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My Perspective 

 Began practice in 2002.   

 Primarily outpatient.  

 Skilled nursing patients 20-30% of time.  

  

 Patients were well stabilized in the hospital prior to transfer to SNF.  

 Then sent to SNF for rehabilitation with management of medical condition.   

 Typical stay “a month.”  

 That was the norm for just about any hospital transfer.  

 Patients knew and desired first 20 days that are 100% covered by Medicare.  

 Then usually stayed another 1-2 weeks with the 80/20% coverage.  

 Then home with Home Health. 

  

 Around 2005, patients were getting discharged from the hospital “quicker and sicker.”  

 Became more common to see TPN, surgical drains, PICC lines, tracheostomies, etc.  

 Evolved into a Med-Surg Hospital floor of the 1990’s.  

 

 2016 typical stay = 8 days +/-3 days.   
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Skilled Nursing Facility Administrator Views 
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Skilled Nursing Facility Administrator Views 

What was the LOS for a joint replacement 10 years ago? 

 •  “21-30 days.” 

 •  “20-45 days . . . some SNF’s took advantage of it.” 

 •  “100% of patients got their fully covered 20 days.” 

 

What is a typical LOS for a joint replacement now? 

 •  “A week.” 

 •  “12-15 days with a very near future goal of 7-10 days.” 

 •  “10 days or sooner.” 

 

How is it that patients are able to go home so much sooner? 

 •  “Complements to the surgeons!” 

 •  “Because the health plan case managers get them out.” 

 •  “Patients don’t want to be in a nursing home.  

     They would rather be home and are motivated to get there.” 
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Skilled Nursing Facility Administrator Views 

Are bundled payments a good thing or a bad thing?  

 •  “SNF’s don’t want payments to come from acute hospitals.” 

 •  “The federal government needed to do something to save money,  

      I’m just not sure this is the right way.”  

 •  “It’s making all the postacute services coordinate with each other better,  

      and that is a good thing.” 

 •  “It’s good for the country and Medicare to save money,  

      potentially good for patients because home is better for them if they have support,  

      not-so-good for nursing homes due to the turnover and all the pressure.” 

 •  “We don’t get included in the cost savings, but we sure get a lot of pressure.”  
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Skilled Nursing Facility Administrator Views 

What kind of pressure and from whom? 

 •  “The obvious one.  Having to get patients out fast, but not let them get readmitted.   

      It’s a double-edged sword.” 

 •  “Pressure to attract patients directly or via hospitals and orthopedists . . .  

      pressure to hire an associate orthopedist.” 

 •  “Pressure to do it all so perfectly: Meet and greet, expedient rehab and discharge,  

      but better not let the patient get readmitted.” 

 •  “No room for error.  Can’t allow any complication . . . blood too thick,  

      blood too thin . . . post-op knee is red and hot in a patient with a fever,  

      but we have to be sure it’s just a post-op fever and not an infection.” 

 •  “Pressure from the elderly patients claiming they have rights to stay longer.” 
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Skilled Nursing Facility Administrator Views 

 •  “Hospitals, managed care plans, HMO’s, case managers, orthopedists, SNFists     

      patients, families.  It really is from every angle.” 

 •  “Hospitals and government systems are keeping readmission statistics.   

      But, if a patient comes to my SNF for 10 days, then goes home, then 1 or 2 weeks     

      later gets readmitted to the hospital under Home Health care, it counts as a SNF     

      readmission.  We have no direct control or responsibility over those cases, but we   

      are held accountable.” 
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Skilled Nursing Facility Administrator Views 

How is this going to affect the free choice of patient’s to choose their SNF? 

 •  “That’s already bad and is only going to get worse.” 

 •  “Hospitals already tell patients where to go.” 

 •  “Some hospitals tell people where to go, some do soft lobbying,  

      some suggest you go closest to home, which is the right thing to do.” 

 •  “Hospital provides a list . . . but only some of the names are highlighted.” 

 •  “Some hospitals are good about encouraging patients to rehab closer to  

      their home, so that their family and friends can visit, and that’s important.” 

 •  “Patients are supposed to have free choice by regulation,  

      but it really doesn’t play out that way.” 
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Skilled Nursing Facility Administrator Views 

Are patients getting skimped on their care? 

 •  “Yes.  Being rushed from the hospital, then from the SNF, doesn’t let them focus on  

      strengthening, balance, range of motion, and pain management at their pace.  

      They are individuals, not protocols.” 

 •  “No.  Psychologically getting home faster is better for patients  

      if the continuity of care is there.” 
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Skilled Nursing Facility Administrator Views 

Any closing thoughts?  

 •  “It will be really helpful if the Medicare mandatory 3-day hospital stay is  

      eliminated.” 

 •  “I can’t believe patients are going straight home after a major joint replacement.” 

 •  “Think about it… If the health plan sends home 10 patients early,  

      and only 1 gets readmitted, then they come out ahead.” 

 •  “We really need Medicare to do TV commercials to educate the public about all    

      these changes.  The way it is right now, we have to educate each patient and  

      family one-at-a-time.” 

 •  “I’m just as nervous about the coming cardiac bundled payment.” 
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CJR Is First CMS Foray into Mandatory Bundles

Volumes and Cost Variability Make Joints a Prime Bundling Opportunity

Orthopedic Payments in Transition

As results from CMS’s bundling 

experiments have shown, joint 

replacement is a prime opportunity for 

bundled payment. With high volume 

and revenue, per-case savings for joint 

replacement can have a serious 

impact on the hospital and payer 

bottom line. Additionally, significant 

cost variability between hospitals 

suggests that savings are possible 

without compromising quality. Lastly, 

the MS-DRGs associated with lower 

extremity joint replacement—469 and 

470—offer a relatively homogenous 

patient mix, with few outliers in terms 

of complexity or cost compared to 

other surgical services.

As a result of high volumes and cost 

variability, CMS has chosen joint 

replacement for its first experiment in 

mandatory bundled payment. CJR is 

structured similarly to Model 2 BPCI. 

CJR applies to hospitals in 67 

metropolitan statistical areas (MSAs), 

which range in size from large 

metropolitan areas to smaller 

townships. Hospitals in those regions 

have no choice but to take 

responsibility for episodic cost for 

Medicare joint replacement patients, 

including the entire inpatient stay as 

well as post-acute costs up until 90 

days after discharge.

Source: Hospital Compare, https://www.medicare.gov/ hospitalcompare/search.html; 

Service Line Strategy Advisor research and analysis. 1) Hospital Consumer Assessment of Healthcare Providers and Systems, a patient satisfaction survey.

Medicare Payments and Readmissions

MS-DRG 469; Hospitals in New York, 

California, and Texas
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Comprehensive Care for Joint 

Replacement (CJR)

Episode length90 days

Baseline savings target3%

Duration of CJR Model

2016-2020

Increased Medicare spending 

has no clear effect on quality

• Scope: Begins April 2016 in 67 regions

• Episode: Includes all Medicare Part A and 

Part B spending on patients with MS-DRGs 

469 and 470 from admission until 90 days 

after discharge, encompassing anchor 

hospitalization, physician fees, post-acute 

care, outpatient services, and readmissions

• Payment: CMS pays fee-for-service 

throughout the year, then assesses spending 

at the end of the year

– Hospitals must achieve 3% savings for all 

Medicare spending relative to an index of 

historical and regional spending

– Hospitals that beat the savings target are 

eligible for an award payment, those that 

go over will need to repay the difference

• Quality tracking: CMS lowers the savings 

target for hospitals scoring well on 

complications and HCAHPS1
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CJR, MSSP Track 3, and Next-Gen ACO Filling Out the Continuum 

Source: CMS, Financial Leadership Council analysis. 

CMS Charting a Path Toward Greater Risk 
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5-Year Pilot with View to National Expansion  

 

Program Starts April 1, 2016 

2015 2016 2017 2018 2019 2020 

We are here, 

December 8, 2015 

Year 1 starts, 

April 1, 2016 

Year 2 starts, 

Jan 1, 2017 

Year 3 starts, 

Jan 1, 2018 

Year 4 starts, 

Jan 1, 2019 

Year 5 starts, 

Jan 1, 2020 

9 Months 12 Months 12 Months 12 Months 12 Months 

CJR Performance Periods 

Downside risk 

commences 
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Source: CMS, Financial Leadership Council analysis. 

 

Central Elements of CJR Bundles 

Definition Why  It’s  Important 

Episode of 

Care 

Target Price 

Reconciliation 

Process 

Quality 

All care related to MS-DRG 469 or 

470 discharges during anchor 

hospitalization and 90 days post-

discharge (all Medicare Part A and B) 

The program holds hospitals 

accountable for financial 

responsibility for spending across the 

entire episode of care 

CMS spending goal for an episode of 

care; a target that is 3% lower 

(discounted) than historical/regional 

spending performance 

This is the benchmark that your 

episodic spending will be judged 

against 

Process used to determine difference 

between hospital performance 

(actual episode spend) and target 

price 

This is the process CMS uses to 

determine if it will make a 

reconciliation payment to you, or if 

you will receive a repayment 

Specific measures that CMS has 

defined as important indicators of 

quality for CJR episodes of care 

Quality performance determines the 

discount required and whether your 

organization is eligible to receive a 

reconciliation payment  
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Key Elements Waived to Help Test Delivery Model Changes 

Source: CMS, Financial Leadership Council analysis. 

1) G9490 will have the same RVUs as HCPCS code G9187 

2) Work and MP RVUs crosswalk to 99202-99205 and 99212-99215 

CJR Program Waivers 

Waiver  of  “Incident  To”  Direct  Supervision  Requirement  for  post  

discharge home visits 

Non-physician and clinical staff permitted to provide home visits - for 

beneficiaries  that  don’t  qualify  for  home  health  services  -  under general 

supervision  (meaning  physician  doesn’t  have  to  be  present)  for  CJR  

related discharges.  Up to 9 visits may be billed under during the 

episode under G94901 

Telehealth Services 

CMS waives the geographic site requirement for telehealth, allowing 

CJR patients to receive telehealth services no matter where they are 

located, even if they are not considered rural status. Remote visits 

(in-home) billed under new G-codes G9482 – G94892 

Skilled Nursing Facility Three-Day Rule 

Starting in performance year 2, CMS will waive the SNF 3-day 

rule if a patient is discharged to a SNF with at least a three star 

quality rating in 7 of the last 12 months (ratings available at 

Nursing Home Compare website) 

28 
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Literature Review 

EARLY RESULTS OF A TOTAL JOINT BUNDLED PAYMENT PROGRAM:  

THE BCPI INITIATIVE 

Cleveland Clinic  (Froimson, 2013) 

  

 The first community hospital to go live for risk during first phase  

      (out of 450 hospitals).  

  

   Historic   Current   Calculated Change 

  

Discharge to home  22%  68%    46% 

  

Discharge to SNF   78%  32%    46% 

 

SNF LOS  11.2 days 7 days   4.2 days 
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Literature Review 

THIRTY-DAY READMISSION RATES AS A MEASURE OF QUALITY:   

CAUSES OF READMISSION AFTER ORTHOPEDIC SURGERIES  

AND ACCURACY OF ADMINISTRATIVE DATA 

Journal of Healthcare Management  (McCormack, 2013) 

  

 Assessed medical records of all post-procedure patients readmitted within 30 days  

     from 2007 to 2009.   

 

 “Unplanned” readmission = any complication, surgical or nonsurgical.  

 

 Three main causes of readmissions were:  

 60% = Surgical site infections (most costly)  

 ~20% = Wound complications (pain, bleeding, etc.) 

 18.2% = Medical issue/ nonsurgical complication (DVT, PE, CHF, etc.) 

  

 Risk of readmission is increased by 55% when care is of relatively low quality.  
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Literature Review 

INCIDENCE OF AND RISK FACTORS FOR 30-DAY READMISSION  

FOLLOWING ELECTIVE PRIMARY TOTAL JOINT ARTHROPLASTY 

The Journal of Arthroplasty  (Pugely, 2013) 

  

 2011 data from American College of Surgeons – National Surgical Quality 

Improvement Program (ACS-NSQIP) 
 

 8,105  THA patients with overall readmission rate = 4.2%.  

 11,814  TKA patients with overall readmission rate = 4.6%.  

  

 Causes:  
 

 wound infections 

 sepsis  

 thromboembolic  

 cardiac  

 respiratory  
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 THA predictors:  

 

 obesity    (P = 0.008) 

 steroid use    (P = 0.037) 

 bleeding disorder   (P = 0.002)  

 dependent functional status  (P = 0.022)  

 high ASA class   (P < 0.001)  

 

 

 TKA predictors:  

 

 age    (P = 0.002)  

 male gender    (P = 0.03)  

 cancer history   (P = 0.008) 

 elevated BUN   (P = 0.002)  

 bleeding disorder   (P < 0.001)  

 high ASA class   (P < 0.001)  
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Literature Review 

FACTORS AFFECTING READMISSION RATES FOLLOWING  

PRIMARY TOTAL HIP ARTHROPLASTY  

The Journal of Bone & Joint Surgery  (Mednick, 2014) 

 

 2011 data from American College of Surgeons –  

     National Surgical Quality Improvement Program (ACS-NSQIP) 

  

 9,411 patients with CPT 27130 Primary Total Hip Arthroplasty  

 

 3.65% thirty-day readmission rate  

 

 Risk factors:  
 Diabetes (P < 0.001)  

 COPD (P < 0.001)  

 Bleeding disorders (P < 0.001)  

 Preoperative Blood Transfusion (P = 0.035)  

 Corticosteroid Use (P < 0.001)  

 Dyspnea (P = 0.001)  

 Previous Cardiac Surgery (P = 0.002)  

 Hypertension (P < 0.001)  
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 PREOPERATIVE  

     Independently associated risk factors 
 

 Higher likelihood of readmission:  
 BMI > 40   

 odds ratio, 1.941 [95% CI, 1.019 to 3.696]; P = 0.044  

 Preoperative Corticosteroid Use   

 odds ratio, 2.928 [95% CI, 1.731 to 4.953]; P < 0.001 

 
 Lower likelihood of readmission:  

 High Preoperative Albumin    

 odds ratio, 0.688 [95% CI, 0.477 to 0.992]; P = 0.045  

 

 POSTOPERATIVE  

     Independently associated with a higher likelihood of readmission 
 

 Surgical Site Infection  

 Pulmonary Embolism  

 Deep Venous Thrombosis  

 Sepsis  
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Literature Review 

DISCHARGE DESTINATION AFTER REVISION TOTAL JOINT ARTHROPLASTY: AN 
ANALYSIS OF POSTDISCHARGE OUTCOMES AND PLACEMENT RISK FACTORS 

Journal of Arthroplasty  (Keswani, 2016) 

 

 2011 to 2013 American College of Surgeon’s National Surgical Quality Improvement 
Program (ASC-NSQIP) 

 9973 Revision Total Joint Arthroplasty (RJR) patients 

 

 DISCHARGE DISPOSITION:  
 66% to home 

 23% to SNF 

 11% to IRF  

 

 30-DAY READMISSION RATES:  
 6.1% from home  

 9.3% from “nonhome” (SNF or IRF)  

  

 CONCLUSION:  
 1.3 times more likely to be readmitted from SNF vs home 

 1.51 times more likely to be readmitted from IRF vs home  
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Literature Review 

DOES DISCHARGE DISPOSITION AFTER PRIMARY TOTAL JOINT  

ARTHOPLASTY AFFECT READMISSION RATES? 

Journal of Arthroplasty  (Bini, 2010) 

 

 90-day readmission rates for 9150 patients following THA or TKA (2001-2004) 

 If discharged to SNF (versus home), then had higher odds of hospital readmission.  

       

     90-day Readmit Rate 

 3432 THAs    2.9% 

  LOS 3.61  

   2840 DC to home  2.4% 

   592 DC to SNF  5.2% 

 5718 TKAs   3.5% 

  LOS 3.63  

   4863 DC to home  3.3% 

   855 DC to SNF  4.4% 
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 If discharged to home, then a surgical complication was the most common cause.  

 

 If discharged to SNF, then a medical complication was the most common cause.  

 

 Patients discharged to SNF are sicker and therefore predisposed to complications.  

 

 This study was consistent with other articles that found that the majority of patients 

discharged to SNF were older, female, and with a higher ASA score.  
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Literature Review 

THIRTY-DAY READMISSION RATE AND DISCHARGE STATUS FOLLOWING TOTAL 

HIP ARTHROPLASTY USING THE SUPERCAPSULAR PERCUTANEOUSLY-

ASSISTED TOTAL HIP SURGICAL TECHNIQUE (SuperPATH) 

International Orthopaedics  (Gofton, 2015) 

 

 479 SuperPATH THA cases reviewed - multicenter, retrospective 

  

 “Reduced 30-day all-cause readmission rates (2.3% vs 4.2%)  

      and more were routinely discharged home (91.5% vs. 27.3%)” 

  

 “Allows for same day ambulation and no standard postoperative patient    

      restrictions.”  (mean hospital length of stay of 1.6 days)   

 

 Implication  Further minimizes discharges to SNF 

 

 91.5% discharged to home, 4.1% discharged to SNF 
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Literature Review 

 

 “Has the potential to significantly reduce post-discharge costs.”   

 

 Decreased 30-day readmissions plus fewer patients discharged to post-acute care  

     facilities suggested a combined cost reduction of 66.2%. 

 

 Implication  Increased competition amongst SNFs for fewer patients 

 

 “Higher patient turnover potentially allows for more procedures to be performed.” 

 

 Implication  Will Medicare save or spend more? 
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Patient Education Sets Expectations for Entire Care Episode

Clear Expectations Activate Patients to Advocate for Low LOS,1 Impactful Care

7 – Patient Education

Many programs have introduced pre-

surgical educational seminars for joint 

replacement patients. In these 

seminars, patients are introduced to 

the care pathway and protocols that 

will be used, the care team, the 

technology involved, and post-surgical 

discharge expectations. This process 

serves to educate and empower the 

patient on what to expect from surgery.

Patient navigators and ancillary staff 

usually take the lead in these 

educational sessions. Supported by 

standardized materials and models 

explaining surgeries, patient navigators 

introduce the surgery and explain the 

care episode to prospective patients. 

These sessions offer providers the 

opportunity to set patient expectations 

for high-quality and cost-effective care. 

When expectations of shorter, clinically 

appropriate length of stay are 

incorporated into lessons, patients 

advocate for quicker discharge in order 

to get home sooner. 

Similarly, emphasizing the importance 

of clinically appropriate post-acute care 

can dispel expectations of a SNF stay 

among patients who would be better 

served by discharge to home.

Source: Mancuso, et al., “Randomized Trials to Modify Patients’ Preoperative Expectations of Hip and Knee Arthroplasties,” Clinical 

Orthopaedics and Related Research, 466(2), 2008: 424-431; Yoon et al., “Patient Education Before Hip or Knee Arthroplasty Lowers 

Length of Stay,” The Journal of Arthroplasty, 25 (4), 2010: 547-551; Service Line Strategy Advisor research and analysis.1) Length of stay.

Curriculum Impact

Education

• Explain care pathway, procedure

• Outline rapid rehabilitation exercises

Expectations

• Set expectations for quick return to home

• Establish discharge plan

• Match care team’s goals, expectations

Patient Confidence

• Familiarity with procedure and care 

team reduces patient anxiety

Accelerated Treatment 

• Patient expectations contribute 

to length of stay

• Patient knowledge of postoperative 

protocols eases rapid rehabilitation

3.9 4.1 

3.1 3.1

Without Education With Education

Total Hip Replacement Total Knee Replacement

Pre-surgical Education Curriculum and Impact on Patient Confidence

Impact of Pre-surgical Education on Length of Stay (Days)

2010

n=177 total hip replacement patients; n=143 total knee replacement patients
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Predicting Location after Arthroplasty Nomogram (PLAN) 

Cleveland  Clinic’s  Joint  Replacement  Discharge  Prediction  Tool 

 

Physician Executive Council 

Patient Information to Collect 

• Patient Age:  ____       Patient BMI:  _____   

• Procedure:           Primary TKR          Primary THR         Revision of TKR       Revision of THR        Bilateral TKR 

• Active Comorbidities 

• Heart Disease:       No      Yes, Active Monitoring         Yes, but No Active Monitoring 

• Diabetes:    No Yes 

• Hypertension:        No Yes  

• COPD:                  No Yes 

• Joint Infection       No       Yes 

• Arthritis, multiple joints:   No    Yes 

 

• Pre-op ambulation:  (select one of the following)   

• Independent Community Distances        

• Impaired Community Distances       

• Impaired Home Distances       

• Minimal or Wheelchair Bound 

 

• Number of entry steps:  _____ 

• Bathroom location:      1st floor          2nd floor                 Bedroom location:       1st floor        2nd floor 

• Caregiver support:        Inconsistent/none        Occasional available (2-4 days/week)         Consistent/live-in (5-7 days/week)        

• Home location:        Up to 150 miles away                   Over 150 miles away 

 

How to Predict Discharge Location 

There are two ways users can use the information to predict post-discharge location: 

• Download and print the nomogram 

• Click here to download a reprint of the nomogram 

• Print tool and map each patient characteristic to each line, drawing a straight line between the response and point 

score.  Sum total score and draw a straight line to the probability of rehab line at the bottom.   

OR  

• Use the free calculator available online 

• Go to rcalc.ccf.org, scroll down and open the joint replacement calculator 

• Enter  pa tient  characteristics  collected  ab ove  and  click  “submit”  to  find  the  pa tient’s  pr oba bility  of  not  being  

discharged to home. 

• Projected post-op weight bearing (select one)  

• Full or weight-bearing as tolerated 

• 50%-75% 

• 25% 

• Touch-down weight bearing or non-

weight bearing 

Source: Barsoum WK,  et  al.,  “Predicting  patient  discharge  disposition  after  total  joint  arthroplasty  in  the  United  States,”  J  Arthroplasty,  

25, no. 6(2010):  885-92, http://www.ncbi.nlm.nih.gov/pubmed/19729270; Physician Executive Council interviews and analysis. 
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PREDICTING PATIENT DISCHARGE DISPOSITION AFTER  

TOTAL JOINT ARTHOPLASTLY IN THE UNITED STATES 

Journal of Arthroplasty  (Barsoum, 2010) 

 

 517 patient charts  

 Created the nomogram  

 1993 LOS 8.0 days for lower extremity TJA  

 Decreased by about 50% 

 2005 LOS:  

 3.8 days for TKA 

 4.7 days for Revision TKA 

 4.2 for THA  

 6.1 for Revision THA  

 Year 2030 projected growth increases: 

 673%  TKA   

 174%  THA 
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 TJA Revision burden to double by 2015 (knees) and 2026 (hips), which is 
approximately 10% per year 

 

 Preoperatively predicting a patient’s discharge disposition is valuable to the 
hospital, clinicians, patients, and families in preparing for postoperative care.  

 

 A study found that the main concern of the patient was the notion of feeling safe.  
The absence of a caregiver was found to be a significant factor (P=0.002).  Little 
attention is given to psychological and social factors.  It is not uncommon for 
patients to feel reluctant about directly home after arthroplasty.   

 

 The ability to preoperatively counsel a patient and give them the expectation that 
they will likely be physically ready to go home may help alleviate patient reluctance 
and improve readiness for discharge and overall satisfaction. 

 

 Hence . . . The “PLAN” & The Nomogram  

  

 rcalc.ccf.org  (free calculator) 
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Literature Review 

DOES “6-CLICKS” DAY 1 POSTOPERATIVE MOBILITY SCORE PREDICT 

DISCHARGE AFTER TOTAL HIP AND KNEE ARTHROPLASTIES? 

Journal of Arthroplasty  (Menendez, 2016) 

 

 2014  

 744 patients undergoing primary THA or TKA 

  

 Activity Measure for Post-Acute Care (AM-PAC)  “6-Clicks” Mobility Score  

 

– Versus –  

 

 Base Model (Age, Sex, Charlson Comorbidity Index, Procedure Type) 

  

 Score collected by Physical Therapists within 24 hours of surgery 
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 Determined the utility in predicting:   
 

 1) Discharge disposition after TJA  

 2) Accuracy in estimating prolonged hospital stay  

 3) Readmissions  

 4) Emergency department visits  

 

 RESULTS:  AM-PAC “6-Clicks” superior to the base model 
 

 1) 22% better 

 2) 32% better  

 3) No significant difference 

 4) 27% better  

 

 CONCLUSION:  
 

 AM-PAC “6-Clicks” is a valid, simple tool for predicting disposition after TJA.  

 

 www.AM-PAC.com 

 www.PAC-Metrix.com 
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Timed Up and Go (TUG) Test 

Source:  “Timed  Up  and  Go  Test,”    Orange  County  Aging  Services  Collaborative,  

http://www.ocagingservicescollaborative.org/wp-content/uploads/2014/07/Timed-Up-and-Go-TUG.pdf; 

Physician Executive Council interviews and analysis.   

Physician Executive Council 

Equipment:  

• Armchair 

• Tape measure 

• Tape 

• Watch 

 

Setup:  

• Have the patient sit correctly (hips all of the way to the back of the seat) in a chair with arm rests. The chair should be 

stable and positioned such that it will not move when the patient moves from sit to stand.  

• Place a piece of tape or other marker on the floor 3 meters away from the chair so that it is easily seen by the patient. 

 

Instructions:  

• On the word “GO”  the  pa tient  should  stand  up, walk to the line on the floor, turn around, walk back to the chair, and sit 

down.  

• The examiner should start timing  on   th e  word  “GO”  an d  stop  timing  when  the  patient is seated again correctly in the 

chair with his or her back resting on the back of the chair. 

 

Notes: 

• The patient should wear his or her regular footwear.  

• The patient should walk at his or her regular pace.  

• The patient may use any gait aid normally used during ambulation but may not be assisted by another person.  

• The patient is allowed to use the arm rests during the sit – stand and stand – sit movements.  

• There is no time limit. The patient may stop and rest (but not sit down) if needed.  

• The patient should be given a practice trial that is not timed before testing.  
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Timed Up and Go (TUG) Test (cont.) 

Source:  “Timed  Up  and  Go  Test,”    Orange  County  Aging  Services  Collaborative,  

http://www.ocagingservicescollaborative.org/wp-content/uploads/2014/07/Timed-Up-and-Go-TUG.pdf; 

Physician Executive Council interviews and analysis.   

Physician Executive Council 

Interpreting Results:  

• Results correlate with gait speed, balance, functional level, and the ability to go out. Results can change over time.  

• Normal, healthy elderly usually complete the task in ten seconds or less. Very frail or weak elderly with poor mobility 

may take 2 minutes or more. 

Normative Reference Values by Age 

Age Group Time (in seconds) 95% Confidence Interval 

60-69 years 8.1 7.1-9.0 

70-79 years 9.2 8.2-10.2 

80-99 years 11.3 10.0-12.7 

Cut-off Values Predictive of Falls 

Group Time (in seconds) 

Community dwelling frail older adults >14 associated with high fall risk 

Frail older adults  

> 30 predictive of requiring assistive 

device for ambulation and being 

dependent in activities of daily living 
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Risk Assessment and Prediction Tool (RAPT) 

Six question tool identifies patients most suitable for home discharge 

Source: Hanson  VJ,  et  al.,  “Does  the  Risk  Assessment  and  Prediction  Tool  Predict  Discharge  Disposition  

After  Joint  Replacement?,”  Clin Orthop Relat Res., 473, no. 2, (2015) 597–601: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4294888/; Physician Executive Council interviews and analysis.  

Physician Executive Council 

Question Scoring Enter Score Here 

What is your age group? 
50-65 years:  2 

66-75 years:  1 

What is your gender? 
Male:      2 

Female:  1 

How far, on average, can you walk?  

(A block is 200m.) 

Two blocks or more:  2 

1-2 blocks :                1 

Housebound (most of the time):  0 

Which gait-aid do you use, more often 

than not? 

None:                      2 

Single-point stick:   1 

Crutches/frame:      0 

Do you use community supports, e.g., 

home help, meals-on-wheels? 

None or one per week:  1 

Two or more per week:  0 

Do you live with someone who can care 

for you after your operation? 

Yes:    3 

No:      0 

TOTAL 

Score Time (in seconds) 

< 7 Higher-risk patient, patient should consider post-acute rehab or SNF settings 

7-10 Intermediate-risk, use additional tools to predict setting and reduce patient risk 

>10 Low-risk patient,  should  prepare for home discharge 

Interpreting  RAPT Score:  

• Score  interpretations  below  are  ba sed  on  Hansen  VJ,  et  al,  “D oes  th e  Ri sk  Assessment  and  Prediction  Tool  Predict  

Discharge  D

i

sposition  After  Joint  Replacement”  which  validates  score  in  a  US   setting. 

• Predictive accuracy may be low for scores between 7 and 10; consider supplementing with PLAN tool if not already 

 

Calculating RAPT Score:  

• Answer each question and enter score in the far right column, then enter total score in the bottom row.   
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Knee Replacements 

Need to Contain Costs for High-Volume Procedures 

Source: HCUP Nationwide Inpatient Sample (NIS);  Wilson NA, et al., “Hip and Knee 

Implants: Current Trends and Policy Considerations,” Health Affairs (Millwood), 27 

(2008): 1587–1598; Physician Executive Council interviews and analysis. 

Increasing Threat to Joint Replacement Profitability 
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Source: CMS, Financial Leadership Council analysis. 

1) Displayed figures do not reflect removal of special payment provisions 

outside of IPPS (VBP, HAC, Readmissions, DSH, IME etc.), nor 

include risk adjustment for hip fractures 

http://innovation.cms.gov/initiatives/ccjr/ 

Census Divisions Determine Regional Boundaries 

1. New England 

469 - $47,928 

470 - $24,858 

2. Middle 

Atlantic 

469 - $52,028 

470 - $27,406 

3. East North 

Central 

469 - $50,954 

470 - $25,480 

4. West North 

Central 

469 - $46,189 

470 - $23,800 

8. Mountain 

469 - $47,925 

470 - $23,734 9. Pacific 

469 - $48,874 

470 - $23,425 

Average Regional Historical Episodes1 CY 2012 – CY 2014 

5. South 

Atlantic 
469 - $51,239 

470 - $25,989 

6. East South 

Central 

469 - $50,328 

470 - $26,345 

7. West South 

Central 
469 - $55,448 

470 - $27,464 

Assigning MSA splitters based on population 

CMS will assign facilities within MSA to a census divisions 

based on distribution of population within a given MSA 
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Implant Costs Main Source of Internal Savings for Joint Replacement

Data Sharing and Physician Buy-In Imperative for Negotiation Success

5 – Implant Negotiation

Joint replacement implant costs vary 

extensively between hospitals. 

Historically, implants have served as a 

key physician preference item, which 

limited hospital control over spending. 

With physicians historically reluctant to 

change implants but largely unaware 

of cost, many hospitals have struggled 

to contain spending. 

Physician buy-in is key to successful 

implant price negotiation. Under 

bundled payment, gainsharing 

provides physicians with a stake in 

savings, making them more likely to 

support hospital administrators in 

implant negotiation and 

standardization.

Three common strategies for implant 

price negotiation, percentage off list 

price, capitated pricing, and 

standardizing vendors, help cap 

spending. The percentage off list price 

strategy offers an easy, short-term 

opportunity: it can be applied to 

individual vendors and does not restrict 

physician choice. Capitated pricing and 

vendor standardization require more 

intensive negotiation and strong 

physician buy-in for vendor 

negotiations and utilization patterns, 

but these strategies also offer greater 

savings opportunities. 

Source: Robinson J, et al., “Variability in Costs Associated with Total Hip and Knee Replacement Implants,” 

Journal of Bone and Joint Surgery, (94)18, 2012; Service Line Strategy Advisor research and analysis. 

Device Cost as Proportion of Surgical Cost

Unilateral Joint Replacements, 61 California Hospitals
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Literature Review 

MEASURING THE HOSPITAL LENGTH OF STAY/READMISSION  

COST TRADE-OFF UNDER A BUNDLED PAYMENT MECHANISM 

5th Biennial Conference of the American Society of Health Economists  (Carey, 2014) 

  

 “The cost of an additional day of stay was offset by expected cost savings from an    

       avoided readmission in the range of 15% to 65% of the cost of the additional day.” 
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Literature Review 

COST ANALYSIS OF TOTAL JOINT ARTHROPLASTY READMISSIONS IN A  

BUNDLED PAYMENY CARE IMPROVEMENT INITIATIVE 

Journal of Arthroplasty  (Clair, 2016) 

 

 2013 January through December 

 664 Primary TJA patients  

 90-Day Readmission Window  

  

 SURGICAL COMPLICATIONS:  

 54% of THA readmissions  

 44% of TKA readmissions  

 

 Average cost:  

 THA $36,038 (range $6,375 - $60,137)  

 TKA $38,953 (range $4,790 - $104,794)  ($27,979 without outlier) 
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Literature Review 

 MEDICAL COMPLICATIONS:  

 46% of THA readmissions  

 56% of TKA readmissions  

 

 Average cost:  

 THA $22,775 (range $5,678 - $82,940)  

 TKA $24,183 (range 3,306 - $186,069)  ($11,682 if eliminated outlier) 
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Literature Review 

COST BURDEN OF 30-DAY READMISSIONS FOLLOWING  

MEDICARE TOTAL HIP AND KNEE ARTHROPLASTY 

The Journal of Arthroplasty  (Bosco, 2014)  

  

 2,572 patients from 2009 to 2012 with THA, TKA, rTHA, rTKA   

 
 $17,103 = estimated cost of each readmission of THA (= 4.3% cost burden)  

  

 $13,008 = estimated cost of each readmission of TKA (= 2.8% cost burden) 

  

 Readmission rate = 2.4% for both. 

 

 

 FORMULAS: 

  
 Cost Burden = 30-Day Readmission Cost/Total Medicare A Payment 

 
 Readmission Cost Ratio (RACR) = Cost Burden/Readmission Rate 
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Literature Review 

 THA RACR = 1.8.   

     This means each 1.0% increase in readmission rate,  

     results in 1.8% increase to cost burden. 

 

 TKA RACR = 1.2.   

     This means each 1.0% increase in readmission rate, 

     results in 1.2% increase to cost burden. 

 

 Using Gofton numbers* 4.2%  2.3% RR = $32,496 saved per 100 cases THA  
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Literature Review 

BUNDLED PAYMENTS IN TOTAL JOINT ARTHROPLASTY:  TARGETING 

OPPORTUNITIES FOR QUALITY IMPROVEMENT AND COST REDUCTION  

Clinical Orthopaedics and Related Research  (Bozic, 2014) 

  

 250 Medicare beneficiaries followed  

  

 Mean cost = $25,568 for primary TJA, $50,648 for revision TJA.  

  

 Readmission rate = 10%  

     (5% for primary, 33% for revisions with major comorbidities) 

 

 36% of the cost was attributable to post-discharge payments.  

 

 Over 80% of these costs were attributable to discharging patients to post-acute care 

facilities (70%) and readmissions (11.2%). 
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 ETHICS: 

 

 “Bundled payments also have the potential to create incentives to withhold care.  

       Therefore, bundled payments require quality monitoring to assure that providers  

       do not skimp on care.” 

 

 “Bundled payment methodologies could encourage hospitals and physicians to avoid  

       providing care for more complex patients with multiple comorbid diseases, 

       leaving this vulnerable population with limited access to care.  

       Strategies tested in other bundled payment models such as outlier payments,  

       required reinsurance, and gain/loss caps can help to mitigate the incentive to  

       ‘cherry pick’ only healthy patients” (Sood). 
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Hospitals May Provide Beneficiaries Incentives to Aid Recovery 

Source: CMS, Financial Leadership Council analysis. 

Influence  But  D

o

n’t  Restrict  Patient  PAC  Choice 

Hospitals Cannot 

Restrict Patient 

Choice 

Patient Engagement Incentives 

• CMS Finalizes proposal allowing hospitals 

to  provide  “

i

n-kind”  patient  engagement  

incentives 

• Incentives must be related to care and 

provide preventive care or advance clinical 

goals 

• Hospitals can lend technology/equipment 

worth up to $1,000, must retain ownership 

of items >$100 value 

Beneficiary Considerations 

• Hospital must; notify patients that they 

are a CJR participant 

• Explain participation will not impact 

care 

• Notify that freedom of choice is 

unaffected 

• Inform patients of partners they have 

financial arrangements with 

Hospitals Can Recommend 

PAC Providers and Sharing 

Arrangement Partners  

“Participant  hospitals  may recommend 

preferred providers and suppliers, 

consistent with applicable statutes 

and regulations…” 

Providers are not allowed to provide 

patients with a restricted provider 

list, must offer all PAC options 

Item or service must advance goals of the 

model – drug regiments, reduction of 

readmissions and complications from LEX 

joint replacement and procedures 

Managemet of chronic diseases that might 

be affected by LEXJR procedure. 

 

 

Cannot charge collaborators a fee to be 

included 

Bneficiaies retain full right – patient 

Steering is not permissible – patients may 

still receive medicare services with no 

restrictiions – this only impacts the 

hospitals 

NOTIFYING PATITNES = CMS will provide 

a template – if risk sharing must notify 

beneficiary of the model – this is the 

method CMS recommends will focus on 

the requirements that the beneficiary 

receive  all  me d ically  ne ces sary  se rvices…. 
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WHAT FINANCIAL INCENTIVES WILL BE CREATED BY MEDICARE  

BUNDLED PAYMENTS FOR TOTAL HIP ARTHROPLASTY? 

Journal of Arthroplasty  (Clement, 2016) 

 

 553 Medicare patients (age 65+) 

 Primary Unilateral THA  

 Financial data collected over a 2-year period  

 Only looked at costs of hospitalization and readmissions (not postacute care) 

 RESULTS - Increased costs were associated with:  

     Regression coefficient 

 Advanced Age  (P < 0.001)  $155/yr  

  

 Elevated BMI  (P = 0.005)  $107/BMI point  

  

 Due to Fracture  (P < 0.001)  $2,775  

  

 Higher ASA Score  (P < 0.001)  $2,137/ASA grade  

  

 MCC’s  (P < 0.001)  $4,892/complication 

 (Medicare modifier for major complications)  
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Literature Review 

CONCLUSION:  

 

 Bundled payments should be adjusted upward by the aforementioned amounts 

(regression coefficients above). 

 

 Furthermore, these figures likely underestimate costs in many bundling models 

which incorporate larger proportions of postdischarge care.  

 

 Failure to adjust for factors affecting costs may create barriers to care for specific 

patient populations. 
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Strengthen Key 
Infrastructure 

Control 

Admission 

Costs 

Optimize 

Post-

Acute 

Care 

Reduce care variation (infection rates, 

ICU days, consult patterns, LOS) 

Reduce variable costs (implantables, lab, 

ancillary, pharmacy)  

Reconsider fixed costs (labor 

mix, overheads) 

Improve patient experience 

(discharge process, care plan 

education) 

Manage post-acute provider 

variation (readmissions, quality 

outcomes, LOS) 

Ensure care plan compliance 

(visit completion, medication 

management, PT progress) 

Physician engagement 

• Formal structures for physician alignment 

• Aligned incentives, gainsharing 

• Shared infrastructure (e.g., IT, care coord.) 

Post-acute alignment 

• Formal relationships with key providers 

• Clear care coordination processes 

• Transparent quality metrics 

Clinical pathways and care coordination 

• Clear protocols and care pathways 

• Care coordination infrastructure 

Quality, financial and cost management tools 

• Opportunity identification 

• Monitoring and performance management 

Growth strategy (exploring expansion to commercial plans, consumer bundles) 

Prioritize Your Cost Savings Opportunities 

Strategic and Operational Levers for Winning Under CJR 

Source: Financial Leadership Council analysis. 
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Sharing Arrangements 

• Participant hospital is responsible for 

episode spending and bears financial risk 

• Hospitals allowed to share in the reward 

and  risk  with  “collaborators”  through  

sharing arrangements, terms cannot 

incentivize volumes or restrict services 

when required 

• Potential collaborators:  

• SNFs/HHAs/LTCHs/IRFs  

• Physician Group Practices 

• Physicians 

• Non-physician practitioners 

• Providers and suppliers of outpatient 

therapy 

Finalized Collaborator Agreements Worth a Closer Look 

Source: CMS, Financial Leadership Council analysis. 

1) OIG/CMS joint statement issued at: https://www.cms.gov/Medicare/Fraud-and-

Abuse/PhysicianSelfReferral/Downloads/2015-CJR-Model-Waivers.pdf  

Sharing in the Risk and Reward 

General Sharing Requirements 

• Providers must have detailed  “collaborator  

agreement”  to  be  eligible  for  reconciliation  or  

repayment must include details such as:  

• Methodology for verifying internal cost 

savings 

• Full scope of gainsharing and financial terms 

of the arrangement 

• Description of how outcomes/success will be 

measured including quality performance 

• Collaborators must meet quality requirements set 

by acute care hospital, contribute to care redesign 

• Must furnish a billable service within the CJR 

episode in the relevant year 

• PGP collaborators must have one physician/non-

physician member who furnished service to CJR 

beneficiary and clinically involved in CJR at the 

hospital in the specific calendar year, must 

participate in CJR care redesign 

 

 

Sharing Arrangement Requirements 

• Participant hospital provides scheduled and 

unscheduled access to all documentation for 

CMS, OIG, Comptroller General review 

 

• P533 goes into scripting – how physicians can 

be involved in CJR 

• 557 

• Some pretty specific requirements – 13 

changes in all to the proposal 
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Postoperative Care Coordination Increases Mobility 

• Prior to discharge, 

patients receive a 

personal recovery plan 

including physical therapy 

schedules, ambulation 

goals, and medication 

reconciliation 

• Confirmation that all at-

home equipment (cane, 

walker, etc.) were ordered  

and delivered  

• 2-3 days post 

discharge, patients visit 

anti-coagulation clinic 

to ensure anticoagulant 

levels are appropriate 

• Follow up nursing call 

one week post 

discharge to assess 

compliance and 

satisfaction 

• Two orthopedic clinic 

visits (two weeks and 

then three months 

postdischarge) 

• Optional weekly 

telemedicine visits for 

the first month, then 

monthly until nine 

months postoperative 

 

Standardized 

Recovery Plan 

Anti-coagulation 

Clinic 

Patient 

Follow Up 

Source: UC Irvine Health, Orange, CA; Physician 

Executive Council interviews and analysis. 

Overview of the Post Discharge Pathway 
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Early Results from UC Irvine Health 

Sources: Garson L, et al., “Implementation of  Total Joint Replacement-Focused 

Perioperative Surgical Home: A Management Case Report,” Anesthesia & Analgesia, 118, 

no. 5 (2014): 1081-1089; Steiner C, et al., HCUP Projections: Mobility/Orthopedic Procedures 

2003 to 2012. 2012. Accessed:  http://www.hcup-us.ahrq.gov/reports/projections/2012-03.pdf; 

UC Irvine Health, Orange, CA; Physician Executive Council interviews and analysis. 

Joint Replacement Home Improves Quality 

Hip Knee

Average Length 

of Stay 

3.9 

Hip Knee

4.2% 

1.1% 

30-Day 

Readmissions Rate 

4.6% 

UC Irvine Health  National Average 

2.7 

3.3 

2.6 

0% 

Other Quality Outcomes 

Intraoperative 

blood transfusions 0% 

Postoperative 

transfusions (Hip) 9.8% 

Major 

complications 0% 

Postoperative 

transfusions (Knee) 4.2% 
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Summary 

What are the effects of bundled payments on readmission rates? 

 

 

The ABC’S: 

A for effort  A for outcomes (= Reduce Cost & Increase Quality) 

Be up to date, informed, & conscientious 

Coordinate, Communicate, plan (pre- & post-operatively), & reduce variation 

SNF’s have higher competition, higher patient turnover, & are held accountable for 
readmissions 
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Conclusion 
90 

We don’t always have good options. 

The path we are on is unsustainable. 

Medicare may eventually go broke. 

Cost saving measures need to be implemented. 

Spending less is difficult, but can be done while maintaining quality. 

There will be a lot of learning for all of us to do along the way. 
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