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• Access to healthcare significantly varies by medical insurance type, particularly for individuals for low 
socioeconomic status.
• Medicaid often covers these individuals (a government-funded program for low-income adults and 

children).
• Only 45% of primary care providers accept new Medicaid patients, versus 94% for private insurance.1

• Large non-profit medical centers accept Medicaid but still present considerable access challenges for 
patients.

• Lower reimbursement rates, complex medical needs, and extensive administrative requirements are key 
barriers for providers accepting Medicaid.

• Studies, such as those by Deans et al., highlight greater travel burdens for Medicaid patients needing revision 
hip or knee arthroplasty.2

• Medicaid patients often receive care in facilities where surgeries are performed less frequently, correlating 
with poorer outcomes.3

• Medicare primarily serves the over-65 demographic, those with disabilities, and end-stage renal disease 
patients à a significant portion of orthopedic cases
• Better access than Medicaid but challenged by declining reimbursements. 

Purpose
• To elucidate the impact of insurance type—Medicaid, Medicare, and private insurance—on short-term 

outcomes, complications, and patient reported outcomes (PRO’s) following total joint arthroplasty over a ten-
year period. 

Hypothesis
• Individuals with Medicaid or Medicare are hypothesized to experience higher complication rates and inferior 

PROs compared to those with private insurance

• Patients who underwent primary total hip arthroplasty (THA) or total 
knee arthroplasty (TKA) from 2013 to 2023 were identified from 
Michigan Arthroplasty Registry Collaborative Quality Initiative 
(MARCQI) database. 

• Patients were separated into three groups based on their primary 
insurance payer type: Medicaid, Medicare, and private-payer 
insurance (including Medicare Advantage plans). 

• Outcome variables of interest were evaluated at 90 days 
postoperatively and included: emergency department (ED) visits, 
readmissions, death, DVT, PE, urinary tract infections (UTIs), 
dislocation, fracture, hematoma, periprosthetic joint infection (PJI), 
and the occurrence of events within 90 days of surgery. 

• Patient Reported Outcomes Measurement Information System 
(PROMIS) Mental and Physical scores, Knee injury and Osteoarthritis 
Outcome Score (KOOS), and Hip injury and Osteoarthritis Outcome 
Score (HOOS) were collected pre-operatively and at 12-114 days. 

• All statistical analyses were performed using SAS v9.4. 

Medicaid Cohort Medicare Cohort Private Cohort Total p-value 
Cases, Total n. (%) 3115 (4.77%) 27858 (42.66%) 34327 (52.56%) 65300 (100%) 
Patients, Total n. (%) 2385 (4.77%) 21295 (42.64%) 26256 (52.57%) 49936 (100%)
Joint, n (%) <.00012  

Hip 1288 (41.3%) 10455 (37.5%) 13797 (40.2%) 25540 (39.1%) 
Knee 1827 (58.7%) 17403 (62.5%) 20530 (59.8%) 39760 (60.9%) 
Side, n (%) 0.52182

Left 1492 (47.9%) 13236 (47.5%) 16466 (48.0%) 31194 (47.8%) 
Right 1623 (52.1%) 14622 (52.5%) 17861 (52.0%) 34106 (52.2%) 

Age, mean ± SD, (range) 54.4±8.65, 
(18.0-87.0)

71.8±8.18, 
(23.0-100.0)

63.6±10.06, 
(18.0-102.0)

66.6±10.41, 
(18.0-102.0)

<.00011

Sex, n (%) <.00012  

Male 1168 (37.5%) 9721 (34.9%) 14419 (42.0%) 7577 (39.6%)
Female 1947 (62.5%) 18137 (65.1%) 19908 (58.0%) 11535 (60.4%)
Race, n (%) <.00012  

Asian 46 (1.5%) 285 (1.0%) 231 (0.7%) 562 (0.9%)
Black 841 (27.0%) 2612 (9.4%) 3428 (10.0%) 6881 (10.5%)
Caucasian 1885 (60.5%) 23153 (83.1%) 28736 (83.7%) 53774 (82.3%)
Native American 10 (0.3%) 57 (0.2%) 72 (0.2%) 139 (0.2%)
Native Hawaiian 1 (0.0%) 13 (0.0%) 15 (0.0%) 29 (0.0%)
Other 269 (8.6%) 1014 (3.6%) 954 (2.8%) 2237 (3.4%)
Unknown 63 (2.0%) 724 (2.6%) 891 (2.6%) 1678 (2.6%)
Ethnicity, n (%) <.00012  

Hispanic or Latino 77 (2.5%) 249 (0.9%) 343 (1.0%) 669 (1.0%)
Not Hispanic or Latino 2819 (90.5%) 25438 (91.3%) 31128 (90.7%) 59385 (90.9%)
Unknown or Not Reported  219 (7.0%) 2171 (7.8%) 2856 (8.3%) 5246 (8.0%)
LOS, mean (SD) 2.0 (2.15) 2.4 (1.97) 2.0 (1.95) 2.2 (1.97) <.00012  

Discharge Disposition <.00012  

Home 264 (8.5%) 2119 (7.6%) 3447 (10.0%) 5830 (8.9%)
Home Health Care 2581 (82.9%) 18997 (68.2%) 27180 (79.2%) 48758 (74.7%)
Hospice 0 (0.0%) 8 (0.0%) 3 (0.0%) 11 (0.0%)
Skilled Nusing Facility 234 (7.5%) 5977 (21.5%) 2841 (8.3%) 9052 (13.9%)
Inpatient Rehabiliation 26 (0.8%) 492 (1.8%) 737 (2.1%) 1255 (1.9%)

Expired in a medical facility 1 (0.0%) 9 (0.0%) 10 (0.0%) 20 (0.0%)

Left AMA 0 (0.0%) 3 (0.0%) 2 (0.0%) 5 (0.0%)
Inpatient 0 (0.0%) 19 (0.1%) 6 (0.0%) 25 (0.0%)
Other Healthcare Facility 9 (0.3%) 234 (0.8%) 101 (0.3%) 344 (0.5%)

Medicaid cohort is the youngest on average and has a higher percentage of 
females and Black patients compared to the other groups. The Medicare cohort is 
the oldest, with the highest percentage of Caucasian patients, and a higher 
proportion undergoing knee arthroplasty. The private cohort has a higher 
percentage of patients discharged to home health care. 

1Kruskal-Wallis p-value; 2Chi-Square p-value

Preoperative N Postoperative N ∆ p-value
M edicaid <.00011

PR O M IS M ental 12.5  (3 .48) 1403 13.3 (3 .61) 1111 0.8 points
PR O M IS Physical 10.4  (2 .43) 1399 13.0 (2 .95) 1107 2.6 points
K O O S 38.4 (15.39) 793 61.5 (16.31) 647 23.1 points
H O O S 37.7 (16.80) 615 70.1 (18.45) 473 32.4 points
M edicare <.00011

PR O M IS M ental 14.2  (3 .25) 10699 15.1 (3 .11) 9629 0.9 points
PR O M IS Physical 11.9  (2 .62) 10696 14.7 (2 .70) 9622 2.8 points
K O O S 48.0 (14.07) 6659 69.0 (14.48) 5954 21 points
H O O S 48.3 (15.22) 4083 78.9 (15.69) 3570 30.6 points
Private <.00011

PR O M IS M ental 14.5  (3 .20) 13305 15.4 (3 .04) 12128 0.9 points
PR O M IS Physical 12.1  (2 .59) 13294 14.8 (2 .61) 12116 2.7 points
K O O S 47.7 (13.84) 8165 68.4 (14.28) 7458 20.7 points
H O O S 48.1 (14.66) 5185 79.1 (15.33) 4634 31 points

The change (Δ) in scores indicates the degree of improvement, with all groups 
demonstrating statistically significant improvements
 (p < .0001). 

PROMIS = Patient Reported Outcomes Measurement Information System 
KOOS = Knee injury and Osteoarthritis Outcome Score 
HOOS = Hip injury and Osteoarthritis Outcome Score (HOOS)

• Our cohort consisted of 65,300 TJA cases (49,936 patients), with 52.6% privately insured, 42.64% Medicare, 
and 4.77% Medicaid. Medicaid recipients were younger, with higher BMIs, smoking rates, and preoperative 
opioid usage (p<0.001). 

• Medicaid patients had 81.7% higher emergency department visit odds than those privately insured and 63.6% 
more than Medicare (p<.0001). 

• Medicaid is associated with a 63.3% increase in developing deep vein thrombosis (DVT) compared to private 
insurance (p=0.0119). Medicaid and Medicare patients faced 24.3% and 31.1% greater readmission odds to 
the hospital than privately insured (p<.0001). 

• Medicare patients had higher odds of urinary tract infections (UTI), periprosthetic joint infections (PJI), 
dislocation, and fracture (p<.0001). 

• Private-payer patients were less likely to take pre-operative medications and had fewer 90-day post-operation 
complications (p<.0001). 

• Medicaid patients reported the lowest pre- and post-operative Patient Reported Outcomes Measurement 
Information System (PROMIS) Mental and Physical scores, Knee injury and Osteoarthritis Outcome Score 
(KOOS), and Hip injury and Osteoarthritis Outcome Score (HOOS), although they exhibited the greatest 
improvement in KOOS and HOOS scores after surgery. 

Figure 1.  Flow chart of excluded and included patients with 
reasoning according to STROBE standards.

• Insurance payer type is a significant determinant of postoperative outcomes, with Medicaid and Medicare 
patients experiencing higher complication rates and lower PRO’s than their privately insured counterparts. These 
disparities underscore the necessity for tailored pre- and postoperative management in TJA patients based on 
insurance status. 
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FIGURE 3. Multivariable-adjusted odds ratios for the absence of adverse events within 90 days post-treatment. 

FIGURE 2.  90-Day postoperative events of patients with Medicaid 
vs. Medicare vs Private payer insurance for primary total knee 
arthroplasty 
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TABLE 1.  Patient characteristics and demographics of 
patients with Medicaid, Medicare, and private payer 
insurance. 

TABLE 3. Comparison of Preoperative and Postoperative 
PROMIS, KOOS, and HOOS Scores by Insurance Type 


