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 � ARthRoplASty

Emergency department visits following 
total joint arthroplasty: do revisions 
present a higher burden?

Aims
Although readmission has historically been of primary interest, emergency department (ED) 
visits are increasingly a point of focus and can serve as a potentially unnecessary gateway to 
readmission. This study aims to analyze the difference between primary and revision total 
joint arthroplasty (TJA) cases in terms of the rate and reasons associated with 90- day ED 
visits.

Methods
We retrospectively reviewed all patients who underwent TJA from 2011 to 2021 at a single, 
large, tertiary urban institution. Patients were separated into two cohorts based on whether 
they underwent primary or revision TJA (rTJA). Outcomes of interest included ED visit within 
90- days of surgery, as well as reasons for ED visit and readmission rate. Multivariable logistic 
regressions were performed to compare the two groups while accounting for all statistically 
significant demographic variables.

Results
Overall, 28,033 patients were included, of whom 24,930 (89%) underwent primary and 
3,103 (11%) underwent rTJA. The overall rate of 90- day ED visits was significantly lower for 
patients who underwent primary TJA in comparison to those who underwent rTJA (3.9% vs 
7.0%; p < 0.001). Among those who presented to the ED, the readmission rate was statisti-
cally lower for patients who underwent primary TJA compared to rTJA (23.5% vs 32.1%; p < 
0.001).

Conclusion
ED visits present a significant burden to the healthcare system. Patients who undergo rTJA 
are more likely to present to the ED within 90 days following surgery compared to primary 
TJA patients. However, among patients in both cohorts who visited the ED, three- quarters 
did not require readmission. Future efforts should aim to develop cost- effective and patient- 
centred interventions that can aid in reducing preventable ED visits following TJA.
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Introduction
The number of primary total joint arthroplas-
ties (TJAs) is projected to continue growing 
rapidly over the next decade.1 The mean 
hospital cost of primary hip and knee arthro-
plasty is estimated to be approximately 
$18,621 and $17,464, respectively, and, as 
such, this patient population represents a 
significant portion of healthcare spending.2 
As the volume of primary TJA increases, 
the expected volume of revision TJA (rTJA) 

is also increasing.3 Furthermore, rTJA is not 
only a more technically challenging and 
riskier surgical procedure, but is also asso-
ciated with about $5,000 greater mean 
hospital costs than primary TJA per proce-
dure.2,4 Traditionally, readmission rate has 
been the focus of cost- containment research 
and policy efforts,5- 10 overshadowing the 
costs associated with emergency depart-
ment (ED) visits. Aggregate spending on 
ED care is estimated to be as high as 10% of 
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national health expenditures.11 Previous studies evalu-
ating ED visits following TJA have demonstrated that 10% 
of patients undergoing total knee arthroplasty (TKA) or 
total hip arthroplasty (THA) had a 30- day or 90- day ED 
visit following their procedure, and most visits occurred 
“after- hours” when costs are generally higher.12,13 Thus, in 
addition to the cost of readmissions, there may be signifi-
cant hidden ED visit costs following TJA and rTJA.

Prior studies have focused on the reasons and risk factors 
behind ED visits and readmissions following TJA.10,14- 16 The 
most common reasons for 30- day and 90- day ED visits 
are pain, swelling, medical, and wound concerns.12,13,16- 18 
Kelly et al16 determined the most common reasons for 
90- day ED visits were pain and swelling after both THA 
and TKA, while the most common reasons for readmis-
sion were infection or unrelated procedures for THA and 
gastrointestinal or stiffness requiring manipulation under 
anesthesia for TKA. Risk factors for postoperative ED visits 
and readmissions have been previously studied. Older 
age, male sex, rural residence, and various comorbidi-
ties are associated with a higher risk of 30- day ED visits 
following TJA.15 There is also evidence individuals with 
lower income, no postoperative follow- up with a primary 
care physician, a longer length of stay (LOS), malnutri-
tion (albumin levels ≤ 3.5  g/dl), and being of black or 
hispanic race is predictive of an increased likelihood of an 
ED visit within 90 days of TJA.19- 23

There is an extensive body of literature on reasons 
and risk factors for ED visits following TJA, as ED visits 
may have consequential financial implications. Despite 
the greater surgical costs and technical challenges of 
rTJA, little is known about whether or not rTJA is associ-
ated with higher ED visits relative to primary TJA. Thus, 
the purpose of this study is to elucidate the difference 
between primary TJA and rTJA cases in terms of rate and 
reasons associated with 90- day ED visits.

Methods
Study design. We retrospectively reviewed our institu-
tion's prospectively maintained TJA database in order to 
identify all patients who underwent TJA between June 
2011 and May 2021. All patients included in the analy-
sis underwent surgery at a single, urban institution (NYU 
Langone Orthopedic Hospital, USA), which comprises 
a large academic centre and a tertiary orthopaedic spe-
ciality hospital. We obtained institutional review board 
approval prior to conducting the present analysis. Cases 
performed due to oncologic- related reasons were exclud-
ed from this study. Patients were grouped into two co-
horts based on whether they underwent primary or rTJA. 
All of our patients were managed with the same institu-
tional protocol from the time when surgery was sched-
uled to discharge from the hospital after their procedure. 
This encompassed multimodal pain control, a physical 
rehabilitation programme, and medical co- management.

Outcomes of interest included ED visits within 90 days 
of the index arthroplasty, as well as specific reasons for the 
ED visit, which were grouped under pain, wound- related 
complications, limb swelling, gastrointestinal issues, 
cardiac issues, pulmonary issues, neurological issues, 
and all other non- orthopedic related causes. In addition, 
we also analyzed the readmission rate among patients 
who visited the ED. A sub- analysis was also performed, 
in which ED visits due to joint specific concerns (pain, 
wound- related complications, and limb swelling) and 
all other complaints grouped together were compared 
between primary TJA and rTJA cohorts.
Data collection. We collected baseline patient demo-
graphic data, which included age, sex, race, BMI (kg/
m2), American Society of Anesthesiology (ASA) classifi-
cation,24 Charlson Comorbidity Index (CCI),25 and smok-
ing status. Clinical data such as whether the patient un-
derwent THA or TKA, surgical time (minutes), hospital 
length of stay (LOS), 90- day ED visits, 90- day readmis-
sions, and discharge disposition (home or all other facil-
ities) was also collected. All data was extracted from our 
electronic patient medical record system, Epic (version 
15; Epic Caboodle, USA) using SQL Server Management 
Studio 2017 (Microsoft, USA). LOS was evaluated in days 
spent in the hospital following surgery and surgical time 
was determined from calculating the time between skin 
incision and closure. All patients were either discharged 
home under self- care, home health services, or to an 
acute or subacute rehabilitation facility.
Statistical analysis. The data was organized using Excel 
(Microsoft). A binary variable was assigned to distinguish 
patients who underwent primary TJA or rTJA. Baseline 
demographic and clinical characteristics of the study 
participants were described as means with standard de-
viations (SDs) for continuous variables and frequencies 
with percentages for categorical variables. Statistical 
differences in continuous variables were detected using 
independent- samples t- test and for categorical variables 
using chi- squared test. Multivariate logistic regressions 
were performed to control for potential confounding 
variables. These regression models were used to com-
pare all outcomes measures between the two cohorts. A 
p- value < 0.05 was considered to be significant. All sta-
tistical analyses were performed using SPSS v25 (IBM, 
USA).

Results
A total of 28,033 patients were included in this analysis, 
of which 24,930 (89%) underwent primary TJA and 3,103 
(11%) underwent rTJA. The two cohorts did not statisti-
cally differ with regards to age (p = 0.327, independent- 
samples t- test), sex (p = 0.075, chi- squared test), and 
BMI (p = 0.780, independent- samples t- test). There 
were small but statistically significant differences in the 
racial distribution of the two groups (65.2% Caucasian 
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in primary TJA vs 64.6% in rTJA, 15.5% African American 
in primary TJA vs 18.7% in rTJA, 3.3% Asian in primary 
TJA vs 1.6% in rTJA; p < 0.001, chi- squared test). Patients 
undergoing primary TJA were more likely to be ASA I 
or II (4.4% and 60.1%, respectively) compared to those 
undergoing rTJA (2.4% and 51.8%), with the converse 
being true for ASA III or IV. Mean CCI in the rTJA group 
was higher compared to the primary TJA group and 
this was statistically significant (4.04 (SD 2.22) vs 
3.83 (SD 2.02); p < 0.001, independent- samples t- 
test). Primary TJA patients were more likely to be never 
smokers compared to rTJA (57.0% vs 54.5%; p 0.019, 
chi- squared test). Demographic data for the two groups 
are presented in Table I.

Of the 24,930  cases included in the primary TJA 
cohort, 11,985 (48.1%) were primary THAs and 12,945 
(51.9%) were primary TKAs in comparison to the 
3,103 cases included in the rTJA cohort, composed of 
1,581 (51.0%) revision THAs (rTHAs) and 1,522 (49.0%) 
revision TKAs (rTKAs) ; p = 0.003, chi- squared test). 
Surgical time (134.34 minutes (SD 60.79) vs 99.61 

minutes (SD 39.75); p < 0.001, independent- samples 
t- test) and LOS (4.43 days (SD 8.14) vs 2.71 days (SD 
1.82); p < 0.001, independent- samples t- test) were 
significantly greater for the rTJA group compared 
to primary TJAs. Patients who underwent rTJA were 
statistically more likely to be discharged to an acute or 
subacute rehabilitation facility (33.5% vs 18.6%; p < 
0.001, chi- squared test) (Table I).

After controlling for demographic differences, the 
overall rate of 90- day ED visits was significantly lower 
for patients who underwent primary TJA compared to 
those who underwent rTJA (3.9% vs 7.0%; p < 0.001, 
multivariable logistic regression). Reasons for ED visits 
including pain (26.8% vs 23.9%; p = 0.116), wound 
issues (6.0% vs 4.6%; p = 0.923), limb swelling (6.1% 
vs 2.3%; p = 0.319), gastrointestinal reasons (9.1% vs 
5.0%; p = 0.702), cardiac reasons (5.6% vs 4.1%; p = 
0.618), pulmonary reasons (6.1% vs 9.6%; p = 0.014), 
neurological reasons (9.4% vs 2.8%; p = 0.117), and all 
other non- orthopedic related medical issues (30.8% vs 
47.7%; p < 0.001, all multivariable logistic regression) 

table I. Patient demographics (n = 28,033).

Variable primary tJA (n = 24,930) Revision tJA (n = 3,103) p- value*

Age, yrs (SD) 64.46 (10.80) 64.66 (11.28) 0.327

Sex, n (%) 0.075

Female 15,405 (61.8) 1,866 (60.1)

Male 9,525 (38.2) 1,237 (39.9)

Race, n (%) < 0.001

Caucasian 16,261 (65.2) 2,006 (64.6)

African- American 3,875 (15.5) 579 (18.7)

Asian 827 (3.3) 50 (1.6)

Other 3,967 (15.9) 468 (15.1)

ASA class, n (%) < 0.001

I 1,109 (4.4) 76 (2.4)

II 14,986 (60.1) 1,607 (51.8)

III 8,423 (33.8) 1,317 (42.4)

IV 412 (1.7) 103 (3.3)

CCI (SD) 3.83 (2.02) 4.04 (2.22) < 0.001

BMI, kg/m2 (SD) 30.63 (6.34) 30.67 (6.86) 0.780

Smoking status, n (%) 0.019

Never smoked 14,215 (57.0) 1,691 (54.5)

Former smoker 8,739 (35.1) 1,138 (36.7)

Current smoker 1,976 (7.9) 274 (8.8)

procedure details, n (%) 0.003

THA 11,985 (48.1) 1,581 (51.0)

TKA 12,945 (51.9) 1,522 (49.0)

Surgical time, mins (SD) 99.61 (39.75) 134.34 (60.79) < 0.001

LOS, days (SD) 2.71 (1.82) 4.43 (8.14) < 0.001

Discharge disposition, n (%) < 0.001

Home 20,296 (81.4) 2,065 (66.5)

Other facility 4,634 (18.6) 1,038 (33.5)

*Continuous variables compared using independent- samples t- test, categorical variables compared using chi- squared test; p < 0.05 considered statistically 
significant.
ASA, American Society of Anesthesiology; CCI, Charlson Comorbidity Index; LOS, length of stay; SD, standard deviation; THA, total hip arthroplasty; TJA, 
total joint arthroplasty; TKA, total knee arthroplasty.
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between the primary TJA and rTJA cohorts, respectively. 
The diagnosis most commonly associated with readmis-
sion was uncontrolled pain. Among those patients who 
presented to the ED, the readmission rate was statisti-
cally lower for patients who primary TJA compared to 
rTJA (23.5% vs 32.1%; p < 0.001, multivariable logistic 
regression). The full comparison between the two study 
groups is shown in Tables II and III.
Sub-analysis. ED visits due to joint specific concerns 
(pain, wound- related complications, and limb swelling) 
did not statistically differ between primary TJA and rTJA 
cohorts (39.0% vs 30.7%; OR 0.89 (95% confidence in-
terval (CI) 0.67 to 1.18); p = 0.433, multivariable logis-
tic regression). However, ED visits due to all other com-
plaints (non- joint specific) were significantly higher for 
the rTJA cohort compared to the primary TJA cohort 

(69.3% vs 61.0%; OR 0.63 (95% CI 0.52 to 0.77); p < 
0.001, multivariable logistic regression) (Table IV).

Discussion
Recently, a lot of attention has been focused on 
reducing readmission rates to contain costs of primary 
TJA and rTJA.5- 10 ED visits are garnering recent attention 
of cost- reducing efforts, as reports suggest there may 
be an enormous and understudied economic burden of 
ED visits on healthcare systems.11,18,26 As a result of the 
Comprehensive Care for Joint Arthroplasty (CJR) model,27 
post- TJA ED visits represent a novel economic burden of 
cost associated with non- reimbursable encounters and 
require further scrutiny. However, there are no prior 
studies comparing ED visits following rTJA and primary 
TJA in the USA, which may serve as a proxy for assessing 

table II. 90- day emergency department visit.

Variable primary tJA, n (%) Revision tJA, n (%) odds ratio (95% CI) p- value*

Overall 90- day ED visit rate 962 (3.9) 218 (7.0) 1.41 (1.19 to 1.67) < 0.001

Reason for ED visit
Pain 258 (26.8) 52 (23.9) 0.77 (0.55 to 1.07) 0.115

Wound issues 58 (6.0) 10 (4.6) 0.965 (0.47 to 1.99) 0.923

Limb swelling 59 (6.1) 5 (2.3) 1.63 (0.63 to 4.24) 0.319

Gastrointestinal issues 88 (9.1) 11 (5.0) 1.14 (0.59 to 2.21) 0.702

Cardiac issues 54 (5.6) 9 (4.1) 0.83 (0.39 to 1.75) 0.618

Pulmonary issues 59 (6.1) 21 (9.6) 0.50 (0.29 to 0.87) 0.014

Neurological issues 90 (9.4) 6 (2.8) 1.99 (0.84 to 4.71) 0.117

All others 296 (30.8) 104 (47.7) 0.49 (0.38 to 0.64) < 0.001

ED visit requiring readmission 226 (23.5) 70 (32.1) 0.56 (0.42 to 0.76) < 0.001

*Multivariable logistic regression.
CI, confidence interval; ED, emergency department; TJA, total joint arthroplasty.

table III. Number of patients presenting to the emergency department requiring readmission.

Reason

primary tJA (n = 962) Revision tJA (n = 218)

ED visit, n Readmission, n ED visit, n Readmission, n

Pain 258 74 52 21

Wound issues 58 20 10 8

Limb swelling 59 6 5 1

Gastrointestinal issues 88 26 11 3

Cardiac issues 54 12 9 1

Pulmonary issues 59 8 21 6

Neurological issues 90 19 6 2

All others 296 61 104 28

ED, emergency department ; TJA, total joint arthroplasty.

table IV. Sub- analysis.

Reason for ED visit primary tJA, n (%) Revision tJA, n (%) odds ratio (95% CI) p- value*

Joint specific 375 (39.0) 67 (30.7) 0.89 (0.67 to 1.18) 0.433

All others 587 (61.0) 151 (69.3) 0.63 (0.52 to 0.77) < 0.001

*Multivariable logistic regression.
CI, confidence interval; ED, emergency department; TJA, total joint arthroplasty.
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relative financial impact. The present study demon-
strated that rTJA is associated with a higher burden rela-
tive to TJA in terms of ED visits within 90 days.

We identified a significantly lower 90- day ED visit rate 
following primary TJA relative to rTJA (3.9% vs 7.0%). 
This aligns with a previous report by Ross et al,21 who 
reviewed over 205,000 TKAs performed in Canada 
from 2003 to 2016 and found revision surgery to be a 
predictor of increased odds of 30- day ED visits. Notably, 
our study also captures ED visits following rTHA and 
evaluates ED visits over the 90- day global period. We 
determined a higher percentage of the 90- day ED visits 
following rTJA also required readmission compared to 
ED visits proceeding primary TJA, although in both cases 
the majority of patients presenting to the ED did not 
require readmission. Additionally, the diagnosis most 
commonly associated with readmission in our study 
was uncontrolled pain. This coincides with a 2016 study 
reviewing over 500,000 cases of primary and rTJA in the 
USA, which demonstrated increased 90- day complica-
tions and costs following rTJA relative to primary TJA.28

In the present study, the most common reason for 
90- day ED visits related to the procedure was uncon-
trolled pain for both the primary TJA and rTJA cohorts 
(26.8% and 23.9%, respectively). This is supported by 
previous studies, which demonstrate uncontrolled pain 
is one of the most common reasons for ED visits following 
TJA.12,13,16,17 Comparing specific reasons for 90- day ED 
visits following both primary TJA and rTJA revealed no 
significant difference in pain, wound issues, swelling, 
gastrointestinal issues, cardiac concerns, or neurolog-
ical reasons between the two cohorts. However, 90- day 
ED visits following rTJA were significantly more likely 
due to pulmonary causes and non- orthopedic reasons 
compared to visits following primary TJA. When reasons 
for ED visits were grouped as either joint- specific or non- 
joint- specific, the results remained similar as there were 
no statistical differences between primary TJA and rTJA 
cohorts; however, ED visits for non- joint- specific causes 
were statistically higher for the rTJA group compared to 
the primary TJA group. Given the underlying increased 
CCI and higher ASA classification in patients undergoing 
rTJA, the increased burden of non- orthopedic diag-
noses requiring ED visits in the postoperative period is 
not surprising, but valuable to note. Prior studies have 
also noted respiratory related causes among the most 
common medical reasons patients are readmitted 
following TJA,16,29 which may place patients undergoing 
revision surgery at an even higher risk as our findings 
suggest.

Additionally, we found that a higher percentage 
of ED visits after rTJA resulted in readmissions. With 
greater surgical time, this may be due to surgical 
factors, such as disturbances in normal homeostatic 
mechanisms, resulting in increased pain, electrolyte, 

and hemodynamic alterations. A larger surgical insult 
during revision surgery may also be less tolerated in 
patients with extensive medical comorbidities. In addi-
tion to the unique technical challenges and increased 
complexity of rTJA, more medical comorbidities suggest 
that patients undergoing rTJA may be at higher risk of 
90- day ED visits.30,31 Whether or not some of these ED 
visits are preventable by way of increased accessibility of 
the surgical team and patient communication is a topic 
worth further investigation.

This study is not without some limitations. It is retro-
spective in nature, and consequently has inherent biases 
and limitations concerning data collection. Specifically, 
patient ED visits and readmissions outside of our insti-
tution may not have been included in this study, as we 
could only analyze patient data available to us through 
our electronic patient records database. Nevertheless, 
we believe the vast majority of ED visits were captured, 
as patients in our healthcare system tend to also 
follow- up at our institution perioperatively. The present 
study only evaluates ED visits following TJA or rTJA; other 
types of unscheduled visits, such as those at walk- in 
clinics, urgent care centres, and primary care physi-
cian offices were not considered. Additionally, revisions 
were not stratified by complexity (ie polyethylene liner 
exchange vs full component revision). With a larger soft- 
tissue insult during more complicated revisions, these 
patients may be at higher risk for postoperative pain 
and dysfunction. Some revision cases may be urgent 
(i.e infections) or traumatic in nature (i.e. periprosthetic 
fractures), which makes it difficult to maximally optimize 
the patients prior to surgery. Despite these limitations, 
the present study benefits from a large sample size, 
allowing sufficient statistical power to isolate small differ-
ences among factors and demonstrates that rTJA poses 
a higher burden relative to TJA with respect to 90- day 
ED visits. Moreover, 90- day ED visits following rTJA were 
more likely to result in readmission. Given the introduc-
tion of the CJR payment model, the characterization of 
rates and reasons for these potential non- reimbursable 
encounters is important.

In conclusion, ED visits present a significant burden 
to the healthcare system. Patients who undergo rTJA are 
more likely to present to the ED within 90 days following 
surgery compared to primary TJA patients. However, the 
significant majority of the patients in both cohorts that 
visited the ED did not require readmission. Patients after 
rTJA were more likely to present to the ED with non- 
orthopedic complaints and pulmonary- related diag-
noses compared to those after primary TJA. Given these 
results and the potential for ED visits to impose substan-
tial financial costs, our findings illustrate the impor-
tance of implementing initiatives to reduce post- TJA ED 
visits, with an increased focus on revision arthroplasty. 
Future efforts should aim to develop cost- effective and 
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patient- centred interventions that reduce preventable 
ED visits after TJA.

Take home message
  - Patients undergoing revision total joint arthroplasty are 

more likley to present to the emergency department (ED) 
within 90 days compared to those undergoing primary total 

joint arthroplasty (TJA).
  - Majority of patients in both the revision and primary cohort do not 

require readmission to the hospital.
  - Patients after revision TJA are more likely to present to the ED with 

non- orthopedic complaints such as pulmonary complaints compared to 
patients after primary TJA.

References
 1. Sloan M, Premkumar A, Sheth NP. Projected volume of primary total joint 

arthroplasty in the US, 2014 to 2030. J Bone Joint Surg Am. 2018;100- A(17):1455–1460. 
 2. Hustedt JW, Goltzer O, Bohl DD, Fraser JF, Lara NJ, Spangehl MJ. Calculating 

the cost and risk of comorbidities in total joint arthroplasty in the United States. J 
Arthroplasty. 2017;32(2):355–361. 

 3. Klug A, Gramlich Y, Rudert M, et al. The projected volume of primary and revision 
total knee arthroplasty will place an immense burden on future health care systems 
over the next 30 years. Knee Surg Sports Traumatol Arthrosc. 2021;29(10):3287–3298. 

 4. Hamilton DF, Howie CR, Burnett R, Simpson AHRW, Patton JT. Dealing with 
the predicted increase in demand for revision total knee arthroplasty: challenges, 
risks and opportunities. Bone Joint J. 2015;97- B(6):723–728. 

 5. Zmistowski B, Restrepo C, Hess J, Adibi D, Cangoz S, Parvizi J. Unplanned 
readmission after total joint arthroplasty: rates, reasons, and risk factors. J Bone 
Joint Surg Am. 2013;95- A(20):1869–1876. 

 6. Bini SA, Fithian DC, Paxton LW, Khatod MX, Inacio MC, Namba RS. Does 
discharge disposition after primary total joint arthroplasty affect readmission rates? 
J Arthroplasty. 2010;25(1):114–117. 

 7. Avram V, Petruccelli D, Winemaker M, de Beer J. Total joint arthroplasty 
readmission rates and reasons for 30- day hospital readmission. J Arthroplasty. 
2014;29(3):465–468. 

 8. Yu S, Garvin KL, Healy WL, Pellegrini VD, Iorio R. Preventing hospital 
readmissions and limiting the complications associated with total joint arthroplasty. 
J Am Acad Orthop Surg. 2015;23(11):e60-71. 

 9. Kurtz SM, Lau EC, Ong KL, Adler EM, Kolisek FR, Manley MT. Which clinical 
and patient factors influence the national economic burden of hospital readmissions 
after total joint arthroplasty? Clin Orthop Relat Res. 2017;475(12):2926–2937. 

 10. Lygrisse KA, Zak S, Singh V, Hutzler LH, Schwarzkopf R, Rozell JC. Emergency 
department observation versus readmission following total joint arthroplasty: can we 
avoid the bundle buster? J Arthroplasty. 2021;36(3):833–836. 

 11. Lee MH, Schuur JD, Zink BJ. Owning the cost of emergency medicine: beyond 2%. 
Ann Emerg Med. 2013;62(5):498–505. 

 12. Maldonado- Rodriguez N, Ekhtiari S, Khan MM, et al. Emergency department 
presentation after total hip and knee arthroplasty: a systematic review. J Arthroplasty. 
2020;35(10):3038–3045. 

 13. Maldonado- Rodriguez N, Gandhi R, Sundararajan K, Rampersaud YR, 
Mahomed N, Leroux TS. What goes bump in the night: an evaluation of 
emergency department visits following total joint arthroplasty. J Arthroplasty. 
2021;36(4):1232–1238. 

 14. Kelmer GC, Turcotte JJ, King PJ. Same- day vs one- day discharge: rates and 
reasons for emergency department return after hospital- based total joint arthroplasty. 
J Arthroplasty. 2021;36(3):879–884. 

 15. Ravi B, Leroux T, Austin PC, Paterson JM, Aktar S, Redelmeier DA. Factors 
associated with emergency department presentation after total joint arthroplasty: a 
population- based retrospective cohort study. CMAJ Open. 2020;8(1):E26–E33. 

 16. Kelly MP, Prentice HA, Wang W, Fasig BH, Sheth DS, Paxton EW. Reasons for 
ninety- day emergency visits and readmissions after elective total joint arthroplasty: 
results from a US integrated healthcare system. J Arthroplasty. 2018;33(7):2075–2081. 

 17. Muffly SA, An Q, Bedard NA, Brown TS, Otero JE. Early emergency 
department visits following primary hip and knee arthroplasty. J Arthroplasty. 
2021;36(6):1915–1920. 

 18. Singh V, Kurapatti M, Anil U, Macaulay W, Schwarzkopf R, Davidovitch RI. 
Evaluation of emergency department visits following total joint arthroplasty: same- 
day discharge vs non- same- day discharge. J Arthroplasty. 2022;37(6):1017–1022. 

 19. Black CS, Goltz DE, Ryan SP, et al. The role of malnutrition in ninety- day outcomes 
after total joint arthroplasty. J Arthroplasty. 2019;34(11):2594–2600. 

 20. Adelani MA, Keller MR, Barrack RL, Olsen MA. The impact of hospital volume 
on racial differences in complications, readmissions, and emergency department 
visits following total joint arthroplasty. J Arthroplasty. 2018;33(2):309–315. 

 21. Ross TD, Dvorani E, Saskin R, Khoshbin A, Atrey A, Ward SE. Temporal 
trends and predictors of thirty- day readmissions and emergency department visits 
following total knee arthroplasty in Ontario between 2003 and 2016. J Arthroplasty. 
2020;35(2):364–370. 

 22. Bozic KJ, Saleh KJ, Rosenberg AG, Rubash HE. Economic evaluation in total hip 
arthroplasty. J Arthroplasty. 2004;19(2):180–189. 

 23. Saleh A, Faour M, Sultan AA, Brigati DP, Molloy RM, Mont MA. Emergency 
department visits within thirty days of discharge after primary total hip arthroplasty: 
a hidden quality measure. J Arthroplasty. 2019;34(1):20–26. 

 24. Doyle DJ, Goyal A, Garmon EH. American Society of Anesthesiologists 
Classification. Treasure Island, Florida, USA: StatPearls Publishing, 2022.

 25. Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new method of classifying 
prognostic comorbidity in longitudinal studies: development and validation. J Chronic 
Dis. 1987;40(5):373–383. 

 26. Rubin R. The costs of US emergency department visits. JAMA. 2021;325(4):333. 
 27. Centers for Medicare & Medicaid Services (CMS), HHS. Medicare Program; 

Comprehensive Care for Joint Replacement Payment Model for Acute Care Hospitals 
Furnishing Lower Extremity Joint Replacement Services, Final rule. Fed Regist. 
2015;24(80):73273–73554.

 28. Nichols CI, Vose JG. Clinical outcomes and costs within 90 days of primary or 
revision total joint arthroplasty. J Arthroplasty. 2016;31(7):1400–1406. 

 29. Pugely AJ, Callaghan JJ, Martin CT, Cram P, Gao Y. Incidence of and risk factors 
for 30- day readmission following elective primary total joint arthroplasty: analysis 
from the ACS- NSQIP. J Arthroplasty. 2013;28(9):1499–1504. 

 30. Neufeld ME, Liechti EF, Soto F, et al. High revision rates following repeat septic 
revision after failed one- stage exchange for periprosthetic joint infection in total knee 
arthroplasty. Bone Joint J. 2022;104- B(3):386–393. 

 31. Podmore B, Hutchings A, Skinner JA, MacGregor AJ, van der Meulen J. 
Impact of comorbidities on the safety and effectiveness of hip and knee arthroplasty 
surgery. Bone Joint J. 2021;103- B(1):56–64. 

Author information:
 � V. Singh, MD, MPH, Research Fellow
 � U. Anil, MD, Resident Physician
 � M. Kurapatti, BS, Research Fellow
 � J. X. Robin, MD, Resident Physician
 � R. Schwarzkopf, MD, MSc, Attending Physician
 � J. C. Rozell, MD, Assistant Professor of Orthopedic Surgery
Department of Orthopedic Surgery, NYU Langone Health, New York, New York, USA.

Author contributions:
 � V. Singh: Conceptualization, Data curation, Formal analysis, Writing - original draft, 
Writing - review & editing. 

 � U. Anil: Conceptualization, Data curation, Formal analysis, Writing - original draft, 
Writing - review & editing. 

 � M. Kurapatti: Data curation, Visualization, Writing - review & editing. 
 � J. X. Robin: Data curation, Visualization, Writing - review & editing. 
 � R. Schwarzkopf: Conceptualization, Supervision, Validation, Writing - review & 
editing.

 � J. C. Rozell: Conceptualization, Supervision, Validation, Writing - review & editing.

Funding statement:
 � The author(s) received no financial or material support for the research, authorship, 
and/or publication of this article.

ICMJE COI statement:
 � R. Schwarzkopf reports being a paid consultant for Smith & Nephew and Intellijoint, 
has stock options in Gauss Surgical and PSI, which is outside the submitted work.

Ethical review statement:
 � This study was approved by the institutional review board.

Open access funding
 � The authors report that the open access funding for this manuscript was self- funded.

© 2022 Author(s) et al. This is an open- access article distributed under the terms of 
the Creative Commons Attribution Non- Commercial No Derivatives (CC BY- NC- ND 4.0) 
licence, which permits the copying and redistribution of the work only, and provided 
the original author and source are credited. See https://creativecommons.org/licenses/ 
by-nc-nd/4.0/

https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/

	Emergency department visits following total joint arthroplasty: do revisions present a higher burden?
	Introduction
	Methods
	Results
	Discussion
	References
	Funding statement:


