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INTRODUCTION: The Merit-based Incentive Payment System (MIPS) which sought to promote value-based over volume-
based care by reimbursing providers based on an overall value performance score, recently introduced the complex 
patient bonus in 2019 to award physicians who treat patients with high social risk. However, no prior studies have 
evaluated how this change influenced overall MIPS performance scores among arthroplasty surgeons. Thus, the purpose 
of this study was to examine how arthroplasty surgeon MIPS scores and payment adjustments, as well as surgeon 
demographics, practice characteristics, and patient population, varied based on the social risk of their caseload from 
2017, the year MIPS was introduced, to 2021.  
METHODS: Multiple databases published by the Centers for Medicare and Medicaid Services (CMS) were combined and 
utilized to examine all U.S. orthopaedic surgeons who submit at least 11 Medicare claims in a given year. Data was 
filtered to only include arthroplasty surgeons billing for at least 10 elective total knee arthroplasties (TKA) or 10 elective 
total hip arthroplasties (THA). Surgeons were placed into quintiles of social risk based on the proportion of their patient 
population that was dual eligible for Medicare-Medicaid, with the highest quintile representing the highest social risk 
patient cohort and the lowest quintile representing the lowest social risk patient cohort. Demographics, practice location 
characteristics including Distressed Community Index (DCI) scores, patient population information, and MIPS 
performance were assessed in years 2017 and 2021. Differences between social risk quintiles were assessed utilizing 
chi-square, student t-test, Wilcoxon signed rank test, and multivariable logistic regressions.  
RESULTS: There were 6,957 joint arthroplasty surgeons who treated dual-Medicare-Medicaid patients in 2017 and 6,072 
surgeons in 2021. In 2021, arthroplasty surgeons with high-risk caseloads more often worked in the East North Central 
region (20.1% vs 12.3%, p<0.001), more often DO trained (14.2% vs 8.1%, p<0.001), had fewer years in practice (22.7 vs 
27.2, p<0.001) and had fewer partners in practice (64 vs 96, p<0.001) compared to those with low social risk caseloads. 
Additionally, arthroplasty surgeons with high-risk caseloads had fewer Medicare beneficiaries (369 vs 616, p<0.001), saw 
patients with a higher comorbidity burden (1.3 vs 0.98, p<0.001), and worked in areas with a higher DCI distress score 
(57.6 vs 34.5, p<0.001) compared to those with low social risk caseloads in 2021.  Similar findings were observed in 2017 
(Table 1). With regard to MIPS performance, in 2017, arthroplasty surgeons with the highest social risk caseloads scored 
significantly lower on MIPS (70.0 vs 73.5, p = 0.012), were more likely to receive a negative payment adjustment (OR: 
1.64; 95% CI: 1.01-2.68, p=0.046), and significantly less likely to receive an exceptional performance bonus (OR: 0.72; 
95% CI: 0.56-0.96, p=0.025) compared to surgeons with the lowest social risk caseload. In 2021, arthroplasty surgeons 
with the highest social risk caseloads remained more likely to receive a negative payment adjustment (OR: 3.98; 95% CI: 
1.63-10.53, p=0.003), but were also more likely to receive exceptional performance bonus (OR: 1.28; 95% CI: 1.02-2.62, 
p=0.031) compared to those with low social risk caseloads (Table 2).  
DISCUSSION AND CONCLUSION: Before the implementation of the complex patient bonus, in 2017, arthroplasty 
surgeons with high social risk caseloads were more likely to receive a payment penalty and less likely to receive an 
exceptional performance bonus on MIPS compared to surgeons with a low social risk. These findings partially reversed by 
2021, coinciding with the introduction of the complex patient bonus. This suggests that policy adjustments, such as the 
complex patient bonus, may have played a role in beginning to address inequities in performance assessments among 
arthroplasty surgeons, but there remains room for improvement. These findings are important in the context of ongoing 
evolution of value-based payment models, especially as Medicare recently announced the rollout of its latest large-scale 
payment model, the Transforming Episode Accountability Model (TEAM) in 2026. Future research should continue to 
evaluate these trends to ensure equitable care to patients and adequate support to arthroplasty surgeons who are 
delivering care to high-risk patients under evolving payment models.  



 

 

 

 


