 30 seconds to stop and ask, ‘What else 
can I do for you?’”

By working on these areas, Dr. Russell was able to move from one of  the 
lowest-scoring physicians at Azalea to one of  the highest. By sharing his 
story, other physicians could see how these simple changes to their day-to-
day operations could improve their patients’ perceptions.

Exceeding expectations
In the latest rankings from Press Ganey, Azalea exceeded its goal of  hit-
ting the 95th percentile. The practice was ranked in the 97th percentile of  
healthcare facilities across the country. Within its region, which consists of  
Texas, Okalahoma, Arkansas and Louisiana, Azalea was in the 99th per-
centile.

Dr. Russell says for other practices considering using a patient satisfaction 
survey benchmarking tool like the one offered by Press Ganey, the key to 
success is consistency. He also suggests incentivizing the staff  to achieve 
goals. 

According to Ms. Fossey, the customer service team made a difference in this 
area. “Press Ganey provides excellent information on how to recognize em-
ployees for their outstanding customer service. There are different types of  
recognition, and the team used many different tools to reach out to employees, 
including short-term things like a simple pat on the back to paid time-off,” she 
says. 

For example, if  Azalea hits the 95th percentile twice consecutively in a year, 
the staff  receives two days of  paid time-off, according to Ms. Fossey. 

Ms. Fossey also notes that having the buy-in from everyone in the practice 
is critical to customer service success. “This is a difficult task and happens 
slowly, sometimes just one person at a time. Employees care, and they want 
to be rewarded for their allegiance,” she says. n

Learn more about Azalea Orthopedics at www.azaleaortho.com.

Maine Woman  
Sentenced For  
Orthopedic Center 
Embezzlement

Rita G. Worster of  Carmel, Maine, was sentenced to 18 months 
in prison for embezzling more than $50,000 from Frenchmen 
Bay Orthopedics in Ellsworth, Maine, according to a report in 

the Bangor Daily News

Ms. Worster pleaded guilty in Dec. 2007 to charges that she had forged 
25 checks while working at Frenchmen Bay between Dec. 2005 and 
July 2007. She was not sentenced until recently because the state want-
ed to give her a chance to pay restitution on the money she had stolen, 
according to the report. As of  sentencing, no money had been repaid.

Although sentenced to six years in prison, all but 18 months of  Ms. 
Worster’s sentence was suspended, and she will have to serve three 
years’ probation once she is released, according to the report.

Read the Daily News’ report at www.bangordailynews.com/de-
tail/111659.html.

Note: This article appeared in the Becker’s Orthopedic & Spine E-weekly. 
To receive this free resource, go to www.beckersorthopedicandspine.
com/e-weekly or e-mail Scott Becker (sbecker@mcguirewoods.com) 
or Rob Kurtz (rob@beckersasc.com). n
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Barnes Jewish Hospital/Washington University (St. Louis). 
Barnes-Jewish is the largest hospital in Missouri, with more than 1,250 
beds, more than 1,800 employed physicians and nearly 18,300 surgeries 
performed in 2008. The hospital has four dedicated neurosurgery ORs 
and its 20-bed neuro-intensive care unit has computerized radiograph 
viewing and an in-unit positron emission tomography (PET) scanner. 
Its neurosurgeons also use a Gamma Knife to treat brain tumors and 
other abnormalities and the Cavitron, a surgical device that disintegrates 
and aspirates brain tumors. They perform stereotactic neurosurgery, a 
computer-assisted guidance in brain surgery that allows placement of  bi-
opsy tools or electrodes deep in the brain, and surgical navigation, which 
uses computers to plan precise approaches to areas of  the brain during 
surgery. Other services include intraoperative angiography, which uses 
x-rays of  blood vessels in surgery for aneurysms or arteriovenous malfor-
mations; movement disorder surgery, which is the surgical implantation 
of  stimulators to treat Parkinson’s isease and certain types of  tremor; 
and cortical mapping EE, which helps surgeons stay away from essential 
brain functions.

Cedars-Sinai Medical Center (Los Angeles). Cedars-Sinai Medi-
cal Center, with 977 beds, near Beverly Hills, has had a long roster of  
movie stars as patients. The Cedars-Sinai Institute for Spinal Disorders, 
featuring eight neurosurgeons and two neuro-oncologists, performed 
more than 1,000 major neurosurgical procedures in 2008, ranging from 
craniotomies for tumor resections to surgical resection of  vascular mal-
formations. The Comprehensive Brain Tumor Program is involved in 
several innovative protocols for brain tumors, including the use of  a den-
dritic cell vaccine for malignant glioma. Cedars-Sinai Medical Center has 
dedicated neurosurgical operating rooms equipped with intraoperative 
MRI, image-guided surgery, operating microscopes, lasers and intraop-
erative angiography. The institute also has the capability to perform ste-
reotactic biopsy and radiotherapy of  tumors. 

Cleveland Clinic. Structured as a group practice, the Cleveland Clinic 
employs 1,800 staff  physicians who work in multidisciplinary teams and 
use several hospitals totaling more than 1,000 beds. Neurosurgeons in 
the Cleveland Clinic Neurological Institute work with other physicians 
and providers. The center for brain tumors and neuro-oncology, for ex-
ample, is a partnership with the clinic’s cancer institute. Other centers 
in the Neurological Institute are involved in brain health, strokes and 
cerebrovascular health, brain aneurysms and related disorders, epilepsy, 
Multiple Sclerosis, pain, neuromuscular and neurological restoration. The 
institute benefits from extensive inter-specialty collaborations. Its fully 
integrated model allows the institute to measure quality and outcomes 
on a continual basis.

Duke University Medical Center (Durham, N.C.). The 924-bed 
Duke University Medical Center, commonly known as Duke University 
Hospital, is the flagship of  Duke University Health System. Duke neuro-
surgery is one of  the largest and busiest academic programs in the country. 
Neurosurgeons at Duke perform a wide array of  disciplines, including pri-
mary and secondary brain and spinal tumors, one of  the largest high-grade 
glioma patient populations in the world. More than two-thirds of  adult 
brain tumor patients at Duke take part in clinical trials, compared to only 
8 percent nationally. Duke neurosurgeons also remove skull base tumors, 
perform complex spinal resections and fusions, pain and functional neu-
rosurgical procedures, peripheral nerve procedures and open vascular and 
endovascular procedures. 

Emory University Hospital (Atlanta). Emory University Hospital, 
with 587 beds, is staffed exclusively by faculty at Emory University School 
of  Medicine, treating 80,000 outpatients a year. The neurosurgery depart-
ment includes Sanjay Gupta, MD, CNN’s chief  medical correspondent, 
and department chairman Daniel L. Barrow, who has authored The Practice 
of  Neurosurgery, a major textbook of  neurosurgery. The hospital’s 20-room 
neuro-intensive care unit, which opened in 2007, includes a high-resolution 
CT machine and has a dedicated staff  of  neurointensivists. Neurosurgeons 
at Emory University are now removing benign tumors from deep within 
the brain though tiny incisions and openings in the skull no larger than a 
pea, which eliminates the need to fully open the skull to remove tumors.

Johns Hopkins Hospital (Baltimore). The 982-bed Johns Hopkins 
Hospital was an early teaching institution where the terms “rounds” and 
“residents” were coined. However, the hospital is by no means stuck in the 
past. For example, Johns Hopkins neurosurgeons are taking new therapies 
for treating brain and spinal tumors from the laboratory to the bedside. They 
have developed and refined many new techniques, including endoscopic, 
radiosurgical and other minimally invasive procedures that are saving lives 
or improving quality of  life. Hopkins investigators are also using stem cells 
to answer fundamental questions about the brain’s ability to regenerate or 
produce abnormal pathologies. Neurosurgery specialties include diagnosis 
and treatment of  brain tumors, cerebral aneurysms and arteriovenous and 
cavernous malformations, carotid artery stenosis and spinal disorders. The 
hospital’s neurological critical care unit provides the highest quality, most 
up-to-date, specialized care for neurosurgical patients after surgery and for 
patients with head and neck injuries, seizures and stroke.

Massachusetts General Hospital (Boston). The 905-bed Massa-
chusetts General Hospital, teaching hospital of  Harvard Medical School, 
conducts the largest hospital-based research program in the country, with 
an annual budget of  more than $400 million. Neurosurgery at the Mas-
sachusetts General uses almost 10 percent of  the hospital’s beds and has 
an average daily census of  70-90 patients. The program has two interven-
tional neuroradiologists and 32 neurosurgeons, of  whom 15 are residents, 
performing about 2,600 neurosurgical operations annually. Four ORs are 
dedicated to neurosurgery and a 17-bed neuro-intensive care unit is staffed 
continuously. Neurosurgery researchers at Mass General are studying mu-
tations that occur in glioblastomas, a form of  brain tumor; neural growth 
and regeneration of  damaged brain functions; intraoperative monitoring 
and imaging; cerebral blood vessels; and cellular neurobiology.

18 Hospitals and Clinics With Great 
Neurosurgery Programs

Since 1984, ASCOA’s founders have helped 
physician-owners turnaround, start and operate 

successful surgery centers.  ASCOA currently 
owns and manages 34 facilities across the coun-

try with 14 others in development.

www.ascoa.com
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Resources
Billing, coding and collecting
ASC Billing Specialists. ASC Billing Specialists is a billing company dedicated to the needs of  the ASC 
market, specializing in both out-of-network and in-network facilities and boasting a recovery rate of  98 percent 
with most claims paid within 15 days. For more information, call (602) 298-2653 or visit www.ascbill.com.
National Medical Billing Services. National Medical Billing Services (NMBS) specializes in freestanding 
outpatient surgery center coding and billing, offering a cost-effective service, subject matter experts and integ-
rity in business relationships. To learn more about NMBS, call (636) 273-6711 or visit www.asccoding.com.
Serbin Surgery Center Billing. Serbin Surgery Center Billing (SCB) was founded in 2001 to provide 
solutions for ASCs’ billing and collection needs. For more information, contact SCB at (866) 889-7722 or 
visit www.ascbilling.com.
Specialty Billing Solutions. Specialty Billing Solutions offers a cost-effective alternative to your typical 
in-office billing department while helping to positively impact your bottom line. For more information about 
Specialty Billing Solutions, call Dan Connolly, vice president of  development and payor contracting, at (877) 
710-3047 or visit www.pinnacleiii.com/services/cbo/cbo_services.htm.
Construction and architectural firms
Raymond Fox & Associates. Raymond Fox & Associates is a full-service medical architectural firm, 
has completed over 4,000 projects ranging from small, single-specialty offices to large, multi-specialty  
medical office buildings and has been involved in over 400 surgical centers. Learn more at www.raymondfox.com, 
call (619) 296-4595 or e-mail Raymond Fox at ray@raymondfox.com.
Durable Medical Equipment
OrthoRx. OrthoRx is an industry leader in providing simple, efficient solutions to the complexities of  orthopedic 
DME fulfillment, providing system set-up and inventory management, as well as billing and collections processes. 
For more information, visit www.orthorx.net or call (877) 679-6796.

Management, development and equity firms
Ambulatory Surgery Centers of America. ASCOA is a leader in the surgery center industry, achiev-
ing exceptional quality of  care and outstanding financial results. For more information, visit ASCOA online 
at www.ascoa.com or call (866) 982-7262.
Blue Chip Surgical Center Partners. Blue Chip Surgical holds an equity stake in its projects and 
also serves as a managing partner, with several highly profitable, physician-led centers in operation around 
the country and a number of  projects in the works. For more information, visit Blue Chip online at  
www.bluechipsurgical.com or call (513) 561-8900.
Health Inventures. A management and consulting services firm, Health Inventures has been developing and 
expanding ambulatory surgery care and other outpatient services since 1976. Learn more at www.healthinventures.
com or call (720) 304-8940. 
Meridian Surgical Partners. Meridian Surgical Partners aligns with physicians in the acquisition, devel-
opment and management of  multi-specialty ambulatory surgery centers and surgical facilities. E-mail Kenny 
Hancock, president and chief  development officer of  Meridian, at khancock@meridiansurg.com or call him 
at (615) 301-8142 for more information.
National Surgical Care. National Surgical Care is a nationwide owner and operator of  ASCs, focuses on 
addressing the needs and problems confronting surgery centers across the country. Contact Rick Pence at 
(866) 866-2116 or at rpence@natsurgcare.com, or visit www.natsurgcare.com. 
Practice Partners. Practice Partners in Healthcare takes great pride in the development, management and 
equity ownership with its physician and hospital partners. E-mail Larry Taylor at ltaylor@practicepartners.org, 
visit Practice Partners online at www.practicepartners.org or call (205) 824-6250.
Medical devices – Implants and expedited payment options
Implantable Provider Group. Implantable Provider Group works with providers, facilities, manufactur-
ers and commercial payors to fully manage all aspects of  high-cost implantable medical devices. For more 
information about IPG, visit www.ipgsurgical.com or call Michael Jones at (866) 753-0046.
Surgical supply and equipment manufacturers
ConMed Linvatec. ConMed Linvatec, a global leader in the fields of  arthroscopy, multi-specialty endo-
scopic medical video systems and powered surgical instruments, offers some of  the latest in technology for 
a growing range of  minimally invasive and orthopaedic surgery procedures. Learn more by visiting www.
linvatec.com or call (800) 237-0169.
Cybertech Medical. Cybertech is the brand name of  orthotic products offered by Bio Cybernet-
ics International; it’s patented Mechanical Advantage products are the result of  advanced technology that  
creates biomechanic support, patient comfort, and compliance. Learn more about Cybertech Medical at 
www.cybertechmedical.com or call (800) 220-4224.
SpineMatrix. With a Lumbar Matrix Scan from SpineMatrix, a physician can differentially diagnose low 
back pain by clearly identifying disc, facet and muscle pathology. Learn more about SpineMatrix at www.
spinematrix.com or call (330) 665-6780.
Spine Surgical Innovation. Spine Surgical Innovation designs and markets the Holmed Swivel Port 
System, which is designed for ease of  use and intended for posterior or lateral lumbar surgery. Learn more at 
www.spinesurgicalinnovation.com or call (800) 350-8188.

For more information or an introduction to any of the following  
companies, e-mail sbecker@mcguirewoods.com, call  
(800) 417-2035 or fax with the company circled to (866) 678-5755.

Mayo Clinic (Rochester, Minn.). Mayo 
Clinic, Rochester, has 1,700 physicians in more 
than 60 specialty and subspecialty areas, admit-
ting patients to 1,265-bed Saint Mary’s Hospi-
tal and 794-bed Rochester Methodist Hospital. 
Mayo’s Department of  Neurosurgery consists 
of  10 neurosurgeons working closely with col-
leagues throughout Mayo Clinic and performing 
more than 3,000 neurosurgical procedures each 
annually, among the highest procedural volumes 
for this specialty in the world. This year, neu-
rosurgeons at Mayo found that posterior fossa 
exploration surgery provided significantly better 
pain relief  than stereotactic radiosurgery for pa-
tients with trigeminal neuralgia. The Mayo Clin-
ic’s Brain Injury Program was recently named the 
State Lead Center of  Excellence by the Sarah 
Jane Brain Foundation, which is developing a 
seamless, evidence-based brain-injury plan for 
children and young adults.

Methodist Hospital (Houston). The 
899-bed Methodist Hospital is in the heart of  
the storied Texas Medical Center, but it also has 
small satellite hospitals throughout the Houston 
area. The Methodist Neurological Institute is 
built around four principles: physician-scientists, 
advanced technology, comprehensive patient 
services and innovative facilities. Specialists from 
multiple disciplines analyze a patient’s condition 
from all perspectives to develop an all-encom-
passing treatment plan. More than 50 neurolo-
gists, neurosurgeons, neuroradiologist and neuro-
rehabilitation physicians collaborate to make the 
institute a center for diagnosis, treatment, clinical 
trials and research. Clinicians and researchers 
at the institute provide comprehensive care for 
patients with neurological disorders including 
stroke, Parkinson’s, Alzheimer’s, multiple sclero-
sis, ALS, brain tumors, epilepsy, pituitary tumors 
and spinal disorders. 

Mount Sinai Hospital (New York). The 
1,171-bed Mount Sinai Hospital is located just east 
of  Central Park and is affiliated with many hos-
pitals throughout the city. Mount Sinai is a leader 
in functional neurosurgery, having pioneered the 
use of  low frequency stimulation for the treat-
ment of  dystonia. Neurosurgeons at the hospital 
have performed the most deep brain stimulator 
(DBS) implants for Parkinson’s disease, essential 
tremor, and dystonia in the New York region. 
Ongoing research includes clinical trials of  gene 
therapy for Parkinson’s and Alzheimer’s disease 
and the use of  DBS for the treatment of  depres-
sion. Having pioneered stereotactic techniques 
since 1993, Mount Sinai has extended the scope 
of  operable brain tumors by using frame-based 
or frameless stereotaxy, awake-and-asleep brain 
mapping, micro-neurosurgery and endoscopic 
surgery. The hospital now hosts an advanced 
multidisciplinary program for stereotactic neu-
rosurgery, using computer-assisted image-guided 
neurosurgery to accomplish minimally invasive 
brain and spine procedures. 
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Neurologic and Orthopedic Institute of Chicago. The Neuro-
logic and Orthopedic Institute of  Chicago is dedicated exclusively to neu-
roscience and Orthopedic surgery. It has 10 operating rooms, 52 medical/
surgical beds, 15 rehabilitation beds and 18 intensive care beds, a stereot-
actic radiosurgery suite, a neuroangiography suite and a comprehensive 
diagnostic imaging suite with a 1.5-tesla MRI and CT. The neurological 
practice is lead by the Chicago Institute of  Neurosurgery and Neurore-
search. Physician expertise includes brain tumors, neck and back pain and 
neurovascular and stroke care. 

Northwestern Memorial Hospital (Chicago). The 873-bed North-
western Memorial Hospital claims to be the tallest hospital in the country, 
with one tower that is 22 stories high. The hospital boasts a cerebrovascular 
program for the surgical and endovascular treatment of  stroke, brain an-
eurysms, brain or spinal vascular malformations, and other blood vessel-
related problems. Its Acute Spinal Cord Injury Center, a partnership with 
the Rehabilitation Institute of  Chicago, is one of  14 model systems of  
care for spinal cord injury in the nation. Northwestern has a state-of-the-
art neuro-oncology program, minimally invasive surgical and non-invasive 
radiosurgical treatment for tumors and blood vessel malformations, treat-
ment of  functional disorders and a comprehensive program for the treat-
ment of  intractable and chronic pain. 

Ronald Reagan UCLA Medical Center (Los Angeles). The 
600-bed Ronald Reagan UCLA Medical Center opened in 2008 at a cost 
of  $1 billion and is one of  the first structures in the state that can with-
stand an 8.0-magnitude earthquake. UCLA Neurosurgery includes inno-
vative clinical programs in epilepsy, neuroendoscopy, minimally invasive 
brain and spinal surgery, neuro-oncology for brain tumors, cerebrovas-
cular surgery, stereotactic radiosurgery for brain and spinal disorders and 
surgery for movement disorders such as Parkinson’s disease. The pro-
grams collaborate closely with other departments, including neurology, 
pharmacology, orthopedics and bioengineering. UCLA Neurosurgery has 
been using the RP-6 mobile robot system in its neurosurgery intensive 
care unit. The robot allows doctors to virtually consult with patients, 
family members and healthcare staff  at a moment’s notice, even if  miles 
away from the hospital.

Rush University Medical Center (Chicago). Rush University Medi-
cal Center, with 613 beds, is undertaking a $900 million redevelopment that 
will include a new 14-level hospital and an orthopedic ambulatory building. 
Neurosurgeons at Rush collaborate with neurologists, neuroradiologists, 
critical care nurses and other specialists to address the full scope of  prob-
lems affecting the brain, spine and nervous system. They use deep brain 
stimulation to eliminate tremors of  Parkinson’s disease and perform inno-
vative surgeries to treat epilepsy. In a recent study, Rush researchers found 

that quantitative magnetic resonance angiography is a promising screening 
tool to detect in-stent stenosis with high sensitivity and specificity. Also, 
Rush has been testing the Penumbra Stroke System, a minimally-invasive 
investigational technique to remove blood clots in large brain vessels that 
cause acute ischemic stroke by using suction and catheterization tech-
niques to rapidly restore blood flow in the brain and limit damage caused 
by stroke. 

St. Joseph’s Hospital and Medical Center (Phoenix, Ariz.). 
Located in the heart of  Phoenix, 743-bed St. Joseph’s Hospital and 
Medical Center has a medical staff  of  close to 1,500 physicians and 
180 residents in 12 specialties. The Barrow Neurological Institute at 
St. Joseph’s treats patients with conditions such as brain and spinal 
tumors, cerebrovascular conditions, and neuromuscular disorders. It 
is equipped with state of-the-art technology, including four biplane 
neuro-angio suites, three 3-tesla MRIs, five 1.5-tesla MRIs, one 3-tesla 
intra-operative MRI, one 7-tesla research scanner and multiple CTs. Re-
searchers at Barrow have identified a novel receptor in the brain that is 
extremely sensitive to beta-amyloid peptide and may play a key role in 
early stages of  Alzheimer’s disease. Barrow researchers are also working 
with magicians to discover the brain’s mechanisms involving attention 
and awareness, which are leading to new insights on treating ADHD, 
Alzheimer’s disease and brain trauma.

University of California, San Francisco Medical Center. 
The 560-bed UCSF Medical Center is affiliated with the University of  
California, San Francisco. The Department of  Neurological Surgery 
at UCSF has services at all major hospitals in the area, providing a 
full range of  neurosurgical subspecialty care. UCSF neurosurgeons 
use intraoperative MRI scanners and image-guided systems for precise 
surgical navigation. The hospital’s research program is founded on a 
tradition of  bench-to-bedside translational research, with the goal of  
bringing promising new treatments from the laboratory to our patients. 
One novel therapy at UCSF Medical Center involves using a miniature 
nerve stimulator instead of  medication for the treatment of  profoundly 
disabling headache disorders.

University of Chicago Medical Center. The 520-bed University of  
Chicago Medical Center recently began construction of  a new 10-story 
building that will have 240 beds and 24 ORs when it opens in 2013. 
Research laboratories in the Section of  Neurosurgery are well-equipped 
for channel studies, microfluorometry, blood flow measurement, cellu-
lar neurophysiology, molecular biology, pharmacology, microscopy, bio-
chemistry, tissue culture, histology and animal pathology. The Section 
includes ancillary services in neurology, neuropathology, neurophysiol-
ogy and a sleep laboratory. Three full-time neuroradiologists, trained and 
experienced in interventional neuroradiology, work closely with the neu-
rosurgical service

UPMC-University of Pittsburgh Medical Center. UPMC, 
encompassing 20 hospitals, also has operations in Italy, Ireland, the 
United Kingdom and Qatar and has heavily invested in information 
technology. UPMC neurosurgeons work closely with colleagues at the 
organization’s Cancer Institute on brain, pituitary, spinal and peripheral 
nerve tumors. Advanced techniques allow for the removal of  tumors 
that are of  sizes and in locations of  the brain that once would have 
been considered inoperable. UPMC neurosurgeons have performed 
more than 1,000 innovative surgeries in the past decade, removing brain 
tumors through the sinuses and nostrils. They have begun to perform 
brain surgery through a straw-like device to remove tumors deep in the 
brain. In addition to being one of  the nation’s premier users of  Gamma 
Knife surgery, UPMC employs magnetoencephalography equipment 
for registration and localization of  neural activity in brain research and 
in clinical practice. n
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Michael S. Pinzur, MD, has been an or-
thopedic surgeon for more than 25 
years and specializes in foot and ankle 

surgery. Currently, he practices with Loyola Uni-
versity Health System in Maywood, Ill., and is a 
Fellow of  the American Academy of  Orthopae-
dic Surgeons.

According to Dr. Pinzur, he learned the defin-
ing principles of  his career from two of  his fa-
vorite mentors: Hampar Kelikian, MD, and Paul 
Meyer, Jr., MD.

“There is nothing new  
in orthopedics”
Dr. Kelikian was one of  the most prolific early 
academic American orthopedic surgeons, serv-
ing as one of  the founding fathers of  the Ameri-
can Orthopaedic Foot & Ankle Society. 

Early in my residency, he turned to me one day 
and said, “There is nothing new in orthopedics. 
A smart man synthesizes other peoples’ ideas.” 
This concept of  using sound principles to build 
the foundation for the development of  medical 
advances has allowed me to venture into un-
charted waters with very few major mistakes.

Build upon a good  
foundation and strive  
for efficiency
[Regarding Dr. Kelikian’s advice], the newest 
and best innovations in the practice of  medicine 
are generally not entirely new; they are built on 
a foundation that others have provided. If  you 
take sound principles from others, you will be 
more capable of  developing “new” ideas. 

Secondly, we should not “read our press clip-
pings.” Most of  what we do is not terribly so-
phisticated and can be done by anyone. Very few 
medical conditions require very sophisticated 
skills. In relating to patients, we should remem-
ber that there are many people who can do what 
we do. We should strive to do it efficiently and 

with humility.  Many years ago, a sage older 
woman taught me that “God heals, and we just 
send the bills.”

Do not compete for  
patients; focus on  
overlooked specialties
Paul Meyer, Jr., was the director of  the Acute 
Spinal Cord Injury Center at Northwestern 
[University in Chicago] and one of  the earli-
est American physicians to develop an interest 
in spinal cord injury. I served as both a student 
and an orthopedic resident on the Northwestern 
Spinal Cord Injury Service.  

Dr. Meyer built a career on caring for patients or 
clinical problems that no one else was interested 
in providing that service. At a young age, he built 
up a large referral base and received the gratitude 
of  his referral sources. Rather than competing 
for patients, he taught me that, by finding a mar-
keting niche that did not compete for patients, 
one could quickly build a strong and interesting 
practice.

Learn more about Dr. Pinzur at www.stritch.luc.
edu/depts/ortho/faculty_and_staff/Michael_
Pinzur_MD.htm. n
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Houston Orthopedic Surgery Center in 
Warner Robins, Ga., is an orthopedic- 
and spine-focused surgery center that 

has established itself  as a successful organization 
in the highly competitive Macon and Atlanta-
metro orthopedic market.

Becky Mann, director of  the center, says that 
Houston is able to standout in this market be-
cause of  its focus on the patient. In addition to 
paying careful attention to obvious indicators of  
patient satisfaction, such as clinical outcomes, the 
center also pays attention to “the little things” to 
that lead to greater patient satisfaction.

According to Ms. Mann, word of  mouth is a 
big part of  the center’s success. “We’ve had a 
number of  patients tell us that they chose us for 
their surgery because their next-door neighbor 
or friend had a surgery here,” she says. 

Here are three best practices for patient satisfac-
tion that Houston Orthopedic follows that have 
helped keep current patients buzzing about the 

center and encouraging future ones to come in. 

1. Keep the patient informed. Ms. Mann 
says that a well-informed patient is critical to the 
center’s mission of  putting the patient first. 

The staff  at Houston Orthopedic calls patients 
several times before and after their surgeries, ac-
cording to Ms. Mann. During these calls, office 
staff  members at Houston Orthopedic discuss 
scheduling and billing information while clinical 
staff  members discuss preoperative and postop-
erative instructions with the patient. 

“We provide the patient with detailed preopera-
tive and postoperative instructions in addition to 
a detailed account of  what will occur on their 
day of  surgery,” says Ms. Mann. “We don’t want 
any surprises for the patient.”

Tracy Moore, who works in the billing office, 
works to provide a personal touch to each finan-
cial phone call she makes to patients. “I try to ex-
plain how their insurance will pay and what the 

patient will need to pay,” she says. “These calls 
take time, but it is an excellent step to establish-
ing a relationship with the patient.”

Michelle Reitz, office manager at Houston Or-
thopedic, says that informing patients about 
their insurance benefits is essential to patient 
satisfaction. “I feel it is essential for patients to 
understand their insurance benefits. I am here to 
offer any questions the patient may have regard-
ing their insurance or financial concerns before 
or after their surgery,” says Ms. Reitz. “Often, 
patients have questions once they receive their 
Explanation of  Benefits from their insurance 
company, and I am always willing to help explain 
how the claim was paid.”

In addition to keeping patients informed about 
their surgery and the facility, Houston Orthope-
dic’s physicians and nursing staff  communicate 
with the patient frequently. “Our surgeons greet 
every patient before his or her surgery and meet 
with each patient’s family immediately after,” 
says Ms. Mann. “We want the patient-physician 
line of  communication to go all the way through 
their time at our facility.”

Each anesthesiologist assigned to a case also greets 
the patient and family before the procedure. Ms. 
Mann says that this introduction gives patients the 
opportunity to ask any questions about going un-
der anesthesia and helps reduce billing questions 
about anesthesiologist fees that may arise later. 
“Our patients aren’t surprised when they get an 
anesthesiology bill,” she says. “Reducing uncer-
tainty about billing is just as important as reducing 
uncertainty about the medical procedure when it 
comes to patient satisfaction.”

2. Keep the patient comfortable. Another 
aspect of  patient satisfaction that Ms. Mann 
says is important to patient satisfaction is pa-
tient comfort. Many of  the actions that staff  at 
Houston Orthopedic take to keep their patients 
comfortable are quite simple, but can make a big 
difference, according to Ms. Mann.

“We provide a warm gown as well as a blanket 
and slippers to every patient,” she says. 

Valenta Golden, a preoperative nurse at the center, 
says, “Warming the gowns is a small way I let the 
patient know I want them to be comfortable.”

Keeping the patient comfortable also means 
valuing the patients’ time. Ms. Mann suggests 
that surgery centers try to keep their schedul-
ing on time and offer alternatives to patients 
who would otherwise be kept waiting. “If  your 
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schedule is running late, call the patients and 
let them know they can come in a few minutes 
late,” she says. 

Ms. Mann also recommends that centers pro-
vide some sort of  activity for patients who have 
already arrived at the center. “If  patients have 
waiting time, even 20-30 minutes, we present 
them and their families with a menu of  different 
movie options, which we can play for them on 
DVD player while they wait.”

Ensuring that patients are familiar with all the 
people they will be interacting with while at the 
center is another way that Houston Orthopedic 
works to keep patients comfortable.

In addition to meeting their surgeon and anes-
thesiologists, patients are introduced to every 
member of  the staff  — from nurses and surgical 
technicians to front-office staff  — as they travel 
throughout the center. “We will even introduce 
the patient to a salesperson, if  one happens to 
be at the facility during the person’s procedure,” 
says Ms. Mann. 

3. Keep the patient’s family happy. A fi-
nal area of  patient satisfaction that Ms. Mann 

says can make a big difference is treatment of  
a patient’s family. “We work very hard to ensure 
that our patients’ families are happy during their 
visit,” she says. “We try as much as we can to 
make our lobby feel like home, rather than just 
a waiting area.”

The surgery center provides refreshments, in-
cluding muffins every morning, for the families 
visiting the center and also keeps blankets and a 
DVD player with a variety of  movie selections 
available for family members. 

Lisa Kesler, a business office employee, reports 
that she routinely steps away from her front-
office responsibilities to interact with patients’ 
families. “Hourly, I ask the families if  they would 
like something to drink, or if  they’d like an up-
date on their family member.”

Ms. Mann says the main reason that Houston 
Orthopedic is able to treat families so well is that 
every staff  member makes and effort to keep 
families, as well as the patients, happy. “There 
is no one here that would think they are above 
serving coffee to a family,” she says. n
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