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In today’s changing health-
care climate, new terminology 
around value-based care is 

emerging. Value-based payment 
has quickly moved to the forefront 
of the discussion in response to 
goals set by the Centers for Medi-
care & Medicaid Services (CMS), 
which aim to transition the major-
ity of payments away from tradi-
tional fee-for-service (FFS). 

Value-based payments include 
bundles and mandated alternative 
payment models such as the Com-
prehensive Care for Joint Replace-
ment (CJR) program. However, 
given that the value equation is 
defined, from the patient’s perspec-
tive, as outcomes achieved per 
healthcare dollar spent to achieve 
those outcomes, a framework 
is needed that enables providers 
to address both the numerator 
(outcomes) and the denominator 
(costs). 

As every surgeon knows, some 
interventions are very expensive 
but still yield positive value in im-
proved function, decreased pain, 
and a better quality of life. Physi-
cians work at the crossroads of 
cost and benefit and are uniquely 
positioned to identify the care that 
provides the most value to their 
patients. 

Introducing the IPU
With this goal in mind, those wish-
ing to provide value in health care 
require a framework in which 

outcomes can be measured while 
simultaneously calculating costs 
and resource utilization. This, in a 
nutshell, is the concept of an inte-
grated practice unit (IPU). 

The current medical organiza-
tional structure is based on ana-
tomic regions of the body and 
specialization in certain disease 
processes. However, this “silo-
ed” landscape has created walls 
between providers who treat simi-
lar conditions. Patients are often 
referred back and forth between 
different specialties before a diag-
nosis is reached and then may be 
bounced around again in pursuit of 
appropriate treatment (Fig. 1). 

Patients with a chronic illness 
such as cystic fibrosis or ankylosing 
spondylitis may need to see several 
different specialists, who may or 
may not communicate effectively 
with one another. These patients 
do not have a clear “captain of the 
ship” in a situation where their 
primary disease state affects every 
medical decision. For them, the 
model of integrated, multidisci-
plinary care is probably the only 
effective strategy for managing 
their illness.

Consider the possibility that 
care delivery could be reorganized 
around medical conditions as they 
are perceived by patients. If a pa-
tient has knee pain, that is the con-
dition. That pain may be due to a 
meniscal tear, gout, osteoarthritis, 
or something rarer, such as fibro-

myalgia or rheumatoid arthritis. 
Currently, a different specialist 
would treat each one of those diag-
noses, and the patient could easily 
see two or three providers before 
the appropriate diagnosis and 
treatment is rendered. 

An IPU dedicated to “joint pain” 
would bring together all of the 
providers who treat that condi-
tion into one team and under one 
roof. By working together and 
communicating in real time about 
this patient, the team is able to ad-
dress the knee pain, whether the 
cause is related to injury, physio-
logic changes, or ineffective coping 
mechanisms. 

In this scenario, orthopaedic 
surgeons, rheumatologists, physiat-
rists, physical therapists, dietitians, 
and behavior modification special-
ists would work together in the 
same clinical setting. Each would 
practice at the top of his or her 
license, in a system that measures 
outcomes and resource utilization 
for every patient. The team would 
educate, engage, and manage pa-
tients across the full cycle of care. 
With colocation of providers and 
appropriate data analysis, the op-
portunities for cross-disciplinary 
learning and improvement are end-
less. Continuous quality improve-
ment will drive better value for pa-
tients, and the most successful IPUs 
will attract the most patients.

It sounds great, right? But one 
can give a list of a hundred reasons 
why it won’t work. How will the 
patients flow? How can the cost 
of surgeons seeing patients who 
don’t need surgery be justified? 
How will costs be assigned to the 
IPU and physicians reimbursed for 
high-quality care? However, a care-
ful look reveals that most of the 
obstacles to implementing IPUs are 
related to the FFS reimbursement 
structure and the systems of care 
that have evolved in response to it. 

Not a new idea
The idea of a multidisciplinary, 
integrated care model for the man-
agement of musculoskeletal disease 
is not a new one. It has evolved 
over the years and several proto-
types have been trialed, many of 
them successfully. Although the 
literature in this area is not  
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Fig. 1 Reorganizing the delivery system to improve value. The current model is organized by specialty and discrete service. The future model will be 
organized into Integrated Practice Units by clinical condition.
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