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1. Introduction 
This is a preliminary analysis of the 2021 Merit-Based Incentive Payment System (MIPS) program 
using the QPP Public Use File (PUF) released by CMS on June 12, 2023. In addition, two other sets 
of data are used in the analysis: 

• the 2019 QPP PUF file. 
• the CMS “Provider Data Catalog” (PDC) files. These have more information about the MIPS mea- 

sures, including the performance level on each measure, but less information than the QPP PUF 
regarding how CMS scored and evaluated the measures. These files also do not contain as much 
information about the practitioner and practice as is included in the QPP PUF. However, some 
records that are missing from the 2021 QPP PUF file are contained in the 2021 PDC files. 

2. Summary of Key Points 
The following are some of the key points that are described in more detail in the sections below: 

• In most cases, the MIPS score assigned to a physician does not represent the quality or value of the 
services delivered by that physician; it represents the services delivered by a group of physicians 
in their group practice or ACO. 

• In particular, the MIPS scores assigned to most specialists are based on services delivered by 
the primary care physicians and clinicians in a group or Alternative Payment Model in which the 
specialist is participating, not the services delivered by the specialist. 

• Moreover, some physicians receive multiple MIPS scores because they deliver services through 
multiple practices; these scores are different, and the differences can be very large. In fact, some 
physicians receive a MIPS score in one organization that qualifies for a payment increase, while 
receiving a score in a different practice that qualifies for a payment reduction. 

• A higher percentage of clinicians in small practices received low MIPS scores that qualified for 
payment reductions. 

• The reason that some clinicians receive lower MIPS scores than others is partly due to lower scores 
on quality measures, but also because of lower scores in the “Promoting Interoperability” category. 

• An increase or decrease in a physician’s quality scores over time may or may not represent im- 
provement or worsening of the quality of care they deliver; a change can occur because different 
measures are used and because of differences in the patients receiving services. Also, many qual- 
ity measures do not reliably measure differences and changes in the quality of care, particularly for 
physicians with small numbers of patients. 

3. Number of Clinicians Participating in MIPS 
CMS reports that almost 700,000 clinicians were included in MIPS in 2021. However, only about 
600,000 different individuals participated in MIPS in 2021. If a clinician bills for Medicare services 
through two or more practices or groups that have separate tax identification numbers (TINs), a sep- 
arate MIPS score will be assigned to the clinician for each of those TINs (assuming that the clinician 
or TIN meet the eligibility criteria). Since each clinician has a unique National Provider Identifier 
(NPI), these are described as NPI-TIN combinations. There were 700,000 NPI-TIN combinations 
that received a MIPS score in 2021, but that represents only 600,000 unique NPIs. 

(NOTE: The clinicians who participated in Virtual Groups and some individual participants are missing 
from the 2021 QPP PUF file, so the numbers of MIPS-eligible clinicians tabulated from the PUF 
and reported in the tables below are slightly lower than reported in the CMS 2021 Quality Payment 
Program Experience Report.) 
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The vast majority (87%) of clinicians only received a single MIPS score for a single TIN in 2021. 
However, over 65,000 clinicians received two different MIPS scores because they delivered services 
through two separate practices or groups that had separate TINs. An additional 14,700 clinicians 
received 3 or more different MIPS scores; over 1,600 of these clinicians received 5 or more different 
MIPS scores in 2021, and more than 100 of them received 10 or more different MIPS scores. 

 

 
As shown above, for the clinicians who received multiple MIPS scores, the scores differed significantly. 
For clinicians receiving two different scores, the scores differed by an average of 6.5 points (i.e., about 
7% of the total 100 point maximum MIPS score). The differences were larger for those with multiple 
scores. For those with 10 or more different TINs, the range of their scores averaged 26 points. Since 
the MIPS payment adjustments are tied to NPI-TIN combinations, this means the same clinician would 
receive different payment adjustments in different TINs. In some cases, the difference in scores is 
such that a clinician will receive a payment penalty for the services they deliver through one TIN and 
a payment increase for the services they deliver through another TIN. 

The MIPS payment penalty or bonus for a clinician applies to the services they deliver in 2023 through 
the TIN associated with the MIPS score. As a result, if a clinician delivered services through multiple 
TINs in 2021, they could be paid more by delivering more of their services in 2023 through the TIN(s) 
where they received a higher MIPS score than by continuing to deliver similar proportions of services 
through the TINs where they worked in 2021. This could potentially reduce access to services for 
patients who rely for their care on the practices where clinicians received lower scores. 
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4. Method of Participation 
There are four different ways that a clinician can participate in MIPS: 

• as an individual clinician, in which case their MIPS score is based on the services they deliver 
personally; 

• as part of a formal physician or clinician group, in which case their MIPS score is based on the 
services all of the clinicians in the group deliver; 

• as part of a virtual group; in this case, multiple physicians are treated as though they were part of 
a formal group for the purposes of calculating their MIPS scores; and 

• as part of an Alternative Payment Model (APM), where the clinician’s MIPS score is based on the 
quality measures associated with the APM and the score is also calculated differently. 

 
4.1. Types of Participation in 2021 

Two-thirds of MIPS scores in 2021 were based on the performance of a group of physicians, and 
nearly one-fourth were based on the performance of an Accountable Care Organization or other 
Alternative Payment Model entity. Only 10% of the MIPS scores in 2021 were based on a clinician’s 
individual performance, i.e., the services they delivered themselves. As a result, in almost all cases, 
a MIPS score does not measure the quality of care that is delivered by an individual physician or other 
clinician, but rather represents what is done by all of the clinicians in the group where the individual 
clinician works, or by all of the clinicians participating in the ACO or APM that the clinician is part of. 
(NOTE: The CMS 2021 QPP Experience Report states that 55,331 NPI-TINs received scores through 
individual participation in 2021, whereas both the PUF data file and the PDC data file indicate that 
71,000 did so. Consequently, it seems likely that the number in the published report is wrong.) 

 

 
Since most MIPS scores represent the performance of a group or an ACO, the variation in scores for 
clinicians delivering services through multiple TINs represents differences in the overall performance 
of the groups or ACOs, not differences in the quality of care the individual clinician delivers through 
the different groups or ACOs. Moreover, in 2021, the majority of the physicians who participated as 
individuals did not submit measures and received the Performance Threshold score of 60 by default 
because of the MIPS EUC policies. 

The stated goal of MIPS is to “reward high-value, high-quality Medicare clinicians with payment in- 
creases - while at the same time reducing payments to those clinicians who aren’t meeting perfor- 
mance standards.” However, in most cases, the measures and scores used to determine payment 
increases and reductions are not based on the quality or value of care delivered by individual clini- 
cians. 

On the other hand, MedPAC has criticized MIPS because its “design is at odds with the fact that quality 
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outcomes for patients … are determined primarily through the combined efforts of many providers 
rather than by the actions of any one clinician,” when in fact, most clinicians are rewarded or penalized 
based on measures of group or ACO performance, not based on individual performance. 

The quality measures in MIPS are used on the Care Compare website to enable patients to choose 
high-quality physicians, but in most cases, a patient is unable to obtain any information about the 
quality of care that is specific to an individual physician because most scores are based on the per- 
formance of a group or APM. 

 
4.2. Changes in Participation Between 2019 and 2021 

There were almost a quarter-million fewer NPI-TINs participating in MIPS in 2021 than in 2019, a 26% 
reduction. However, a large portion of this reduction was due to fewer clinicians receiving scores 
through multiple TINs. The number of unique clinicians participating in MIPS decreased by 121,000, 
a 17% reduction. 

 

 
The reduction in total NPI-TINs in MIPS between 2019 and 2021 was almost entirely due to a reduc- 
tion in the number of clinicians participating in MIPS APMs. 

 

 
However, a comparison of total participants ignores the fact that some clinicians in 2019 were no 
longer delivering services in 2021 or were not eligible to participate in MIPS, and that new clinicians 
began delivering services after 2019 or became eligible to participate in MIPS. A better understanding 
of the changes over time can be obtained by comparing the way individual clinicians participated 
in MIPS in 2019 and how they participated in 2021, as shown in the table below. Clinicians who 
participated in MIPS in two or more different ways through different TINs (e.g, as an individual and 
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as a group) are classified in this table as “Multiple.” 

Notable findings include: 

• The 121,134 reduction in the number of unique clinicians participating in MIPS between 2019 and 
2021 represents the net effect of over 257,000 NPIs no longer participating in MIPS in 2021 and 
nearly 136,000 NPIs newly participating in 2021. 

• In each category, a large proportion of the clinicians who participated in MIPS in 2019 did not 
participate in MIPS in 2021. 

• The majority (61%) of clinicians who participated as Individuals in 2019 continued to participate as 
Individuals in 2021, and the majority of clinicians (62%) who participated (solely) through Groups 
in 2019 continued to do so in 2021. 

• There were over 261,000 clinicians participating solely through MIPS APMs in 2019, but only about 
90,000 were still participating that way in 2021, a reduction of 171,000. It appears that only a 
small portion of this reduction is due to a higher proportion of clinicians achieving Qualifying APM 
Participant (QP) status. Data on QP participants are not included in the QPP PUF, but the CMS 
2021 Quality Payment Program Experience Report indicates that in 2021, 271,231 clinicians had 
QP status and 3,365 had Partial QP status, for a total of 274,596. The 2019 report indicates that in 
2019, 195,564 had QP status and 27,995 had Partial QP status, for a total of 223,559. This means 
that there were 51,000 more QPs and Partial QPs in 2021 than in 2019, which is equivalent to only 
30% of the reduction in the number of MIPS APM participants. 
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5. Characteristics of MIPS Participants 
5.1. Types of Clinicians 

Not surprisingly, the majority of clinicians participating in MIPS are MDs and DOs. However, fully 
one-third of MIPS participants were not physicians. (NOTE: The data below count each clinician 
once, whereas the 2021 QPP Performance Report counts the same clinician multiple times if they 
participate through multiple TINs.) 

 

 
5.2. Location and Type of Practice 

The categories in Table 4 in the CMS 2021 QPP Performance Report are mislabeled – there were 
actually 108,000 small practitioners and 89,000 rural practices, whereas the report shows the reverse. 
Surprisingly, there is relatively little overlap between these categories. 
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6. Measures Used in MIPS 
6.1. Quality Measures 

Under the MIPS program, clinicians have the flexibility to choose which quality measures they report. 
In 2021, MIPS quality scores for clinicians were based on a total of 372 different quality measures. 

MIPS has been criticized because, in theory, every clinician could choose a different set of quality 
measures, making comparisions among clinicians impossible. However, as noted earlier, most clini- 
cians participate in MIPS as part of a group or ACO, and all of the members of the group or ACO are 
scored on the same set of measures, so there is far less variation in practice than could theoretically 
occur. 

As shown below, 2 measures (the CMS-calculated readmission rate and the Diabetes HbA1c Poor 
Control measure) were used to determine the scores of more than half of the NPI-TINs in MIPS, 
and an additional 6 measures were used by one-third of participants. All of the 8 most frequently 
used measures in MIPS in 2021 were measures that were required for ACOs in the Medicare Shared 
Savings Program. The readmission rate measure was automatically calculated and used by CMS for 
groups and APM entities if they had the minimum number of patients (200) to do so. 

Moreover, the 2021 QPP Experience Report indicates that the CMS Web Interface was the most 
frequently used method of submitting quality measures in 2021, with one third of measures were 
submitted this way. This is also the method ACOs were required to use. As a result, 6 of the 8 most 
frequently used measures were CMS Web Interface measures. 
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At the other end of the spectrum, the 19 measures shown below were only used by a single clinician 
in 2021. Another 19 measures were each reported by fewer than 10 clinicians. 
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It has often been asserted that clinicians “cherry pick” measures on which they will score well. How- 
ever, many of the measures chosen by clinicians, including ones chosen by small numbers of clini- 
cians, are ones where the clinicians received some of the lowest scores. (NOTE: The Pneumococcal 
Vaccination and BMI Screening measure scores were not used for calculating MIPS scores in 2021 
because of problems with the measures themselves.) 
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At the other extreme, there are a number of measures where most physicians have high scores. 
These so-called “topped out” measures are typically dropped or underweighted by CMS because 
they do not show siginificant differences in performance among clinicians. However, these types of 
measures perform an important function of enabling patients to know that their physician does provide 
high-quality care for the specific type of services they need, and that the cost measures used in MIPS 
are not encouraging undertreatment. 

 

 
6.1.1. Specialty-Specific Reporting 

If a multi-specialty practice chooses to participate in MIPS as a group, it will have to choose one set 
of measures that will determine the quality score for all physicians in the group who choose group 
scoring. However, that means the measures may also have little or nothing to do with the services 
delivered by some of the specialists in the group. Moreover, if the group wants to use the CMS Web 
Interface to submit measure information, it has to choose from among the ten measures that can be 
submitted that way. 

Similarly, if a specialist is part of an ACO and participates in MIPS through the MIPS APM, the mea- 
sures used will be the measures required for the ACO, which may have little or nothing to do with the 
services that specialist delivers. 

If a specialist participates as an individual, however, they have the ability to choose measures appli- 
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cable to the specific services they deliver to the patients they serve, if such measures exist. 

For example, among the 10 most frequent quality measures used by ophthalmologists overall, there 
are only 3 measures specifically related to eye care. 

 

However, among the subset of ophthalmologists who participated in MIPS as individuals, 6 of the top 
10 measures were directly related to eye care. 

 

 
This means that differences the MIPS scores for two different ophthalmologists are unlikely to reflect 
differences in the quality of ophthalmic care they offer. 
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6.1.2. Most Commonly Used Measures in Each Specialty 

Because so many clinicians are participating through groups or ACOs, the most commonly used 
measures to determine MIPS scores in most specialties are the same. 
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This is not the case for clinicians who participate as individuals; the measures most frequently re- 
ported by individual physicians in each specialty are more directly related to the types of services 
that specialty delivers, and therefore they also differ significantly between many specialties. How- 
ever, because there were not good specialty-specific measures for many specialties in 2021, many 
specialists were forced to use more generic measures of quality. 
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6.2. Improvement Activities 

The following tables show the Improvement Activities most and least frequently reported by clinicians 
in 2021. (The measures with higher scores are those weighted “High” by CMS.) 
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6.3. Promoting Interoperability Measures 

Compared to the other components of MIPS, there is a much smaller number of measures related 
to Promoting Interoperability, and clinicians have far less flexibility as to which measures must be 
reported. 

The number of points assigned to each measure differs. Some can receive up to 40 points, some 
up to 20 points, and others up to 10 points. The greatest variability in performance was on the two 
measures for “supporting electronic referral loops.” 
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7. MIPS Scores 
7.1. Overall MIPS Scores 

In 2021, 86% of the 699,000 NPI-TINs in 2021 received a total MIPS score that qualified them for a 
positive payment adjustment in 2023 (and 78% were classified as having “exceptional” performance), 
whereas 3.4% had a score which would result in a negative payment adjustment. 

 

 
7.2. MIPS Scores by Specialty 

The distribution of scores was similar for most specialties. The largest number of physicians receiving 
scores qualifying for payment reductions were family physicians; 4.5% of the 45,000 clinicians in that 
specialty received a MIPS score below 60. Another specialty with a relatively large number of physi- 
cians qualifying for penalties was pathology; 5.3% of the 10,000 pathologists participating in MIPS 
received a score below 60. There were also higher-than-average percentages of negative payment 
adjustments for specialists in pain management, allergy/immunology, general practice, osteopathic 
manipulative medicine, preventive medicine, hyperbaric medicine, and peripheral vascular disease. 
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7.3. Small and Rural Practices 

There were three times as many clinicians in small practices that had MIPS scores qualifying for 
payment penalties – 11.9% vs. 3.4% overall. In addition, a much smaller percentage of clinicians 
in small practices qualified for payment increases, but this was because more than a third of small 
practices received a neutral payment adjustment, likely through the automatic exception for individual 
clinicians. 

A slightly higher-than-average percentage of clinicians in rural practices had MIPS scores below 60, 
but in general, the distribution of scores for rural practices was similar to the overall distribution. 

 

 
7.4. Small and Rural Specialty Practices 

The disparity in performance between smaller and larger practices differs significantly by specialty. 
For example, in ophthalmology, the percentage of physicians in small practices receiving negative 
payment adjustments was only slightly higher than for ophthalmologists overall, whereas there was 
a large difference for family physicians in small practices. The difference for orthopedic physicians in 
small vs. large practices was higher than average, but less than for family physicians. 
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7.5. Variation in MIPS Scores by Participation Type 

Clinicians reporting as individuals were less likely to receive positive payment adjustments than oth- 
ers, but this is because so many qualified for a neutral adjustment. Only a small percentage of 
physicians reporting as individuals received a negative adjustment. 

Clinicians reporting through groups had the highest percentage of negative adjustments. At the other 
extreme, 98% of clinicians scored through MIPS APMs were classified as “exceptional,” and almost 
all qualified for a positive payment adjustment. 
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This pattern is similar for clinicians in individual specialties. 
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7.6. Score Differences for Clinicians in Multiple TINs 

It is impossible to tell from the previous tables whether the clinicians who participated as individuals 
delivered poorer-quality care than those in groups or MIPS APMs, or whether the difference in scores 
reflects the measures used and the services delivered by the other clinicians in the groups and APMs. 

The table below examines the subsets of clinicians who participated in MIPS both as individuals 
and through a group and/or APM. As can be seen, the scores assigned to the subset of physicians 
who also participated in a group are all similar to the overall average scores for clinicians in groups, 
regardless of whether the clinician’s score as an individual was very high or very low. In fact, the 
clinicians who had very high scores as individuals received lower scores from the groups they also 
participated in. 

Similarly, clinicians who also participated in an APM received a very high MIPS score for that, even 
if they received a very low score as an individual. This means that participating in a MIPS APM was 
one way for an otherwise poorly-performing clinician to avoid being penalized for that performance. 

 

 
A similar pattern can be seen for clinicians in individual specialties. 
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7.7. Geographic Locations of Lowest Scoring Clinicians 

The percentage of the clinicians participating in MIPS through groups who received low MIPS scores 
is much higher in some states than others. Although overall, 5% of clinicians participating through 
groups received scores qualifying for penalties, the percentages were much higher in some states. 
For example, 19% of clinicians in West Virginia and South Carolina who participated in MIPS through 
groups received scores less than 60. 
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In contrast, less than 2% of the clinicians scored through groups in North Dakota and Maryland 
received penalty scores. 
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As shown earlier, only a small percentage of the clinicians participating in MIPS as individuals re- 
ceived scores qualifying for payment penalties. The highest percentages were in Iowa, Vermont, and 
Kentucky. 
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8. Why Do Clinicians Receive High or Low MIPS Scores? 
The tables below shows the extent to which each of the three components used to calculate a clini- 
cian’s MIPS score – the Quality score, the Improvement Activities score, and the Promoting Interop- 
erability score (the Cost score was not used to calculate MIPS scores in 2021) – and the Complex 
Patient Bonus contributed to the overall scores for clinicians with low and high total MIPS scores. 

Because the scores were weighted differently for some clinicians and groups under the Extreme 
and Uncontrollable Circumstances (EUC) and Hardship policies, the tables show both the average 
actual scores and the scores that would have been calculated using the standard weights in order 
to estimate the extent to which the EUC weighting changes affected the final score. The table also 
shows the percentage of clinicians who received an EUC or Hardship adjustment for each category. 
(The PUF data file does not report exactly what reweighting was used for individual clinicians, so it is 
impossible to determine exactly how the precise score for an individual clinician was calculated.) 

 
8.1. Clinicians Reporting as Individuals 

As shown in the table below, the vast majority of clinicians reporting as individuals received a MIPS 
score in 2021 equal to the Performance Standard; CMS assigned this score automatically unless the 
clinician chose to submit data for at least two categories. 

Most of the other clinicians received very high scores. The high total scores resulted from high scores 
on all three of the MIPS components used, and it also appears that a high percentage of physicians 
with a high overall score received hardship adjustments for their Promoting Interoperability scores. 
(Clinicians who are not physicians are not required to report PI measures.) 

 
8.1.1. Clinicians With Low Scores 

The small number of clinicians who received 2021 MIPS scores below 60 (thereby qualifying for a 
payment reduction in 2023) did so primarily because of low quality scores and secondarily based on 
low PI scores or failure to submit PI measures. 

 

Clinicians with the lowest scores had very low quality scores; only two reported Promoting Inter- 
operability measures and most of the others did not receive EUC or hardship exemptions, so this 
contributed to their overall low scores. 

 
8.1.2. Clinicians With Scores Between 60 and 75 

There were 900 clinicians who received scores greater than 60 but less than 75 in 2021. These 
clinicians qualify for a bonus in 2023 because the performance threshold was 60, but since CMS has 
increased the performance threshold to 75 in 2022 and 2023, the same score in 2022 or 2023 will 
result in a penalty. These clinicians scored lower than higher-scoring clinicians due to both lower 
quality scores and lower PI scores, but the lower quality scores had a bigger impact because of the 
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much higher weight. 

There was very little difference in the Complex Patient Bonuses awarded to clinicians in the different 
categories, so at least based on the measures used to calculate those bonuses, it does not appear 
that the lower-scoring clinicians had more complex patients. 

 
8.1.3. Comparison to 2019 

A potentially big difference between the 2021 MIPS scores and the MIPS scores clinicians will receive 
in 2022 and 2023 is that cost measures were not used in 2021. The most recent year in which cost 
measures were used was in 2019, and the table below shows the scores for clinicians reporting as 
individuals in that year. The data indicate that differences in the cost scores were not a significant 
factor causing clinicians to have higher or lower overall MIPS scores. As in 2021, lower total MIPS 
scores were caused by a combination of lower quality and lower PI scores. 

 

 
8.2. Clinicians Reporting Through Groups 

8.2.1. Scores in 2021 

Most of the clinicians who received MIPS scores below 60 in 2021 participated in MIPS through 
a group. Over 23,000 clinicians received scores below 60 and will thereby qualify for a payment 
reduction in 2023, and 15,000 of them received scores under 30. The groups with scores between 
30 and 60 received low scores primarily due to low scores on quality measures, while the groups with 
scores below 30 had very low quality scores and most did not report PI measures. 

An additional 15,000 clinicians participating in groups received scores between 60 and 75, and these 
scores were lower than higher-scoring groups due to a combination of lower quality scores and lower 
PI scores. 
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8.2.2. Scores in 2019 

2019 was the most recent year in which groups were evaluated on cost measures. As with clinicians 
participating as individuals, differences in scores on the cost measures did not contribute significantly 
to the differences in overall scores. 

 

 
8.3. Characteristics of Low- and High-Scoring Clinicians 

The clinicians participating as individuals who received low MIPS scores in 2021 were almost entirely 
(91-92%) in small practices, whereas less than two-thirds of the highest scoring individual clinicians 
were in small practices. 

Low-scoring clinicians were no more likely to be in rural practices than high-scoring clinicians. 
 

 
The highest scoring groups had 2-3 times as many Medicare beneficiaries as lower-scoring groups, 
but the lowest-scoring groups were actually somewhat larger (in terms of patients) than than those 
with higher scores. 
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8.4. How Quality Measures Contributed to Low and High MIPS Scores 

A clinician could receive a lower Quality score than another clinician for two different reasons: 

• because they scored lower on the same quality measures as other clinicians; or 
• because they used measures on which clinicians in general received lower scores. 

For clinicians who participated as individuals, the clinicians who had lower overall MIPS scores scored 
lower on most individual quality measures than clinicians with higher MIPS scores. 
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A similar pattern can be seen for low-scoring groups vs. high-scoring groups. 
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8.5. How Promoting Interoperability Measures Contributed to MIPS Scores 

The lower PI scores for clinicians that received lower MIPS scores seems primarily due to the fact 
that they reported fewer PI measures, rather than that they scored worse on the measures they did 
report. 

 

 
A similar pattern can be seen for PI measures reported by groups. 
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9. Changes in Quality Measure Scores Over Time 
Clinicians can receive a higher Quality score if the aggregate score on the quality measures has 
improved from the prior year. However, because there is no requirement that the same quality mea- 
sures be used from one year to the next, “improvement” could result from the use of a different set of 
measures where the clinician or group have better scores, rather than actually improving performance 
on the same quality measures. 

 
9.1. Changes in Individual Measures 

As shown in the table below, a large proportion of clinicians were not scored on the same measures 
in 2021 as in 2019. The measures that were repeated most often were measures collected through 
the CMS Web Interface or measures required of ACOs. 

For those clinicians who were scored on the same measures in 2021 as in 2019, the average scores 
for many of the measures were similar in the two years, but this masked a signficant amount of change 
at the individual clinician/group level. A large subset of clinicians had improved performance, while 
another large subset had worse performance. 
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The pattern is similar when examining changes in measure use and performance for individual spe- 
cialties. 
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9.2. Changes by Method of Participation 

One of the reasons that the quality measures used by clinicians have changed from year to year is that 
clinicians change the method in which they participate in MIPS. If a clinician switches from individual 
participation to group participation or vice versa, the measures that will be used to determine their 
quality score will also likely change. 

The quality scores assigned to MIPS APM participants are much higher than the scores assigned 
to groups, and on average, the scores assigned to groups are somewhat higher than the scores 
assigned to individuals. In most cases, however, clinicians who participated as individuals in 2019 
and changed to a group or MIPS APM in 2021 were as likely to see their quality scores worsen as to 
improve. 

Clinicians who participated in a group in 2019 and switched to a MIPS APM or to indivdual participation 
were more likely to see their quality scores worsen than those who remained in a group. 

Quality scores for clinicians who participated in a MIPS APM in 2019 decreased significantly in 2021, 
regardless of the method by which they participated in 2021. 
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9.3. Reliability of Quality Measures 

A clinician’s performance on a quality measure can change from one year to the next not only because 
the quality of the care they deliver has changed, but due to the inherent statistical variation in the pa- 
tients included in the measures. Many of the measures used in the MIPS program have low statistical 
reliability, meaning that differences between physicians in quality measures scores are more likely to 
reflect variations in patients rather than differences in the quality of care the physicians deliver; this 
also means that changes in scores over time are likely to reflect changes in the characteristics of the 
patients, not just changes in the quality of care delivered. 

The reliability of a measure is lower when fewer patients are being measured, which means that 
measure scores for individual clinicians and small practices are less likely to be accurate than the 
scores for larger practices, and changes in measure scores over time for small practices are less 
likely to reflect changes in the quality of care than they are for larger practices. 

For example, clinicians who report as individuals have lower scores on the breast cancer screening 
measure if they have small numbers of patients eligible for breast cancer screening. However, as 
shown below, clinicians with small numbers of patients also experience much more dramatic changes 
in the measures from year to year than clinicians with larger numbers of patients. From 2019-2020, 
over 40% of clinicians with 50 or fewer patients included in the breast cancer screening measure 
experienced an increase or decrease of more than 10 percentage points in the percentage of women 
who received a screening, while only 25% or fewer clinicians with 200 or more patients experienced 
changes over time that large. Conversely, a higher share of the year-to-year changes for clinicians 
with larger numbers of patients were less than 2 percentage points. 

 

This means that, depending on the year, a clinician with a small number of patients might look much 
better or much worse on a measure merely because of random variation in their patients. However, 
the MIPS scoring structure will reward or penalize them for the random variation in the same way it 
would if the actual quality of care had improved or worsened. 

A similar phenomenon can be seen for groups reporting the breast cancer measure, but the propor- 
tions of cases with large swings in performance are somewhat smaller. 
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