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Disclaimer

The statements contained in this document are solely 
those of the authors and do not necessarily reflect the 
views or policies of CMS.  The authors assume 
responsibility for the accuracy and completeness of the 
information contained in this document.
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• 44,000 employee caregivers

• 5.1 million total visits

• 50 states and 132 countries patient 
coverage

• 160,600 hospital admissions

• 3,000+ physicians and scientists

• 8 community hospitals, 16 family 
health centers

• Florida, Nevada, Toronto, Abu Dhabi

Cleveland Clinic
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Agenda

• Why Bundled Payments

• Cleveland Clinic Complete Care Approach to BPCI

• What’s Next? Comprehensive Care for Joint 
Replacement
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Challenges Facing EmployersThe Value Equation

Enhanced product attributes
D i f f e r e n t i a t i o n

*Return to work and quality of life

Quality + Patient Experience + Functional Status* Event 
Cost (Episode + Ongoing Care)Value = 

Traditional Definition Value = Outcomes
Cost
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Cost Reductions
5 - 1 0 %  p e r  c a s e



CMS is Spearheading Payment Reform

“…HHS has set a goal to have 30 percent of Medicare payments in 
alternative payment models by the end of 2016 …50 percent by the end 
of 2018…” 
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Source: HHS Press Office, January 2015
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How do we think CMS will get there? 

Source: Dixon Hughes Goodman, May 2015
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What are bundled payments?

Total Joint: Fee for Service

Total Joint: Bundled Payment 8

Presenter
Presentation Notes
In the total joint fee for service example, the hospital plus the physician plus any outpatient follow up e.g. physician visit, therapies plus pharmacy are all billed separately.  And  no one is particularly responsible for coordinating the care.In the total joint bundled payment model, all of these services are included  in the “episode of care”. In the CMS BPCI model 2 arrangement all providers still get paid as they do currently and at the end of each quarter the payments are reconciled against the target price. The hospital owns the risk and will receive a check for the overall  cost savings or will need to write a check to make up for the overage. In order to be successful the hospital  must focus on the “complete care” of the patient and is continuously looking for ways to improve. 



Creating Value Through Episode Management

When change in health status demands intervention, 
managing the entire episode is preferable to 

fragmented care delivery

Care redesign focusing on improved care coordination 
and patient and provider engagement yields 

better care at lower cost

9

Presenter
Presentation Notes
Providers who master this approach will gain competitive advantage in the market
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The Business Case: Value is Created by Better 
Episode Management through Care Redesign

Traditional fragmented delivery

Value creation

New Model of Care

Portion of savings to payer

Available
margin for 

gainsharing
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Agenda

• Why Bundled Payments

• Cleveland Clinic Complete Care Approach to BPCI

• What’s Next? Comprehensive Care for Joint 
Replacement
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Episode of care was defined by CMS and 
priced based on historic CMS spend. 

No providers are excluded.

Euclid Hospital Bundled Payments for Care 
Improvement Agreement with Medicare

Bundle MS DRGs 469 & 470
Primarily total hip/knee replacements

Episode Duration Index Admission, 30 days post-acute

Contract 3 years (10/1/13 – 9/30/16)
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Presenter
Presentation Notes
Lesson learned: know exactly what is included in the MS-DRG, not just the mainstream, “normal” procedures Going home rate past performance – 12% is the 2009 CMS baseline, 29% is the 2011 Euclid performance, 22% is the 1st Qtr 2012 performanceGoing home rate benchmarks - 46% is the UHC benchmark, Rapid Recovery @ Main Campus is 60% Volumes are projected to remain flatDiscount is taken from the 2009 baseline revenue and is based on 30-day post acute care episodeProjected Revenue from Medicare assumed to be flatSavings achieved by discharging patients to Home or HH using Rapid Recovery “PLAN” tool to Predict Patient Discharge DispositionClarify that the 30 day s episode duration is a choice of the Cleveland Clinic, because the BPCI initiative provides for 30, 60 or 90 days episodes



Waivers

• 3-day SNF waiver for Post Acute Care payment
• Home health “incident to” rule is waived for 

home health status

• Opportunity to share reward among participating 
providers*

* In process of developing gainsharing model based upon the 
gainsharing waiver

Gainsharing

Key Provisions:
Waivers and Gainsharing
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Presenter
Presentation Notes
 - 3-day stay is no longer required prior to d/c to SNF (also called the 2 midnight rule) - Home health still requires homebound status for physical therapy services, but “incident to” waiver now allows for 1 visit per 30-day post acute window.  



Episode-Based Complete Care Philosophy
Care Redesign Comes First 

Care Path 
utilization:

Following best 
practices

Care 
Coordination:

Working 
seamlessly 

together 

Connected 
Care:

Providing care 
in appropriate 

venue
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Patient Commitment: You must be engaged in every step of the process, bring 
resources, get educated and work with us to modify your risk

Our Promise to Patients: We will deliver all the care needed to get you 
through entire episode of care



The Patient Perspective: Viewing Care as a 
Complete Episode is What Patients Want

Provider Centered:
Bundled Payment 

Patient Centered:
Complete Care 15



Care Redesign
Total Joint Complete Care

Patient 
Selection

Patient 
Optimization

Operative 
Intervention

Post Operative 
Hospital Stay

Post 
Hospital

Long Term 
Maintenance 
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Leverage Care Path for Indication

• Severity of symptoms
• Failure at other attempts to treat
• Objective evidence of disease

Patient 
Selection
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Is this patient optimized for surgery?

• Diabetes: Hgb A1c if >7 
• Smokers
• BMI: if >40 
• Anemia
• Staph colonization
• Anticoagulation history (DVT/PE)

Patient 
Optimization

Also….Should it be scheduled or delayed based on:
•Psychologically and Medically fit for surgery
•Adequate support and home environment 18

Presenter
Presentation Notes
Optimization is pre-surgical clearance, but inherently implies an intervention. 



Operative Intervention

• Engaged patient and support system

• Short acting blocks during surgery

Operative
Intervention

19

Presenter
Presentation Notes
Patients need to be actively engaged and become drivers of their recovery Families and other support personnel must be identified preoperatively and actively engaged and committed to helping the patient recover Patients should own their risk factors 



Patient Education

• Patients need to be actively engaged and 
become drivers of their recovery 

• Families and other support personnel must 
be identified preoperatively and actively 
engaged and committed to helping the 
patient recover 

• Preoperative class
• Patients should own their risk factors 

Patient
Education 

Engaged and educated patients…
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Presenter
Presentation Notes
Patients need to be actively engaged and become drivers of their recovery Families and other support personnel must be identified preoperatively and actively engaged and committed to helping the patient recover Patients should own their risk factors 



Post Operative Hospital Stay

Defined Criteria for safe return home: 
• Physiologic Function Return 
• Pain Managed with Oral Medications 
• Safe Environment at Home 

Post
Operative

Time in the hospital should be minimized…

21

Presenter
Presentation Notes
Time in the hospital should be minimized…Risk of Hospital Acquired Conditions: infections Being in Hospital/SNF is not health promoting Terrible Triad: Sleep deprivation, Immobility, Malnourishment 



Post Hospital

• Rehabilitation of a THA or TKA can be 
done as effectively at home or as 
outpatient

• There is no inherent advantage to 
being inpatient

• Educated/motivated patient is key

Post 
Hospital

Patients should be discharged home if safe…
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Presenter
Presentation Notes
Time in the hospital should be minimized…Risk of Hospital Acquired Conditions: infections Being in Hospital/SNF is not health promoting Terrible Triad: Sleep deprivation, Immobility, Malnourishment 



Long Term Maintenance

• Follow up after surgery

• Own their rehabilitation and recovery

• Continued management of identified 
pre-surgical optimizations

Long Term
Maintenance

Patients should be discharged home if safe…
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Presenter
Presentation Notes
Time in the hospital should be minimized…Risk of Hospital Acquired Conditions: infections Being in Hospital/SNF is not health promoting Terrible Triad: Sleep deprivation, Immobility, Malnourishment 



Our Episode Value Scorecard

Patient SafetyClinical Outcomes

EfficiencyPatient Experience

Process 
measures

Outcomes
measures

Process 
measures

Outcomes
measures

PRO, Koos/Hoos
Return to work/sports 

Range of motion 
PT test, Pain free

Physical Therapy day of surgery
Decrease in pain medications 

needed
Compliance with Care Path

Pt safety indicators, SSI, 
Readmissions, Re-operations,

Post Operative falls, 
Post Op Nausea/vomiting

Transfusion

Core measures
Patient optimization prior to 

surgery

HCAHPs
Return/second surgery 

Patient and family education
Engaged and activated patients

Family/Support person involvement
Quality shared decision making

Appt. when wanted
Feel prepared for discharge

Joint Class
Total cost of care 

Contributions to cost (acute, post acute 
venue, complications, readmissions) 

Resource utilization
Cost of care

Utilization Review: avoiding 
unnecessary tests, Reduced LOS, 

Discharge disposition
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Presenter
Presentation Notes
This value scorecard helps us track our performance in a program like BPCI



• One regional hospital has been in the initiative for 
24 months 

• In 2015, the initiative was rolled out to 7 other 
Cleveland Clinic Regional Hospitals

• Preparing to rollout to Weston Florida CC to support 
the recently proposed CMS Comprehensive Care 
for Joint Replacement Model

Cleveland Clinic’s Joint Replacement of the 
Lower Extremity Implementation Initiative

25

Presenter
Presentation Notes
Analysis of CMS data reveals significant Excess SpendWe recommend taking advantage of the opportunity by converting remaining episodes to Phase 2 for 2015.EH one of only 13 to go live “at risk” October 1, 2013Initial experience very favorableNew Open enrollment in 2014, over 6000 providers 



One anecdote…

Situation:
Patient could not be discharged because they could not 

afford a medication

Attending physician wanted to 
discharge the patient to SNF 
solely to obtain the medication

Average SNF stay: $8,260
Hospital’s cost to administer the 
medication in the hospital and 
discharge patient home

Medication: $50
Marriage of clinical and financial 

Priceless
26



Results
Every Quality and Efficiency Measure Improved

Baseline Data Euclid Hospital Results
Year 2013 2013 2014
Quarter Q1 Q4 Q1 Q2 Q3
Medicare A/B Patients*,† 72* 65† 61† 66† 79†

Cauti rate* 5.2 0 0 0 0
LOS*     3.40 2.90 2.67 2.87 3.01
Readmission* 5.0% 2.0% 1.6% 2.7% 2.0%

Discharge Disposition  Home / 
HHC* 39% 71% 75% 70% 68%

Discharge Disposition SNF* 56% 28% 25% 30% 31%

HCAHPS - Overall Rating* 73% 88% 78% 84% 85%

Sources: † 2014Q3 CMS Reconciliation Report 2058-002 | *Cleveland Clinic
27

Presenter
Presentation Notes
CMS Saved $160KCC Gained $363KReduced readmissions by 50%Reduced LOS by 1 dayDecreased SNF utilizationMaintained patient satisfactionLessons Learned: Care Redesign Increases ValueCC  captures majority of ValueRecoups revenue at risk from readmission reduction Need to work with partners to ensure continuity and care path designCatalyst to Care Path acceptance



• Total savings = $523k across 271 patients/Clinical Episodes

• CMS gained $160k through a 3% episode discount

• Cleveland Clinic gained $363k through reduced 
expenditures

• Please note: Data represents Q4 2013 - Q3 2014

28

Results
Care Redesign Leads to Value Creation

Source: 2014Q3 CMS Reconciliation Report 2058-002 

Presenter
Presentation Notes
We take this gain and reinvest it in the complete care initiatives to further our continuous care improvement efforts. 



Challenges

• There is a big difference between elective and 
emergent cases in terms of potential complications, 
overall outcomes and cost (ex. THA for hip fractures)

• There is no optimal risk stratification system to either 
exclude patients or make overall assessments on 
both quality and reimbursement 

• Academic and tertiary health care centers are at 
higher risk
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Agenda

• Why Bundled Payments

• Cleveland Clinic Complete Care Approach to BPCI

• What’s Next? Comprehensive Care for Joint 
Replacement
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Comprehensive Care for Joint Replacement 
vs. 

BPCI Model 2

CCJR BPCI
DRGs 469/470 Major Joint 

Replacement of the 
Lower Extremity

469/470 Major Joint 
Replacement of the 
Lower Extremity

Term 5 years 3 years

Include Inpatient Stay Yes Yes

Post-acute window 90 days 30 days

Discount Rate 2% or 1.7% with PROs 3%

31

Presenter
Presentation Notes
Clarify that the 30 day episode duration is a choice of the Cleveland Clinic, because the BPCI initiative provides for 30, 60 or 90 days episodesCCJR Program Highlights5 years – From Jan, 2016 to Dec, 2020Currently confined to 75 Metropolitan Statistical Areas (MSA) – i.e. NYC, LA, MiamiAll Hospitals in a MSA will participateTarget Prices are a blended historical Hospital specific and Regional payment experience



Comprehensive Care for Joint Replacement 
Program Concerns

• Reduce episode duration from 90-day to 30-days
• Exclude Hip Fractures receiving an endoprosthesis
• Change the “exclusions” list to an “inclusions” list 

directly related to the procedure
• Allow waiver access for all 5 performance years
• Allow for home environment check prior to surgery
• Eliminate All Cause Readmission Quality Score
• Eliminate Hospital Level Risk Standardized 

Complication Rate 
• Increase weight for Patient Reported Outcomes

32

We have submitted the following – Final Rule Nov. 2015



Value of the Episode is Driven Through…

Experience 
with the most 

complex 
patientsQuality outcomes

High patient 
satisfactionReduced 

total cost of 
care

Improved long-
term functional 

status

Coordinated care

Reduced 
administrative 

expenses
Price 

transparency
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