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In a proposed rule announced on 
July 25, 2016, the Department 
of Health and Human Services 

(HHS) and the Centers for Medi-
care & Medicaid Services (CMS) 
introduced three new Episode Pay-
ment Models (EPMs) for episodes 
of care surrounding acute myo-
cardial infarction, coronary artery 
bypass graft, and surgical hip/
femur fracture treatment, exclud-
ing lower extremity joint arthro-
plasty (SHFFT). The SHFFT model 
expands on the list of Medicare 
mandatory models for orthopae-
dic surgery that already includes 
the Comprehensive Care for Joint 
Replacement (CJR) model by add-
ing surgical treatments for hip and 
femur fractures beyond replace-
ment (ie, hip fixation), and will 
begin on July 1, 2017, continuing 
for 5 performance years. 

CMS expects the SHFFT bundle 
to enroll 109,000 patients and save 
the system $4.9 billion annually. 
Further, the proposed rule also 
states that, starting in 2018, both 
the CJR and the SHFFT models 
will include a track that will quali-
fy as an Advanced Alternative Pay-
ment Model (APM). In addition, a 
voluntary bundled payment model 
that will qualify as an Advanced 
APM will be introduced. 

As proposed, SHFFT is a man-
datory model and will be imple-
mented in the Metropolitan Statisti-
cal Areas already subject to CJR. 
SHFFT will be a 90-day bundle 
initiated by inpatient admission 
under MS-DRG (Musculoskeletal 
Diagnosis-Related Groups) 480–
482 (all acute femur fractures—hip 
and femur procedures except major 
joint). The bundle will include all 
Part A and Part B components for 
90 days. As with CJR, this will be 
a retrospective bundle, owned and 
run by the hospital. Setting the tar-
get EPM price will follow the meth-
ods used in CJR, with transition 
from hospital to regionally based 
benchmarks over a 3-year period. 
Further, quality scores will be cal-
culated similarly to arthroplasty 
patients in CJR (Table 1). Hospitals 
that are currently participating in 
CJR will be required to participate 
in SHFFT. Providers who are not 
currently involved in CJR will not 
be affected at this time.

CMS proposed the SHFFT model 
“to incentivize improvements in 
the coordination and quality of 
care, as well as episode efficiency, 
for beneficiaries treated surgically 

for hip and femur fractures, other 
than hip arthroplasty.” Together, 
the CJR and SHFFT models cover 
all surgical treatment options for 
lower extremities among Medicare 
beneficiaries.

A quick SHFFT
Do things seem to be moving too 
quickly? At this time, no published 
results for the CJR demonstration 
are available to show that it is an 
effective bundle. Harvard profes-
sors Robert S. Kaplan, PhD, and 
Michael E. Porter, PhD, both ex-
perts in the field of healthcare re-
form and proponents for bundled 
payments, make the case that the 
government should pay for value, 
rather than volume, in health care. 
Value can be defined as relevant 
outcome divided by the total cost 
of all necessary services through-
out the care cycle. “Results,” or 
specific outcomes that matter, are 
contingent upon the condition. 

Dr. Kaplan notes that outcomes 
and payment for a patient with 
diabetes would be different from 
those for a patient with heart dis-
ease or those for a healthy adult. 
Value is determined on a per-
patient and per-condition basis. 
It is unclear whether CJR and 
SHFFT actually incorporate these 
principles.

However, this proposal follows 
the CMS-declared goal of having 
50 percent of traditional Medi-
care payments flowing through 
APMs by 2018. The proposed rule 
also offered a way for the CJR 
and SHFFT models to qualify as 
Advanced APMs under the new 
Quality Payment Program (which 
implements the Medicare Access 
and CHIP Reauthorization Act 
[MACRA]).

Under the MACRA Final Rule 
published on Oct. 14, 2016, Ad-
vanced APMs must meet the fol-
lowing requirements:
• Be a CMS Innovation Center

model, or participate in shared
savings program tracks or
certain federal demonstration
programs.

• Use certified EHR technology.
• Base payments for services on

quality measures comparable to
those in the Merit-based Incen-
tive Payment System.

• Be a medical home model ex-
panded under Innovation Center
authority or require participants
to bear more than nominal fi-
nancial risk for losses. The final

rule defined the risk requirement 
for an Advanced APM to be in 
terms of either total Medicare 
expenditures or the participating 
organizations’ Medicare revenue 
(which may vary significantly). 
This is an enhanced flexibility 
that enables the creation of more 
Advanced APMs.
Currently, the CJR (and SHFFT) 

models do not have Certified Elec-
tronic Health Record Technology 
(CEHRT) requirements, and hence 
do not qualify as Advanced APMs. 
The new proposed track will in-
troduce the requirement of using 
CEHRT (CEHRT track), thereby 
making these new model tracks 
qualify as an Advanced APM.

Performance measures
In the absence of solid performance 

measures, CMS tends to define 
quality as the perception of the 
patient’s experience. In the SHFFT 
rule, CMS stated, “We considered 
an alternative approach to the 
required quality measures for the 
SHFFT model given that the pro-
posed measures do not specifically 
target the SHFFT model benefi-
ciaries. This alternative approach 
would not account for any hip-spe-
cific measures (such as, hospital-
level risk-standardized complica-
tion rate following elective primary 
total hip arthroplasty and/or total 
knee arthroplasty [NQF #1550 
Hip/Knee Complications]) and 
would instead only measure patient 
experience through the HCAHPS 
(Hospital Consumer Assessment of 
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TABLE 1:  MEASURES AND ASSOCIATED PERFORMANCE WEIGHTS IN SHFFT 
MODEL COMPOSITE QUALITY SCORE

Quality Measure Weight in Composite Quality Domain/Weight 
Quality Score

Hip/Knee complications (NQF #1550) 50% Outcome/50%

THA/TKA voluntary PRO and limited 10% 
risk variable submission Patient Experience/50%

HCAHPS Survey (NQF #0166) 40% 

> SEE SHFFT ON PAGE 29

Glossary
Despite the use of multiple acronyms, the CMS proposed rule cov-
ers 905 pages. Even experienced readers may need a “cheat sheet” to 
understand the documentation; the following glossary is provided to 
assist comprehension.

APM—Alternative Payment Model; new approaches to paying for 
medical care through Medicare that incentivize quality and value (ex-
amples: accountable care organizations, episode-based payments, and 
patient-centered medical homes). A component of payment is tied to 
value in each model.

BPCI—Bundled Payments for Care Improvement initiative; com-
prised of four broadly defined CMS models of care that link payments 
for the multiple services beneficiaries receive during an episode of care. 

CEHRT—Certified Electronic Health Record Technology; a require-
ment for qualification to become an advanced APM.

CJR—Comprehensive Care for Joint Replacement model; a retro-
spective bundled payment model designed by CMS that holds hospi-
tals accountable for episodes of care extending 90 days postdischarge 
(includes all related Part A and Part B services) for lower extremity 
joint replacement procedures. It includes a per-episode discount of 
up to 2 percent and is mandatory in 67 geographic areas, defined by 
MSAs (see below). Began April 1, 2016.

EPM—Episode Payment Model; the hospital in which a patient is 
admitted for care for an “episode” (ie, surgical hip/femur fracture) 
would be accountable for the cost and quality of care provided to 
Medicare fee-for-service beneficiaries during the inpatient stay and for 
90 days after discharge.

MSA—Metropolitan Statistical Area; one of the 67 geographical 
areas associated with a core urban area with a population of at least 
50,000 and close economic ties throughout the area that are involved 
in CJR. 
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