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Where Are We Now?

nitially introduced on a voluntary
basis as the Bundled Payments
for Care Improvement program,
bundled-payment models have become
mandatory in certain areas of the
country. The bundled-payment model
for joint replacement is called the
Comprehensive  Care  for  Joint
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Replacement model (CCJR). This
year, an additional bundle for all femur
fractures will be added called Surgical
Hip/Femur Fracture Treatment.

A major criticism of these programs
is a lack of any type of patient risk
stratification. Without stratification,
the systems that care for patients with
complications (ie, those who are more
likely to be admitted or need nursing
home stays) will likely lose money
under a bundled-payment model [8].
This has been shown for patients with
hip fractures who underwent THA, as
they are included within the CCJR
bundle. Hip-fracture surgery is not
elective, and patients with hip fractures
cannot always have their health
improved measurably before surgery.
Costs and readmission rates are higher
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for patients with hip fractures than for
patients undergoing elective total hip
arthroplasty [5, 9].

Complex procedures such as con-
version to hip replacement, hip
resections with a spacer for infection,
and two-stage revisions are also inclu-
ded in the CCJR bundle. Patients
undergoing these types of procedures
often require expensive revision
implants and have a higher risk of
reoperation and readmission. The extra
risk of more-complicated patients may
potentially lead to surgeons and hospi-
tal systems leaning away from offering
surgery to these patients. This could
lead to overburdening of safety net
hospitals or of reduced access to care.

Bundled-payment models have led
hospital systems to try to improve

patients before surgery to lessen
postoperative complications and read-
mission rates. Many of these

improvements have been in an attempt
to lessen infection rates and have
focused on changing factors about a
patient that are potentially modifiable.
Modifiable risk factors include diabetic
control, obesity, smoking, and preop-
erative narcotic use [2]. Because the
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patient has some control over these
factors, preoperative changes could
potentially reduce readmission rates
and improve surgical outcomes for
patients with these conditions. This has
led some surgeons to declare non-ne-
gotiable cutoffs for patients which if
not met will not allow surgery, the so-
called “hard stop.” Long-term, it is
unclear if “hard stops” will force
portions of the population who once
received a joint replacement to now
only receiving nonoperative care.
However, age is not a modifiable
risk factor. The current study shows
that octogenarians have a high risk for
readmission and complications after
primary hip replacement. Subsequently,
these patients are at risk for higher costs
in a bundled-payment model. The con-
cern is that octogenarians will not be
offered hip replacement, a procedure
that greatly decreases pain and
improves quality-of-life in our elders.
While rationing care to those who can
improve themselves prior to surgery
seems to make sense, we must consider
seriously that the bundled-payment
model could lead to restricted care
based on patient age and preexisting,
nonmodifiable conditions.

Where Do We Need To Go?
We are still in the early stages of

determining the ramifications of
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bundled-payment models, but pub-
lished data on the outcomes of
bundled-payment models and potential
costs savings are beginning to emerge.
Recent publications have showed
modest improvements in 90-day costs
[3, 4].

But questions still remain. We still
do not know whether we can improve
the outcomes of octogenarian patients.
The current study examines Medicare
patients overall, but not necessarily
those within a bundled-payment model
or those with a fast-track program. It is
important to determine if modifications
in bundled-payment models will miti-
gate the effects of age on readmission
and complication rates.

We do not know if therapy focusing
on strengthening, gait training, and
balance to improve function before
surgery may be beneficial in the
elderly population. What if we
improve patients’ modifiable condi-
tions before surgery? Can rapid
recovery protocols be safely applied to
older patients and can they improve
our outcomes? Indeed, pilot work
suggests that this is possible [7], but
the support systems in place for older
patients vary tremendously. Family
involvement, whether that involves
getting the patient home or staying
with the patient before (s)he is taken
home, is critical. Would preopera-
tive therapy, a greater focus on
medical issues, or additional family

involvement improve outcomes and
reduce readmissions? We do not know.
If bundled-payment models continue
and perhaps expand, we must address
these gaps in our knowledge. Ortho-
paedic surgeons widely accept that
younger healthy patients can be put on
a rapid-recovery protocol after hip
replacement. We do not know if these
same models can be safely adapted to
our elder and more infirm patients.
With the rise in bundled-payment
models, we must carefully monitor the
outcomes of these older patients with
joint replacement. Prospective studies to
address this issue should focus on out-
comes of older patients. According to
the current study, the number of octo-
genarians undergoing joint replacement
surgery is increasing. Will this trend for
joint replacement in elderly patients
continue or will these surgeries be lim-
ited in those regions participating in the
CCJR? Will hospitals “cherry pick”
young, healthy patients and refer older
patients to tertiary referral centers?

How Do We Get There?

Database studies and examination of
care in areas with bundled-payment
models could potentially answer the
above questions. Additionally,
prospective studies examining the
methods to prepare older patients and
their families for surgery should be
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performed. Specifically focusing on the
90-day costs, discharge disposition, and
readmission rates may help determine any
opportunities to improve the outcomes of
this population. Small changes in care
such as the elimination of Foley catheters,
reduced narcotic use by regional anes-
thetic techniques like periarticular
injections, and a greater effort to dis-
charge older patients home rather than an
extended care facility may equate to
large differences in outcomes. These
techniques may help reduce postopera-
tive urinary retention and the need for
indwelling catheters. Analgesic approa-
ches de-emphasizing narcotics may
improve urinary retention and delirium,
minimize extended hospital stays,
decrease readmission for constipation,
and lead to fewer reoperations [6].

One of the main cost savings in
bundled-payment models has been to
reduce the use of skilled nursing
facilities. For patients who chose to
have elective total joint arthroplasty,
the use of skilled nursing facilities may
actually increase readmission rates [1].
While in the past, we have routinely
discharged joint replacement patients
to either acute rehabilitation facilities
or subacute nursing facilities, it is
possible that this does more harm than
good. There is potential in these insti-
tutions for iatrogenic problems that
would not have happened if the patient
had been discharged directly home and
had direct followup with their surgeon.

However, some elderly patients may
have limited social support systems and
may require more postdischarge care.
Further work is required to understand
what type of rehabilitation is needed in
skilled nursing facilities and how a
more balanced team approach can
improve overall care, particularly for
our elderly patients.

We also need to determine the
effect of bundled care on patient-
recorded outcomes after hip replace-
ment. It will be important to
prospectively determine if patient
recorded outcomes are improved with
changes in care pathways.

Looking ahead, our specialty would
like to demonstrate improved out-
comes, improved patient experience,
and cost savings for the elderly
patients undergoing joint replacement.
It is important that increased value
does not come at the expense of
rationing care by age alone.
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