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About Academic Orthopaedic Consortium

The Academic Orthopaedic Consortium (AOC) was established in 2005 by a handful of the Executive Directors of academic orthopaedic
programs ‐largely out of necessity since there were no other societies or associations that existed solely for academic Orthopaedic programs.
Today 75 Executive Directors represent their departments nationally in this free consortium (no member fees).
The purpose of the AOC is to provide a pure network comprised of the Executive Directors of Academic Orthopaedic Departments to educate,
empower, and enable individuals and the Departments they represent through the wisdom of community.
This is accomplished through peer networking and connection in real time on the forMD platform, improving peer to peer education which
ultimately helps individuals to be more informed and ultimately to become more effective in their roles. The collective body of the AOC is
committed to providing national level analysis, benchmarking, and organized discussion that would improve the national academic Orthopaedic
community as it tries to understand its environment and accordingly to process how it should evolve. The power of this network is to provide
every single member with a credible resource that can be tapped at any moment via a few keystrokes on forMD, for the benefit of their
Departments.
Being a member means being committed to the importance of the academic Orthopaedic community. This commitment is demonstrated by
participation (and not just passive observation) in the “conversations,” sharing of wisdom/best practices, and benchmarking analysis that
ultimately enrich others and shift the curve outward nationally. Technically, a member must have a profile on forMD to participate in the
benefits of membership and once established each member is responsible for updating that profile.
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Richard Capra
President, AOC

Chief Administrative Officer
Department of Orthopaedic Surgery
University of California, San Francisco

Lori Gustave, MBA, MHA Jo Jennings, M.A.S.
Vice President, AOC
Vice President, AOC
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Michael R. Gagnon, MBA
Founder, AOC
Executive Director
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Bringing together the best and the brightest in Orthopaedic Surgery eight years ago was ahead of its time. Each year we have
participated together in a multitude of on‐line and in‐person discussions, while sharing something we all knew would become the
cornerstone for each of us‐ DATA. A line I share with anyone who will listen is “thoughts advise, data proves”, and never has that
been any truer then with the AOC Benchmarking study. As I try and discern through the evolving healthcare landscape before us,
the colleagues assembled on page three are just an on‐line post away for me to gain valuable and progressive insight into what
does work and why. Moving from competitors to collaborators, using the data before us in this survey, and most importantly
picking up the phone and having direct communication with peers is essential in this time. It’s through a team of 75 that
opportunities will be opened and progress will made, now and for each of us. Thank you AOC Leadership Team for all you time and
progressive work. And for the 75, hope to see you at this years AAOS meeting or on the discussion board for(MD).

Rich Capra
President, AOC
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Foreword & Forward
Thomas Parker Vail, MD

Musculoskeletal care constitutes a huge part of the healthcare landscape, and is therefore a natural target for change in
health services delivery and payment reform . In order maintain a strong position ahead of change, successful
academic Orthopaedic departments must be both “destination practices” that distinguish themselves in quality and
value, as well as leaders in “musculoskeletal population health.” Both roles require departments to function as leaders
in systems of care, forging new relationships with hospitals, payers, and health networks. At its core, reform in health
care is defined by understanding, managing, and participating in risk sharing, taking fiscal responsibility for a larger
piece of the care continuum in population health management – bundling, accountability, and guarantees. Thus, the
new playing field is not simply “Orthopaedic,” it is “musculoskeletal,” encompassing far more than the traditional
surgeon’s relationship with a patient needing surgery, expanding into non-surgical realms such as musculoskeletal
wellness, preparation for surgery, recovery, and musculoskeletal health management.
At UCSF, the Orthopaedic department is actively engaged in accountable care organizations, health system expansion,
bundled care agreements with government and private payers, and launching a brand new relationship with the hospital
that will completely restructure the flow of funds across the enterprise. These initiatives require trust, partnership,
expanded knowledge, new information systems, and management systems that are greater in scope and complexity
than anything that has existed in the past. Academic Orthopaedic Surgery departments traditionally share a common
interest in the mission of providing the most cutting edge clinical care, educating the next generation of Orthopaedic
surgeons, and expanding the envelope of knowledge through research. Many departments have also embraced a
service mission both locally and internationally. The AOC provides a forum that allows dissemination of best practices,
provides a platform to share innovation, and takes the abstract concept of reform to a granular level that department
chairs and members of departments can use to measure their systems, their people, and their readiness to survive and
thrive.

Dr. Vail is Professor & Chairman of Orthopaedics at University of California, San Francisco

LEVIN

Editorial‐ March 2014
The world is changing with increasing pace around us and with us. As we adapt to these changes, one thing is clear…technology and innovative
partnerships must be embraced for survival. But how to do it? The technology that is being driven by meaningful use pressures is changing the workflows
and the practice patterns of our doctors‐ and in so doing, creating new stresses. EMR is now a four letter word for many. At the same time, the dollars tied
to care are shrinking for everyone and so more than at any other time “we are in this together” with our hospitals, health systems, SOMs, and practice
plans. We are seeing a rise in collaboration between Departments and these entities via co‐management agreements, single dollar funds flow models,
jointly owned musculoskeletal institutes, and bundled pricing packages and carve outs.
There are, I believe, numerous upsides to this new way of partnering. One of which is that this partnership is expressing itself in increased funds flows to
Departments. This largely explains the increasing % of collections and $/WRVU being paid as departments have expanded their revenue portfolios to
include these valuable and much needed new dollars (which in many cases are not “taxed” within our systems to the extent that some of our patient
receipts may be taxed). One other positive to these collaborations is the increasing involvement of surgeons in the management of their work
environments, whether this be tied to OR efficiency projects or even overseeing clinical operations or having health system wide management of the
orthopaedic service line. We are reducing costs while improving care and MD satisfaction. Getting in more cases within block time and going home earlier
is never a bad thing. Even better if you can negotiate funds flow around this. The data herein can be used to increase your understanding of how you exist
compared to others and to better position you to leverage that position with data in your discussions/negotiations.
For this year’s report, I reached out to a number of Chairmen to ask how we might expand the content we cover. As a result, this year’s report is the most
ambitious we have ever released covering a tremendous range of topics. Inside this report you will see how programs are managing and negotiating in this
new world with survey data specific to all of this. Thank you to the 40 Academic Departments that participated this year in our analysis. Our largest
participation to date. Thank you as well to Rich Capra (UCSF), our President of the AOC, and to our VPs Lori Gustave (UPenn), Jo Jennings (Johns Hopkins),
and Secretary Ian Smith (Cincinnati) who have provided countless hours of thoughtful work to lead, support, and grow the impact of the AOC.
It’s an exciting time that is requiring new considerations and new partnerships all within heightened complexity of trying to find new way(s) to be financially
sustainable as academics. We are stretching beyond our normal comfort zones with a “hands across the aisle “ mentality. It reminds me of pre‐school when
the teacher would ask us to work on our penmanship by writing, “Now is the time for all good men to come together.”
I must say that I have never been more proud to be a part of academic Orthopaedics as I observe the amazing work being done nationally by so many
Chairmen, Vice Chairmen, and their Administrators in leading through this evolutionary stage. As well, so many amazingly talented surgeons have
responded to these pressures with “nose to the grindstone” mentality and continue to treat their patients in high volume…and remain at work well into the
night tapping into the computer to satisfy their new EMR requirements. We are fortunate to have commentary herein from some of these Chairmen who
speak to these changes and how they are adapting. In particular, I am most grateful to Richard Gelberman, MD; L. Scott Levin, MD; Ben Alman, MD;
Vincent Pellegrini, MD; Tad Vail, MD, Lawrence Morawa, MD; Herb Schwartz, MD; James Roberson, MD; Joseph Zuckerman, MD; James Stannard, MD;
and Mike West, CEO, Rothman Institute.
Onward!
Mike

Thank you to my dad/hero who has been
an inspiration all these years and to Drs.
Sabiston and Urbaniak who gave me an
opportunity in 1992- and never gave up
on me.

Michael R. Gagnon, MBA
Founder, AOC
Executive Director, Duke Orthopaedic Surgery

Raymond
Gagnon, MD

SABISTON

URBANIAK

7

Academic Orthopaedic Consortium
2013 Analysis
PURPOSE/GOALS OF SURVEY
To provide AOC with a “biopsy” that we can consequently use as a platform to
advance critical understanding and dialogue specific to American Academic
Orthopaedic Departments.
Accordingly, we hope to use this valuable context to deepen our individual and
collective understanding to improve the national landscape for academic
orthopaedics. Likewise, this data also provides private practice Orthopaedists
with information that improves their own context in relation to academics/trends.
•Understanding where your program exists in relation to your peers
•Learning points that can be used as discussion points within your institutions
•Utilizing the information to make adjustments and to improve your program
•Empower you with information
8
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SURVEY METHODOLOGY
An email was sent to all 75 Executive Directors with an excel attachment and survey monkey link to
communicate the goals of the survey and to request program participation. Periodic notifications were
subsequently sent by AOC to encourage full participation.
Programs were requested to invest the 90 minutes required to complete the data.
All data emailed directly to Michael R. Gagnon at Duke Medical Center as he coordinated the survey and was
responsible for the confidentiality of the participants as well as the integrity of the final analysis and the de‐
identification. The survey monkey results herein are as directly provided by the program participants.

9

The Results of the 2013 Survey Follow
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Academic Orthopaedic Consortium
Survey Participation

The survey results are based on data reported by 40 distinct
Academic Orthopaedic Surgery programs covering approximately 820
academic Orthopaedic surgeons. This is a 57% programmatic
response rate within the AOC.
The directions below were given to clarify how to record the data specific to
productivity and compensation and exclusions.
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Full Time Ortho Surgeon Specific Data points
Averages

31 Programs provided the data tied to above. The rise in “average collections per surgeon” and “average total compensation” are driven by
some year over year programmatic increases but also by the inclusion of a number of several new participants with very high productivity
departments who also exhibit higher dollar for dollar reimbursements (given their geographic locations). However, what is interesting is
the increasing compensation as % of receipts as well as increasing comp/WRVU. This is being triggered largely by increasing funds flow to
Departments via collaborations with their hospitals, health systems, and SOMs in co-management agreements and other transfers.

Full Time Ortho Surgeon Specific Data points
Median, Average, Ranges

*Keep in mind that the ratio in isolation does not provide context around what enables the department
to exist in this way. Specifically, a program that pays out 116% of its receipts or $69/WRVU can not afford
to do this unless it has access to other revenues coming in (reserves, $ from hospital, SOM, Health
system, co‐management agreement, VA, state, etc.)

Endowments & GME

External Funds Flows Coming to Departments
Trends

Key Point$ to consider…

•Negotiate for External support:
•
•
•
•
•
•
•
•

67% of our programs receive $$ for call coverage
50% receive ancillary revenue
37% participate in ties to profitability
93% receive some level of support for Chairman
90% receive medical directorships/stipends tied to administrative/clinical oversight that is not
imbedded in any of above stats.
80% receive some level of GME support for Program Directors & Coordinators
53% receive some level of special funding for programs such as Peds, Oncology, and Trauma
77% receive support for new hire start ups

•Seek and carefully evaluate coverage agreements with outlying facilities. You may actually earn more
providing that coverage than spending a busy day at your hospital.
•The average size of Orthopaedic groups is growing as practices combine to buffer the impact/threat of
external forces at work that would significantly damage smaller groups. This is an opportune time for
academic groups to consider adding “affiliates” who would have the shelter of your partnership while
allowing you to negotiate a “tax” from them to go toward your group.
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Key Point$ to consider…
•Negotiate growth of faculty with your hospital/health system (77% receive this kind of support now).
They need to be invested in your growth, and in some cases it benefits them more than you. Get them to
invest in the costs of recruitment and covering deficits associated with new hires.
•Offer “Same Day‐Next Day” access to your clinics for new patients…and deliver it…it can largely be
provided by PAs who will generate enough billings to make this net neutral while feeding you more OR
cases and growing market share.
•Consider offering and then promoting Orthopaedic Extended Hours & Urgent Care clinics. If you don’t,
your competitors will. Negotiate with your hospitals to help pay the stipends you will have to give to your
providers/staff who staff after hours.
•In clinic, consider strategic use of a midlevel to see non‐operative patients and returns. This frees up
surgeon clinic schedules for those patients more likely to be surgical candidates. Some Midlevels who work
just 2 days per week in clinic can generate $175,000+ of receipts and easily cover costs…and staff
Orthopaedic Urgent Care Clinics.
•Invest in personnel who optimize your net collection rate to be consistently above 95% to be sure you are
collecting all you are entitled to collect.
•Get rid of faculty who are constant irritations, your time is too valuable, the collateral damage being done
is harmful, life is too short, and no one really wants them around anyhow.
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De‐identified data by program
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2013 AOC: Benchmark Analysis
SURGICAL FACULTY SPECIFICS
Average Collections per surgeon

FY 13
AVERAGE
$848,272

FY 13 MEDIAN

ORTHO DEPT 1

ORTHO DEPT 2

ORTHO DEPT 3

ORTHO DEPT 4

ORTHO DEPT 5

$836,637

$836,637
11,289
$74

$822,835
11,267
$73

$748,147
9,573
$78

$520,871
7,129
$73

Average WRVUs (modifier adjusted) per surgeon

9,302

9,219

Collections/WRVU
Average TOTAL Compensation of surgeons
including ALL SOURCES OF INCOME including
bonus. Please do not include any employer
contributions to retirement or fringe benefits. This
datapoint is to be compensation only and should not
include the Chairman's salary)
Compensation as % of Receipts

$91

$91

$924,301
10,750
$86

$517,072

$505,478

$526,915

$520,345

$716,732

$385,370

$368,783

63%

61%

$56

$55

57%
$49

62%
$46

87%
$64

52%
$40

71%
$52

$302,069

$300,000

$300,000

$325,000

$250,000

$300,000

$22,845

$25,000

$25,000

$25,000

$0

$25,000

2

2

3

2

3

1

3

$300,000 - $1,014,000

$300,000 - $950,000

$360,908-$1,173,700

$287,500 - $460,000

$295,000 - $575,000

Comp/WRVU
Average starting BASE salary for new hires coming
out of fellowship for their first year on your staff
(please do not include any employer contributions
to retirement or fringe benefits. This datapoint is to
be compensation only)
Typical Bonus for a 1st year faculty member who is
arriving out of fellowship.
How many years do you guarantee a salary in your
offer letter to the new hires?
Salary Range in your program including bonuses (full
time surgeons). Please do not include any
employer contributions to retirement or fringe
benefits. This datapoint is to be compensation only
and should not include the Chairman's salary.

Program
did not
quantify

PLEASE NOTE:
1. INCLUDE SURGEONS ONLY IN ALL ANALYIS (EXCLUDE NON‐OPERATIVE PERSONNEL)
2. NO DATA SHOULD INCLUDE ANY MIDLEVEL RELATED INFORMATION (I.E. PHYSICIAN ASSISTANT
RECEIPTS, WRVUS GENERATED BY FELLOWS)
3. DO NOT INCLUDE STATISTICS ASSOCIATED WITH THE CHAIRMAN OF DEPARTMENT IN ANALYSIS.
4. DO NOT INCLUDE NEW HIRES WHO ARE STILL ON GUARANTEE.
5. BE SURE TO NORMALIZE ANY PART‐TIME STATISTICS FOR THOSE WHO YOU INCLUDE IN YOUR
AVERAGES. FOR EXAMPLE, IF YOU HAVE A GME PROGRAM DIRECTOR INCLUDED WHO IS 50% CLINICAL
EFFORT, YOU SHOULD DOUBLE HIS RECEIPTS AND WRVUS BEFORE ADDING IN TO THE CALCULATIONS
FOR AVERAGES.

Compiled by Michael R. Gagnon * Duke University Orthopaedics* michael.gagnon@duke.edu

2013 AOC: Benchmark Analysis
SURGICAL FACULTY SPECIFICS
Average Collections per surgeon

FY 13
AVERAGE
$848,272

FY 13 MEDIAN

ORTHO DEPT 6

ORTHO DEPT 7

ORTHO DEPT 8

ORTHO DEPT 9

ORTHO DEPT 10

$836,637

$718,143
7,769
$92

$949,974
7,627
$125

$598,755
8,196
$73

$900,000
7,495
$120

Average WRVUs (modifier adjusted) per surgeon

9,302

9,219

Collections/WRVU
Average TOTAL Compensation of surgeons
including ALL SOURCES OF INCOME including
bonus. Please do not include any employer
contributions to retirement or fringe benefits. This
datapoint is to be compensation only and should not
include the Chairman's salary)
Compensation as % of Receipts

$91

$91

$310,000
4,897
$63

$517,072

$505,478

$358,475

$440,206

$456,438

$420,000

$382,236

63%

61%

$56

$55

116%
$73

61%
$57

48%
$60

70%
$51

42%
$51

$302,069

$300,000

$320,000

$275,000

$350,000

$325,000

$275,000

$22,845

$25,000

$0

$25,000

$25,000

$20,000

$25,000

2

2

2

2

3

3

3

$250,000-$750,000

$220,000-$730,700

Comp/WRVU
Average starting BASE salary for new hires coming
out of fellowship for their first year on your staff
(please do not include any employer contributions
to retirement or fringe benefits. This datapoint is to
be compensation only)
Typical Bonus for a 1st year faculty member who is
arriving out of fellowship.
How many years do you guarantee a salary in your
offer letter to the new hires?
Salary Range in your program including bonuses (full
time surgeons). Please do not include any
employer contributions to retirement or fringe
benefits. This datapoint is to be compensation only
and should not include the Chairman's salary.

$350,000-$645,000 $220,000 - $760,000 $285,000- $600,000
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2013 AOC: Benchmark Analysis
SURGICAL FACULTY SPECIFICS
Average Collections per surgeon

FY 13
AVERAGE
$848,272

FY 13 MEDIAN

ORTHO DEPT 11

ORTHO DEPT 12

ORTHO DEPT 13

ORTHO DEPT 14

ORTHO DEPT 15

$836,637

$610,097
8,864
$69

$711,923
5,805
$123

$743,874
7,954
$94

$1,183,323
9,915
$119

Average WRVUs (modifier adjusted) per surgeon

9,302

9,219

Collections/WRVU
Average TOTAL Compensation of surgeons
including ALL SOURCES OF INCOME including
bonus. Please do not include any employer
contributions to retirement or fringe benefits. This
datapoint is to be compensation only and should not
include the Chairman's salary)
Compensation as % of Receipts

$91

$91

$1,421,344
14,189
$100

$517,072

$505,478

$776,448

$468,885

$401,385

$516,486

$645,500

63%

61%

$56

$55

55%
$55

77%
$53

56%
$69

69%
$65

55%
$65

$302,069

$300,000

$250,000

$300,000

$315,000

$295,000

$325,000

$22,845

$25,000

$0

$0

$20,000

$25,000

$20,000

2

2

1

2

3

2

1

$400,000-$1,510,000

$300,000 - $600,000

$180,000-$630,000

$300,000-$1,037,000

$ 316,000 - $ 1,264,000

Comp/WRVU
Average starting BASE salary for new hires coming
out of fellowship for their first year on your staff
(please do not include any employer contributions
to retirement or fringe benefits. This datapoint is to
be compensation only)
Typical Bonus for a 1st year faculty member who is
arriving out of fellowship.
How many years do you guarantee a salary in your
offer letter to the new hires?
Salary Range in your program including bonuses (full
time surgeons). Please do not include any
employer contributions to retirement or fringe
benefits. This datapoint is to be compensation only
and should not include the Chairman's salary.
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2013 AOC: Benchmark Analysis
SURGICAL FACULTY SPECIFICS
Average Collections per surgeon

FY 13
AVERAGE
$848,272

FY 13 MEDIAN

ORTHO DEPT 16

ORTHO DEPT 17

ORTHO DEPT 18

ORTHO DEPT 19

ORTHO DEPT 20

$836,637

$1,056,125
10,914
$97

$1,051,543
11,969
$88

$1,244,335
10,031
$124

$873,810
9,573
$91

Average WRVUs (modifier adjusted) per surgeon

9,302

9,219

Collections/WRVU
Average TOTAL Compensation of surgeons
including ALL SOURCES OF INCOME including
bonus. Please do not include any employer
contributions to retirement or fringe benefits. This
datapoint is to be compensation only and should not
include the Chairman's salary)
Compensation as % of Receipts

$91

$91

$621,746
7,891
$79

$517,072

$505,478

$436,045

$662,540

$816,730

$640,583

$569,000

63%

61%

$56

$55

70%
$55

63%
$61

78%
$68

51%
$64

65%
$59

$302,069

$300,000

$360,000

$255,000

$325,000

$300,000

$220,000

$22,845

$25,000

$20,000

$95,000

$25,000

$2,500

$50,000

2

2

1

2

3

3

2

Comp/WRVU
Average starting BASE salary for new hires coming
out of fellowship for their first year on your staff
(please do not include any employer contributions
to retirement or fringe benefits. This datapoint is to
be compensation only)
Typical Bonus for a 1st year faculty member who is
arriving out of fellowship.
How many years do you guarantee a salary in your
offer letter to the new hires?
Salary Range in your program including bonuses (full
time surgeons). Please do not include any
employer contributions to retirement or fringe
benefits. This datapoint is to be compensation only
and should not include the Chairman's salary.

$286,000 - $697,000

$295,000 - $1,000,000 $325,000-$1,226,923 $300,000-$750,000 $326,541 - $928,425
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2013 AOC: Benchmark Analysis
SURGICAL FACULTY SPECIFICS
Average Collections per surgeon

FY 13
AVERAGE
$848,272

FY 13 MEDIAN

ORTHO DEPT 21

ORTHO DEPT 22

ORTHO DEPT 23

ORTHO DEPT 24

ORTHO DEPT 25

$836,637

$1,000,000
13,500
$74

$818,658
12,864
$64

$1,114,829
11,585
$96

$560,738
8,529
$66

Average WRVUs (modifier adjusted) per surgeon

9,302

9,219

Collections/WRVU
Average TOTAL Compensation of surgeons
including ALL SOURCES OF INCOME including
bonus. Please do not include any employer
contributions to retirement or fringe benefits. This
datapoint is to be compensation only and should not
include the Chairman's salary)
Compensation as % of Receipts

$91

$91

$782,544
6,746
$116

$517,072

$505,478

$429,161

$650,000

$505,478

$609,073

$495,690

63%

61%

$56

$55

55%
$64

65%
$48

62%
$39

55%
$53

88%
$58

$302,069

$300,000

$300,000

$400,000

80% of the 25%tile of
MGMA Total Private
Practice

$350,000

$400,000

$22,845

$25,000

$25,000

$0

$0

$25,000

2

2

1

2

2

3

2

$305,620- $839,620

$250,000 - $500,000

$345,470 - $640,702

Comp/WRVU
Average starting BASE salary for new hires coming
out of fellowship for their first year on your staff
(please do not include any employer contributions
to retirement or fringe benefits. This datapoint is to
be compensation only)
Typical Bonus for a 1st year faculty member who is
arriving out of fellowship.
How many years do you guarantee a salary in your
offer letter to the new hires?
Salary Range in your program including bonuses (full
time surgeons). Please do not include any
employer contributions to retirement or fringe
benefits. This datapoint is to be compensation only
and should not include the Chairman's salary.

$316,000 - $1,593,000 $400,000 - $555,000
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2013 AOC: Benchmark Analysis
SURGICAL FACULTY SPECIFICS
Average Collections per surgeon

FY 13
AVERAGE
$848,272

FY 13 MEDIAN

ORTHO DEPT 26

ORTHO DEPT 27

ORTHO DEPT 28

ORTHO DEPT 29

ORTHO DEPT 30

$836,637

$629,200
6,592
$95

$1,159,144
10,775
$108

$875,971
11,427
$77

$911,203
8,149
$112

Average WRVUs (modifier adjusted) per surgeon

9,302

9,219

Collections/WRVU
Average TOTAL Compensation of surgeons
including ALL SOURCES OF INCOME including
bonus. Please do not include any employer
contributions to retirement or fringe benefits. This
datapoint is to be compensation only and should not
include the Chairman's salary)
Compensation as % of Receipts

$91

$91

$1,075,044
10,934
$98

$517,072

$505,478

$438,198

$394,514

$557,045

$593,901

$543,188

63%

61%

$56

$55

41%
$40

63%
$60

48%
$52

68%
$52

60%
$67

$302,069

$300,000

$350,000

$200,000

$230,000

$300,000

$290,000

$22,845

$25,000

$30,000

$30,000

$100,000

$25,000

$0

2

2

3

3

2

2

2

Comp/WRVU
Average starting BASE salary for new hires coming
out of fellowship for their first year on your staff
(please do not include any employer contributions
to retirement or fringe benefits. This datapoint is to
be compensation only)
Typical Bonus for a 1st year faculty member who is
arriving out of fellowship.
How many years do you guarantee a salary in your
offer letter to the new hires?
Salary Range in your program including bonuses (full
time surgeons). Please do not include any
employer contributions to retirement or fringe
benefits. This datapoint is to be compensation only
and should not include the Chairman's salary.

$295,674 - $507,950

$194,399 - $1,055,579 $300,000 - $1,086,000 $250,000 - $1,072,000 $240,000 - $675,000

Compiled by Michael R. Gagnon * Duke University Orthopaedics* michael.gagnon@duke.edu

2013 AOC: Benchmark Analysis
SURGICAL FACULTY SPECIFICS
Average Collections per surgeon

FY 13
AVERAGE
$848,272

FY 13 MEDIAN

ORTHO DEPT 31

$836,637

Average WRVUs (modifier adjusted) per surgeon

9,302

9,219

Collections/WRVU
Average TOTAL Compensation of surgeons
including ALL SOURCES OF INCOME including
bonus. Please do not include any employer
contributions to retirement or fringe benefits. This
datapoint is to be compensation only and should not
include the Chairman's salary)
Compensation as % of Receipts

$91

$91

$514,110
6,559
$78

$517,072

$505,478

$303,873

63%

61%

$56

$55

59%
$46

$302,069

$300,000

$275,000

$22,845

$25,000

$0

2

2

2

Comp/WRVU
Average starting BASE salary for new hires coming
out of fellowship for their first year on your staff
(please do not include any employer contributions
to retirement or fringe benefits. This datapoint is to
be compensation only)
Typical Bonus for a 1st year faculty member who is
arriving out of fellowship.
How many years do you guarantee a salary in your
offer letter to the new hires?
Salary Range in your program including bonuses (full
time surgeons). Please do not include any
employer contributions to retirement or fringe
benefits. This datapoint is to be compensation only
and should not include the Chairman's salary.

$225,000 - $408,000

Compiled by Michael R. Gagnon * Duke University Orthopaedics* michael.gagnon@duke.edu

2013 AOC: Benchmark Analysis
EXTERNAL FUNDS FLOW COMING INTO YOUR DEPT
FY 13
AVERAGE

ORTHO DEPT 1

ORTHO DEPT 2

ORTHO DEPT 3

ORTHO DEPT 4

ORTHO DEPT 5

ORTHO DEPT 6

Yes, we receive X Yes, x-ray only Ray, OT, and DME $210,000
$300,000/yr.

ORTHO DEPT 7

ORTHO DEPT 8

ORTHO DEPT 9

ORTHO DEPT
10

NO

x-ray = 125k, pt/ot
= 200K

NO

NO

Do you receive any revenue from ancillaries? If
so, how much per year and for what specific
ancillaries?

50% YES

$885,078 tied to XRAY for one
offsite clinic

No direct tie back to ancillaries.

NO

NO

Do you receive any revenue as part of shared
profitability with your hospital, health system,
or SOM? (i.e. ASC)?

37% YES

NO

NO

NO

NO

NO

NO

NO

NO

NO

NO

Payment for call coverage? If so, how much?

67% YES

Yes, via a coverage
Yes, only for Hand. For greater
agreement with one of our
health system hospitals…pays than 7 nights per month, $1,000/nt
us $747,000/yr.

Peds Ortho docs get
40,250K/year for
Peds call.

No

$750 per night.

Yes - $249,000

$365,000/yr for trauma
call

no

1 affiliated
hospital pays
$1,628 per night.
We cover 50% of
nights.

360,000

93% YES

Yes, School of Medicine sends
equivalent of 50% MGMA
academic ortho chair rate or
$350,000/yr to help offset his
admin time.

Chairman receives
278,600.

Yes. COM
provided 55,697,
the Network
(hospitals/practice
plan) provided
175,491.

$50,000 support
from School of
Medicine.

YES. $108,115

$400,765 support from
the Medical Center

17% effort =
$150k

$30,000 from
Dept Funds.

75000

Does your Chairman receive any kind of
support tied to his/her role as Chairman? If
yes, please specifiy amount and source.

Yes, endowment funds academic
salary

2013 AOC: Benchmark Analysis
EXTERNAL FUNDS FLOW COMING INTO YOUR DEPT
FY 13
ORTHO DEPT 11
AVERAGE

ORTHO DEPT 12

ORTHO DEPT 13

ORTHO DEPT 14

ORTHO DEPT
15

ORTHO DEPT 16

ORTHO DEPT 17

ORTHO DEPT 18

NO

NO

Yes, $36,239 for
DME rent and
$27,867 for X-Ray
rent

DME revenue
@ $ 1.9 million /
yr

NO

NO

Yes, funds flow
supported by the
hospitals for
clinical, research,
teaching, admin
D, & admin H
missions totaling
$13,550,632
million

Do you receive any revenue from ancillaries? If
so, how much per year and for what specific
ancillaries?

50% YES

Physical
Therapy/DME
$1,357,000/yr,
Radiology
$877,000/yr

Do you receive any revenue as part of shared
profitability with your hospital, health system,
or SOM? (i.e. ASC)?

37% YES

ASC:
$2,955,000/yr

YES

NO

NO

YES - SOM
shares in
Hospital profit @
45% of net

YES

yes; risk/reward
program through
hospiutal

Yes- $13,550,632

Payment for call coverage? If so, how much?

67% YES

Dept of
Orthopaedics
IP/ED On-Call
Services: $272,000

Trauma call
$474,420; Hand
Call $320,232

$197,000 for
pediatric trauma
call

Yes $23,000 per
month for Trauma
Call at affiliated
Hospital

NO

No

none

Yes, $565,000 Trauma & Hand
coverage

Does your Chairman receive any kind of
support tied to his/her role as Chairman? If
yes, please specifiy amount and source.

93% YES

Yes, he received
$275,000 per year
from SOM which
tied to AAMC and
cFTE

YES, Chair
support is provided
at 20% of total
Yes, state funds in
salary & benefits,
the form of FTE
excluding bonus.
support, $191,000
This was
estimated at
$192,300 for FY13

Yes, Chairman
receives 30%
Administrative

NO

YES. In lieu of his
admin
responsibilities,
our Chairman
receives support
of $93,633 per
year from the
Yes, CARTS, Deans
Yes, he receives
SOM which is tied
and Endowment
administrative support
Total 80% of Salary to the MGMA 65th
from the College of
percentile of all
base
Medicine
Ortho Academic
Chairman. The
chair also receives
$330,000 in chair
support, funded
by the hospitals

2013 AOC: Benchmark Analysis
EXTERNAL FUNDS FLOW COMING INTO YOUR DEPT
FY 13
AVERAGE

Do you receive any revenue from ancillaries? If
so, how much per year and for what specific
ancillaries?

Do you receive any revenue as part of shared
profitability with your hospital, health system,
or SOM? (i.e. ASC)?

Payment for call coverage? If so, how much?

Does your Chairman receive any kind of
support tied to his/her role as Chairman? If
yes, please specifiy amount and source.

50% YES

37% YES

67% YES

93% YES

ORTHO DEPT 19

ORTHO DEPT 20 ORTHO DEPT 21

We used to
receive DME and
Yes, from flouroscopy
have outsourced
unit - appx $10K per
it effective
year; just started billing $2,506,534; DME
12/2013 as the
for DME - anticipated
P&L showed an
income for 2013 - $200K
overall loss.

NO

$163K per year for
trauma call

YES

NO

NO

ORTHO DEPT
ORTHO DEPT
ORTHO DEPT 23 ORTHO DEPT 24 ORTHO DEPT 25
ORTHO DEPT 27 ORTHO DEPT 28
22
26

NO

NO

Not for call done
at the site. We
have negotiated
Yes
call coverage for
$250,000/year
area community
hospitals at
$1,500/24 hours.

Yes, $30,000 from
$139,400, paid
Yes
Yes, Chairman receives
SOM and $28,973
from the hospital. $250,000/year
$200K from the hospital
from the Hospital

NO

NO

no

NO

DME - $514k

yes $1,032k

no

yes, 169.5k from
medical school,
209.4k from
hospital

NO

Yes, we
brought
DMEPOS into
the practice.
Projecting
~$500,000 in
net collections
this FY

NO

College of
Medicine
(CoM) receives
$43M in
support from
the hospital
which is
distributed by
the Dean of the
CoM to the
departments.
From this,
Ortho received
$1,080,656 this
FY in support
($750,000
Trauma, Dept
support of
$130,656 and
evening Ortho
urgent care
support of
$200,000)

No

No

Yes, $ 187500

YES - Chair
package
initiating in
FY12 of $6M
over 6 years
budgeted as
Faculty Salary
& Benefits
1.8M, Support
Staff salaries &
benefits .23M,
Research
1.1M, ORTHO
Urgent Care
0.9M,
Residency &
Fellowship
1.125M,
Operations
.379M.

NO

$6,640,089

$1,000/night for
trauma only

$726,965

Yes, Revenue
from DME and
Radiology =
$3,707,179/yr

NO

ORTHO DEPT
29

ORTHO DEPT 30

Yes, we receive
Xray at some
satellite offices
and drug
revenue totaling
$168,000/yr

Yes, $935,000 Net
Income from
Orthotics &
Prosthetics

NO

Yes, ~$1.4M from
ASC joint venture.
~$600,000 from
Medical Center
Quality, Cost, and
Service improvement
incentive
agreements.

Yes, $365,000/yr
for Trauma Call;
Yes, ~$400,000 for
Yes, we receive
$100,000 for
oncall coverage and
$510,000/yr for
spine call;
clinic support for
Trauma and
$365,000 for
Children's Hospital
Spine Call
general ER Call at
Only
community
hospital

Base Salary is
funded by the
College of
Medicine at
$231,000. An
additional $52,000
is provided in the
form of an "also
receives" from the
Dean of the
College of
Medicine

Not specifically
from the
hospital. The
department uses
an endowed
chair to support
a portion of his
administrative
salary.

$250,000 from the
Medical Center
Admin for
Directorship as
below

2013 AOC: Benchmark Analysis
EXTERNAL FUNDS FLOW COMING INTO YOUR DEPT
FY 13
AVERAGE

Please provide a listing of any medical director
type revenue/stipends received in your
Department (that are not reported in your
entries above).

Do you receive any Residency Program
Director or Coordinator funding, if so please
specify.

Do you receive funding for any of your
subspecialties beyond what is written above
(i.e. Pediatrics, Oncology, Trauma).

Do you receive any start up funding for new
clinical or research hires?

ORTHO DEPT 1

90% YES

$1,500,000 academic equity
transfer; $110,000 Trauma;
$375,750 medical
directorships

80% YES

Yes, a total of $263,000/yr. as
follows: Program Director =
$120,000; Fellowship Coord =
$25,000/each; Admin Coord =
$47,000.

53% YES

77% YES

Yes, for pediatrics and
Oncology we are made close
to whole (almost net neutral
after bonus).

ORTHO DEPT 2

$225K OR Director for Health
System. $40K Ortho Oncology
Director.

Yes, about $200k total

NO

Yes, for clinical hires only, we
can submit a 3 year pro-forma
Yes, we are held harmless for the 2
for our projected hires and
year ramp up period.
potentially receive subvention
and reduced overheads to
mitigate associated deficits.

ORTHO DEPT 3

ORTHO DEPT 4

Medical director
Med Dir Ortho Surg
funds flow to the
Oncology 18,515;
Med Dir TJR 44,220; department, does
not increase
Div Chief Peds Orth
individuals'
and Trauma Dir
45,800; these are part salaries. Two med
dir positions
of total comp but are
totalling 203,093
funded by.

none for Coordinator;
33,324 for Director

Yes. 245,334.
Again, does not
increase salary.
Just provides and
expense offset.

ORTHO DEPT 5

ORTHO DEPT 6

ORTHO DEPT 7

ORTHO DEPT 8

ORTHO DEPT 9

ORTHO DEPT
10

QI Director $25,000.

Trauma $65,000, Sports $150,000, Spine $50,000

Dir, Ortho Trauma
$89,233; Dir Pedi
Ortho $44,785;

joint replacement
Medical Director
$60k
Trauma medical
Director $80k

None for
Surgeons

Medical Director $10,000 Work
Comp Director $10,000 Sports
Med Director $10,000

$15,000 from
Dept Funds.

NO

Program Director $75,000, plus 30%
for benefits.
Associate Program
Director - $50,000,
plus 30% for
benefits. Program
Coordinator - 0.50
FTE.

Yes, $328,000

NO

Yes. The hospital
system provides
Yes. Hand
Trauma subsidy of practice gap funding
faculty retention,
with a 5-year loan
721,824. This
and new Spine
fogiveness
dried up - 12-13
surgeon salary
was the last year provision. Funding
support we received this. is $250K for 2 years
$250,000
($150K - year one,
$100K - year two).

NO

Yes. Received
start up from the
Yes, but it's on a
Network based on
case by case basis
clinical projected
where we submit a
loss. Funding for
proforma on new
research is
clinical hires.
negotiated with the
COM.

Yes, $160,000clinical faculty
only

Yes, Program director
$279,717; Fellowship
62k for residency
Director $55,963 (2
director
fellowships so total
$111,886). Residency
Coordinator $40,000

NO

NO

NO

NO

Bottom line salary +
benefit coverage for
some new clinical
hires, but new hires
generally cover their
salary + benefits so
funding not received.
Research new hire
funding is case by
case and would be
from Chair recruitment
fund.

NO

Hospital Funding
for Clinical Hires.
None for
research.

NO

2013 AOC: Benchmark Analysis
EXTERNAL FUNDS FLOW COMING INTO YOUR DEPT
FY 13
ORTHO DEPT 11
AVERAGE

Please provide a listing of any medical director
type revenue/stipends received in your
Department (that are not reported in your
entries above).

Do you receive any Residency Program
Director or Coordinator funding, if so please
specify.

Do you receive funding for any of your
subspecialties beyond what is written above
(i.e. Pediatrics, Oncology, Trauma).

Do you receive any start up funding for new
clinical or research hires?

90% YES

80% YES

53% YES

77% YES

ORTHO DEPT 12

ORTHO DEPT 13

ORTHO DEPT 14

ORTHO DEPT
15

ORTHO DEPT 16

ORTHO DEPT 17

ORTHO DEPT 18

Clinic Med Dir: 15% or
20% of salary (based
we noted them as
Chief at satellite 1
on clinic size); Ortho
Chief of Oncology:
salary but we
20% of salary for
Medical
= $77,340; Chief
Medical Director - Trauma Dirctor: 10% of
$60,000,
receive dollars for
Directorships= 2 @ Medical Director of $50k Medical Officer
at satellite 2 =
salary; Outpatient
CQO/CMO:
$75,000
Clinic Director and
Ambulatory Clinic
$40,000 each
$15,000
Medical Group Surgical
$30,000
for Inpatient Director
Officer: 20% of salary;
Quality Dir: $30,000

NO

NO

Support for faculty
supervision of
residents and
fellows in ACGME
programs Yes a total of $75,000
$39,576 for
$15,000 x Total
for our Residency
Program Director,
ACGME Residents Director and $69,390
$43,180 for
for Residency
& Fellows up to
Coordinator
Coordinator
the Cap (fellows
weighted as 0.5).
This is estimated
at $273,573 for
FY13

NO

Yes, amounts are
determined on a case
by case basis.

YES - Research
IDC Payments,
Yes. Cllinical hires Research Salary
Coverage,
are funded for 2-3
Research New
years as part of
Not for New
Yes, amounts are
Hire Support,
Clinical FTE but we salary guarantee
Clinical Program determined on a case
based on AAMC
have a recruiting
by case basis.
Support, Clinical
benchmarks.
agreement with
SOM for Research Research hires are New Hire Support
and Purchased
handled on a case
Clinical Services by case basis.
each has its own
methodology

NO

YES - Hospital
supports
nurses/NP - 6
fte @
$
450,000 / yr

YES - Practice
Plan provides up
to $100,000 / yr
thru competitive
application
process for 0 to
3 clinical recruits
per year

Yes 15% Salary
Suppot for Residency
Dir and 5% Salary
Support for CoResidency Dir

NO

$1,364,400 is
spread across all
physicians with a
teaching effort to
oversee the
Yes, and tied to our resident & fellow
programs. The
Non-Operative
residency program
Spine Physician
director and
supporting
coordinators are
funded through
operations.

Peds and Trauma
through Deans
support Oncology
through CARTS

Yes, we have an
affiliation with a
hospital where
residents are
provided an
opportunity to gain
experience in the
community. Ortho
receives $206,000
a year

Yes, we receive
funding for all
missions from the
hospitals during
the request to
recruit (RTR)
Yes but it is on a case
process for a new
yes, through Carts physician that the
by case basis,
reviewed via pro forma for Clinical Operative hospitals want to
whenthe candidate is
employ. The start
Docs
identified.
up funding is
determined by the
anticipated profitloss for that
phyisican during
his/her first 3
years.

2013 AOC: Benchmark Analysis
EXTERNAL FUNDS FLOW COMING INTO YOUR DEPT
FY 13
AVERAGE

Please provide a listing of any medical director
type revenue/stipends received in your
Department (that are not reported in your
entries above).

Do you receive any Residency Program
Director or Coordinator funding, if so please
specify.

Do you receive funding for any of your
subspecialties beyond what is written above
(i.e. Pediatrics, Oncology, Trauma).

Do you receive any start up funding for new
clinical or research hires?

90% YES

80% YES

53% YES

77% YES

ORTHO DEPT 19

ORTHO DEPT 20 ORTHO DEPT 21

Qualty Assurance
Director- $53K; OR
Efficiency Director $92K:

ACMO for
Surgical Sevices =
$60,000; Inpt Unit
Director =
$25,000; TriDirector, Outpt
Surgical Center =
$21,000; Ortho
Trauma Director =
$70,000; Quality
Officer = $5,000;
Trauma Director
Peds Ortho Outpt
= $86,750
Clinic Director =
$15,941; Ortho
Adult Clinic
Director =
$30,850; Sports
Clinic Director =
$29,703; Spine
Clinic Director =
$14,882; Hand
Clinic Director =
$33,822

Residency Program
Director receives $93K
support; Residency
Coordinator - $ 42K

Chief of Peds Ortho $50K

ORTHO DEPT
ORTHO DEPT
ORTHO DEPT 23 ORTHO DEPT 24 ORTHO DEPT 25
ORTHO DEPT 27 ORTHO DEPT 28
22
26
Director of Adult
Reconstruction&
Oncology$52,126 per/
year.

0

Yes, $300,625 for Yes $100,000
1 MD.
year

NO

Yes, we receive
capacity funding
for Pediatrics and
Trauma. This
varies per year
depending on
surgeon salary
and division
margin. The
overall goal is for
the capacity
funding to bring
the surgeon
salary up to
AAMC median.

Case by case.
Typically not.

$0

Ambulatory Clinic
Director $52,216

NO

Yes, but it's on a
case by case
Yes, requested to the
basis where we
hospital on a a case by
submit a proforma
case basis where we
on new clinical
submit a proforma on
hires and request
new clinical hires and
support. The
request subvention that
may lower the overheads same may apply
to research hires.

$50k associate
Director Total
chair - academics,
Medical
Outpatient PI =
Joint Program Director of ASC,
Operations
$25,000; Vice
$52,216
$120k,
Director
Chief of Staff
quality assurance
support of
$36,500;
Director Of
director $27.6k,
$5,000 / year.
Inpatient PI =
Sports Medicine - State Funding
Clinic Medical
$25,000;
$59,834
Director $40k,
for SGR of
Total Joint Med Dir
$50k associate
$666,351.
= $25,000
Director of Ortho
chair - clinic
COE - $26,063

NO

NO

NO

NO

NO

Residency
Program Director
$41.5k

Stipend for foot &
Ankle ($100k),
Trauma $150k

188,000

Acute Care
Surgery

Yes, but it's on a
case by case
basis where we
submit a
proforma on new
Yes, but it's on a
clinical hires and
case by case
request
basis, etc.
subvention that
may lower the
overheads or also
provide
subvention.

Yes, GME
Program
Director
support for a
total of
$71,319 per
year.

TRAUMA LEVEL I
Trauma Center
support of
$750,000
annually

Aside from
those outlined
in the
Chairmans
strategic plan,
Yes, but it's on
a case by case
basis where we
submit a
proforma on
new hires and
request
support that
may lower
overheads or
also provide
start-up
support.

$277,459

Pediatrics, Call
Center, Sports
Medicine

YES

ORTHO DEPT
29

ORTHO DEPT 30

Ortho Director =
$91,314; Sports
Medicine
Director =
$30,438;
Yes, OI Medical
Perioperative
Director $250,000,
Director =
Orthopedic
Director of
$182,629; Chief
Director Technology
of Staff =
$126,975; Spine
Acessment $50,000,
$60,876;
Director - $41,715
; Hand Director - Trauma Director Children's Hospital
Medical Director
= $60,876;
$36,539
~$65,000
Outpatient
Orthopaedics =
$57,833;
Surgical Director
for ASC =
$60,576.

Yes, there is a
residency
program
coordinator
position ; $50,991
annually

NO

$85,000

NO

We receive
"Funds Flow"
from our Medical
Center for
Indigent Care
Support; Quality Pediatrics Outreach
$16,500
Improvement for
Primary Care
Physicians; GME
Support; Support
for Hospital
Based Clinics.

NO

Yes, we receive
gap funding for
new faculty and
Clinical-rarely
many mid-level
Research - $150,000
providers based
on proformas
and need

At the request of numerous Chairmen, the 2013 report has
been expanded to include a survey distributed to measure data
around compensation plans, clinical operations, practice
productivity, co‐management, single dollar funds flow, and
EMR.

Clinical Operations

Practice Oversight

Evolution Toward Musculoskeletal Institutes
Viewpoint‐ L. Scott Levin MD FACS

In today’s changing climate of health economics, the interdependency of Health systems and departments continues to increase.
Historically, the “it’s us versus them” position (“us” being the Departments and surgeons, and “them” being the health system or
hospital administration) may have worked based on fee for service reimbursement and traditional pathways for patients to receive
surgical care.
Today-watchwords such as “win-win”, strategic alliances, ACO’s and bundling require strong partnerships between health systems
and academic Departments. The ability for surgeons and their section leaders to be incentivized for cost efficient and
compassionate care, academic productivity and effective teaching in the operating room and clinics, must rely on a system that
recognizes and rewards all missions in the academic medical center. You might ask- “where does the money come from?” in this
utopian world. The answer is clearly alignment and collaboration. This is true as it refers to medical schools, hospitals, and
Departments, as well as integration of musculoskeletal care in a system that includes Orthopaedic Surgery,
Neurosurgery, Radiology, Rehabilitative medicine, Rheumatology, and Pain Management.
The Musculoskeletal “Center” or Institute includes no less than six traditionally independent Departments (Ortho, radiology,
Medicine, Rehabilitation, Neurosurgery and Anesthesia) that are aligned to optimize patient care reflected outstanding value. This
requires strong leadership and mutual respect among chairs, and the creation of a Musculoskeletal service line (ideally led by the
Chairman of Orthopaedic Surgery because of his or her finger being on the pulse of modern MSK care). Optimizing contribution
margin is a team sport, and line of sight compensation for clinical performance to all providers must be standardized within and
between departments associated with the MSK service line. This can only occur if a health system embraces medicine of the
future-that is disease and population management strategies, rather than procedures performed by a specific provider or
department.
The rewards of such a system (meaning dollars) are fed back to those individuals and departments contributing to the common
mission. It is with this spirit of MSK care innovation, that enthusiasm for the future rather than dread of what will be lost (i.e. fee
for service) will carry the day. In such a system, Orthopaedic surgeons will not only survive but prosper. I encourage all looking
forward to find an opportunity to lead and integrate. Our faculty members and most importantly- our patients will be advantaged
by such an approach.

Dr. Levin is the Paul D. Magnuson Professor of Bone and Joint Surgery and Chairman of Orthopaedics
LEVIN
at University of Pennsylvania

Compensation Plans

Compensation Plans
Qualifying Remarks

Why bother providing financial support for academics (or what is the
purpose of an academic Orthopaedic department anyway)?
Viewpoint‐ Benjamin Alman, MD

We live in an era of fast paced changes in health care, affecting all clinical specialties, but these changes will have much more of
an impact in resource intense clinical areas, such as orthopaedics. These changes are a special challenge for academic
departments, which need to not only provide excellent care and be financially responsible, but also have a mandate to educate the
next generation of clinicians and undertake research that will improve the health of the population they serve. It is essential to be
able to be nimble and rapidly adapt to the changes in health care in an innovative manner, to thrive in this environment. This is
the challenge that every academic orthopaedic department is facing in the coming years.
Given the challenges we are facing, people are starting to rethink the role of an academic orthoapedics department, and indeed
academic health sciences centers in general. In an editorial in Lancet, academic health sciences centers are defined as institutions
that are intended to ensure that medical research breakthroughs lead to direct clinical benefits for patients (Lancet 2010; 375:
949–53). We can apply this to orthopaedics and define an academic department as one that has the goal of using new knowledge
to produce clinical benefits for orthopaedic patients. We can achieve this goal by undertaking research on our own, applying new
research to our patients, developing novel educational approaches to better train orthopaedics, or developing improved or methods
to deliver care to a population. Any department is only as good as its faculty and the environment provided for them to be
successful.
If we use this definition of an academic department, we need to have the right faculty to achieve these goals, and build the right
environment to support the faculty. While recruiting the right faculty is critical, there are a large number of eager new graduates
who want to use new knowledge to produce clinical benefits for our patients, but al too often they feel that their environment does
not support them in this, and they are primarily told to produce more clinically to maintain the finances of the department. Such
faculty members become disillusioned and leave academia. Even worse, departments that only focus only on the clinical bottom
line are no longer academic by this definition, even if they have a residency program and are part of a university.

Why bother providing financial support for academics (or what is the
purpose of an academic Orthopaedic department anyway)?
Viewpoint‐ Benjamin Alman, MD
In order to provide the right environment for our faculty to be encouraged to use new knowledge to produce clinical benefits for our
patients, we need to have a very strong clinical base on which to grow academics, and a compensation model that shows that the
department values this mission. Without a strong vibrant and growing clinical enterprise, a department can collapse under the weight of
the salaries needed to feed the academic enterprise. However, not all academic orthopedists are the best individuals to grow and run a
clinical enterprise, so the department needs to have top notch people run the clinical business, and for this reason many departments
have clinical vice-chairs to take over this critical function for the faculty.
To provide the right incentives, the faculty members need to be rewarded for their academic activity. This can be as simple as
celebrating papers or grants. But what may matter most is to have a performance-based compensation model that rewards academic
output. Indeed, adopting such a plan medical school wide shows increases in faculty morale, improved clinical productivity, and
improved academic output (Acad Med. 2008;83:76-84). This is a win-win for all.
However, it is not clear how much of an incentive is needed, and how to provide this year over year. Large incentives that require
improvement each year have actually been shown to decrease productivity, as they decrease the amount of activity people achieve in
each year, so they can improve each year. Similarly without incentives, people will rarely engage in activates to improve productivity.
Appropriate sized incentives (5 to 15% of salary) that are designed in a way that people can achieve these incentives by maintaining a
steady state of the kinds of performance we want then to achieve year after year seem to work best (Games and Economic Behavior,
67(2), 2009, 665-681).
Thus, as academic orthopaedic departments, we need to develop compensation models that provide appropriate incentives that will
support our academic mission. Without this, we will become clinical enterprises in which we don't have real academic productivity, and
will not be able to ensure that medical research breakthroughs lead to direct clinical benefits for our patients. Without such
breakthroughs, medicine will stagnate, and we will have failed in our goal as academic departments.

Dr. Alman is the James R. Urbaniak Professor & Chairman of Orthopaedic Surgery at Duke

Digging our way out‐ a compensation plan evolves amid crisis
Viewpoint‐ Robert S. Adelaar, M.D.

This plan was made because our survey showed that the faculty retention was low and there were low salaries according to
the Southern Orthopedic University norms. For that reason, our MCV Physicians, which is five-hundred-sixty physicians,
formed a Compensation Plan Committee, which I served on. There was also a Leadership Compensation Committee who
actually made the decisions and we eventually served as a rubber stamp for the Leadership Compensation Committee.
Orthopedics was one of the first four to go into the program as pilot program and, as a result of that, I will give you our
experience which led to significant changes in the Compensation Plan. The steps we followed are:
We hired an independent consultant to develop a benchmark from nine established benchmarks in Orthopedic Surgery,
which was specialty-specific and involved both private practice, academic practice and hospital-based practice to form the
nine benchmarks which is re-done every year by the consultant group. The benchmarks gave the salary range and the RVU
worth of each particular specialty. Another important point is that an RVU was based on the work you did, not on the net
cash receipt. Therefore, even though the Department of Orthopedic Surgery runs on a cash basis, depending on patient
income, the Compensation Plan ran on a strictly RVU basis so that if you are doing an indigent care patient there would be
essentially no reimbursement back to the department but the faculty would still need to be paid. Therefore, we ran a pilot
program and the benchmark salaries increased from $100 to $150 for each partner.
The pilot program lasted a year and showed that the department did not keep up with payments because its net payment
due to commercially insured patients was decreasing and the payments for salary were significantly increasing. Therefore, a
crisis was called and, at this point in time, we met with the medical school and the VCU Health System, which is an
independent agency, and deals with the MCV Physicians, which is also an independent agency. The hospital agreed to fund
the difference in the RV worth that the department could afford, which was basically $32 per RVU for everyone and the
specific RVU value. From the first year with twenty partners, the hospital gave us approximately an additional $2,000,000 in
supplement which was funds flow from the hospital. In the past, the funds flow from the hospital were based on COSA or
clinical operating agreements and totaled close to $60,000,000 going over obviously to the poor departments and not to
those departments which were in the black, such as orthopedics, ENT, dermatology, ophthalmology and sometimes
neurosurgery.
LEVIN

Digging our way out‐ a compensation plan evolves amid crisis
Viewpoint‐ Robert S. Adelaar, M.D.
Under the new compensation funds flow arrangement, every month the hospital cuts a check to the department dependent
on the RVUs and we have benefited from increased funds flow that goes strictly to the practitioners for salary increases. Our
salaries are made up of both the clinical component, which is the RVU component, and an ARTS component, which involves
contribution of the dean to previous monies for graduate medical education and education.
The ARTS Compensation is paid based on their benchmark salary in categories of citizenship, administration, research,
teaching, strategic and other salary benefits. It totals approximately one-fifth of the total compensation package and is
added to their RVU compensation.
Under the new arrangement, an RVU is an RVU irregardless of whether it is an Anthem patient or an indigent care patient or
immigrant and the hospital has to come up with the funding as well as the department, which determines its RVU
contribution each year based on the budget it sends in.
The problems with this system are that there is no RVU worth, such as RVUs for commercially insured patients should be
worth more than indigent patients who require less attending involvement. This is a very touchy subject; our vice president
said there would be no difference in care, but for department resources, we have to be able to stimulate practitioners to see
a better payer mix and, in order to do that, you have to work harder, go out to community satellites and establish a practice
which attracts patients.
In the future, I would like to take the ARTS money and make that both the resident director and the department chairs
dividing the money up based on educational research and service criteria so that each faculty member would not get the
same amount of money, but it would be a portion so that the better teachers and those that did research and grants would
get more of the ARTS funding. This would stimulate scholarly activity and also make the attendings better resident
educators rather than just mopping up RVUs.
We are in a much better place since the funds flow changed, but it has certainly created some problems in scholarship and
education.

Dr. Adelaar is the John Cardea Professor and Chairman of Orthopaedics at VCU
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Combined Funds Flow Model for Orthopaedic Surgery at
the University of Missouri
Viewpoint‐ James Stannard, MD
A gainshare between the hospital and the Department of Orthopaedic Surgery (DOS) was initiated in 2008 when a decision was
made to build a musculoskeletal service line hospital. Prior profitability was considered, as were needs of the health care system to
have orthopaedic surgery provide profit to help run the health care system. The goal was to make a partnership between the
hospital and the surgeons, rewarding behavior that increased profits and potentially punishing wasteful behaviors. It was set up so
that the gainshare would not be triggered until a baseline level of profit to the health system had been achieved. Once that was
accomplished, then the additional profit would be divided between the hospital and the DOS. The gainshare money has several
limitations regarding expending it, with the biggest limitation being that it cannot be used to enhance the salaries of the surgeons.
There was no gainshare either of the first two years. The DOS was profitable and growing, but in each year the profit to the
system fell just below the threshold that would trigger the gainshare. In the four years since then , the DOS has received
progressively increasing gainshare money as the surgeons have engaged and partnered with the health system. The level of profit
has risen so dramatically that recently the health system asked that we renegotiate and cap the maximum gainshare in any give
year, which we have just done. The money from the gainshare has been used to remarkably enhance our research infrastructure,
provide community outreach, and also provide marketing for the musculoskeletal service line. Our profit has risen remarkably each
of the past 5 years that the system has been in place, and it is viewed as a major incentive by the group to work hard to achieve a
profit.

Dr. Stannard is J. Vernon Luck Sr. Professor & Chairman of the Department of Orthopaedic
Surgery at University of Missouri

Employed Physician Models & Institutional Alignment
Viewpoint‐ Joseph Zuckerman, MD

The changing nature of health care has resulted in changes in the traditional relationship between departments of
orthopaedic surgery and the institutions where we provide care. This is particularly true for departments of orthopaedic
surgery based at academic medical centers. As orthopaedic surgeons we provide care for patients in the emergency
department, outpatient clinics, office practices, ambulatory surgery centers and inpatient surgery suites. In addition, we
are actively involved in achieving the patient care, quality and patient safety goals for the institution. This physicianinstitution alignment is of great value to the institutions and should be reflected in the support provided by the
institution to the department and in turn to the faculty. The revenue generated from our patient care activities consists
of professional fees to the physicians and technical fees to the institutions. The traditional model in which physicians
practice income is determined solely by the professional fees minus practice expenses is being replaced by employedphysician models in which physician-institutional alignment becomes an important consideration in the development of
compensation models. Physician-institutional alignment and achieving important improvements in quality, value and
patient safety are now carefully considered when determining the resources available to support the department and
the faculty. This is a basic principle that justifies the flow of funds from the institution to the department. It is essential
that academic medical centers recognize the great value of this approach and partner with their departments of
orthopaedic surgery to provide the best and highest value care possible.

Dr. Joseph Zuckerman is Walter A.L. Thompson Professor & Chairman of the Department of
Orthopaedic Surgery at New York University

Alignment, Integration, and Evolution of the Academic Department
Viewpoint‐ Vincent Pellegrini, MD
The past 30 years of my involvement with academic orthopaedics have witnessed a relentless and substantial evolution of the
relationship of the Department, first with the medical school and, more recently, with the hospital entities within the academic health center.
This evolution might be viewed as somewhat of a continuum along a transition from independence to alignment to integration within the
organizations in which we reside. This trajectory is, in general, a positive development but can challenge our commitment to the academic
mission of our schools. As a result, department chairs as well as faculty must maintain an awareness of these competing goals to best serve
our academic mission.
In the 1980s it was viewed as a sign of strength and independence for the orthopaedic “practice plan” to be sequestered within
the department structure. We were loyal to, but somewhat insulated from, the Dean and the administration of the school of medicine. It
gradually became increasingly important for orthopaedic departments, as true profit centers within the overall cluster of faculty practice plans,
to be more collegial and alignment with the margin as well as the mission of the school of medicine became essential. This was manifest as
departmental practice plans being rolled up into overall faculty practice models. Such was the vision and ambition of many Deans of our schools
during the last two decades of the 20th century as most of our departments exhibited greater integration within the medical school’s faculty
practice. Nevertheless, we often preserved varying degrees of autonomy that supported a productivity-based compensation scheme that
provided clinical incentive for active clinicians.
As we entered the 2000s more hospital mergers came onto the scene in order to optimize medical economics and
departmental relationships with hospital systems became more complex, both with respect to the changing financial paradigm as well as the
primacy of the academic mission. The “employed” non-academic physician became the fastest growing category of orthopaedic surgeons in the
annual AAOS census and was a surrogate for how hospitals had come to think of affiliated orthopaedic surgeons. As far as hospitals were
concerned, alignment alone might not be sufficient. Rather, as we became more overtly viewed as “fillers of beds” by our hospitals,
employment guaranteed loyalty and resulted in true integration that ensured hospital admissions would continue to support the margin.
Indeed, with increasing emphasis on outcomes of health care, rather than procedures performed, it is logical for our departments to be not
only aligned but integrated within the business model of musculoskeletal service lines within our hospitals. Financial penalties, as well as
rewards, levied on hospitals require close partnership with physicians to provide proper incentives for the right behavior, and indeed to achieve
real physician engagement in qualitative issues that previously did not produce direct remuneration to the physician. All in all, this model also
provides for better care through alignment of incentives and integration of physician behavior into a more outcomes driven reimbursement
model.
We should not only embrace such a theoretical model, but we should strive to integrate our functions at many levels. Shared administrators,
financial officers, and revenue cycle staff make good sense, much as do common department chairs and hospital service medical directors, but
require dissolution of traditional hospital-faculty practice firewalls that historically precluded sharing of such information. Transparency and
integration between the hospital and our academic practices will rule the coming decades in healthcare. The only caveat is that we not become
so inextricably entwined in the hospital’s business model of healthcare, that we lose sight of the (non-remunerated) academic mission that has,
and always will, bond us to the School of Medicine and validate our status as “faculty”.

Dr. Pellegrini is the John A. Siegling Professor and Chairman at MUSC

Funds Flow Models & Co‐Management

Funds Flow & Partnerships…The Devil is in the Details
Viewpoint‐ James Roberson, MD

There is no single best funds flow model, and Orthopaedic Department goals and objectives can be achieved in a number of different
ways. The following describes the rationale and evolution of the model for Orthopaedics at Emory.
Our funds flow model is based on the realization that technical revenue from ancillary services comprises a significant portion of total
revenue and compensation for the average orthopaedic surgeon. Although funds flow from revenue received for technical services is
managed differently among academic medical centers, most if not all departments today realize some benefit. The most common
model is one of “indirect benefit” with management and ownership of the ancillary businesses by the academic medical center, school
of medicine or hospital. In this indirect model the typical Orthopaedic Department will benefit through subsidies for space, staff, and
other overhead costs but not directly control the operations or revenue of the service.
At Emory the Orthopaedic Department controls or is in a joint venture for physical therapy, imaging, and ambulatory operating rooms.
Orthopaedic Department administrators and surgeons play an active role in daily management. We believe this involvement is
essential in order maximize the success of ancillary services. This “direct model” was established approximately 12 years ago in
discussions between Orthopaedic Department and institution leadership. Key selling points in the discussion with Emory leadership
were the significant values to the medical center of active physician involvement in management of these services and of retention of
the established orthopaedic surgery practice.
Although this “more direct” model may not be optimal for all orthopaedic departments it has worked quite successfully here. Well run
ancillary services are a significant reason, among others; there has not been a departure from our faculty for other than retirement in
the last 12 years. Faculty stability and recruitment have resulted in more than a doubling of the total Orthopaedic faculty. Patient
volumes have increased accordingly. Today almost 1 of every 3 new patients in The Emory Clinic is first seen in Orthopaedics. A
decade ago that number was 1 of 7. This growth was the major factor in the institution’s decision to establish a stand alone
Orthopaedic and Spine Hospital. Although the department does not directly benefit from funds flow from this hospital our physician
leadership participates actively in management. The result has been a tremendously efficient work place for the surgeon.
Unlike many places, we receive no defrayed overhead cost for space, staff, billing and collections etc. When comparing funds flow
models at different institutions it is essential that all factors be understood and considered. “The devil is in the detail.”

James R. Roberson, M.D. is the Robert P. Kelly Professor and Chairman of the Emory LEVIN
Orthopaedics & Spine Center

One approach to an “all funds” agreement
Viewpoint‐ Lawrence Morawa, MD
Founded in 1868, Wayne State University (WSU) School of Medicine located in Detroit, Michigan is the largest single-campus medical
school in the nation with more than 1,200 medical students. As the only medical school in Detroit, WSU has a stated mission to improve
the overall health of the community including to seek new ways to redress health disparities. This is accomplished by identifying
preventive strategies and therapeutic approaches to chronic diseases, namely obesity, cardiovascular disease, and cancer. WSU faculty
provide an average of $150 million in uncompensated care annually.
WSU has affiliation agreements with several hospital systems in Southeast Michigan, including Oakwood Healthcare in Dearborn. Oakwood
approached WSU in 2007 to develop ACGME-accredited residency programs in Orthopaedic Surgery and Physical Medicine and
Rehabilitation. Both programs were approved and implemented in 2009. A long-term relationship between WSU and Oakwood secures a
valuable training experience for medical students and residents and reinforces the commitment of being the leading producer of physicians
for the State of Michigan.
The creation of a medical school department can be quite involved and expensive. The cost to recruit exceptional faculty and develop
facilities and research capabilities can be as much as $20 million. Throughout the process of developing WSU’s Department of Orthopaedic
Surgery, Oakwood's leadership team (which includes the WSU Orthopaedic Surgery Chair) envisioned the orthopaedics and rehabilitation
service lines to be based at Oakwood Heritage Hospital in Taylor. Oakwood Healthcare is comprised of four hospitals, with two facilities
providing trauma services. A joint plan for services, resources (personnel), and facilities was developed. A culmination of the plan has
been 2 new residency programs, over 15 faculty hired, a $3 million education office, and $30 million renovation of the hospital.
On a quarterly basis, leadership teams from WSU and Oakwood meet to discuss the affiliation agreement. An all funds financial statement
is presented and reviewed. All new faculty hires receive practice support from Oakwood. Programmatic support is reviewed as well. The
process has been very positive and effective for both organizations. The all funds approach is not a revenue sharing model, but rather a
process to ensure support for the Department of Orthopaedic Surgery, sustain the growth of clinical services at Oakwood, and promote the
mutual development of the education and research missions.
The strategy for a successful all funds approach includes: 1. Assign a team of key leaders and stakeholders, 2. Develop a plan that is winwin, 3. Meet often and regularly and be open about issues and concerns, and 4. Share information.

Dr. Lawrence Morawa is Professor and Chairman of Orthopaedics at Wayne State
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Increasing Collaboration between Departments,
their hospitals, health systems, practice plans and SOMs
Viewpoint‐ Herbert Schwartz, MD

Physician Hospital Partnerships (PHPs) are growing in popularity across the United States particularly at Academic Medical Centers
(AMCs). Involving orthopaedic surgeons in a mutually beneficial relationship can result in a win-win outcome when a creative synergy is
developed that focuses on operational and financial issues. The specifics of any one PHP will likely differ amongst varying histories,
geographies and referral patterns, however certain shared concepts prevail. Olson and Obremskey (Duke and Vanderbilt respectively)
published an editorial (CORR 2013;471:1773-4) addressing ‘aligning physician and hospital incentives’ and this concept is further
elaborated by Olson and Mather (CORR 2013;471:1801-8) in their article entitled ‘Understanding how orthopaedic surgery practices
generate value for healthcare systems’.
Ranawat (CORR 2009;467:2535-41) describes three clinical areas at his institution where successful partnering between physicians and
hospital administration alignment occur: marketing, office and the operating room. At many large AMCs, there are probably several
areas of alignment and partnering that potentially could develop. Examples of PHPs include joint ventures, medical directorships, call
pay, gain sharing, funds transfer, information technology strategies and institutional support for the underinsured or uninsured. Levin
provides a successful alignment strategy at his institution based on a model of financial integration and joint incentives for academic,
quality and clinical productivity (CORR 2013;471:1824-31). Both parties must be aware of Federal laws which prevent payment to nonemployed providers for referral of CMS patients to certain hospitals and clinics (Anti Kickback statute) and Stark, which prevents
payment of providers for referral of CMS patients to healthcare services that they have a financial interest in. These laws do not apply if
the physician group and the hospital have a single provider number for CMS.
PHPs serve an important role in promoting and achieving value in health care, our common goal. The compelling need for a good
definition of health care value highlights a fundamental challenge. We have not yet developed scientifically sound or accepted
approaches to defining or measuring either patient‐centered outcomes of care, or the costs of producing those outcomes. The scientific
hurdles to defining patient‐centered outcomes are numerous. Outcomes can be subtle and multidimensional, involving not only
physiological and functional results, but also patients’ perceptions and valuations of their care and health status. The ability of health
care organizations to measure costs is primitive at best and doesn’t meet the standards used in many other advanced industries.
Equally challenging is the lack of data systems to support outcome measurement. Hence, the need for direct physician input.

Increasing Collaboration between Departments and their hospitals, health
systems, practice plans and SOMs
Viewpoint‐ Herbert Schwartz, MD
The opportunities to reach a trusting PHP are diverse and vast. At Vanderbilt we have utilized six broad categories that contribute to an
aligned partnership.
[1] MD Leadership: We are fortunate that our AMC is led by physicians. The Dean and key leadership of the clinical enterprise are
headed by experienced physician-administrators who understand and appreciate the demands of service and patient care. We
constantly balance our tri-partite missions of service, education and research with the financial realities we all face. Physician
representation at the highest levels facilitates physician ‘buy-in’ at all levels.
[2] MD Engagement: Clinicians participate in important committees throughout the AMC which affect purchasing, strategy and
operations. Their suggestions are heard, respected and often implemented. This engagement encourages the physician to be a
stakeholder in the overall success of the clinical enterprise.
[3] Service Line Alignment: Clinicians of differing specialties, nurses and administrators work together to build sound continuums of
care across a single service line. Examples of service line alignment include spine (Orthopaedic Surgery and Neurosurgery) and total
joints (Orthopaedic Surgery and Anesthesia). Physicians work together with AMC purchasing units to limit implant vendors while
maximizing choice and cost savings. Work flow is enhanced in the clinics and operating room when all involved parties participate in
decision making.
[4] Delineated Benchmarks & Targets: Specific goals are set and agreed upon between physician groups, departments and
administrators for a given fiscal year. The goals and targets may vary from year to year, but represent aligned missions that give
meaning and incentives to clinical practice.
[5] Quality: Quality and patient safety projects are conducted year-round which help benefit patients, physicians and the hospital.
Examples of recent orthopaedic projects conducted include: reduction in arthroplasty readmissions, length of stay analysis, bundling,
electronic medical records and work flow in the outpatient clinic.
[6] Financial Support: Institutional support to fulfill academic missions of the department is essential to maintain the viability and
retention of the faculty. Research, resident program director and medical directorships are areas where hospital support to the
department results in benefits to both parties.

Increasing Collaboration between Departments and their hospitals, health
systems, practice plans and SOMs
Viewpoint‐ Herbert Schwartz, MD
Dialogue and trust are the cornerstones of PHPs. Health care in the United States depends on the growth and evolution of the PHP
concept.
An example of expansion of the PHP model is alignment of orthopaedic departments/groups across disparate geographies. Alliances
based on quality networks of AMC orthopaedic surgeons across the country may facilitate the establishment of industry benchmarks for
quality and value while improving the delivery of care across the nation. Collaboration will be an important component of our collective
strength in the future.

Herbert S. Schwartz MD is Professor and Chairman of Vanderbilt Department of Orthopaedics

Carve Outs & Bundled Payments

New Breakthrough Orthopaedic PHO Established
Orthopedic organizations jointly announce creation of
National Orthopaedic and Spine Alliance

Viewpoint‐ Mike West

In today’s changing Health Care Environment, we are all trying to come up with ways that we can remain relevant, successful
and differentiate ourselves in our respective markets. The Rothman Institute, OrthoCalifornia, OrthoCarolina and Core Institute
were already looking at ways to go direct to self insured employers for carved out contracting for their musculoskeletal care. We
were very pleased to be approached by The Cleveland Clinic regarding our interest in establishing a national employer
contracting entity in the form of a Physician/Hospital Organization. As a result we formed National Orthopaedic and Spine
Alliance (NOSA).
The Cleveland Clinic had previously established an infrastructure for Employer Direct Contracting through their Heart and
Vascular Program, and some of the groups had experience in bundled payments so we felt this was a great opportunity to work
together on this initiative. By forming NOSA, we believe it allows our groups to collaborate in accelerating our knowledge of
Global Case Rate/Episode of Care Contracting, work together to establish best practices for clinical protocols/pathways, establish
and measure quality standards, and hopefully increase our surgical volume.
To date, we believe all of these goals have been/are being achieved and we are extremely excited about the Regional and
National opportunities a structure like this provides. We also believe the knowledge we gain through the PHO will allow us to
work more effectively with our local Hospitals and Insurance Companies in developing progressive Episode of Care models
focused on Quality, Service and Cost, the Value Based principles of the Affordable Care Act.

Mike West, CEO, Rothman Institute helped lead this effort and speaks to the rationale.
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Salute to a legend…

Interview with Richard Gelberman, MD
Chairman, Washington University
Richard Gelberman, MD
Chairman, Department of Orthopaedic Surgery
Fred C. Reynolds Professor of Orthopaedic Surgery
Fellowship trained in hand surgery, microsurgery, and children's orthopaedics, and the author of more than 260 manuscripts. He is
the recipient of the Kappa Delta, Nicolas Andry, Emanuel Kaplan, Sumner Koch, and Marshall Urist Awards for Orthopaedic Surgery
research, and the Washington University Department of Orthopaedic Surgery Teacher of the Year Palma Chironis Award, and the
American Orthopaedic Association Distinguished Clinician Educator Award. In 2013, he was awarded the Washington University Carl
and Gerty Cori Award for Faculty Achievement.
In the past, he has served as the Director of the American Board of Orthopaedic Surgery, Chairman of the American Academy of
Orthopaedic Surgeons' Council on Education and President of the American Society for Surgery of the Hand. He is also a former
president of the American Academy of Orthopaedic Surgeons. In 2003, Dr. Gelberman was elected to the Institute of Medicine, a
component of the National Academy of Sciences. He currently serves as the Chairman of the Board of Trustees for the American
Foundation for Surgery of the Hand and was recently elected Chairman of the Board of Trustees of the Journal of Bone and Joint
Surgery.

More candidly:
Favorite hobby: cycling
Favorite food: swordfish
Last read: Fascinating biographies on theoretical physicists Oppenheimer and Einstein.
Best day ever: sitting in the right field bleachers as a boy with my dad watching the Lakeland Pilots.

The role of the Chairman today is very different than it was when you became Chairman. Talk about a few of the
differences and also about what remains the same.
Gelberman:
The core, the important things, are the same. Healthcare has changed. Research and the NIH are far more complex, very difficult to get
and retain this funding. No hobby projects are funded. It's all rigorous science only. This evolution has been like a baseball player going
from A to the AAA. The past 6 to 7 years clinical research has really emerged to becoming more competitive. Eight of our own faculty
have enrolled in a master of science program centered on clinical investigator design, biostatistics, and more. It's a three-year program.
They are now designing substantially improved studies. It will pay dividends over the next 10 to 15 years. For me as a chair, it has been
exciting to watch and facilitate this change with my faculty.
As a chair, it is my job to watch these things happen and to be sure our PhD's and clinical scientists are excelling. While residency
education is similar, it has gotten better. We now have one month of orthopedic skills training. Six months of the intern year we expose
them to Orthopaedics, this was not the case 15 years ago.
Historically, on the clinical front, it was pure fee-for-service and we measured things in work RVUs and could put our arms around the
expenses. This has changed. Now, in 2014, we are in a period of change moving towards population-based care. We will have to be
much more focused on quality versus cost considerations. We're not terribly good at measuring outcomes and identifying costs in large
systems. I need to be sure we have the skill sets to evolve this way.
Having said this, some parts of the job remain the same.
1. Recruiting well. Must spend a lot of time doing due diligence. We did not want to just recruit numerous excellent individuals but only
those who were excellent individuals where we felt it would be a good fit for us and for the individual.
2. Retaining faculty is harder than recruiting. As new recruits mature they become more attractive in the marketplace and retaining
them is a greater challenge. Find great people and ask them what they want to do. I never dictate to them what to do. I support them.
I let them run with the ball. Our retention record is not perfect but it's good. We have numerous faculty who have "chair level" talent
who have chosen to remain in our department and I'm proud of that.
3. There still is pressure to operate in the black and this is not easy to do.

The role of the Chairman is multifaceted and runs deep and wide. What was your favorite or most enjoyable part of
the role?
Gelberman:
My favorite part of the job is centered upon the young faculty. Meeting with them, understanding them, and connecting with them in a
meaningful way. We do a lot of work around mentorship in our department. I have quarterly meetings with each of these young
faculty members for 3 to 5 years out into their career. These meetings are very structured too. We review progression in all of the
missions. It's just me and them in the meeting and I listen to their frustrations and address how I can help.
Along these lines we have taken a step further in the mentorship responsibility by assigning an “anticipatory guidance” model where a
person who is three years ahead of this faculty member is tied to the new recruit to help them know what's ahead.
We get each new recruit an MA or a nurse before arrival and block time before they get here. It's a vote of confidence to them to have
a schedule already mapped out. It is empowering for them to know they have dedicated block time from the start. Watching them
grow and do well is gratifying.
Of course there are problems. From the chair’s perspective, if you think the job is to come to work hoping all will go well each day -the
job will feel like a disaster! I actually look forward to helping resolve these challenges to the best outcome possible. Managing the
complications that will occur is where the work comes to bear, just like a good surgeon!

What 3 bits of advice would you offer to someone today who was about to begin their first stint as a Chairman?
Gelberman:
1. Understand what it takes to be successful. Recruiting, retaining, and staying in the black. Identify your targets and goals and stick
with it… you will get there.
2. Establish a principle based system for compensation that is transparent, formulaic, and involves no special deals. For us, 60% of our
compensation scheme is fixed and 40% is quarterly/at risk and comes via bonuses. Our compensation plan is largely tied to clinical
productivity and there is also a measure of academic reward for metrics we have outlined in those categories.
We do recognize that there are some subspecialties that are disadvantaged such as trauma, oncology, and pediatrics and we modify
our models for them. As stated above we have an impact factor for academics. This slice of compensation is less than 10% of the
total. In our faculty meetings we spend approximately 50% of our time talking about research teaching an education.
3. Provide your faculty with data monthly. We probably share more than they want to know. They digest this they have questions we
answer them. We don't hide anything from them and in this way they are exposed to the market almost like a private practice would
be. There is a sense of clarity.

If you had not gone in to medicine, what career would you have chosen?
Gelberman:
I was a history major and in particular I appreciated how economics had an impact on history. I also liked science. If I had not gone in to
medicine and had to choose another career, I would choose to be like Farshid Guilak, PhD.
(NOTE: Farshid Guilak, Ph.D. is the Laszlo Ormandy Professor and Vice-Chair of Orthopaedic Surgery at Duke University Medical Center. His

laboratory has used a multidisciplinary approach to investigate the role of biomechanical factors in the onset and progression of osteoarthritis,
and as a basis for the development of new pharmacologic and stem-cell therapies for this disease. He is ranked #1 in NIH funding in
Orthopaedics.)

END

?
Guilak

Earlier this year a Practice Productivity Survey was done among
the AOC and presented at the 2013 EOA Annual meeting at the
invitation of Dr. Jay Parvizi and Matt Austin.
It was requested that this summary be included within the 2013 AOC
benchmark results.

Increasing Practice Productivity
"7 Habits of Highly Effective Practices”
EOA Annual Meeting 2013
Michael R. Gagnon, MBA
Executive Director, Duke University Orthopaedic Surgery
Founder, Academic Orthopaedic Consortium
Michael.Gagnon@duke.edu

Purpose

1. Identify and rank the characteristics that are most critical
to driving practice productivity
2. Share a few data points tied to “Best of the Best Practices”
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Definition of “Practice Productivity”
• Optimized access to patients
• Optimized efficiency of the system to get as many through as
possible
• Optimized use of surgeon time
• Optimized charge capture and collection
√ 36% of reporting programs have surgeon(s) who see 80-100 patients per
day, running 6 exam rooms, with the support of 3+ FTE in clinic.
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Survey Participants
(25) Executive Directors - Academic Orthopaedic Consortium
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Taking Inventory of the Characteristics
Assumptions:
1.Efficient surgeon
2.Open access to ORs and exam rooms.

We identified 26 characteristics that most
impact “practice productivity”
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Taking Inventory of the Characteristics
Of the 26 characteristics that most impact “practice
productivity”:
8 - Access
6 - Systems & Procedures
5 - Staff
2 - Incentives & Metrics
5 - Other
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Ranking the Characteristics
SurveyMonkey
Ranked point system with scale from 1 – 7
1- (nice but not critical)………7 – (you are dead without this)
Only allowed to rank 4 of the 26 a “7”
Only allowed to rank 4 of the 26 a “6”
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Top 7 Characteristics
#1/26 (with a score of 6.38)
• Efficient appointment hub to answer calls and
schedule appropriately
Best of the Best
Abandonment Rate - 2%
Time to answer Phone Call – 2 rings or less…< 30 seconds
Hours of Operation for Appointment Hub – 7 days per week until 11 pm
Cleveland Clinic & Rothman Institute do this very well.
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Top 7 Characteristics
#1/26 (with a score of 6.38)
•

Efficient appointment hub to answer calls and schedule appropriately

Representative Comments
1.A dedicated triage team at the call center level is critical. We currently lack
this focus and function at our call center and rely on internal office staff to
manage the schedules after patients are being appointed. This results in
multiple hand-offs, inefficiency, and the inability to provide patient first call
resolution.
2.Have made our 'Call Center' specific to Ortho, which improved results
dramatically. Previously doing about 7 different departments.
3.We struggle mightily with this as we don't control the personnel
4.Keep physicians out of "managing" their own templates and placing restrictive
rules
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Top 7 Characteristics
#2/26 (with a score of 6.29)
• Surgeon Compensation Plans linked to production
(ie revenue, WRVU)

Representative Comments
“If you don't start with this - none of the other pieces fall into place”
“We currently use an wRVU model which is good for the physician because it
does not take into account for the patient's insurance. This keeps the
physicians happy but accommodations need to be made on the back end for
the practice's bottom line.”
70

Top 7 Characteristics
#3/26 (with a score of 6.21)
• Billing & Collection team that collects > 98% of
what is eligible to be collected.
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Top 7 Characteristics
#4/26 (with a score of 6.21)
• Anesthesia & Nursing who are committed to metrics
tied to room turnover and case volumes.
Best of the Best
•Very few have this in place- but nearly all want it.
•Mt. Carmel- New Albany does this extraordinarily well…room turnover
rates @ 20 mins. 1100 joints a year with some OR days ending at 330
pm. Very data driven. Kudos to Drs. Lombardi and Berend who pioneered
much of this.
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Top 7 Characteristics
#5/26 (with a score of 6.13)
• Access models that make it easy for referring
physicians and patients to be seen by someone
(with appropriate triage).
Representative Comments
“Critical to survive.”
“Even with specialization there should be a model where ANY faculty member
will see any type patient that needs to be seen that day if the appropriate
faculty is not in clinic.”
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Top 7 Characteristics
#6/26 (with a score of 6.00)
• Solid Administrator to run the practice/clinical
operations

Representative Comments
“Practice manager, not administrator to run practice, implement regulations,
with good infrastructure and support. Admin is the business end, CAO, CFO.”
“Give administrator oversight/control of clinical operations, need managers to
report directly to this person.”
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“What good administrator wouldn't say 7 to this :)”

Top 7 Characteristics
#7/26 (with a score of 5.83)
• Having access to referral networks (ie primary care
practices, other ortho practices).

Representative Comments
“Have an outreach coordinator who visits key referral sources”
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All Other Ranked Characteristics
How many of these describe you?
8. Appropriate support staff assigned to surgeon in clinic and OR to assist in moving patients through
the system
9. Adopting a “send it over” philosophy when it comes to referring MDs
10. Efficient EMR system to automate charge capture, documentation, and communication flows.
11. Being “in network” of insurance plans that tie to patients
12. Customer service surveys to measure patient and referring MD satisfaction
13. Convenient practice locations
14. Allowing referring MDS to directly call ortho surgeons for quick consults
15. Follow up communication and thank you note to referral source
16. Preparing patients before arrival to bring all required information and to complete as much as
possible beforehand
17. Mitigating clinic no shows with overbooking appt slots and patient reminders
18. People to manage/respond directly to flow of information that comes to surgeon
19. Solid doctor ratings and reputation scores on online grading systems
20. Hiring PAs to see global follow ups and to decompress surgeon schedules of non-op pts.
21. Market & Digital/Social media strategy and visibility
22. Competitive pricing
23. Being affiliated with a large system (health system; academic)
24. Follow Up communication and thank you note to patients
25. Extended clinic hours (nights and weekends)
26. Taking ER call
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Top 5 Parting Thoughts
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1.

Ortho groups who control their own hubs and who answer the
phone < 30 seconds from 7 am – 7 pm are best positioned.

2.

Pay your doctors primarily based on production

3.

Adopt a “send it over!” mantra and hire additional staff to deliver
this service promise if necessary

4.

Get paid for what you do

5.

Get your hospital to align nursing and anesthesia metrics with OR
production, under your lead, and sell the added volumes it will
bring…and negotiate for a medical directorship to get paid for it!
The “top 26” list is a good inventory to examine in comparing your
practice’s characteristics specific to how well it is positioned to drive
productivity.

2013 AOC Analysis Benchmarking
U.S. Academic Orthopaedic Departments

Appendix

Academic Orthopaedic Consortium

SURVEY METHODOLOGY
All data are de‐identified in the report.
The data were collected over a 3 month period and are more than 3 months old.
Legal Counsel was involved to be sure that the study and the structure of this report were not in violation of
anti‐trust regulation.
The benchmark analysis herein has been updated to reflect all programs that participated through February
24, 2014.
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Academic Orthopaedic Consortium

DATA REVIEW AND AUDITING
Mr. Gagnon reviewed all data as provided by the programs and communicated directly with programs
where there were questions with any data points as submitted by participating programs.
Typical questions/issues that prompted follow up included:
**Clarification and follow up to obtain any missing data
**Investigation of any unusual correlation within a reporting program (i.e. high receipts and low WRVU; Average
compensation figures that mathematically seemed implausible given reported salary ranges)
**Investigation of data significantly above/below the threshold for norms, not only among the group but in larger
context.
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One more thing…surgeon staffing ratios
58 hours per week per MD?
EMR have forever changed the workflows tied to physicians in the management of patients, shifting much of the work formerly done by admin
assistants to the clinical side of the house and falling almost squarely on the surgeon himself/herself. This provides a natural opportunity to
examine the employed workforce in the Department and in your clinics to consider:
1. Based on our workflows TODAY, do we really need each of these individuals to provide the functions they are currently providing?
Your answer is likely “no” if you have not done such an assessment post EMR implementation. What we are seeing is a shift to reduce the FTE
employed in Departments who have historically provided general admin functions and instead see an increase in those who are performing
clinical support functions. Transcription costs are now gone, as are employees who did that work (along with file clerks). Many academic
Departments are moving toward shared secretarial models of 2, 3, or more doctors being supported by 1 admin assistant…but now requiring
more help to get through clinic.
If you assume that each doctor will require at least 1 CMA type person in clinic to help get through clinic, and if that doctor has clinic twice per
week, this requires a minimum of 16 hours per week of employed labor (in this case via CMA or ATC). A high volume provider who does not have
the support of a midlevel in clinic and who is seeing 40+ patients per day may require 2 CMA helping each day in clinic, equaling 32 hours of
employed labor per week. From here, also consider the following:
2. How many hours per week are tied up in managing patient phone calls among your employed workforce?
3. How many hours per week are required to do surgery scheduling for a surgeon?
4. How many hours are required to perform the general admin that is not addressed in above (basic calendaring, updating CV, travel, letters,
etc.)
This topic of surgeon staffing ratios is indeed a hot topic and it is not one size fits all…but in the interest of starting some debate…let me throw a
number out there… 58. That 58 hours per week is a number that may work for a full time academic surgeon who works 2 days in clinic and 2 days
in the OR with 1 day of admin/research and who works 48 weeks per year. This can be optimized when the personnel are employed and then
utilized among partners and then used to cross cover when the faculty member is out those 4 weeks per year. Some are using CMAs in this model
some are using ATC. Some are using 10 hours of surgery scheduling functions per week, 8 hours of general admin per week, and then using the
remaining to employ 40 hours of help to run clinic and respond to the patient phone calls. 58. Of course on top of this it is likely that busier
faculty will also have some level of fellow, resident, and even possibly med student in clinic to help. What do you think? Let the debates begin!

Michael R. Gagnon

Disclosures

1.

Co-Founder, forMD

www.formd.com
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Orthopedic Organizations on
for[MD] also in use in OB-GYN and Pediatric Departments
Orthopaedic Programs
1.
Brown University
2.
Duke University
3.
Georgetown University
4.
Johns Hopkins University
5.
Hospital for Special Surgery
6.
Marshall University
7.
Northwestern University
8.
Ochsner Medical Center
9.
Penn State University
10.
Rothman Institute
11.
Stanford University
12.
The Cleveland Clinic
13.
Tulane University
14.
UC Irvine
15.
UC San Diego
16.
University of Arizona
17.
University of Florida
18.
University of Florida ‐ Jacksonville
19.
University of Pennsylvania
20.
University of Pittsburgh
21.
University of Virginia
22.
University of Wisconsin
23.
UT – Southwestern
24.
Wake Forest University
25.
West Virginia University

Orthopaedic Medical Societies & International
1.
Arthroscopy Association of North
America
2.
European Bone & Joint Infection Society
3.
Asia Pacific Orthopaedic Association
4.
Mid‐Atlantic Shoulder & Elbow Society
5.
MusculoSkeletal Infection Society
6.
North Carolina Orthopaedic Association
7.
The Phoenix Group
8.
World Society of Reconstructive
Microsurgery
Orthopaedic Administrator Societies
1.
Academic Orthopaedic Consortium
2.
Association of Residency Coordinators
in Orthopaedic Surgery

•

Over 20% of all US
Orthopaedists are
registered users today
with 384% growth rate
in communities over
past 12 months.

•

forMD users have 2x
the open rate via our
mobile notifications vs
some of the most
trusted orthopaedic
brands

If you do not have a forMD community, then please email
us today at greg@formd.com.

As featured on:

Thank you
(most especially to my wife and my Chairman, who empower and inspire me!)
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