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Introduction

The Comprehensive Care for Joint Replacement Model

Overview of the CJR Model Toolkit

The Comprehensive Care for Joint Replacement (CJR) model promotes higher quality and more efficient care for 
Medicare fee-for-service patients undergoing hip or knee replacement. The model covers episodes for patients 
that are ultimately discharged under MS-DRG 469 (major joint replacement or reattachment of lower extremity 
with major complications or comorbidities) or 470 (major joint replacement or reattachment of lower extrem-
ity without major complications or comorbidities), beginning with the hospital admission and ending 90 days 
post-discharge. CMS modified the CJR model episode definition in the November 2020 IFC to include two new 
MS-DRGs, 521 (hip replacement with principal diagnosis of hip fracture, with major complications or comor-
bidities) and 522 (hip replacement with principal diagnosis of hip fracture, without major complications or co-
morbidities) that encompassed a subset of hip replacement procedures that had previously mapped to MS-DRGs 
469 and 470 regardless of whether or not a principal diagnosis of hip fracture was present. CJR participant hospi-
tals are paid on a fee-for-service schedule, then bundled payments and quality measures are retroactively incor-
porated into the model via reconciliation payments. CJR participant hospitals are financially accountable for the 
quality and cost that fall into each CJR episode of care. During reconciliation, hospitals may receive additional 
payments if their actual episode costs fall under the designated target price and if they meet or exceed quality 
metrics. Conversely, they may be required to repay Medicare for a portion of the episode spending if their actual 
episode costs exceed the designated target price. The model’s structure promotes coordination throughout the 
episode among providers from different settings, including hospital staff, surgeons, and post-acute care facilities. 
The model began on April 1, 2016, and was extended through December 31, 2024 through the May 2021 Final 
Rule, CMS-5529-F. The final rule also revised the definition of a CJR episode to include lower extremity joint 
replacement procedures performed in the hospital outpatient department in light of changes to the Outpatient 
Prospective Payment System (OPPS) inpatient only list policies. As of January 1, 2021, approximately 432 hos-
pitals were participating in the CJR model. More information about the CJR model and recent changes can be 
found on the Center for Medicare & Medicaid Innovation (CMMI) website.

The CJR Model Toolkit was developed by the CJR Learning System to outline the various strategies that CJR 
participant hospitals have employed as part of their care redesign activities. Hospitals can continue to use the 
Toolkit to support their CJR model implementation, improvement, and sustainment efforts. There is not a single, 
unidirectional pathway to improve patient outcomes and reduce episode costs within the CJR model – the most 
optimal strategies for one hospital may not be appropriate for another hospital. Your hospital’s patient volume, 
size, regional characteristics, business structure, patient demographics, and available community resources, as 
well as ways you have implemented the CJR model, are key in determining which of the strategies outlined in 
this Toolkit may have the greatest impact for patients undergoing lower extremity joint replacement (hereon 
referred to as “patients”). 
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The CJR Model Toolkit was developed based on data collected by the CJR Learning System from a subset 
of participant hospitals. The data presented here are not representative of all CJR participant hospitals. CJR 
participant hospitals’ experiences, successes, and challenges within the model were gathered across multiple 
data sources, including interviews with CJR participant hospital staff; CJR Learning System needs assessments; 
transcripts, chat logs, and Q&A logs from CJR Learning System webinars, action groups, and affinity groups; 
CJR Connect1 Chatter; and resources shared with the CJR Learning System by participant hospitals. The data 
were systematically analyzed, and a menu of strategies are outlined below. The change tactics mentioned in this 
document are based on experiences of CJR participant hospitals and are not officially endorsed by CMS.

Please note that the Toolkit has been informed by data collected throughout the first five performance years of 
the CJR Model. As noted above, the tactics and strategies outlined in this Toolkit come from the experiences of 
a subset of participant hospitals. This version was published prior to the start of Performance Years 6-8 and, 
therefore, does not provide technical guidance for the changes outlined in the May 2021 Final Rule (e.g., revised 
payment methodology and the inclusion of outpatient procedures).

1 The CJR Connect site is CMMI’s online knowledge management and peer collaboration platform for CJR participant hospitals. Users can stay 
informed about upcoming CJR Learning System events, download resources, and communicate and collaborate with other active CJR participant 
hospitals.
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CJR Model Driver Diagram | Quick Overview
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CJR Model Driver Diagram | Detailed Overview

Efficient Inpatient Operations

Supply Chain Management

Care Team Staffing

CJR Implementation Infrastructure

Primary Drivers Secondary Drivers Tactics Potential Measures

Tactic: Educate stakeholders about the CJR model and obtain buy-in for implementation

Potential Process Measures
♦ Number of stakeholders educated
♦ Percentage of stakeholders educated
♦ Number of materials developed for educational purposes

Potential Outcome Measures
♦ Increased stakeholder participation in workgroups,

meetings, or committees

Tactic: Convene workgroup(s) or committee(s) dedicated to the strategic direction, oversight, and 
operations of the CJR model

Potential Process Measures
♦ Presence of active workgroups or committees
♦ Repeat attendance at workgroups or committees

Potential Outcome Measures
♦ Work plans developed
♦ Actions taken as a result of committee or

workgroup activity

Tactic: Negotiate costs of surgical supplies, implants, and medications

Potential Process Measures
♦ Presence of process to review internal costs related to

supplies, implants, and/or medications
♦ Contact with vendors to discuss costs
♦ Vendor list review process

Potential Outcome Measures
♦ Decrease in internal costs of surgical supplies,

implants, and medications

Tactic: Encourage the use of lower cost supplies/implants that do not reduce patient outcomes

Potential Process Measures
♦ Presence of a process to review internal costs related to

supplies, implants, and/or medications
♦ Number of root cause analyses performed

Potential Outcome Measures
♦ Decrease in internal costs of surgical supplies,

implants, and medications
♦ Maintain or improve quality and patient outcomes

Tactic: Use less-specialized providers (e.g., nurse practitioners rather than hospitalists), 
  when appropriate

Potential Process Measures
♦ Determination of ratio of care by provider level/credentials

Potential Outcome Measures
♦ Improved patient experience ratings 
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Tactic: Enlist care coordinators/care navigators, ideally with specialized skill sets, to fulfill duties (e.g., 
patient education/engagement, patient pre-operative assessment and optimization, care coordination across 
providers/settings) that support the hospital’s efforts under the CJR model

Potential Process Measures
♦ Use of care navigators or care coordinators
♦ Care navigator and care coordinator case load review process
♦ Percentage of CJR patients that have interacted with care

coordinators or care navigators
♦ Percentage of CJR patients tracked throughout the episode

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Increased number of patients discharged to home

(when clinically appropriate)
♦ Reduced length of stay

Data-Driven Continuous Quality Improvement

Data Collection, Analysis, and Reporting Infrastructure

Relevant and Precise Measurement

Data-Driven Improvement Strategies

Tactic: Identify process and outcome measures available in internal (e.g. electronic health record, business 
intelligence) as well as CMS-provided (e.g. claims, monitoring reports, reconciliation reports) data

Potential Process Measures
♦ Number of process and outcomes measures developed,

collected, tracked, and monitored related to CJR
implementation

Potential Outcome Measures
♦ Improvement in data accuracy

Tactic: Develop and share dashboards (preferably un-blinded, where each organization, provider, and/or 
physician is identified by name) displaying progress towards metrics

Potential Process Measures
♦ Presence/use of a dashboard
♦ Number of metrics available on dashboard

Potential Outcome Measures
♦ Improvements to processes related to use of

dashboard to identify metrics of interest
♦ Increased efficiency and patient satisfaction
♦ Reduced operational costs

Tactic: Adopt, configure, or upgrade technological tools to support data collection, analysis, or display

Potential Process Measures
♦ Presence of technological tool(s) to support data collection,

analysis, or display
♦ Number of users of the technological tool(s)

Potential Outcome Measures
♦ Identification of areas for improvement based on

ability to analyze data

Tactic: Leverage or acquire internal or external analytic expertise

Potential Process Measures
♦ Use of an internal or external analytic expert

Potential Outcome Measures
♦ Identification of areas for improvement based on

analytic expertise

Tactic: Collect and report patient reported outcomes and risk variable data

Potential Process Measures
♦ Patient reported outcomes and risk variable data template

completion

Potential Outcome Measures
♦ Completed submission of patient reported outcomes

and risk variable data template
♦ Use of patient reported outcomes and risk variable

data for quality improvement
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Tactic: Perform root cause analyses of outlier cases and low performance

Potential Process Measures
♦ Number of root cause analyses performed

Potential Outcome Measures
♦ Improvements to processes related to findings from

root cause analyses
♦ Increased efficiency and patient satisfaction
♦ Reduced operational and/or materials costs

Right Care, Right Time (Care Management and Clinical Protocols)

Standardized, Evidence-Informed Clinical Protocols
Tactic: Create formal/structured opportunities to educate staff and clinicians (e.g., via grand rounds, 
sponsoring continuing medical education) about evidence-informed clinical protocols

Potential Process Measures
♦ Number and type of meetings in which clinical protocols

are discussed
♦ Number of evidence based clinical protocols shared with

clinicians and staff

Potential Outcome Measures
♦ Number of standardized clinical protocols in use
♦ Increased efficiency and patient satisfaction
♦ Reduced costs

Tactic: Develop tools (e.g., decision trees, process maps) that enable standardized use of clinical protocols

Potential Process Measures
♦ Number of tools that support standardized use of clinical

protocols

Potential Outcome Measures
♦ Number of standardized clinical protocols in use
♦ Increased efficiency and patient satisfaction
♦ Reduced operational costs

Tactic: Attempt to use fewer disabling medications, like opioids, patient-controlled analgesia, and femoral 
blocks, when clinically appropriate

Potential Process Measures
♦ Standard list of medications determined to be “disabling”
♦ Process in place for evaluating/reviewing each use of

disabling medications
♦ Number of disabling medications used
♦ Number of outpatient prescriptions per procedure

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Safe ambulation day 0 or 1 following surgery
♦ Reduced length of stay

Tactic: Ambulate patients post-operatively early and often

Potential Process Measures
♦ Presence/use of a system for tracking ambulation
♦ Inclusion of early ambulation in pre-operative

patient education material

Potential Outcome Measures
♦ Reduced length of stay
♦ Safe ambulation day 0 or 1 following surgery

Tactic: Provide physical therapy post-operatively early and often

Potential Process Measures
♦ Presence/use of a system for tracking physical therapy

post-operatively
♦ Inclusion of physical therapist in care team huddles and

CJR meetings

Potential Outcome Measures
♦ Reduced length of stay
♦ Safe ambulation day 0 or 1 following surgery
♦ Return to pre-operative lifestyle functional status

(or better)

Tactic: Prevent infections

Potential Process Measures
♦ System for tracking infections
♦ Staff training on infection prevention
♦ Inclusion of infection prevention in pre-operative patient

education material
♦ Number of root cause analyses performed

Potential Outcome Measures
♦ Reduced length of stay
♦ Reduced readmissions
♦ Decreased infection rate
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Tactic: Prevent pulmonary embolism (PE) and deep vein thrombosis (DVT)

Potential Process Measures
♦ System for tracking PE and DVT
♦ Staff training on PE and DVT prevention
♦ Inclusion of PE and DVT prevention in pre-operative

patient education material
♦ Number of root cause analyses performed

Potential Outcome Measures
♦ Reduced length of stay
♦ Reduced readmissions
♦ Decreased PE and DVT rates

Tactic: Assess patients’ clinical, financial, and social risk factors

Potential Process Measures
♦ Use of standard risk assessment tools assessing patient

clinical, financial and social risk factors
♦ Staff designated to conduct risk assessment
♦ Standardized care pathways based on risk tier

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Reduced readmissions
♦ Improved patient participation in follow-up

appointments and rehabilitation activities
♦ Return to pre-operative lifestyle/functional status

(or better)

Tactic: Modify clinical protocols to enhance patient care based on risk assessments

Potential Process Measures
♦ Standardized care pathways based on risk tier
♦ Inclusion of discussing risk factors in pre-operative patient

education material and classes

Potential Outcome Measures
♦ Reduced length of stay
♦ Reduced readmissions
♦ Return to pre-operative lifestyle/functional status (or

better)
♦ Improved patient experience ratings

Tactic: Conduct joint classes

Potential Process Measures
♦ Percentage of patients attending joint classes
♦ Percentage of patients attending pre-operative joint class
♦ Percentage of patients attending discharge joint class

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Increased patient adherence to care plans and

knowledge

Tactic: Optimize patients’ health prior to surgery

Potential Process Measures
♦ Pre-operative patient education in outpatient clinic setting
♦ Pre-operative home visits to assess environment and

engage patients
♦ Use of standardized criteria for optimization prior to surgery

Potential Outcome Measures
♦ Reduced length of stay
♦ Reduced readmissions
♦ Return to pre-operative lifestyle/functional status (or

better)
♦ Increased number of patients discharged to home

(when clinically appropriate)

Tactic: Implement patient portals to allow patients access to education information and care plan

Potential Process Measures
♦ Use of a patient portal
♦ Inclusion of educational information and care plans in

patient portal
♦ Percentage of patients accessing and using the portal

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Increased patient adherence to care plans and

knowledge
♦ Reduced number of patient telephone calls to

office post-operatively
♦ Reduced emergency department visits
♦ Reduced readmissions

Risk Stratification

Patient and Caregiver Education and Engagement 
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Tactic: Develop a joint replacement handbook
Potential Process Measures
♦ Use of joint replacement handbook
♦ Percentage of patients receiving joint replacement

handbook
♦ Process for reviewing and updating the joint replacement

handbook

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Increased patient adherence to care plans and

knowledge
♦ Reduced length of stay
♦ Increased discharge to home (when clinically

appropriate)

Tactic: Incorporate families and caregivers into education and care planning

Potential Process Measures
♦ Percentage of families and caregivers attending joint

classes
♦ Pre-operative home visits to assess environment and

include families and caregivers in pre-operative planning
♦ Percentage of family members or caregivers receiving

joint handbooks

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Increased patient adherence to care plans and

knowledge
♦ Reduced length of stay
♦ Increased discharge to home (when clinically

appropriate)

Tactic: Enlist care navigators to provide one-on-one education, support, and follow-up
Potential Process Measures
♦ Use of care navigators providing one-on-one education
♦ Number of care navigator touchpoints/educational

opportunities with patients

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Increased patient adherence to care plans and 

knowledge
♦ Reduced length of stay
♦ Increased discharge to home (when clinically 

appropriate) 

Tactic: Enlist physicians to help set expectations and educate patients in the practice
Potential Process Measures
♦ Number of physicians that participate in joint class and/or

other educational opportunities
♦ Use of standardized messaging for physicians to set

expectations and educate

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Increased patient adherence to care plans and

knowledge
♦ Reduced length of stay
♦ Increased discharge to home (when clinically

appropriate)

Coordination Across the Care Continuum (Pre-Operative, Inpatient, Post-Acute)

Patient Identification, Notification, and Tracking

Tactic: Adopt, configure, or upgrade technological tools to support identification and tracking of CJR patients

Potential Process Measures
♦ Investment in technological tool(s) that can be used to

identify and/or track CJR patients
♦ Presence of process used to report on CJR patients
♦ Number of users of technological tool(s) to identify and

track CJR patients

Potential Outcome Measures
♦ Reduced readmissions
♦ Decreased manual processes
♦ Increased interoperability

Tactic: Provide the beneficiary notification to qualifying patients

Potential Process Measures
♦ Presence of process to provide beneficiary notification
♦ Incorporation of beneficiary notification in care protocol

Potential Outcome Measures
♦ Percentage of qualifying patients that received the

beneficiary notification
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Collaboration on Implementation of Clinical Protocols and Pathways

Tactic: Develop provider communication protocols for transitions of care

Potential Process Measures
♦ Presence of provider communication protocols
♦ Level of involvement of providers from multiple disciplines

and multiple settings in the development of communication
protocols

Potential Outcome Measures
♦ Increased adherence to provider communication

protocols
♦ Improved patient experience ratings
♦ Reduced readmissions

Tactic: Share a comprehensive summary of the patient’s care
Potential Process Measures
♦ Presence of protocol to share comprehensive summary
♦ Number of patients for which a comprehensive summary

is available

Potential Outcome Measures
♦ Improved patient experience ratings

Tactic: Enlist the leadership and support of a “physician champion”
Potential Process Measures
♦ Identification of a physician champion(s)
♦ Level of engagement of physician champion(s) (e.g., on

workgroup(s) and committee(s), in meetings)
♦ Number of touchpoints between physician champion(s)

and other CJR hospital staff
♦ Adherence to clinical protocols and pathways among

physicians

Potential Outcome Measures
♦ Increased awareness of clinical protocols and

pathways among physicians
♦ Reduced length of stay
♦ Reduced readmissions
♦ Improved patient experience ratings

Tactic: Conduct Interdisciplinary inpatient rounds
Potential Process Measures
♦ Number of various disciplines at inpatient rounds
♦ Frequency with which each discipline attends inpatient

rounds

Potential Outcome Measures
♦ Reduced length of stay
♦ Reduced readmissions

Tactic: Convene multi-disciplinary and inter-institutional workgroups or routine meetings
Potential Process Measures
♦ Schedule of regular multi-disciplinary and

inter-institutional meetings
♦ Repeat attendance at meetings
♦ Number of actions based on workgroup or other

routine meetings

Potential Outcome Measures
♦ Enhanced coordination of care
♦ Increased stakeholder buy-in for use of clinical

protocols

Tactic: Adopt, configure, or upgrade technological tools to support real-time sharing of patients’ health 
information between providers within and/or across settings

Potential Process Measures
♦ Investment in technological tool(s) that can be used to

share information between providers
♦ Presence of process used to report on CJR patients
♦ Number of patients for which information can be shared

electronically

Potential Outcome Measures
♦ Enhanced coordination of care
♦ Decreased time to use, inform providers, and 

follow-up with patients 

Tactic: Enlist care coordinators to facilitate communication across providers and settings 
Potential Process Measures
♦ Use care coordinators (or care navigators)
♦ Care navigator and care coordinator case load review

process
♦ Number of touchpoints between care coordinators and

other providers throughout episode of care

Potential Outcome Measures
♦ Reduced length of stay
♦ Reduced readmissions
♦ Enhanced coordination of care

CJR Model Toolkit  Version 3.0   |  August 2021 See Disclaimer on the cover of this document. 12



Tactic: Collaborate with post-acute care facilities to build relationships, set care expectations, and 
standardize patient messaging 

Potential Process Measures
♦ Number of in-person meetings with skilled nursing

facilities (SNFs) and home health agencies (HHAs)
♦ Percentage of educational materials being shared

across care settings

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Reduced readmissions
♦ Enhanced coordination of care

Tactic: Utilize sharing arrangements

Potential Process Measures
♦ Presence of sharing arrangements
♦ Submission of collaborator(s) and collaboration agent(s)

information to CMS via Financial Arrangement and
Clinician Engagement lists to qualify as an advanced
Alternative Payment Model (APM) under the Quality
Payment Program (QPP)

Potential Outcome Measures
♦ Increased engagement
♦ Increased shared savings

Tactic: Screen for patients’ social determinants of health (e.g., transportation needs, food security, housing) 
as early as possible

Potential Process Measures
♦ Process for assessing and screening for social

determinants of health
♦ Number of assessments/screenings completed
♦ Percentage of assessments/screenings completed
♦ Number of potential challenges identified

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Reduced length of stay
♦ Reduced post-operative infections
♦ Reduced adverse drug events
♦ Increased attendance at follow-up visits
♦ Appropriate durable medical equipment use

Tactic: Coordinate across disciplines and settings to develop a unified strategy for discussing and 
addressing social determinants of health

Potential Process Measures
♦ Written protocol/plan for discussing and addressing

social determinants of health
♦ Number of potential challenges addressed

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Reduced length of stay
♦ Reduced post-operative infections
♦ Reduced adverse drug events
♦ Increased attendance at follow-up visits
♦ Appropriate durable medical equipment use

Tactic: Develop or enhance relationships with community partners to address social determinants of health

Potential Process Measures
♦ Presence of relationship(s) with community partner(s)
♦ Presence of a roster of community partners or guide book

on community partners' offerings
♦ Number of potential challenges addressed

Potential Outcome Measures
♦ Improved patient experience ratings
♦ Reduced length of stay
♦ Reduced post-operative infections
♦ Reduced adverse drug events
♦ Increased attendance at follow-up visits
♦ Appropriate durable medical equipment use

Incentivize Collaboration

Evaluate and Address Patients’ Social Determinants of Health

Tactic: Establish preferred provider networks

Potential Process Measures
♦ Presence of a preferred provider list/network/relationship
♦ Number of patients that chose a preferred provider
♦ Process for reviewing and updating preferred provider

network

Potential Outcome Measures
♦ Increased number of patients discharged to home

(when clinically appropriate)
♦ Reduced length of stay in post-acute facility
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Efficient Inpatient 
Operations

CJR Implementation 
Infrastructure

TACTICS

PATHWAYS TO CHANGE

Educate stakeholders about the 
CJR model and obtain buy-in for 
implementation

Convene workgroup(s) or committee(s) 
specifically dedicated to the strategic 
direction, oversight, and operations of 
the CJR model

Several participant hospitals have reported designating 
at least one staff person to learn about the model’s 
structure, requirements, and goals, and then to educate 
other stakeholders about the key components of the 
model. These hospitals noted a variety of ways to educate 
stakeholders, including brochures, letters, meeting 
presentations, online training modules, and in-services. 
Participant hospitals have found that while the content 
and level of detail that is beneficial to share varies based 
on the stakeholder, some key talking points that have 
helped with obtaining buy-in for changes associated with 
the CJR model at their hospitals include:

• The hospital is at financial risk for the care of
patients who qualify for the CJR model for the 90
days following the joint replacement, not just the
inpatient stay;

• The CJR model incentivizes the maintenance and
improvement of quality, not just cost reduction; and

• There are regulatory requirements associated
with participation in the model, such as patient
notification and submission of information about
relationships with CJR collaborators, collaboration
agents, and downstream collaboration agents.

Participant hospitals also have convened stakeholders 
into workgroups or committees tasked with identifying, 
executing, and monitoring strategies to achieve success in 
the CJR model. Some participant hospitals have chosen 
to organize these workgroups or committees around 
the different stages of the care continuum (e.g., pre-
operative, acute, post-acute) or components of CJR model 
implementation (e.g., clinical redesign, costs, information 
technology infrastructure). The best reporting line for the 
CJR model varies by hospital, but many CJR participant 
hospitals have found success with embedding their CJR 
workgroups within their value-based care, population 
health, case management, or orthopedic service lines. 
Regardless of where the CJR committee(s) resides within 
the organization, participant hospitals have found that 
it is beneficial to include multiple disciplines such as 

Based on feedback from CJR participant 
hospitals, creating an infrastructure 
for CJR implementation may help CJR 
participant hospitals more efficiently 
manage the changes needed to 
successfully implement the model. 
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finance, information technology, quality improvement, 
operations, registration, legal/compliance/regulations, 
coding, case management, and clinical directors and staff 
from many departments. Participant hospitals noted 
that these committees typically meet frequently (e.g., 
monthly, biweekly) when first formed; as changes become 
institutionalized, the meetings tend to occur less often 
(e.g., quarterly).

In addition, some hospitals have taken steps to bring 
together multi-disciplinary teams specifically tasked 
with standardizing protocols either at the hospital level 
or across their health systems. Developed with support 
from physicians and hospital or health system leadership, 
they convene to share CJR metrics and identify best 
practices that can be brought back to internal department 
meetings. This allows for physician leaders to weigh in 
on clinical protocols such as order set changes and pre- 
and post-operative pain management. Hospitals shared 
that they have had success using this approach to set and 
achieve goals for reducing opioid use, increasing early 
mobilization, and tackling social determinants of health.

Arthroplasty care redesign related 
to the Comprehensive Care for Joint 
Replacement model: results at a tertiary 
academic medical center

Example Joint Program Coordinator Job 
Description

TOOLS & RESOURCES

     Example Discussion Questions

1. Which staff member would be a good fit as the stakeholder
educator?

2. What are some educational tools that we can implement?

NOTES

For questions for your peers, post on CJR Connect.

For comments or questions on the Toolkit, reach out to CJRSupport@cms.hhs.gov.
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Efficient Inpatient Operations

Supply Chain Management

TACTICS

PATHWAYS TO CHANGE

CJR participant hospitals have reported that reviewing 
internal cost data or publicly-available joint replacement 
registry data has helped in identifying opportunities to 
reduce internal costs associated with implants, sutures, 
surgical screws, bone cement, etc. Some tactics reported 
by CJR participant hospitals in lowering costs, while 
maintaining or improving quality, include:

• Collaborating with vendors to reduce costs on cur-
rent surgical supplies, implants, and medications. 
This collaboration has entailed negotiating prices with 
vendors individually or setting a maximum price for 
supplies and then issuing requests for proposals to 
vendors who are willing to accept that price. Addi-
tionally, this collaboration has involved negotiating 
prescription drug costs with pharmaceutical compa-
nies, which has led to discounted or free medications 
for CJR patients; benefited both the CJR patients and 
CJR participant hospitals in cost-savings; and reduced 
readmissions. In addition to negotiating costs with ven-
dors, CJR participant hospitals noted that streamlining 
their list of vendors has impacted savings while improv-
ing vendor management and administrative tasks.

• Involving physicians and specialized surgeons in 
negotiations. Some CJR participant hospitals have 
found that this is crucial, not only in ensuring a dedi-
cated team, but also in delivering high-quality care to 
CJR patients. For some hospitals, this form of direct 
involvement by health care providers has resulted
in the reduction of the overall number of surgical 
implant vendors and yielded significant internal cost-
savings.

• Using less expensive but equally clinically effective 
versions of devices and surgical supplies. Participant 
hospitals have found that surgeons are often unaware 
of device and surgical supply cost variations within the 
market and across surgeons performing the same 
surgery within the hospital. Once they review cost and 
quality data, they often recommend and adopt lower 
cost, but equally clinically effective, alternatives. 

Interpreting and Communicating 
High Cost/Low Quality Drivers: Deep 
Dive on Physician Data

Negotiate costs of surgical supplies, 
implants, and medications

Encourage the use of lower cost 
supplies/implants that do not reduce 
patient outcomes

TOOLS & RESOURCES 

According to some CJR participant 
hospitals, reducing internal expenditures 
associated with the devices and surgical 
supplies surgeons use and cutting down 
on prescription drug costs may help 
generate internal cost savings.
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Efficient Inpatient Operations

Care Team Staffing

TACTICS

PATHWAYS TO CHANGE

Use less-specialized providers (e.g., 
nurse practitioners rather than 
hospitalists), when appropriate

Enlist care coordinators/care 
navigators, ideally with specialized 
skill sets, to fulfill duties (e.g., 
patient education/engagement, 
patient pre-operative assessment 
and optimization, care coordination 
across providers/settings) that 
support the hospital’s efforts under 
the CJR model

CJR participant hospitals have reported that utilizing 
providers with less specialized credentials allows more 
highly specialized providers to focus on the activities that 
only they can complete. For example, some hospitals have 
paired nurse practitioners with surgeons to help reduce 
the need for hospitalist consultations. Other hospitals have 
used physical therapy aides, patient care technicians, or 
even student volunteers to ambulate CJR patients early 
and often after surgery to allow physical therapists to 
focus on more complex cases. 

Some CJR participant hospitals have added a new care 
coordinator or care navigator role to the care team 
to help fulfill duties vital to their CJR efforts. These 
care coordinators/navigators, who can have diverse 
backgrounds and disciplines (e.g., social work, nursing), 
have been tasked with a variety of responsibilities 
including, but not limited to, teaching preoperative and 
discharge joint classes; assessing patients prior to surgery 
to identify and address psychosocial needs; supporting 
patient pre-optimization, such as providing smoking 
cessation information; collaborating with post-acute care 
providers and community resources to promote a patient’s 
optimal recovery; and communicating with patients post-
operatively in an effort to reduce readmissions. Several 
of these participant hospitals indicated that staff in these 
roles have helped improve performance under the CJR 
model, particularly around managing hospital length of 
stay (LOS) and SNF utilization.

In addition, some participant hospitals have found a 
massive benefit in enlisting social workers and nurses who 
have significant experience in case management and other 
specialized skill sets, as these types of care coordinators, 
care navigators, and other staff often have expertise in 
making connections with patients and learning about 
their support system and living environment. Some 
participant hospitals have found that this has not only 
led to a successful recovery, but also aided in increasing 
the patient’s overall quality of life pre- and post-surgery. 
Lastly, participant hospitals have reported being strategic 
about the credentials they require their care coordinators/

Some CJR participant hospitals have 
found that reviewing and adjusting, 
as appropriate, the team currently 
caring for CJR patients may lead to 
efficiencies in the model.

Personally, my social work 
background has helped me in 
making that connection with 
each person and in formulating 
questions not only about a 
patient’s health history but also 
about their support system, their 
living environment, any mental 
health issues, and several other 
factors that could play a part 
in the process of going through 
surgery and having a successful 
recovery.

\
– CJR participant hospital
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navigators to have, ensuring that the individual’s skills and 
experience closely fit the activities for which he or she will 
be responsible. While registered nurses (RNs) had been 
most commonly identified in this role in the past, recently 
participant hospitals have shared that this responsibility 
can also be carried out by those with other backgrounds 
(e.g., certified medical assistant). Additional clinician 
types for the care coordinator/navigator role reported by 
hospitals include:

• Nurse practitioners who may be able to order
medications and treatment (depending on state laws),
thereby streamlining provider communications and
activities;

• Physical therapists who may better understand
healing nuances specific to joint replacements; and

• Social workers who may best serve populations with
psychosocial needs that interfere with recovery.

TOOLS & RESOURCES 

Care Navigator Interviews Content Pack

     Example Discussion
     Questions

1. What is your hospital doing to identify
opportunities to reduce internal costs
associated with implants, surgical
supplies, and/or medications?

2. How does your hospital use its staff to
ensure success in the CJR model? Has
your hospital considered hiring staff
with specialized skills that can help
increase the overall quality of life for
CJR patients?

NOTES

For questions for your peers, post on CJR Connect.

For comments or questions on the Toolkit, reach out to CJRSupport@cms.hhs.gov.
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Data-Driven Continuous 
Quality Improvement

Data Collection, 
Analysis, and Reporting 
Infrastructure

TACTICS
Adopt, configure, or upgrade technological 
tools to support data collection, analysis, 
or display

Leverage or acquire internal or external 
analytic expertise

Collect and report patient reported 
outcomes (PRO) and risk variable data

Some CJR participant hospitals have found that providing 
stakeholders with frequent, up-to-date information about 
opportunities for care improvement supports their ability 
to plan strategically and prioritize care redesign actions. 
To meet these needs, hospitals have reported leveraging 
internal data sources such as tracking spreadsheets, 
electronic medical records, and business operations data, 
and integrating and reconciling the internal data with 
CMS claims data, when available. Some hospitals have 
configured their electronic medical records to output 
patient reports that help identify trends in patient process 
and outcome measures, allowing clinical leadership to 
hone in on high-impact cost and quality drivers. Others 
are creating dashboards that display outcome, quality, 
and/or cost data at regular intervals or in real-time and 
review this data with internal, and sometimes external, 
stakeholders on a regular basis. 

Based on feedback from CJR participant hospitals, staff in 
the quality improvement, finance, information technology, 
or healthcare analytics departments may have the 
expertise to identify, access, integrate, and analyze the data 
outlined above. However, some have reported partnering 
with software vendors, consulting firms, and professional 
membership organizations to assist them in these efforts.

Hospitals noted that it may be useful to develop a process 
for collecting PRO and risk variable data in order to 
measure progress and identify areas for improvement in 
patient outcomes, and also to improve CJR participant 
hospitals’ overall composite quality score. Some are 
collecting this data electronically via patient-facing portals 
that are integrated into the electronic medical record, 
or by email. Others are requesting it in person during 
appointments at the surgeon’s office or at the joint surgery 
education class. Finally, some participant hospitals have 
reported conducting outreach over the phone and by mail 
to collect this data. Hospitals often indicated that they were 
using multiple strategies simultaneously, depending on 
their patients’ comfort levels with the available technology 
and the total number of patients requiring outreach. 

Implementation of Patient-reported 
Outcome Measures in Total Knee 
Arthroplasty

Patient-reported Outcome 
Measurement for Patients with Total 
Knee Arthroplasty

Using Data to Drive Improvement: Part 1

Using Data to Drive Improvement: Part 2

Many CJR participant hospitals have 
shared that collecting, analyzing, and 
reporting process measures, patient 
outcomes, and cost data has allowed 
them to prioritize on which care 
redesign efforts they should focus.

PATHWAYS TO CHANGE

TOOLS & RESOURCES
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Data-Driven Continuous Quality Improvement

Relevant and Precise 
Measurement

TACTICS
Identify process and outcome measures 
available in internal (e.g., electronic 
health record, business intelligence) 
as well as CMS-provided (e.g., claims, 
monitoring reports, reconciliation 
reports) data

CJR participant hospitals are collecting and reporting on a 
variety of data:

• Patient characteristics data, such as demographics
and case mix index;

• Care process data, such as process and workflow
maps, number of cases by physician, timing and
frequency of physical therapy and home health visits,
attendance rates for patient education classes, and
clinician adherence to agreed-upon clinical protocols;

• Procedural data, such as surgical supplies, tools
and implants, time to operating room for fracture
patients, time in operating room, on-time starts
in the operating room, and intraoperative pain
management;

• Care outcomes data, such as inpatient and skilled
nursing facility length of stay, discharge disposition,
functional status, deep vein thrombosis (yes/no),
pulmonary embolism (yes/no), surgical site infections
(yes/no), pressure injuries/ulcers (yes/no), number
of falls, patient satisfaction, readmission rates,
emergency department visits, and mortality; and

• Cost data, such as setting-specific, per-episode, and
total cost of care.

Several hospitals indicated that they are trending these 
measures over time in order to track their performance 
relative to hospital-specific goals and peer, local, or national 
benchmarks.

CJR participant hospitals are utilizing and analyzing 
CMS-provided data, such as CMS claims data, to gain a bet-
ter understanding of payments across the episode of care, 
clinical overviews, and past performance. Many use this 
data to supplement internal data. Hospitals have created 
dashboards and reports using both CMS-provided and 
internal data to obtain a better understanding of past per-
formance and identify any variation between their hospital 
and other hospitals in the model. Participants have reported 
that the use of CMS-provided data provides an enhanced 
understanding of payments across the episode of care.

Identifying and Communicating High 
Cost and Low Quality Drivers: Learnings 
from the Data Affinity Group

Using Data to Drive Improvement: Part 1

Using Data to Drive Improvement: Part 2

Interpreting and Communicating Data: 
Using Dashboards to Build Engagement 
and Drive Results

Interpreting and Communicating High 
Cost/Low Quality Drivers: Deep Dive on 
Physician Data

Interpreting and Communicating High 
Cost/Low Quality Drivers: Deep Dive on 
Post-Acute Care Provider Data

CMS Nursing Home Compare

CMS Home Health Compare

CJR participant hospitals have reported 
that relevant and precise measurement 
provides a picture of how well the hospital 
and its providers are performing under the 
CJR model, allowing them to hone in on 
the areas truly in need of improvement.

PATHWAYS TO CHANGE

TOOLS & RESOURCES
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Data-Driven Continuous Quality Improvement

Data-Driven Improvement 
Strategies

TACTICS
Develop and share dashboards 
(preferably un-blinded, where each 
organization, provider, and/or physician 
is identified by name) displaying 
progress towards metrics

Perform root cause analyses of outlier 
cases and low performance

Many CJR participant hospitals have emphasized that sharing 
easy-to-interpret, actionable data has enhanced their ability 
to engage in continuous quality improvement. For example, 
scorecards and dashboards that display quality and cost 
outcomes at the organization and provider level in simple and 
intuitive visualizations have helped hospital audiences quickly 
see trends, areas for improvement, and successes. According 
to these hospitals, low-cost tools such as Excel, Tableau, and 
Access have sufficient functionality to produce useful data 
visualizations; some hospitals also have this capability in their 
electronic medical records. Many hospitals reported that they 
are sharing un-blinded organization and provider-level data 
(e.g., revealing the organization and/or provider associated 
with each data point) to encourage healthy competition and 
make it easier to understand what is driving trends.

CJR participant hospitals have found it beneficial to share data 
broadly, as many disciplines within the hospital have expressed 
interest in CJR model progress and have supported trend inter-
pretation and improvement efforts. Hospitals are sharing data 
with a variety of staff including surgeons, anesthesiologists, 
pharmacists, nurses, navigators, case managers, executive spon-
sors, and operations team members. In some cases, hospitals 
are tailoring which metrics they share, depending on the target 
audience. For example, aggregate measures of care outcomes 
and cost may be of most interest and relevance to executive 
leadership, while clinical staff may need procedural and care 
process data at the physician, procedure, or post-acute care 
facility level to be engaging and useful.

Hospitals are presenting these data during regularly scheduled, 
discipline-specific meetings to make data review and 
discussion convenient; some hospitals have found it helpful 
to have one-on-one meetings to review data associated with 
a specific clinician in detail. According to CJR participant 
hospitals, during these data reviews, it is important to not 
only address low-performing metrics, but also identify what is 
working well and continue to work to sustain and spread the 
practice to other units, procedures, or staff. To help accomplish 
this, several hospitals have utilized formal quality 
improvement methods – such as Lean Six Sigma, Plan-Do-
Study-Act cycles, chart reviews, patient journey mapping, and 
patient readmission interviews. As the model has progressed, 
hospitals also began 

Care Redesign in Joint Care

Using Data to Drive Improvement: Data 
Collection, Analysis, & Reporting

New England Journal of Medicine 
Catalyst publication on Value-Oriented 
Architecture

CJR participant hospitals have found that 
the right data shared broadly has helped 
them build momentum for engagement in 
care redesign, allowing them to identify 
opportunities for improvement and best 
practices to sustain and spread.

PATHWAYS TO CHANGE

TOOLS & RESOURCES
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     Example Discussion
     Questions

1. Is your hospital utilizing multiple
sources of data (internal data, CMS-
provided data, etc.) to gain an enhanced
understanding of your hospital’s
performance? If not, what steps can you
take to access and begin analyzing other
data sources?

2. Are you sharing data with a variety of
hospital staff? Would sharing data help
engage others in continuous quality
improvement of the CJR model?

utilizing other methods, such as creating heat maps that track 
where patients are discharged and conducting periodic patient 
focus groups, to understand their patients better overall and 
access additional data to refine and improve their processes. 
Others have relied on their CJR team’s experience and expertise 
to identify the root causes of their trends.

NOTES

For questions for your peers, post on CJR Connect.

For comments or questions on the Toolkit, reach out to CJRSupport@cms.hhs.gov.
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Right Care, 
Right Time

Standardized, Evidence-
Informed Clinical Protocols

TACTICS
Create formal/structured opportunities 
to educate staff and clinicians (e.g., via 
grand rounds, sponsoring continuing 
medical education) about evidence-
informed clinical protocols

Develop tools (e.g., decision trees, 
process maps) that enable standardized 
use of clinical protocols

Attempt to use fewer disabling 
medications, like opioids, patient-
controlled analgesia, and femoral 
blocks, when clinically appropriate

Ambulate patients post-operatively 
early and often

Provide physical therapy post-
operatively early and often

Prevent infections

Prevent pulmonary embolism (PE) and 
deep vein thrombosis (DVT)

Some hospitals have indicated that they consult peer-
reviewed literature and professional associations when 
considering changes to clinical protocols. Five areas of 
clinical care have emerged as common focal points for 
protocol refinement and standardization among CJR 
participant hospitals:

Infection Prevention: CJR participant hospitals reported 
that they have reinforced or refined processes for surgical 
site sterilization, begun testing patients for bacterial 
presence prior to surgery, and reduced practices that they 
have found to be associated with infection (e.g., using Foley 
catheters).

Ambulation: Many hospitals have shared that getting 
patients up and walking sooner (e.g., the day of surgery) 
and more frequently (e.g., twice a day) after surgery 
promotes recovery. Using mobility aides, patient care 
technicians, or student volunteers to supplement unit 
nurses’ ambulation efforts has enabled early and frequent 
ambulation. Decreasing patients’ resistance to ambulation 
by setting clear expectations for ambulation during pre-
surgical communications; offering patients the ability 
to eat lunch as a group in a room to which they must 
walk to attend; and giving patients shorts and sneakers 
to encourage them to see themselves as actively engaged 
patients have also helped hospitals meet their ambulation 
goals.

Pain Management: Some hospitals have begun to 
minimize the use of opioids, patient-controlled analgesia, 
and femoral blocks and increase the use of regional, 
short-term blocks to reduce medication side effects 
such as nausea and muscle weakness that delay patients’ 
ability to get up and start walking soon after surgery. CJR 
participant hospitals have reported working with patients 
early on to set expectations, educate patients about pain 
management, incorporate patients into the planning 
process, and discuss non-opioid pain management tools. 
Some participant hospitals indicated success using a pain 
management record tool that tracks their pain management 
strategies, medication, and levels of pain. These tools have 
benefits such as increased patient communication and 

CJR participant hospitals have reported 
that they are refining or standardizing 
their clinical protocols to make patients 
ready for discharge sooner, improve 
patients’ chances of being discharged to a 
lower-acuity post-acute care facility, and 
prevent emergency department visits and 
readmissions.

PATHWAYS TO CHANGE
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they encourage patients to take an active role in their pain 
management. Another hospital described a stratification 
system that they established, which incorporates 
surgeon discretion and patient responses into questions 
assessing risk for nontherapeutic use of opioids. For 
more information on how CJR participant hospitals have 
innovated their pain management strategies, please refer to 
the Pain Management Spotlight.

Physical Therapy: CJR participant hospitals are starting 
physical therapy sooner after surgery (e.g., the day of 
surgery). Performing surgeries earlier in the day, scheduling 
shifts so that therapists are available to provide physical 
therapy in the evenings and on weekends, and offering 
group therapy to maximize resources has enabled hospitals 
to provide physical therapy early during recovery. 

Pulmonary Embolism (PE) and Deep Vein Thrombosis 
(DVT) Prevention: Several hospitals indicated that they 
are combining chemical and mechanical PE and DVT 
prophylaxis into standardized order sets.

Based on experiences shared by CJR participant hospitals, 
it can be beneficial to educate clinicians and staff 
about changes or standardizations to clinical protocols 
and implement supports that make adhering to the 
new protocols easier. Some hospitals have leveraged 
existing communication channels such as grand rounds, 
governance meetings, service line meetings, quarterly 
learning community meetings, resource sharing via email, 
and in-services to educate clinicians and staff about the 
new protocols. According to participant hospitals, easily 
accessible decision trees and programming standardized 
order sets into the electronic medical record are examples 
of supports that may increase adherence to the new 
protocols. Additionally, hospitals report that participation 
in a regulatory program (e.g. the Joint Commission) 
contributes to protocol standardization.

Implementation of a Total Hip 
Arthroplasty Care Pathway at a High-
Volume Health System: Effect on 
Length of Stay, Discharge Disposition, 
and 90-Day Complications

Comprehensive Care for Joint 
Replacement (CJR) Bundle Expense in 
Perioperative Pain Management

Cross Model Learning Network Opioid 
Use Disorder Resources Database for 
CMMI Models

Cross Model Learning Network Patient 
Journey Map for Opioid Use

     Example Discussion
     Questions

1. How can your hospital incorporate
the tools and tactics identified above
to prevent emergency department
visits and readmissions?

2. What does your hospital currently
do when it comes to putting
standardized, evidence-informed
clinical protocols in place? Are
there any areas where there is room
for improvement?

TOOLS & RESOURCES
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Right Care, Right Time

Risk Stratification

TACTICS
Assess patients’ clinical, financial, and 
social risk factors

Modify clinical protocols to enhance 
patient care based on risk assessments

Optimize patients’ health prior to 
surgery

There are a few validated, publicly-available risk assessment 
tools that CJR participant hospitals have reported using, 
however, most hospitals in the CJR Learning System sample 
indicated that they have combined or modified multiple 
tools, or created their own. Enlisting the help of surgeons, 
hospitalists, nurses, case managers, and quality improvement 
personnel has helped hospitals’ CJR teams identify the most 
important risk factors for which to screen their patients:

• Clinical: Anemia, poorly controlled comorbidities (e.g.,
diabetes, hypertension or sleep apnea), body mass index
(BMI) greater than 40, anxiety, depression, pre-surgical
functional status, anesthesia or other medication
tolerance (e.g., preventative post-operative nausea
medication)

• Behavioral: Smoking, alcohol dependence, narcotic abuse
• Financial: Inability to afford medications or medical

supplies (e.g., walkers, canes) to support recovery
• Socioeconomic: Lack of support system, transportation

barriers, and/or home environment (see page 35 for addi-
tional information related to social determinants of health)

Typically, CJR participant hospitals have administered their 
tools starting two to four weeks prior to surgery in the 
surgeon’s office, at the joint class, or during a navigator phone 
call, then revisit as needed throughout the perioperative and 
recovery period. Some hospitals have noted that patients who 
score as high-risk may benefit from additional or different 
care management plans than the typical patient. For example, 
hospitals have found success:

• Optimizing high-risk patients’ health prior to surgery
(e.g., instructing them to work with their other
physicians to control their other conditions or losing
weight);

• Using an “Internal Medicine Preoperative Assessment,
Consultation and Treatment (IMPACT) Clinic” model
or having pre-admission testing managers who work
with patients 3-5 days prior to surgery to do pre-
admission testing, document their medical history, and
complete risk stratification;

Nonelective Primary Total Hip 
Arthroplasty: The Effect of Discharge 
Destination on Postdischarge Outcomes

Example Discharge Planning 
Assessment Tool

Example Pre-operative Home 
Evaluation Screening Tool

CJR Risk Stratification Affinity Group 
Kickoff Session

CJR Risk Stratification Affinity Group 
Example Problem Solving Template

Fourth Consensus Guidelines for the 
Management of Postoperative Nausea 
and Vomiting

According to some CJR participant 
hospitals, categorizing patients according 
to their risk for adverse outcomes may 
help efficiently allocate resources towards 
customizing patient care plans and 
improving patient outcomes.

PATHWAYS TO CHANGE
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• Assigning high-risk patients to navigators or increasing
their contact with navigators; and

• Referring high-risk patients to community services that
can help them overcome socioeconomic barriers to
recovery.

According to participant hospitals, low-risk patients benefit 
from screening as well, which provides an opportunity to start 
the discharge planning process prior to surgery.

NOTES

For questions for your peers, post on CJR Connect.

For comments or questions on the Toolkit, reach out to CJRSupport@cms.hhs.gov.
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Right Care, Right Time

Patient and Caregiver 
Education and Engagement

TACTICS

Implement patient portals to allow 
patients access to education information 
and care plan

Conduct joint classes

Develop a joint replacement handbook

Incorporate families and caregivers into 
education and care planning

Enlist care navigators to provide one-on-
one education, support, and follow-up

Enlist physicians to help set expectations 
and educate patients in the practice

Participant hospitals have developed or intensified their 
strategies for educating and engaging patients and their 
caregivers to increase the hospitals’ chances of success under 
the CJR model. The primary enhancements have been to 
refine what information is communicated to patients and 
their families and/or caregivers: 

• Encouraging patients to enlist a friend, family member, 
neighbor, community volunteer or group member to 
serve as a coach or caregiver;

• Providing more detailed information about what care 
patients will receive, when, and by whom in the pre-
operative, perioperative, and post-operative settings;

• Setting clear expectations around pain management 
(e.g., patients will still experience pain) and 
ambulation (e.g., patients will likely be getting up and 
walking the day of their surgery);

• Emphasizing that home – either with home health 
or outpatient therapy – is the preferred first post-
operative discharge setting rather than an inpatient 
rehabilitation or skilled nursing facility when clinically 
appropriate, by educating the patient on the advantages 
of home discharge (such as infection prevention);

• Sharing tips on how to make the transition to home 
easier (e.g., stocking the refrigerator with meals before 
surgery, arranging pet care, encouraging caregivers to 
take off of work the first few days the patient is home 
rather than or in addition to while they are in the 
hospital); 

• Identifying the signs and symptoms of normal 
recovery, as well as potential complications; and

• Urging patients and their families and/or caregivers to 
call their care navigator or 24-hour nurse triage lines 
rather than going to the emergency room or calling 
911 for non-emergent concerns.

Other enhancements participant hospitals have made under 
the CJR model include:

Based on feedback from the CJR 
participant hospitals included in the 
Learning System sample, educating and 
engaging patients and their caregivers 
has helped to reduce their anxiety and set 
expectations so they feel empowered and 
prepared for their surgery and recovery.

PATHWAYS TO CHANGE
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Pre-Operative Occupational Therapy for 
Patients Having Total Hip Replacements

Example Joint Replacement Handbook

Example Joint Replacement Class 
Presentation

Example Hip Fracture Handbook

Example Joint Replacement Program 
Patient Agreement

Example Patient-Centered Discharge 
Planning Form

• Adding care navigators to be available for education, 
coaching, and triaging of recovery problems;

• Making it more convenient for patients to receive the 
education (e.g., offering joint classes more frequently, 
offering joint classes in the evenings, creating online 
versions of education materials, aligning the timing of 
joint classes with patients’ pre-operative evaluations);

• Delivering the education in more engaging ways (e.g., 
more interactive than didactic); 

• Requiring patients and/or their families/caregivers to 
attend hospital-facilitated joint replacement classes or 
camps (typically in a group setting) that use a standard 
curriculum to prepare patients for surgery; and

• Providing families and/or caregivers multiple 
opportunities to get involved in patient care, such as 
hosting family and/or caregiver conferences. 

Participant hospitals are using a variety of methods to 
educate and engage patients including:

• Joint replacement classes or camps (some participant 
hospitals have explored virtual or online joint class 
formats, please see the Virtual Patient Education and 
Engagement spotlight for more information);

• Printed materials (e.g., joint handbooks, handouts, 
magnets, daily recovery logs, discharge checklists, and 
presentations);

• Videos (e.g., discharge videos or individual videos 
from their surgeon after going home);

• EMR patient portals;

• Patient engagement software, applications, and 
programs; and

• One-on-one discussions.

It is typically care navigators, surgeons, and their nursing 
staff who are having these conversations with patients; 
however, hospitals have discovered that it is vital for all 
members of the care team to communicate consistent 
messages to patients and their families and caregivers. A few 
hospitals have enlisted former joint replacement patients to 
provide this education during joint classes or at reunion/ 
alumni events. Some hospitals indicated that they have also 
gathered input on their educational materials from former 
patients and updated the content based on the feedback.

TOOLS & RESOURCES
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     Example Discussion
     Questions

1. How does your hospital educate and
engage CJR patients? Which tactics
and tools from above could your
hospital consider incorporating?

2. Think about your patients’ and
families’ experiences from end to
end. Are there any gaps that could
be addressed by your hospital staff to
improve the care experience?

CJR participant hospitals also emphasize the importance 
of patient empowerment by encouraging patients to 
become active partners and participants in their own care 
and recovery. To do this, hospitals encourage patients to 
have conversations with their care team pre- and post-op, 
ask questions (emphasizing that all questions are good 
questions), and set goals for their recovery. Some hospitals 
utilize patient agreements and knowledge validation 
methods such as quizzes and teach-back methods to ensure 
the patient feels empowered. This has helped create a culture 
where patients take an active role in their care and recovery. 

NOTES

For questions for your peers, post on CJR Connect.

For comments or questions on the Toolkit, reach out to CJRSupport@cms.hhs.gov.
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Coordination Across 
the Care Continuum

Patient Identification, 
Notification, and Tracking

TACTICS

Adopt, configure, or upgrade 
technological tools to support 
identification and tracking of CJR 
patients

Provide the beneficiary notification to 
qualifying patients

Develop provider communication 
protocols for transitions of care

CJR participant hospitals have identified a variety of team 
members that are involved in identifying and tracking 
CJR patients throughout the episode, including physician 
office schedulers, care coordinators/navigators, case 
managers, registration/admissions departments, emergency 
room staff, and IT teams. To identify CJR patients and 
subsequently provide the patient notification, CJR 
participant hospitals have employed various strategies: 

• Asking physician’s offices to notify the hospital when
surgery is scheduled, after which the care coordinator
can follow up with the patient to discuss joint
replacement education, preoperative assessment, etc.;

• Scanning operating room schedules for lower
extremity joint replacements, then determining
whether that patient is a CJR patient;

• Incorporating a flag within the electronic medical
record that identifies CJR patients based on procedure
and insurance status; and

• Working with the hospital’s IT department to develop
regular reports that provide relevant information
about CJR patients.

Given the emergent nature of their injury, many hospitals 
have developed a separate process to identify fracture 
patients that fall into the CJR model. Hospitals have 
reported reviewing emergency department or operating 
room records each morning for the day prior; working with 
their hospital’s trauma coordinator to be notified about 
possible CJR patients; or implementing automatic pages 
when a potential CJR patient is admitted.

In order to support patients during recovery and prevent 
complications/readmissions, CJR participant hospitals 
reported that they are tracking a variety of metrics that 
may impact a patient’s recovery or costs related to their 
care throughout the episode, including, but not limited 
to, discharge setting, patient progress, falls, drainage, 
infections, bowel movements, complications, emergency 
department visits or readmissions, and other psychosocial 
risk factors. 

By identifying CJR patients before or 
at the beginning of the episode, CJR 
participant hospitals have been able to 
educate the patient on what to expect 
post-operatively; anticipate and address 
risk factors that may complicate the 
patient’s recovery; and follow the patient 
upon discharge to prevent unnecessary 
hospital readmissions.

PATHWAYS TO CHANGE
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The intensity with which a patient is tracked by hospital 
staff usually depends on the patient’s risk factors and 
discharge disposition:

• Care coordinators/care navigators reported that CJR
patients discharged to a skilled nursing facility or
other post-acute care facility generally require closer
follow-up and coordination with post-acute care
facility staff. This can be accomplished via sharing
patient medical records; phone calls; forms that are
completed by post-acute care facilities on a regular
basis; or in-person visits by the care coordinator.

• Care navigators have found that some patients require
more customized follow-up, such as patients with
multiple comorbidities or memory/comprehension
deficiencies, like dementia. Thus, care navigators have
found that these patients should be tracked with more
intensity and require more intentional collaboration
with post-acute care facilities.

• Hospital staff are contacting patients that are
discharged to home via phone, email, mail, or
electronic platforms that facilitate patient education
and engagement. These electronic platforms,
applications, and other technological tools can serve a
variety of functions. They provide reminders and daily
tasks or exercises to patients and feed information
back to care teams, such as developing complications.
Some hospitals are providing patients with a direct
phone number to reach the care team in case issues
arise during recovery. Other hospitals are providing
patients with rented tablets to communicate with their
care team throughout the duration of their inpatient
hospital stay.

• Generally, participant hospitals are following up with
all CJR patients within 48-72 hours of discharge, then
on a regular basis thereafter (e.g., 1 week, 2 weeks,
30 days, 60 days, and 90 days post-operatively) while
customizing these touchpoints as needed, based on
patients’ unique situations. Some hospitals are also
using post-discharge follow-up to encourage patients
to check-in with their primary care physicians within
7 days of discharge.

As part of these efforts to reduce readmissions, 
CJR participant hospitals have developed pathways 
for communication across providers and settings. 
Technological tools, such as electronic medical records that 
can be accessed by providers from different organizations 

Beneficiary Identification & 
Notification: Promising Practices

The Patient Journey Series: Strategies for 
Following CJR Patients throughout the 
Episode

Beneficiary Notification Letters

TOOLS & RESOURCES
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or platforms/software that facilitate communication (e.g., 
secure text messaging), have been leveraged within these 
pathways. In addition, some hospitals have begun using a 
flag in their electronic medical record system to notify care 
navigators immediately when a CJR patient presents in 
the Emergency Department in order to prevent a potential 
readmission. Some staff members are using simple 
spreadsheets to track patients internally, while others 
are using color-coding to easily flag high-risk patients. 
Patient-facing tools and applications can also be utilized 
to check in with patients and collect patient reported data. 
Finally, some hospitals have found it helpful to regularly 
communicate patient tracking information to physicians, so 
physicians are fully informed during post-operative visits.

     Example Discussion Questions

1. How can your hospital improve the tools and technologies
used to track patients?

2. What steps can your hospital take to provide more customized
follow-up for patients with clinical complexities and/or
comorbidities?

NOTES

For questions for your peers, post on CJR Connect.

For comments or questions on the Toolkit, reach out to CJRSupport@cms.hhs.gov.
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Coordination Across the Care Continuum

Collaboration on 
Implementation of Clinical 
Protocols and Pathways

TACTICS

Share a comprehensive summary of the 
patient’s care

Enlist the leadership and support of a 
“physician champion”

Conduct interdisciplinary inpatient 
rounds

Convene multi-disciplinary and inter-
institutional workgroups or routine 
meetings

Adopt, configure, or upgrade 
technological tools to support real-time 
sharing of patients’ health information 
between providers within and/or across 
settings

Enlist care coordinators to facilitate 
communication across providers and 
settings

Collaborate with post-acute care 
facilities to build relationships, set care 
expectations, and standardize patient 
messaging

CJR participant hospitals have found that inviting 
clinicians from various disciplines (e.g., orthopedics, 
anesthesiology, trauma) to participate in workgroups can 
create an opportunity to gather input on implementation 
efforts under the model; improve communication related 
to clinical pathways; and provide a centralized place to 
discuss, standardize, and implement clinical protocols. 
Physician champions – physicians that are aligned with 
the goals of the CJR model and are respected among their 
peers – have been leveraged to bring other physicians and 
clinical staff on board with a hospital’s implementation 
efforts. Participant hospitals have noted that physicians 
are often competitive, entrepreneurial, and evidence-
focused; to engage them, hospitals have found it beneficial 
to keep content concise, relevant, and pertinent, focusing 
on actual cases and data. Specifically, holding meetings at 
a time that does not disrupt physicians’ surgery schedule 
(i.e., early in the morning) was a nuance that several 
hospitals highlighted as a necessity. Allowing for rapid cycle 
improvement; encouraging surgeons to test protocols and 
bring their experiences back to the group; and reinforcing 
the message that they are responsible for not only their 
patients’ outcomes, but also the episode costs, have helped 
hospitals implement changes to clinical protocols.

Once stakeholders are engaged in care redesign, CJR 
participant hospitals have often used committees to make 
strategic decisions. One thing that some hospitals have 
chosen to focus on in their multi-disciplinary committee 
meetings is post-acute care utilization. These meetings 
discuss how to send more patients to the least restrictive, 
clinically appropriate site of care and how to facilitate the 
culture shift from discharge to a facility toward discharge to 
home. 

In addition to convening and/or facilitating these com-
mittee meetings, care coordinators at some participant 
hospitals have been charged with implementation in tan-
dem with physicians. Care coordinators have reported that 
they are usually responsible for managing communication 
across multiple providers and organizations throughout 
the pre-operative, inpatient, and 90-day post-operative 

By engaging all individuals that are 
involved in direct patient care, care 
redesign efforts, and compliance with CJR 
model requirements, participant hospitals 
have been able to more seamlessly 
implement clinical protocols and pathways 
across settings.

PATHWAYS TO CHANGE

CJR Model Toolkit  Version 3.0   |  August 2021 See Disclaimer on the cover of this document. 33



periods. Some care coordinators focus primarily on patient 
navigation or care team coordination, or they may straddle 
both responsibilities simultaneously. Their activities may be 
formalized (e.g., regular huddles with care team members) 
or be more informal (e.g., phone calls to post-acute care fa-
cilities to check in on patients needing extra support). These 
internal care team coordination efforts can serve as oppor-
tunities for staff from different disciplines to get to know 
each other and foster a collaborative culture surrounding 
CJR priorities. 

A key activity reported by care coordinators is 
communicating with post-acute care facilities, including 
skilled nursing facilities (SNFs), home health agencies 
(HHAs), inpatient and outpatient rehab, and outpatient 
physical therapy (PT). These interactions may include 
educating the post-acute care facilities around the goals 
of the CJR model and clinical protocol changes that the 
hospital may be requesting for CJR patients. 

Related to communication with post-acute care facilities 
is collaboration with them. Hospitals have consistently 
noted the importance of meeting with SNFs and HHAs 
in-person to build relationships and set expectations 
surrounding standards of care. For example, some hospitals 
have explicitly discussed expectations for therapy frequency 
to include weekends. Additionally, collaborating with 
post-acute care facilities on patient messaging is crucial to 
ensuring that patients receive clear discharge and transition 
of care instructions. To help ensure a smooth discharge 
and transition, some care coordinators reported holding 
discharge classes for patients with their SNF and HHA 
partners. The other piece of this collaboration, as shared 
by CJR participant hospitals, is ensuring that all members 
of the care team are aware of a patient’s care needs and 
status. This is particularly important for patients with 
added challenges, such as dementia. To accomplish this, 
some hospitals have set-up processes to share patient 
information securely and efficiently with all members of 
the care team; several hospitals noted that they worked with 
their hospital’s IT department to develop these capabilities 
within their electronic medical record or interfaced directly 
with providers’ offices. CJR participant hospitals have 
reported utilizing written tools that track and document 
data and performance evaluations to support collaboration 
with post-acute care providers. Other hospitals have 
supplemented this with interdisciplinary inpatient rounds 
to keep staff up to date on patients’ progress. 

Continued Inpatient Care After Primary 
Total Knee Arthroplasty Increases 30-
Day Post-Discharge Complications: A 
Propensity Score-Adjusted Analysis

Example Post-Acute Care Provider 
Communication Form

     Example Discussion
     Questions

1. How can the role of your
“physician champion” be improved
to maximize their impact?

2. What expectations should your
hospital be setting with your post-
acute partners?

TOOLS & RESOURCES
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Coordination Across the Care Continuum

Incentivize Collaboration

TACTICS
Utilize sharing arrangements

Establish preferred provider networks

Some CJR participant hospitals have formally partnered 
with physicians who are engaged in care redesign and who 
furnish services to CJR patients during the episode via 
sharing arrangements. These arrangements have allowed 
physicians to share in payments received by the hospital 
from Medicare as a result of reduced episode spending, or 
internal cost savings, or both. 

In terms of collaborating with post-acute care facilities, 
some participant hospitals have established preferred 
provider networks (PPN) with facilities that meet the 
hospital’s quality requirements as a way to encourage these 
facilities to improve the quality of the care they provide and 
to collaborate on clinical protocols and pathways. Hospitals 
share the list of facilities in these PPNs with patients while 
still maintaining absolute patient choice. Some hospitals 
have chosen to create SNF scorecards to further educate 
patients about their choices, including information such 
as CMS star ratings, readmission rates, and staff turnover. 
CJR participant hospitals have identified the most highly-
utilized and/or highest-quality post-acute care facilities. 
Subsequently, hospitals have encouraged these facilities to 
participate in their care redesign efforts, such as requesting 
that the facilities implement a certain protocol or share 
specific data with the hospital, if they want to be considered 
for inclusion in the PPN. To identify these post-acute care 
facilities, hospitals have found it helpful to review internal 
and/or publically-available data (e.g., CMS 3-star provider 
information, staffing metrics, readmission rates, emergency 
department visit rates, complication rates, and average length 
of stay). Some participant hospitals have ensured that their 
PPN provides options across their region, as some patients 
select their post-acute care facility based on locality. 

CJR participant hospitals have also shared that they have 
begun to establish regular activities with their PPNs, such as 
quarterly forums or meetings to collaborate on best practices 
and review performance metrics. Additionally, in an effort 
to increase PPN utilization, some participant hospitals have 
recorded when and why patients have chosen non-preferred 
facilities and have tried to address those reasons.

CJR participant hospitals have 
streamlined collaboration and aligned 
interests by encouraging physicians 
and post-acute care facilities to actively 
participate in care redesign efforts via 
sharing arrangements and/or preferred 
provider networks.

Care Coordination and Management 
Series: Developing Community 
Partnerships

Using Data to Drive Improvement: Part 1

Using Data to Drive Improvement: Part 2

CMS Nursing Home Compare

CMS Home Health Compare

PATHWAYS TO CHANGE

     Example Discussion 
     Questions

1. How can your hospital most 
effectively educate patients about 
their post-acute care options? 

2. What kinds of routine activities 
can your hospital establish with 
your preferred provider networks 
(PPNs) to maintain or enhance 
collaboration?
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Coordination Across the Care Continuum

Evaluate and Address 
Patients’ Social 
Determinants of Health

TACTICS
Screen for patients’ social determinants 
of health (e.g., transportation needs, 
food security, housing) as early as 
possible

Coordinate across disciplines and 
settings to develop a unified strategy 
for discussing and addressing social 
determinants of health 

Develop or enhance relationships with 
community partners to address social 
determinants of health

Many CJR participant hospitals have taken steps to stratify 
patients by risk by analyzing a variety of risk factors. Along 
with clinical and financial risk factors, hospitals have 
found it important to look at patients’ social determinants 
of health that could impact their ability to discharge and 
recover successfully. Some of these social determinants of 
health are related to nutrition, exercise, home environment 
(e.g., layout, furniture, staircases, pets and pet care 
options), transportation, and a support system. Refer 
to the risk stratification driver and the Risk Assessment 
and Stratification spotlight for more information on risk 
assessment tools and stratification processes.

A number of participant hospitals aim to address these social 
determinants of health prior to surgery. CJR participant 
hospitals have noted using strategies such as including dis-
cussions on nutrition, exercise, and behavioral management 
in pre-operative joint classes. Additionally, many hospitals 
have had their care navigators, care coordinators, physical 
therapists, or occupational therapists conduct pre-operative 
in-home risk assessments to establish a clear picture of a 
patient’s home environment and level of support. Ensuring 
that these educational efforts and individualized touchpoints 
are multidisciplinary and coming from a variety of care team 
members in various settings helps guarantee that the entire 
spectrum of social needs is addressed.    

CJR participant hospitals have built relationships with 
community-based organizations to support their patients 
after discharge. Examples of organizations with which 
hospitals have partnered include those that provide 
transportation, meal preparation, and light housework. Some 
hospitals have also had success reaching out to their local 
Area Agency on Aging (AAA) and/or Quality Improvement 
Organization (QIO) or conducting outreach to individuals 
in their patients’ communities, for example from a cultural 
or faith-based organization, to provide an extra layer of 
support. Other hospitals have used their resources to provide 
caregivers to patients being discharged home who do not 
have one or cannot afford one. Finally, another hospital has 
provided remote video translation and interpretation services 
to their non-English speaking patients to ensure they have a 
clear understanding of their surgery and recovery processes.

CJR participant hospitals have increased 
their focus on evaluating the social 
determinants of health of CJR patients 
prior to surgery and proactively 
addressing them using a variety of 
strategies. These social determinants of 
health include, but are not limited to: 
quality of diet and access to affordable 
and nutritious foods; safe home and 
neighborhood environment; supportive 
community and access to affordable 
caregiving; and reliable transportation 
to appointments and pharmacies. 

TOOLS & RESOURCES 

Robert Wood Johnson Foundation 
publication: A New Way to Talk about 
Social Determinants of Health

Cross Model Learning Network Social 
Determinants of Health Resource Guide

A New Guide on Universal Screening 
for Health-Related Social Needs from 
the Accountable Health Communities 
(AHC) Model
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We use the RAPT tool… our pre-operative patient 
navigator is great… she is able to target the patients 
where there might be a red flag. For example, one 
patient had a history of substance abuse, he lives in 
a walk-up where he rents a room and we were able 
to manage his rehab pre-operatively. He knew he 
wanted a rehab closer to home, I gave him the name, 
and I called the admissions office. So that was a 
smooth transition.

Recently, CJR participant hospitals have placed a greater emphasis on addressing social 
determinants of health and improving health equity. The poll results below display the activities 
that CJR participant hospitals are focusing on related to SDOH and health equity:

This data was collected 
during polls from several 
CJR all-participant 
webinars from 2019-2021.
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PROCESSES 
At Hospital O, when the decision is made for a CJR patient to move ahead with the surgery, the hospital 
begins discussing with the patient his or her individualized disposition plan, including the perioperative 
and post-operative pain control plan. Hospital O found that having these discussions early in the process 
and including the patient minimizes confusion after the surgery and reduces the likelihood of deviation. 
Before surgery, patients are stratified into protocol pathways based on their risk for non-therapeutic use 
of opioids. Many factors, such as the complexity of the surgery and the patient’s historical opioid use, 
are taken into account when determining the best pathway for a patient. Hospital O developed a set of 
medication, or an order set, that correlates to each different pathway so that any health care provider at 
the hospital can use his or her EMR to auto populate the prescription for narcotics as well as the non-
narcotic pain medicines. At discharge, patients are followed carefully and monitored through the EMR, 
which allows Hospital O to track the total number of pills the patient has taken.

Patients are provided with detailed instructions on when to take their medications, consisting of a tapered 
regimen that decreases over the two weeks following surgery. The goal is for the patient to complete the 
taper by their two-week visit. Patients have an opportunity to refill their medication one time at the first 
post-operative visit. Hospital O prefers that one health care provider prescribes the pain medication for the 
patient throughout the entire process, to avoid confusion and duplication. Patients who have a chronic pain 
provider may receive their perioperative pain medicine from them. For patients who do not have a chronic 
pain provider, the hospital takes responsibility for providing the patient with their medication. 

Hospital O has implemented strategies to reduce opioid use for their patients who undergo joint replacement 
surgeries under the Comprehensive Care for Joint Replacement (CJR) model. Prior to the start of the CJR model, 
Hospital O implemented a patient and family centered care initiative at their organization. This initiative was 
formed to develop programs and projects for patient care and included a sub-initiative focused on opioid mitigation 
strategies. In a collaborative effort with both the general and regional anesthesiologist, Hospital O worked to 
establish a multidisciplinary pain management protocol to help lower the overall dosing of narcotics prescribed. 

Spotlight: Opioid Mitigation 
Strategies

OUTCOMES
Hospital O tracked its outcome measures over time, using 2014 as the base year and examining the progression 
and trends following implementation from 2015-2018. During this time, Hospital O performed about 4,500 
joint replacements. Overall, they saw encouraging and positive results from their opioid reduction strategy. 
Outpatient prescriptions per patient per procedure decreased by about 45%, and patient-level consumption 
decreased by about 36%. Moreover, Hospital O observed that length of stay and readmissions both decreased, 
while the proportion of home discharges increased. 

Internally, the hospital was successful in building consensus among surgeons and gaining their buy-in. On the 
whole, the surgeons understood the importance of limiting opioid use and using fewer disabling medications. 
Hospital O was also successful with patient buy-in. Because patients often experience anxiety related to the use 
of pain medication, they embraced and appreciated the opioid reduction strategy. 
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CONCLUSION
Overall, the opioid mitigation strategy employed 
by Hospital O was successful. They are looking to 
continuously improve their pathways and order sets and 
emphasized the merits of iterative improvement in their 
process. Hospital O has learned from their CJR efforts 
that upfront discussions with patients are crucial to 
allowing the hospital to own and control the episode of 
care alongside the patient from beginning to end. Because 
of this, Hospital O has moved patient education, patient 
engagement, and surgeon-patient engagement to the 
forefront.

One of the things we have 
learned is that upfront 
discussions with patients 
about many things are hugely 
beneficial to controlling the 
entire episode.

– CJR participant hospital

     Example Discussion Questions

1. Has your hospital identified any opportunities to address overuse of opioids? If yes, how can your hospital
take action?

2. How can your hospital begin the conversation around opioid mitigation among your staff, surgeons, and
community partners?

NOTES

For questions for your peers, post on CJR Connect.

For comments or questions on the Toolkit, reach out to CJRSupport@cms.hhs.gov.
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Throughout performance years 2 and 3, many CJR participant hospitals have shifted their focus towards 
collaboration with post-acute care (PAC) providers. This priority shift has allowed hospitals to collaborate 
with various stakeholders and work towards seamless and patient-centered care, while achieving potential 
cost-savings. Hospitals across the country have employed a variety of strategies to effectively collaborate across 
settings and have seen promising outcomes from their collaboration efforts with PAC providers. 

The first strategy of visiting PAC facilities to build relationships 
and establish partnerships was highlighted by many participant 
hospitals. Care coordinators and navigators from CJR participant 
hospitals find it important to visit many, if not all, of their preferred 
PAC providers in person to establish and solidify partnerships. The 
ability to see the site of recovery and meet the therapy staff allows 
the care navigator to understand the discharge location and ask 
informed questions. One hospital raised the importance of meeting 
with the direct care staff in addition to the corporate staff during 
in-person visits, as it is informative to interact with the individuals 

who are going to be providing patient care. Although this re-
lationship-building can be formal or informal, it is recognized 
by many care navigators and care coordinators as an important 
part of the process. 

After a partnership is formed, hospitals often meet with 
skilled nursing facility (SNF) or home health agency (HHA) 
representatives in-person again to discuss care protocols 
and pathways. These protocols often include how soon after 
admission to begin physical and occupational therapy, the 
frequency with which to provide that therapy, and wound 
care. Several hospitals noted the importance of setting 
expectations with the PAC staff, such as ensuring that therapy 
is provided on the weekends and holidays. Hospitals may set additional expectations related to length of stay and 
curbing hospital readmissions. One hospital addressed the latter by asking PAC staff to call the surgeon directly 
before sending a patient back to the hospital. Other collaboration efforts are frequently centered on coordinating 
care for patients who require extra attention, such as those with comorbidities (e.g., diabetes or dementia). 

Spotlight: Strategies for 
Collaboration with Post-Acute Care 
Providers

Strategies for Collaboration
Visit PAC facilities to build relationships and establish partnerships
Meet with PAC staff to collaborate on care pathways and set clear expectations for care
Establish open lines of regular communication
Develop, discuss, and modify patient messaging
Share data across disciplines and settings5

4

3

2

1

I have found that a voice-to-voice 
phone call really helps a lot, because 
you are able to really discuss the patient 
in detail as well as making sure the 
SNFs understand from the last therapy 
session how the patient did overall. 

           –  CJR participant hospital

We decided to get together and develop 
a process to help improve the care for the 
patients so that they have that continuous 
communication... and streamline [the 
process] so the hospitals are saying 
the same things as the home health 
companies [are] telling them, so they’re 
not getting mixed messages and getting 
confused and frustrated.

             – CJR participant hospital
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To manage these patients, hospitals find it beneficial to establish open lines of communication so issues can be 
addressed efficiently. This communication may take the form of weekly or biweekly phone calls, daily huddles, 
and/or quarterly meetings. Some hospitals also use secure servers and online care navigation platforms to send 
secure HIPAA-compliant messages about patient status and to 
communicate important updates. CJR participant hospitals 
have noted that a benefit of frequent communication is the 
ability to discuss approaches to care for individual patients 
and therefore, ensure each individual patient is receiving the 
appropriate messaging on discharge and care that is consistent 
across settings. Some hospitals have used general scripting 
and shared this with their preferred PAC providers, but most 
tailor their messaging for patients who need more specific 
information.  

Finally, many hospitals have chosen to share data with their 
PAC providers and have established mechanisms for PAC providers to share their data with the hospitals as 

well. Common data points that are shared between hospitals 
and PAC providers include, but are not limited to: length of 
stay; percentage of lower extremity joint replacement (LEJR) 
patients that are fracture patients; average spend; readmissions; 
and discharge disposition. Hospitals often review this data in 
quarterly or monthly meetings with PAC leadership. This gives 
hospitals an opportunity to identify data points they want to 
address, and then strategize with the PAC facilities on how to 
improve these data points. For example, if a hospital sees in 
their data that PAC length of stay has recently increased, they 
are able to engage in discussions with PAC leadership on the 
possible root causes of that based off other data points (such as 
staff turnover) and to develop a solution.

Overall, post-acute care collaboration has been recognized as a priority for many hospitals. In the 2019 CJR 
Learning System Needs Assessment, participant hospital respondents identified post-acute care partnerships as 
their top priority.

We have found it to be really collegial. 
It’s worked out to be a very positive 
exchange. It’s not about the money... it’s 
really about the patient experience and 
the outcome.

            – CJR participant hospital

We didn’t receive any pushback from 
any home health companies, like I 
said, everybody was very eager to 
do it because they knew it was going 
to help improve communication for 
the patient and improve the patient 
experience and ultimately it’s the best 
thing for the patient.

– CJR participant hospital
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Many CJR participant hospitals have shared that these efforts and strategies have been successful for them. For 
example, several hospitals reported that average SNF payments decreased in part due to shorter SNF lengths of 
stay. Other hospitals saw their unplanned readmission rates decrease from baseline. Although these outcomes 
may be related to a variety of CJR model improvement activities, it is likely that PAC collaboration was a 
contributing factor. Moreover, CJR participant hospitals have reported a positive outlook on PAC collaboration 
and have noted that, at the end of the day, all stakeholders are united by the shared goals of positive patient 
experiences and successful outcomes.

Priorities Reported by Hospital Respondents, 2019 Needs Assessment

     Example Discussion Questions

1. How many of the 5 key strategies for PAC collaboration has your hospital attempted?
2. In what ways can your hospital prioritize PAC collaboration?

NOTES

For questions for your peers, post on CJR Connect.

For comments or questions on the Toolkit, reach out to CJRSupport@cms.hhs.gov.
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CJR Care Navigation Affinity Groups

The CJR Learning System (LS) team held two Care Navigation Affinity Groups; one facilitated by the LS team 
and one facilitated by CJR participant hospital Peer Leaders. Both Care Navigation Affinity Groups were created 
based on interest expressed by CJR participant hospitals in CJR Needs Assessments, during CJR LS webinars, 
and on CJR Connect. 

These affinity groups provided CJR participant hospitals the opportunity to discuss care navigation and care 
coordination strategies, successes, challenges, and lessons learned with their peers. Group participants were 
engaged in an active dialogue on the role, duties, and credentials of care coordinators and care navigators, as well 
as on different strategies for engaging and interacting with patients, families, and caregivers.

Core activities associated with care coordination and care navigation under the CJR model align with three 
of the primary drivers from the CJR Model Driver Diagram: Efficient Inpatient Operations, Right Care, Right 
Time, and Coordination Across the Care Continuum. These core activities include: 

• Perform pre-operative assessments that aid in discharge education and planning;
• Visit patients while in the hospital to track their care progress and finalize discharge plans; and
• Follow up with patients once discharged from the hospital to assess whether they are recovering

as expected or need additional education or care.

Spotlight: Care Coordination 
and Navigation 

Care Navigation Affinity Group Peer-Led Care Navigation Affinity Group

Dates September 2017 - February 2018 March 2019 – July 2019

Number of 
Sessions

6 affinity group sessions and 1 
all-participant event

• September 28, 2017
• October 26, 2017
• November 16, 2017
• December 14, 2017
• January 18, 2018
• February 22, 2018
• July 12, 2018 (all-participant event)

3 affinity group sessions and 1 
all-participant event

• March 5, 2019
• May 7, 2019
• July 9, 2019
• August 28, 2019 (all-participant event)

Audience
165 unique participants representing 

272 CJR participant hospitals attended 
at least one session of the affinity group

75 unique participants representing 102 
CJR participant hospitals attended at  
least one session of the affinity group

Satisfaction 99% of post-event survey respondents 
were satisfied with the sessions

100% of post-event survey respondents 
were satisfied with the sessions

Figure 1. Affinity Group Snapshots 
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Common Themes

Participants were encouraged to track and report on progress regarding topics discussed during the affinity 
group sessions and share their successes and challenges with each other during each webinar.  

The sessions and participant discussions covered a variety of topics related to care navigation and care 
coordination, including: 

• Patients with co-morbidities (specifically dementia)
• Patients who want to go to a post-acute care (PAC) facility or provider when not medically necessary
• Developing and maintaining relationships with PAC providers
• Working with surgeons to deliver consistent messages to CJR patients
• Optimizing patients prior to surgery

Care Navigation Affinity Group Overview

The Care Navigation Affinity Group’s goals, which were established at the beginning of the affinity group, were 
to convene on a monthly basis to:

• Share care navigation and care coordination tools and resources;
• Discuss successful strategies, challenges, and lessons learned; and
• Learn from each other.

Prior to the first session, the CJR LS developed an initial version of the Care Navigation Driver Diagram to 
serve as a tool during the affinity group and, following the end of the affinity group, as a resource on this topic 
for all participant hospitals. The CJR LS then worked with the affinity group participants to refine the driver 
diagram throughout the duration of the affinity group. The affinity group was organized into six sessions, each 
focusing on a different component of the driver diagram. Participants were encouraged to offer feedback and 
data to aid in the refinement of the driver diagram throughout the duration of the affinity group. The CJR 
LS team shared the final driver diagram with group participants at the end of the series. The Care Navigation 
Driver Diagram can be found on CJR Connect here. 

The affinity group highlighted implementation strategies care navigators use to coordinate care and facilitate 
communication and collaboration with post-acute care providers and community organizations, and manage 
patients throughout the clinical pathway. 
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Peer-Led Care Navigation Affinity Group Overview

This affinity group, led by Peer Leaders from four CJR participant hospitals, continued the discussion from 
the Care Navigation Affinity Group on care navigation and care coordination strategies and emphasized 
interactions as well as peer-to-peer sharing. 

The Peer Leaders were volunteers from CJR participant hospitals who helped in the development of the Peer-
Led Care Navigation Affinity Group. The Peer Leaders’ roles included:

• Aiding in the selection of session topics and learning objectives;
• Co-facilitating the affinity group with the CR LS team;
• Encouraging participants to share and participate; and
• Fostering engagement during the sessions and inspiring action after each session.

The affinity groups goals, identified at the first session, were to convene on a bimonthly basis to: 
• Facilitate peer-to-peer learning through open discussion of strategies, challenges and lessons learned and

through sharing of care navigation and care coordination tools;
• Further enhance communication and collaboration amongst care navigators and coordinators established

by the CJR Care Navigation Affinity Group (September 2017 to February 2018); and
• Gather strategies and lessons learned for sharing with all CJR model participants and for incorporation

into the CJR Toolkit.

Thanks to our Peer Leaders, this affinity group allowed for deeper learning and sharing amongst participants. 
The Peer Leaders facilitated the discussion-based sessions, which allowed for open dialogue and informal 
exchange of ideas among participants. Please email CJRSupport@cms.hhs.gov, or log onto CJR Connect, for 
more information on Peer Leaders.
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Participants from the affinity groups highlighted the following successes at their organizations: 

Patient and Family Education and Engagement
• Weekly joint team meeting for case preparedness and case review
• Patient/coach interactions during pre-op education classes

Patient Identification and Tracking
• Improved recognition of CJR patients returning to the health system for care after surgery

Clinical Protocols and Pathways
• Implementing a standardized surgical site infection prevention order set in their hospital and across the

hospital system
• Providing education to therapy teams has improved post-surgery outcomes

Care Coordination, Collaboration, and Team Staffing 
• Holding quarterly meetings with our area home health care (HHC) agencies and skilled nursing facilities

(SNFs)
• Coordinating with local PACs (HH and SNF)
• Weekly calls with SNFs to check in on patients

Participants from the affinity groups indicated that they have experienced the following 
challenges:

Optimization of Patient Health Prior to Surgery
• Pre-optimization standards and enforcement
• Optimizing patients prior to elective surgery
• Not having enough time to prep elective patients before surgery
• Prehab coordination

Risk Assessment
• Modifying current risk stratification tool to better fit their needs for their joint replacement patients
• Undiagnosed dementia in patients

Discharge Planning 
• Getting surgeons to give the same message in the office in regards to discharge plans that the care navigator

is giving to the patient
• Getting the surgeon and office staff on the same page with discharge planning
• Patient preference and working with patients that do not want to go to outpatient PT

Discharge Setting and Length of Stay (LOS)
• Discharging to rehab and rehab LOS
• Patients who want to utilize home health care or sub-acute rehab when not necessary
• Patients would rather go to a PAC provider than home
• Patient choice for non-qualifying post-acute facilities
• Patients staying too long at post-acute facilities

Care Coordination, Collaboration, and Team Staffing 
• Trying to engage primary care provider (PCP) groups to manage post-acute costs
• Developing relationships with SNF staff at facilities that are not 5-star
• Working with regional SNFs outside of our county
• Difficulty getting duable medical equipment (DME) delivered to the hospital on time
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Participants from the affinity groups planned to take the following actions:  

Optimization of Patient Health Prior to Surgery
• Utilize knowledge gained about pre-op optimization
• Research implementing pre-operative home visits
• Form a team to look into readmissions to determine if patients could have been optimized better prior to

surgery

Risk Assessment
• Look into other risk assessment tools
• Look into/begin using of risk assessment tools such as National Surgical Quality Improvement Program

(NSQIP) Calculator

Patient and Caregiver Education and Engagement
• Implement mandatory patient enrollment in joint replacement program
• Develop strategies to connect better with patients
• Setting expectations prior to surgery
• Create educational videos to improve patient discharge information shared
• Educating patients to choose high rated SNF facilities
• Consider possibility of 3-4 month reunion or touch-point (e.g., post-op reunion dinner)

Discharge Planning, Setting, and Length of Stay
• Begin early discharge planning with the families of fracture patients
• Develop PAC plan and goals
• Learn more about high-intensity home care

Care Coordination, Collaboration, and Team Staffing 
• Changing surgeon mindset from volume to value
• Contact network of providers
• Develop PAC partnerships
• Working to collaborate with SNFs that are not partners
• Work to create a more standardized process for follow-up communication with PAC facilities
• Coordinate better with PAC providers
• Develop strategies for better collaboration with PAC partners (e.g., quarterly meetings, in-person visits)
• Schedule bimonthly meetings with PAC providers
• Follow up with SNFs and ask for progress reports
• Inquire about emergency department case management and SNF Certification And Survey Provider

Enhanced Reporting (CASPER) reports

Clinical Protocols and Pathways
• Incorporate DME scripts into pre-operative work flow
• Obtain a “patient contract” for elective total joint patients
• Develop an approach to standardized PAC management

Patient Identification and Tracking
• Streamline a tracking tool for CJR patients

Involvement with CJR Learning System
• Join CJR Connect and attend following webinars
• Review information from presentation with director of the hospital
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     Example Discussion Questions

1. Is your hospital using care coordinators or care navigators to perform pre-operative assessments, visit
patients in the hospital, and/or follow up with patients after discharge?

2. Based on information shared during the Care Navigation Affinity Groups, what are some ways your hospital
can use care coordinators/navigators to improve patient outcomes?

3. Has your hospital experienced similar successes and/or challenges?

NOTES

For questions for your peers, post on CJR Connect.

For comments or questions on the Toolkit, reach out to CJRSupport@cms.hhs.gov.
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Strategies for Virtual Patient Education and Engagement

     Pre-recorded videos/classes

Some CJR participant hospitals have started sharing 
pre-recorded educational videos and/or joint classes 
with their patients prior to surgery. These videos can 
be accessible from many different avenues, including 
on a hospital’s website, on YouTube, on online patient 
platforms, or on physical DVDs mailed to their home. 
Pre-recorded videos allow patients to watch at their 
own pace. One CJR participant hospital chose to in-
clude a quiz with their pre-recorded video, which the 
patient was required to take and pass with at least 80% 
accuracy. This allowed them to ensure that patients 
watched and comprehended the video.

      Print reference/educational materials

CJR participant hospitals also note that patients ap-
preciate and value physical reference/educational ma-
terials. Some began mailing pre-op notebooks, guide-
books, manuals, and other paper materials to patients’ 
homes well in advance of their surgery and even the 
class, so patients can have them to reference through-
out their entire pre-operative education process.

Spotlight: Virtual Patient  
Education and Engagement

Patient accountability, understanding, 
and engagement is the number 
one driver of success for total joint 
procedures.

– CJR participant hospital

      Live video conferencing classes

In calls with the CJR Learning System, CJR partici-
pant hospitals have shared that they use video con-
ferencing applications to host live virtual joint classes. 
Video conferencing with patients and their caregivers 
live provides an opportunity to confirm that patients’ 
homes are safe for them post surgery. Often, patients 
require technical support in using video conferencing 
services, which presents an opportunity to engage the 
caregiver or family member in the pre-operation edu-
cation and to assess how much support the patient will 
have post-surgery.

  Telehealth physical therapy

One CJR participant hospital identified in-home telehealth physical therapy as a successful strategy that they have 
employed since 2019. Following discharge, a physical therapist from the hospital meets with the patient one to two 
times a week via a video conferencing platform. The hospital reported some initial hesitation from patients around 
this service, however over time, they have received very positive patient satisfaction survey responses.

      Online patient education platforms

CJR participant hospitals have reported using online 
patient education and engagement platforms to virtu-
ally connect with patients. The platforms are mobile 
applications as well as websites. They allow patients to:

♦ check in
♦ report signs and symptoms
♦ watch physical therapy videos
♦ send messages to the nurse navigators
♦ enroll caregivers and family
♦ access health information
♦ report any readmissions

Engaging and educating patients and their caregivers is key to success in 
the CJR model. Recent events, such as the COVID-19 pandemic, have pre-
sented hospitals with new challenges, and as a result some hospitals have 
shifted their patient education and engagement efforts to virtual platforms. 
This document outlines five strategies for virtual patient education and 
engagement, shared by CJR participant hospitals. Questions about these 
strategies? Engage with your peers and ask how they tackle virtual patient 
education and engagement on CJR Connect!
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Virtual Patient Education and Engagement

General best practices and tips for  
patient education and engagement

9 Engage family and caregivers
9 Have support at home for technology issues/access
9 Ensure all language, including printed messaging 

and conversation with patients, is consistent
9 Encourage patients to be active participants in 

their care 

9
Most patients have done exceptionally 
well with [virtual education]. We’ve gotten 
positive feedback for online learning, 
since most total joint patients are in 
some amount of pain, they appreciate 
being able to attend classes from home.

– CJR participant hospital

NOTES
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Strategies for Pain Management

Spotlight: Pain Management

It wasn’t just a nursing problem or a 
surgeon or anesthesia problem. But we 
needed a true multidisciplinary focus 
with therapy, dietary and everybody 
on board. So we formed a system wide 
Multidisciplinary Pain Management 
Committee. – CJR participant hospital

     Patient Communication

CJR participant hospitals have noted that communi-
cating with patients and managing their expectations 
regarding pain levels are crucial to success. One hospi-
tal indicated that they begin conversations around pain 
expectations early on with patients in the surgeon’s of-
fice. From then on, they aim to establish an open line 
of communication between the patient and their clini-
cians. Hospitals have shared the importance of discuss-
ing specific medications with patients (if applicable) 
and talking through their intended effects, dosage, and 
potential side effects. Some hospitals also emphasized 
that clinicians should communicate the importance of 
early ambulation to reduce pain in the long term. Hos-
pitals also cited using pain scales (numeric, functional, 
or picture) to assess patient pain levels. Another hospi-
tal noted that they are moving toward functional pain 
scales and away from numeric, as this more accurately 
allows patients to convey their pain and put it in per-
spective.

Collaborative Approach to 
Pain Management

Several CJR participant hospitals shared that pain 
management should be approached collaboratively. 
One hospital shared that all team members (includ-
ing physicians, nurses, anesthesiologists, and case 
managers) should be involved in the process of de-
veloping, executing, and communicating pain man-
agement protocols. This ensures that everyone is on 
the same page and patient messaging is consistent 
throughout the entire care experience.

      Non-Pharmacologic Approaches

In a recent CJR peer-to-peer webinar, one CJR partic-
ipant hospital shared some strategies that they employ 
to help patients manage pain without medication. They 
shared that they have developed a “Comfort Cart” that 
includes books, magazines, crossword puzzles, and 
coloring books for distraction. Also included are stress 
balls, neck pillows, and a white noise machine. Other 
commonly used non-pharmacologic techniques that 
CJR participant hospitals cited using are deep breath-
ing, icing, and cryotherapy.

      Non-Opioid Pharmacologic Approaches

In an effort to reduce opioid use in CJR patients, 
CJR participant hospitals have started using IV’s ex-
tra-strength Tylenol and steroids. Other best practices 
include using nerve blocks, intra-articular pain blocks, 
peripheral nerve blocks, and fascia nerve blocks to 
manage pain for fracture patients. Additionally, CJR 
participant hospitals have used regional anesthesia, 
muscle relaxants, and numbing medicine where clini-
cally appropriate to help manage patients’ pain. If opi-
oids are necessary, CJR participant hospitals have re-
ported using the lowest dose possible.

Given the growing opioid epidemic in the United States, healthcare 
providers have begun to prioritize efforts to reduce the use of opi-
oids and identify alternative modes of pain management. As such, 
CJR participant hospitals have adapted their pain management pro-
tocols to improve patient outcomes and provide higher quality care. 
This document outlines four pain management strategies that CJR 
participant hospitals have reported using. Have questions about 
these strategies? Engage with your peers and ask how they tackle 
pain management on CJR Connect!

Our surgeons are really working on 
educating their patients, explaining that our 
goal is not to take away their pain completely 
but to manage their pain.

– CJR participant hospital
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The final rule makes the following key changes to the CJR model, in order to bring the model up to date with 
changes in practice and Medicare fee-for-service payment and to test modifications to the model:

Spotlight: CJR Final Rule
CJR Model Three-Year Extension and Changes to Episode 
Definition and Pricing (CMS-5529-F)

     Changes to Episode Definition

♦ The final rule revises the definition of a CJR
episode to now include lower extremity joint
replacement procedures performed in the hospital
outpatient department, reflecting changes to the
Outpatient Prospective Payment System (OPPS)
inpatient-only list policies over the past several
years.

♦ Previously, CJR model episodes were initiated
by an inpatient MS - DRG 469, 470, 521, or 522
discharge of an eligible Medicare beneficiary from
a CJR participant hospital.

♦ The final rule finalizes a change to the episode
definition to address the removal of Total
Knee Arthroplasty (TKA) and Total Hip
Arthroplasty (THA) from the inpatient-only
(IPO) list, which allows these procedures to be
paid for by Medicare when performed in the
hospital outpatient (OP) setting.

♦ TKA and THA procedures performed in the
OP setting will trigger a CJR episode. OP TKA
episodes will be reconciled against the MS -
DRG 470 target price, while OP THA episodes
will be reconciled against either the MS - DRG
470 target price or, if there is a primary hip
fracture, the MS-DRG 522 target price.

      Three-Year Extension

The rule extends the CJR model for an additional three 
performance years, through December 31, 2024. The 
updated performance years are:

♦ PY 6: 10/1/2021 – 12/31/2022 (15 months)
♦ PY 7: 1/1/2023 – 12/31/2023
♦ PY 8: 1/1/2024 –12/31/2024

      Changes to Target Price Calculation

Through the final rule, CMS changed the basis for the 
target price from three years of claims data to the most 
recent one year of claims data, removed the nation-
al update factor and twice-yearly update to the target 
prices that accounts for prospective payment system 
and fee schedule updates, removed anchor factors and 
weights, and changed the high episode spending cap 
calculation methodology. 

      Exclusion of Rural and Voluntary MSAs

The final rule excludes rural and low-volume hospi-
tals in the 34 mandatory Metropolitan Statistical Areas 
(MSAs) and any voluntary hospitals in the 33 voluntary 
MSAs that had opted into the model for performance 
years three through five. This rule also finalizes that 
voluntary rural and low-volume hospitals and any vol-
untary hospitals in the 33 voluntary MSAs that opted 
in to participate in the model in 2018 will no longer be 
able to participate in the model as of October 1, 2021. 

      Changes to Reconciliation Process

The final rule revises the process from two reconcilia-
tion calculations (conducted 2 and 14 months after the 
close of each performance year) to one reconciliation 
calculation to be conducted six months after the 
close of each performance year. The rule also added 
an episode-level risk adjustment beyond fracture 
status and a retrospective trend adjustment factor.

      Other Changes

The final rule makes conforming changes to the ben-
eficiary notification, the gainsharing caps, quality-re-
lated to patient-related outcomes (PRO) reporting, the 
appeals process, and the waiver sections to align with 
the model extension as well as the changes to episode 
definition.

To read the full text of the final rule, navigate here.  
To view the CJR Learning System webinar on the final rule, click here.

https://www.federalregister.gov/documents/2021/05/03/2021-09097/medicare-program-comprehensive-care-for-joint-replacement-model-three-year-extension-and-changes-to
https://bpciandcjrls.adobeconnect.com/ezuo8pe9z28f/event/registration.html?campaign-id=CJRO
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Addressing Risk Throughout the Care Continuum in the CJR Model

Spotlight: Risk Assessment 
and Stratification

      Optimizing Patient Health Prior to Surgery
After using tools to identify and evaluate patient risk, CJR participant hospitals report 
focusing on certain health-related modifiable risk factors to optimize patient health be-
fore surgery. This optimization often involves smoking cessation, nutrition improvement/
weight loss, and improving A1c levels. Some participant hospitals have established cut-off 
criteria for these metrics, which could result in rescheduling surgery if the patient cannot 
meet their goal. Other hospitals encourage pre-surgical optimization, but do not enforce 
strict criteria for delaying surgery. In both cases, care teams will work with patients in the 
weeks leading up to their surgery to address these modifiable risk factors. Some hospitals 
send patients to “optimization clinics” or “impact clinics”, which are centers where patients 
can receive comprehensive services such as lab tests, consultations, and coaching.

      Using Tools to Identify Risk
CJR participant hospitals have reported using tools such as the RAPT, R-RAT, Sleep Ap-
nea Questionnaire, Revised Cardiac Index, and BOOST 8P to assess patient risk prior to 
admission for surgery. Hospitals use these tools in a variety of settings. Some talk patients 
through these risk assessment questions in the pre-operative appointment. Others ask 
them during a pre-surgical patient education class or over the phone. Other CJR partic-
ipant hospitals have worked to seamlessly integrate risk assessment into their electronic 
health records. To fill gaps, some hospitals have developed their own tools aimed at iden-
tifying social determinants of health or have started to use the LACE index. Others use a 
combination of several related tools.

      Addressing Risks Related to Social Determinants of Health
CJR participant hospitals have also noted the importance of assessing and addressing risk 
factors related to social determinants of health and other social, financial, and environ-
mental risk factors. These can include access to healthy meals, reliable transportation, and 
internet/technology for post-surgical follow-up (such as teletherapy appointments), as well 
as availability of support from a caregiver or coach. Some participant hospitals help patients 
obtain referrals to food pantries, services like Meals on Wheels, and free transportation 
through community resources. Another hospital shared that when a patient does not have 
a designated caregiver, they perform outreach to community organizations for additional 
support (such as churches and community centers).

Throughout the course of the CJR (Com-
prehensive Care for Joint Replacement) 
model, CJR participant hospitals have 
focused on implementing, adapting, and 
improving their processes for risk assess-
ment and stratification. Engage with your 
peers and ask how they tackle risk strati-
fication and assessment on CJR Connect!

Which of the risk assessment and optimization strategies below has your organization updated or adapted recently?

According to several CJR participant 
hospitals, communication among 
stakeholders involved in the orthopedic 
service line is critical to successful risk 
stratification. Some hospitals have 
an Orthopedic Leadership Council, 
which meets on a regular basis. The 
council is comprised of staff across 
the orthopedic service line including 
administration, finance, nursing, 
care navigators, and surgeons. 
Representatives from these hospitals 
say that the multidisciplinary approach 
has helped fill gaps and meet patient 
needs. One CJR participant hospital 
shared that they view risk assessment 
as more than a tool. They stressed the 
idea that addressing risk stratification 
information has to do with providing 
individualized care and support to the 
patient.

Risk Assessment 
and Optimization 

Strategy

This data was collected 
during polls from three 
CJR all-participant 
webinars from October 
2020 - February 2021

Our physicians will talk to them 
about modifiable risk factors such 

as weight loss through nutrition 
changes. . . to try to help patients 

set themselves up for success. 
So there is a level of [patient] 

accountability...
– CJR participant hospital

https://app.innovation.cms.gov/CMMIConnect/s/contentdocument/069t00000006OPOAA2
https://app.innovation.cms.gov/CMMIConnect/IDMLogin
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Spotlight: Adapting and Updating

Many participant hospitals have spent the first years of 
the model identifying the internal and CMS-provid-
ed data that gives them a clear picture of how they are 
performing under the CJR model. With hospitals rou-
tinely collecting and compiling this data, discovering 
and testing new and unique ways to report this data to 
stakeholders has become a new priority. Hospitals have 
reported that their first step includes utilizing their staff 
or bringing in vendors to create reports with improved 
data visualization. These detailed graphics are then being 
shared beyond just workgroup meetings. One hospital 
noted that their team has considered using emails or 
newsletters to routinely share data with their stakeholders 
after monthly meetings were canceled in 2020. 

There has also been a renewed focus on utilizing formal 
quality improvement methods, such as Plan Do Study Act 
(PDSA) cycles. With hospitals and staff needing to adapt 
quickly over the last year, the continued use of PDSA cy-
cles has helped care navigators identify new approaches 
that are working well. Care navigators then share these as 
best practices.

      Efficient Inpatient Operations

CJR participant hospitals reported hosting surgeon-led ed-
ucation seminars for internal hospital teams. Some semi-
nars focused on physical therapists in the hospitals and in-
home care settings to emphasize the importance of the CJR 
team throughout the patient episode. By having surgeons 
lead these seminars, they promoted education across the 
entire team and reinforced surgeon support for the mod-
el. Similarly, hospitals reported holding comprehensive 
care for joint replacement performance review meetings. 
During these CJR review meetings, they presented the CMS 
data to post-acute care partners. In the data, they were able 
to demonstrate the impact of the collaboration and inter-
ventions. Hospitals that conducted CJR review meetings 
with post-acute care partners found that there was an im-
provement in the collaboration with the post-acute care fa-
cilities, increasing communication and education.

Throughout the course of the CJR model, CJR participant hospitals have worked to continuously identify areas for 
improvement, then adapt and update their strategies and processes to improve patient outcomes. For more infor-
mation, please see the CJR Learning System’s Adapting and Updating webinar series on CJR Connect!

      Right Care, Right Time

CJR participant hospitals have worked to refine and im-
prove their processes for patient and caregiver education 
and engagement throughout the CJR model. Many hospi-
tals have made an effort to continuously adapt and update 
their educational materials and tools. Some examples are 
below:

♦ Convening a Patient Advisory Panel to provide feed-
back on printed materials (e.g., patient handbook)
from the patient perspective

♦ Adapting educational tools to focus more heavily
on discharge processes, such as creating a discharge
video to show patients at least twice during their stay

♦ Creating a discharge notebook for patients to track
instructions and progress

Finally, some hospitals are exploring alternatives to in-per-
son joint classes. One hospital decided to create a video 
and pre-record their pre-op class. The hospital chose the 
questions for the FAQ section of the video by drawing 
upon questions that were asked in previous pre-operative 
education classes for a period of three months and choos-
ing those questions with the highest frequency. This en-
sures the information presented in the video is relevant to 
and helpful for patients.

      Coordination Across the Care Continuum

CJR participant hospitals have developed tools to help 
track post-acute care outcomes and re-admissions. For 
example, one hospital created a heat map that they used 
to track the location of patient discharges. With the heat 
maps, the hospital can understand their patients better 
and can see the data for the care they receive after they 
are discharged. Another adaptation that a CJR hospital has 
made to better coordinate care across the continuum and 
meet patient needs is instituting the Patient Family Care 
Experience Model to design a care experience flow map. 
By using a patient-experience-centric model to develop a 
flow map, the hospital was able to create a process that best 
met patient needs. 

Data-Driven Continuous Quality Improvement

https://app.innovation.cms.gov/CMMIConnect/IDMLogin
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