
E112  The American Journal of Orthopedics ® March/April 2016 www.amjorthopedics.com

From the Resident Advisory Board

Optimizing Outcomes of Total Joint Arthroplasty 
Under the Comprehensive Care for Joint  
Replacement
Mohamad J. Halawi, MD, Kenneth Greene, MD, and Wael K. Barsoum, MD

On July 9, 2015, the Centers for Medicare 
and Medicaid Services announced the 
Comprehensive Care for Joint Replace-

ment model, which aims to improve coordina-
tion of the whole episode of care for total hip 
and knee replacement.1 At stake is the fact 

that hip and knee replacements 
are the most common inpatient 
procedures among Medicare ben-
eficiaries, costing over $7 billion 
in 20141 and projected to grow to 
$50 billion by 2030.2 Under Medi-
care’s new initiative, hospitals 
and physicians are held account-
able for the quality and cost of 
care delivered from the time of 
surgery through 90 days after 
discharge. For the first time in the 
history of our profession, large-
scale reimbursement is based on 
outcomes and value rather than 
fee-for-service. As a result, a hos-
pital can either earn a reward or 
be held liable for added expenses 

related to events such as prolonged hospitaliza-
tion, readmissions, and complications. 

How can we optimize outcomes for total joint 
arthroplasty (TJA) patients in this era of Medi-

care (r)evolution? A good outcome starts with 
good patient selection. Numerous studies have 
been published on patient-related risk factors 
for postoperative TJA complications including 
obesity, congestive heart failure, lung disease, 
and depression.3,4 The risks and benefits of TJA 
should be carefully weighed in high-risk patients 
and surgery delayed until appropriate medical 
optimization has been achieved. Following the 
famous saying, “Good surgeons know how to 
operate, better surgeons know when to operate, 
and the best surgeons know when not to oper-
ate,” one cannot overemphasize the need for an 
objective assessment of the likelihood of patient 
outcome weighed against patient risk factors.

Moderating patient expectation is another cru-
cial component given the changing demographics 
of our country. Patients seeking TJA today are 
younger, more obese, and better educated; live 
longer; and have higher expectations.5 Unrealis-
tic expectations can have a profound impact on 
surgical outcomes, leading to frustration, dissat-
isfaction, and unnecessary resource utilization. 
For example, despite alleviating pain and restoring 
function in a severely degenerative joint, TJA 
does not necessarily translate to weight loss. 
There is currently conflicting evidence on this top-
ic,6-8 and the expectation of weight loss after TJA 
cannot be supported. There is also a paucity of 
data regarding return to athletic activity after TJA 
and the effect of athletic activity on TJA survivor-
ship.9 Communication and transparency are need-
ed to moderate unrealistic expectations before 
surgery, outlining clear and achievable goals. 

Clinical pathways for TJA have seen tremen-
dous improvements in the past decade with the 
advent of multimodal analgesia, rapid recovery 
programs, use of spinal and regional anesthesia, 
and evidence-based guidelines for prevention 
of venous thromboembolic disease. Adequate 
pain control is critical to recovery. In a prospec-
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tive, randomized controlled trial, Lamplot and 
colleagues10 showed that the use of multimodal 
analgesia correlated with improved pain scores, 
decreased narcotic usage, faster functional re-
covery, and higher patient satisfaction after total 
knee arthroplasty (TKA). In another study, Quack 
and colleagues11 performed a systematic review 
of the literature on fast-track rehabilitation and 
found that it reduced both inpatient length of 
stay and costs after TKA. With respect to anes-
thetic choice, Pugely and colleagues12 reviewed 
a national database of 14,052 cases of primary 
TKA and found that patients with multiple co-
morbidities were at higher risk of complications 
after general anesthesia when compared with 
spinal anesthesia. We should continue to invest 
in safer and more effective modalities for pain 
control and functional recovery. 

Last but not least, in today’s era of Medicare’s 
Comprehensive Care for Joint Replacement, 
the role of low-volume orthopedic surgeons 
performing TJA deserves special mention. Over 
the next few years, we could likely see a decline 
in the role of low-volume surgeons in favor of 
high-volume surgeons. While most orthopedic 
surgeons are comfortable doing primary TJA, 
failed cases and complications are frequently 
referred to larger centers, which may create 
frustration among patients owing to fragmen-
tation of care. The economic pressures related 
to bundled payments could further influence 
this transition. Given the lack of a widespread, 
long-standing national joint registry, the inci-
dence of failed TJA performed by low-volume 
orthopedic surgeons compared with high-vol-
ume orthopedic surgeons is unknown. Howev-
er, multiple studies have shown surgeon volume 
to be associated with lower rates of complica-
tion, mortality, readmission, reoperation, and 
discharge to postacute facilities.13-16 As hospitals 
assume further financial risk, considerable data 
on physician performance will undoubtedly be 
gathered and leveraged. Time and data will de-
termine the value of this transition of care.

Today, more than ever, we are challenged to 
provide efficient, high-quality, patient-centered 
care. As our nation grapples with reforming a 
broken health care system, initiatives like the 
Comprehensive Care for Joint Replacement will 
continue to emerge in the future. Orthopedic 
surgeons are the gatekeepers of the system 
and therefore hold significant responsibility to 

patients and society. Ensuring good outcomes 
should be a top priority not just from a financial 
standpoint, but as a moral obligation. We shall 
continue to be leaders in the face of challenges, 
using innovation and integrity to produce the 
best results and advance our profession.
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