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Bundle Payment Programs Are Effective
• Reduced costs
• Decreasing LOS
• Decreasing Readmissions
• Decreasing discharge to SNF/Rehab 

• Bundle participation
• Focusing on BPCI



But are the sustainable for a practice?
• ‘Race to the bottom’
• What about ‘cherry picking’
• Risk adjustment
• Are we ‘successful’ within our 

BPCI bundle participation?

Petersen et al JBJS 2021
Humbryd et al JBJS 2021

Lose Revenue & Shared Savings

Targets are being reset and 
lowered (“Race to the Bottom”) 

+ Downside Risk Models (e.g. 
payback if above target)



First, looked at BPCI (model 2)

• All Medicare primary THAs and TKAs from July 2015 through 
September 2018

• DRG 470 patients only (97.5% of all Medicare TJA patients)

• 38 surgeons, 16 affiliated hospitals
• Used third party convener for Medicare claims data
• Analyzed 90-day costs
• Patient demographics, complications, readmissions



In general, patients got more complex



Patient Outcomes and Dispositions



Average ‘margin’ per patient

$1737

-$107

$3024
$1080



• Decreased readmissions
• Decreased LOS
• Increased discharge to home
• No change in complication rate

Transition from BPCI to BPCI-A



Average loss of $890 
per TJA patient

-$1218 -$532



• Differences in methodology
• 3% CMS discount
• Facility specific pricing
• Removal of ’risk tracks’

• BPCI Model 2: bottom 5% and top 25% underwent winzorization
• BPCI-A: Forced to adopt top 1% and bottom 1% winzorization

• 2018 TKA removed from IPO list
• Removed from bundles



Why did we fail?
BPCI: bottom 5% and top 25% underwent winzorization
BPCI-A: Forced to adopt top 1% and bottom 1% winzorization



RO Hip & Knee Distribution For One Region
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Most expensive patient: $183,000



Why did we fail?

BPCI: bottom 5% and top 25% underwent winzorization
BPCI-A: Forced to adopt top 1% and bottom 1% winzorization

Loss of $1.5 million
Gain of $300k



The most expensive complications added up



We took a bath
• Millions of dollars in losses for the 1 year we participated in BPCI-A

• Race into the negative

• Despite decreases in costs and improved outcome measures
• Increased physician work
• Downstream effects

• Nurse Navigator Programs



What Does This All Mean?
• When you compete against yourself, you lose

• Only so much 

• The positive effects of these programs persist
• Decreases costs
• Increased efficiencies

• Large increase in drop out of bundle payment programs
• Need to be changes in the methodology



THANK YOU.
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