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T
he NHS in England has announced 

that, as part of its strategy to save 

money and move towards a sustain-

able healthcare provision model, it will 

potentially no longer provide 17 surgical treat-

ments routinely. Some of these are surprising at 

first glance and impact directly on orthopaedic 

surgeons. Two orthopaedic procedures – knee 

arthroscopies for osteoarthritis and injections for 

non-specific back pain – are only to be provided 

on an individual request, with limited evidence 

of clinical effectiveness cited. Further procedures 

– subacromial decompression, carpal tunnel sur-

gery, ganglion excision, trigger finger release, 

and palmar digital fasciectomy – are to be 

offered only when very specific criteria are met 

(usually the exhaustion of conservative options).

Whilst this is an overt attempt to ration – and 
there are other examples (for example, triage 
for joint arthroplasty in New Zealand is, in many 
areas, now based on the Oxford score) – the rest 
of the world is also struggling to pay for its 
health care and is taking different approaches.

In the United Kingdom, Australia, New 
Zealand, and most of Europe – but not in the 
United States – the cost of health care is taken 
into account in terms of ‘cost-effectiveness’ 
when making funding decisions. In the majority 
of the world, the incremental cost-effectiveness 
ratio (ICER) is used to establish which treat-
ments will be funded first-line, which will be 
funded second-line, and which will not be 
funded at all. This is what has happened in the 
NHS. A treatment doesn’t just have to work, it 
also has to be good value. The overall costs are 
calculated using the costs to the individual, 
society, and the healthcare provider. This can 
include the finest detail, such as care costs, 
travel costs to appointments, lost tax revenue, 
and income. The effectiveness is usually meas-
ured in utility scores, which are assigned based 
on population surveys and most often 

measured in quality-adjusted life years (QALYs), 
with a value of ‘1’ representing a year of perfect 
life. These are then used to calculate the ICER 
(lower being better), which can be used to com-
pare treatments.

Perhaps most interesting is the decision 
about what is worth paying for. The figure of 
$50 000 per QALY is widely used as the ‘cost-
effectiveness’ threshold. This was based on work 
with renal dialysis patients, and is somewhat his-
torical. Worryingly, there has been work under-
taken as far back as 2008, again with renal 
dialysis patients,1 suggesting that $129 000/
QALY would be a better figure, a far cry from the 
£30 000/QALY applied by the United Kingdom’s 
National Institute for Health and Care Excellence.

With the rest of the world cutting treatments 
and slashing entitlements to funded health 
care, how is the United States managing to 
cover the costs of its own healthcare system? 
With the insurer-pays market, each insurance 
company and each policy is priced to provide 
certain benefits, which is relatively straightfor-
ward. Medicare, however, is different. There is 
rationing, but it comes in the form of waiting 
lists – and there is change in the air. Bernie 
Sanders, one of America’s most liberal senators, 
is using the term ‘cost-effectiveness’ to allude to 
implementation of a more European or 
Canadian model. With headlines including 
news that the average call-out cost of an ambu-
lance is around $2700 (for a non-emergency 
transfer),2 many patients in the United States 
are starting to rely on Uber for transportation to 
the emergency room. Like every system, there is 
only so much money available, and 30% of 
Medicare’s budget is used in care for people 
within a year of their death.

What about those procedures that the 
orthopaedic community is getting upset about 
in the United Kingdom, which are now not 
going to be so easily funded? There is NICE 

guidance recommending as a treatment both 
carpal tunnel release and palmar digital fasciec-
tomy, making them, at first glance, a surprising 
inclusion in the ‘cut-back’ list.

However, the story for these two procedures 
is different. There is no doubt that palmar fas-
ciectomy has a lower recurrence rate and is suit-
able for treatment of more complex contractures 
than the most cost-effective alternative option 
(percutaneous needle aponeurotomy (PNA)). It 
is nowhere near as cost-effective, though, so in 
instances where either treatment is suitable for 
the patient, the open surgery is only preferred 
from an ICER perspective when PNA has over a 
58% chance of failure or an 84% or higher 
chance of recurrence. According to analysis 
from the Canadian Institute for Health, this 
essentially makes PNA more cost-effective, aside 
from in patients with diffuse disease or with 
fixed joint contractures, in turn making the 
guidance seem reasonable.3

Carpal tunnel decompression (CTD) is a dif-
ferent story. Recent evidence from the United 
States and Canada4 suggests that the ICER 
actually climbs if carpal tunnel release is 
delayed, so whilst a steroid injection may seem 
cheaper, if the patient ends up with a CTD later 
on down the line, this reduces the cost-
effectiveness of the treatment as the benefit is 
seen over fewer years.

An understanding of the clinical arguments 
for and against specific treatments is important. 
However, the health economic arguments are 
becoming stronger as healthcare providers 
throughout the world try to become self-
sustaining. Sadly, as clinicians we do not really 
hold any of the cards. With a cost/QALY set at an 
unsustainably low rate, and with funders able 
to simply pull the plug on specific treatments, 
the only way we will be able to argue that our 
treatments are worthwhile is to undertake well-
designed cost-effectiveness studies.
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Pre-operative oedema 
reduction in ankle 
trauma patients
Accelerating readiness for theatre in 
ankle fracture patients requiring  
Open Reduction Internal Fixation (ORIF).

The geko™ device gently stimulates the 
common peroneal nerve, activating the calf 
and foot muscle pumps to accelerate the 
reduction of oedema. 

A statistically significant NHS study shows 
backslab plaster cast + geko™ accelerates 
readiness to theatre, compared to current 
standards of care.

www.gekodevices.com

Results show1:

2
2 days improvement 
in readiness for 
theatre on average 
per patient.

£569
Backslab plaster  
cast + geko™ saves  
an average of £569  
per patient compared 
to current care.

1.66
The geko™ +plaster 
cast = 1.66 days 
readiness totheatre 
(average).

2
With geko™ use, 
60% of patients are 
ready for  theatre in 
2 days,compared to  
27% in control arm, a 
122% improvement.

Quick & easy to fit

˚ Utilises OnPulse™
neuromuscular 
electrostimulation 
technology (NMES).

˚ Weighs just 10g.

˚ No wires or leads.

˚ Small, light and 
comfortable to wear.

˚ Silent in operation.

1. Data on file, Firstkind 2017

Supported by NICE guidance for DVT prevention -  NICE 
medical technologies guidance [MTG19] June 2014
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