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The Centers for Medicare & Medicaid Services (CMS) released the final 2021 Physician Fee 

Schedule (PFS) on Dec. 1, 2020, which makes changes to both Medicare physician payment and 

quality reporting program policies that generally take effect Jan. 1, 2021. 

If you have any questions or reactions to final policies, please reach out to MGMA Government 

Affairs at govaff@mgma.org.

2021 PFS Policies

Medical Practice Executive Insights
Key 2021 Medicare physician fee schedule (PFS) policies

• The 2021 Medicare PFS conversion factor is $32.4085. The Anesthesia conversion factor is $20.0547.
• Starting in 2021, CMS will implement office/outpatient E/M documentation requirements and add-on codes, retain separate 

E/M office visit payments, and increase work value units.
• Also starting in 2021, CMS is permanently adding nine services to the Medicare telehealth list and temporarily adding a 

number of other services until the end of the calendar year in which the public health emergency ends. CMS is creating a 
new “virtual check-in” G code (HCPCS code G2252) for 2021 that describes 11-20 minutes of medical discussion to 
determine the necessity of an in-person visit.

Key 2021 MIPS and APMs policies
• The performance threshold to avoid a negative adjustment is 60 points, and the exceptional performance threshold 

remains at 85 points. 
• By statute, the 2023 payment adjustment based on 2020 performance is ±9%, and the 10% bonus for exceptional 

performance is still available. 

Physician Payment Update 

The 2021 Medicare PFS conversion factor is $32.4085. This represents a decrease of $3.68 

from the 2020 conversion factor of $36.0896. The 10.2% decrease in the 2021 conversion factor 

reflects the adjustment necessary to account for payment increases to office/outpatient E/M 

visits and other finalized payment policies due to Medicare budget neutrality requirements. While 

MGMA is supportive of increased payment for office visits, we oppose significant reimbursement 

cuts slated for many specialties. We are working with Congress on a legislative fix to prevent the 

implementation of these cuts before the end of the year. Group practices can refer to Table 106 in 

the final rule for the estimated impact by specialty for 2021. 

As a reminder, the 2021 conversion factor does not include an update under the Medicare Access 

and CHIP Reauthorization Act of 2015 (MACRA). MACRA provided a mandatory positive update to 

the conversion factor of 0.5% from 2016 through 2019, a 0% update from 2020 through 2025, and 

a 0.25% update for MIPS participants and 0.75% update for APM participants in 2026 and beyond. 

Once available, CMS will release updated PFS relative value files on its website. 

mailto:govaff%40mgma.org?subject=
https://public-inspection.federalregister.gov/2020-26815.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Relative-Value-Files
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TABLE 1: CY 2021 PFS Conversion Factor
CY 2020 Conversion Factor 36.0896

Statutory Update 0.00 percent (1.0000)

CY 2021 RVU Budget Neutrality Adjustment -10.20 percent (0.8980)

CY 2021 Conversion Factor 32.4085

The Anesthesia conversion factor is $20.0547, a decrease of $2.15 from the 2020 Anesthesia 

conversion factor ($22.2016).

TABLE 2: CY 2021 Anesthesia Conversion Factor
CY 2020 National Average 
Anesthesia Conversion Factor 22.2016

Statutory Update 0.00 percent (1.0000)

CY 2021 RVU Budget Neutrality Adjustment -10.20 percent (0.8980)

CY 2021 Anesthesia Fee Schedule Practice 
Expense and Malpractice Adjustment -0.59 percent (1.0059)

CY 2021 Conversion Factor 20.0547

TAKEAWAY

The 2021 PFS conversion factor ($32.4085) represents a 10.2% decrease 

from 2020 ($36.0896). This dramatic decrease is a result of statutory 

budget neutrality requirements, which is why MGMA is advocating for 

Congress to take action to prevent the impending reimbursement cuts to 

ensure the financial stability of America’s medical group practices. 
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Office/Outpatient Evaluation and Management Services

In the 2020 final PFS, CMS adopted revised CPT coding, prefatory language, and interpretive 

guidance developed by the AMA’s CPT Editorial Panel for office/outpatient E/M visits. The 2021 

final rule generally confirmed these already finalized policies but made some modifications to the 

add-on codes. As a reminder, these policies only apply to office/outpatient E/M visits and are 

effective Jan . 1, 2021.

Documentation

Under this new framework, history and exam will no longer be used to select the code level for 

office visits. The selection of code level will be based on either the level of Medical Decision 

Making (MDM)1 or the total time personally spent by the reporting practitioner on the day of the 

visit (including face-to-face and non-face-to-face). Under the new CPT coding framework, the 

history and exam components will only be documented when medically appropriate. 

Payment

Beginning in 2021, CPT code 99201 (level 1 office/outpatient visit, new patient) will be eliminated. 

Just like in 2020, there will continue to be four visit levels for new patients (levels 2 through 5) and 

five levels for established patients (levels 1 through 5). CMS is also moving forward with payment 

increases for most office visits. To access all finalized 2021 RVUs, see the CMS PFS Final Rule 

Addenda zip file. 

Additionally, CMS finalized changes to two add-on codes that can be used with E/M visits. Both 

codes, HCPCS code GPC1X and CPT code 99417 (otherwise known as CPT 99XXX), were finalized 

in the 2020 final rule, but CMS made some modifications in the 2021 final rule.

G22112

In its 2020 final rule, CMS finalized separate payment for HCPCS code GPC1X, to provide payment 

for visit complexity inherent to E/M associated with medical care services that serve as the 

continuing focal point for all needed healthcare services and/or with medical care services that 

are part of ongoing care related to a patient’s single, serious condition, or a complex condition. In 

its 2021 final rule, CMS replaced HCPCS code GPC1X with HCPCS code G2211. CMS confirms that 

this code can be reported for both new and established patients. 

In terms of documentation, CMS states that it expects that information included in the medical record 

or in the claims history for a patient could serve as support documentation. Examples could include 

diagnoses, the practitioner’s assessment and plan for the visit, and/or other service codes billed.

1  As redefined in the new AMA/CPT guidance framework. 
2   Full descriptor: “Visit complexity inherent to evaluation and management associated with medical care services that serve as the 

continuing focal point for all needed health care services and/or with medical care services that are part of ongoing care related to a 
patient’s single, serious condition or a complex condition. (Add-on code, list separately in addition to office/outpatient evaluation and 
management visit, new or established).”

https://www.ama-assn.org/system/files/2019-06/cpt-office-prolonged-svs-code-changes.pdf
https://www.cms.gov/files/zip/cy-2021-pfs-final-rule-addenda.zip
https://www.cms.gov/files/zip/cy-2021-pfs-final-rule-addenda.zip
https://www.ama-assn.org/practice-management/cpt/cpt-evaluation-and-management


F I N A L  2 0 2 1  M E D I C A R E  P H Y S I C I A N  P AY M E N T  A N D  Q U A L I T Y  R E P O R T I N G  C H A N G E S  

6

CMS is not restricting billing based on specialty but assumes that certain specialties furnish these 

types of visits more than others. CMS assumes that utilization will be 90 percent of office visits. 

Since HCPCS code G2211 is a new service paid under the PFS, CMS plans to monitor utilization 

for appropriate use of the add-on code, which could inform additional efforts to refine the code 

descriptor or provide further guidance. 

G22123

In its 2020 final rule, CMS finalized CPT code 99417 (CPT code 99XXX) to report prolonged office 

visits when time is used for code level selection and the time for a level 5 office visit is exceed 

by 15 minutes or more on the date of service. CMS believes that allowing reporting of CPT 99417 

after only the minimum time for the level 5 visit is exceeded by at least 15 minutes would result in 

double counting time. This differs from the AMA CPT Editorial Panel’s interpretation of the code. 

Therefore, CMS finalized the creation of HCPCS code G2212, which could be reported when the 

maximum time for the level 5 visit is exceeded by at least 15 minutes on the date of service. The 

valuation for HCPCS code G2212 will be the same as for CPT code 99417.

TABLE 3: Summary of Codes and Work RVUs Finalized 
in the CY 2020 PFS Final Rule for CY 2021

HCPCS Code Current wRVU 2021 wRVU
99201 0.48 N/A

99202 0.93 0.93

99203 1.42 1.6

99204 2.43 2.6

99205 3.17 3.5

99211 0.18 0.18

99212 0.48 0.7

99213 0.97 1.3

99214 1.5 1.92

99215 2.11 2.8

G2212 N/A 0.61

G2211 N/A 0.33

3  Full descriptor: “Prolonged office or other outpatient evaluation and management service(s) beyond the maximum required time of 
the primary procedure which has been selected using total time on the date of the primary service; each additional 15 minutes by the 
physician or qualified healthcare professional, with or without direct patient contact (List separately in addition to CPT codes 99205, 
99215 for office or other outpatient evaluation and management services) “(Do not report G2212 on the same date of service as 
99354, 99355, 99358, 99359, 99415, 99416). (Do not report G2212 for any time unit less than 15 minutes))”
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E/M Comparable Visits

CMS finalized its proposal to revalue a group of code sets that include or rely upon office visit 

valuation. These code sets include end-stage renal disease (ESRD) monthly capitation payment 

(MCP) services, transitional care management (TCM) services, maternity services, cognitive 

impairment assessment and care planning, initial preventive physical examination (IPPE) and initial 

and subsequent annual wellness visits (AWV), emergency department visits, therapy evaluation 

services, and psychiatric diagnostic evaluation services.

TAKEAWAY

While the new E/M coding guidelines should decrease unnecessary 

documentation and streamline requirements, the payment increases 

associated with office visits contribute to a 10.2% decrease to the 

conversion factor. Without congressional action, certain specialties will see 

significant reimbursement cuts. Additionally, although well-intentioned to 

account for additional resources used during office visits, the fact that the 

add-on codes are G codes will create challenges to practices utilizing them 

because commercial plans are unlikely to immediately adopt them. With 

CMS creating a new G code for prolonged time instead of just adopting 

CPT code 99417 and its guidelines, physician practices must now account 

for two separate sets of guidelines on when to bill that add-on code. 

Finally, group practices should review physician compensation agreements 

that are structured around RVUs and assess the impact of these finalized 

RVU increases. 
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Telehealth Services

Audio-only Visits

Earlier this year, CMS finalized policies to cover audio-only E/M services on an interim basis. 

Audio-only E/M services (CPT codes 99441-43) are currently reimbursed at a rate comparable to 

level 2 through 4 office/outpatient E/M visits through the duration of the COVID-19 public health 

emergency (PHE). In its 2021 final rule, CMS stated that at the end of the PHE, there will no longer 

be separate payment for audio-only E/M visit codes. Instead, it is creating a new code on an interim 

basis. HCPCS code G2252[1] is a virtual check-in, involving 11-20 minutes of medical discussion 

to determine the necessity of an in-person visit, that will be available through 2021. Payment for 

G2252 is equivalent to payment for CPT code 99442 (wRVU of .50). CMS considers this code to 

be a communication technology-based service and states that it will be subject to the same billing 

requirements as HCPCS code G2012.

Additions to the Telehealth Service List

CMS added nine services to the Medicare telehealth list on a permanent basis (Category 1 basis). 

CMS also finalized a third temporary category for adding services to the Medicare telehealth list. 

This category, known as Category 3, describes services added to the list during the COVID-19 PHE 

that will remain on the list through the end of the calendar year in which the PHE ends.

TABLE 4: Summary of CY 2021 Services Added to the Medicare Telehealth Services List
Type of Service Specific Services and CPT Codes

1. Services finalized 
for permanent 
addition as Medicare 
Telehealth Services

• Group Psychotherapy (CPT 90853)
• Domiciliary, Rest Home, or Custodial Care services, Established patients (CPT 99334-99335)
• Home Visits, Established Patient (CPT 99347-99348)
• Cognitive Assessment and Care Planning Services (CPT 99483)
• Visit Complexity Inherent to Certain Office/Outpatient E/Ms (HCPCS G2211)
• Prolonged Services (HCPCS G2212)
• Psychological and Neuropsychological Testing (CPT 96121)

2. Services finalized to 
remain temporarily 
on the Medicare 
telehealth list through 
the end of the year 
in which the PHE 
for COVID-19 ends 
(Category 3 services), 
to allow for continued 
development 
of evidence to 
demonstrate clinical 
benefit and facilitate 
post-PHE care 
transitions

• Domiciliary, Rest Home, or Custodial Care services, Established patients (CPT 99336-99337)
• Home Visits, Established Patient (CPT 99349-99350)
• Emergency Department Visits, Levels 1-5 (CPT 99281-99285)
• Nursing facilities discharge day management (CPT 99315-99316)
• Psychological and Neuropsychological Testing ( CPT 96130-96133; CPT 96136-96139)
• Therapy Services, Physical and Occupational Therapy, All levels (CPT 97161-97168;  

CPT 97110, 97112, 97116, 97535, 97750, 97755, 97760, 97761, 92521-92524, 92507)
• and Hospital discharge day management (CPT 99238-99239)
• Inpatient Neonatal and Pediatric Critical Care, Subsequent (CPT 99469, 99472, 99476)
• Continuing Neonatal Intensive Care Services (CPT 99478-99480)
• Critical Care Services (CPT 99291-99292)
• End-Stage Renal Disease Monthly Capitation Payment codes (CPT 90952, 90953, 90956,  

90959, and 90962)
• Subsequent Observation and Observation Discharge Day Management (CPT 99217; CPT 99224-99226)
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Frequency Limitations in Nursing Facility Settings

CMS finalized a policy to allow subsequent nursing visits to be furnished via Medicare telehealth 

once every 14 days in the nursing facility setting. CMS is not finalizing any revisions to the frequency 

limitations on inpatient visits or critical care consultations provided as telehealth services.

Direct Supervision by Interactive Telecommunication Technology 

CMS finalized its proposal to allow direct supervision to be provided using real-time, interactive 

audio and video technology through the later of the end of the calendar year in which the 

COVID-19 PHE ends or Dec. 31, 2021.

Communication Technology-Based Services (CTBS)

CMS finalized its proposal to allow non-physician practitioners (NPPs), such as licensed clinical 

social workers (LCSWs), clinical psychologists, physical therapists (PTs), occupational therapists 

(OTs), and speech language pathologists (SLPs) to bill HCPCS codes G2061 through G2063 

(otherwise known as eVisits), consistent with the scope of these practitioners’ benefit categories. 

The eVisit G codes will now be replaced with CPT codes 98970-98972. CMS also finalized its 

proposal to allow billing of HCPCS codes G2250 (store and forward) and G2251 (virtual check-

in) by certain NPPs, consistent with the scope of these practitioners’ benefit categories. CMS will 

identically value HCPCS codes G2250 and G2251 to G2010 and G2012, respectively. Finally, CMS 

finalized its proposal to designate HCPCS codes G2250, G2251, G2061, G2062, and G2063 as 

“sometimes therapy” services to facilitate billing of these codes by therapists. 

TAKEAWAY

The telehealth expansion policies are welcomed, yet modest. The most 

restrictive requirements to Medicare telehealth are contained within federal 

law. Therefore, any major reform to telehealth policy will require an act of 

Congress. MGMA is advocating for expanded telehealth flexibilities beyond 

the conclusion of the PHE, but the road to permanent expansion will prove 

difficult due to the lack of cost and quality data.
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Remote Physiological Monitoring (RPM)

The final rule clarifies policies around certain RPM services and makes permanent two billing 

flexibilities permitted during the COVID-19 PHE, while stating that other flexibilities will end with 

the expiration of the emergency declaration. Specifically, the final rule provides that:

• Consent to receive RPM services may be obtained at the time that RPM services are furnished.

• Auxiliary personnel may provide CPT codes 99453 and 99454 incident to a billing 

practitioner’s services. 

• CMS is not continuing the temporary policy permitted during the PHE that allows RPM services 

to be furnished to new patients; in general, providers must have an established relationship 

with patients to bill for RPM services. CMS will not extend the interim policy that permits billing 

for CPT codes 99453 and 99454 for fewer than 16 days in a 30-day period. Therefore, at the 

conclusion of the PHE, these flexibilities will terminate.

• For CPT codes 99457 and 99458, CMS clarifies an “interactive communication” is a 

conversation that occurs in real-time and includes synchronous, two-way interactions that 

can be enhanced with video or other kinds of data as described by HCPCS code G2012. 

The 20-minutes of time required to bill for the services of CPT codes 99457 and 99458 can 

include time for furnishing care management services as well as for the required interactive 

communication.

TAKEAWAY

The COVID-19 PHE declaration allows CMS to implement certain regulatory 

flexibilities, including relaxing billing rules. If the Secretary of Health & 

Human Services decides not to renew the PHE declaration at any point 

during 2021, group practices should take careful note of what policies 

expire to avoid non-compliance with billing or regulatory rules. 
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Clinical Laboratory Fee Schedule (CLFS)

CMS will not implement planned payment reductions to certain clinical diagnostic laboratory 

tests paid under the CLFS for 2021. Congress modified the phased-in payment cuts to CLFS 

reimbursement through the Coronavirus Aid, Relief, and Economic Security (CARES) Act, and the 

final rule reflects these statutory changes.

The CARES Act also requires CMS to delay by an additional year the requirement that certain 

“applicable laboratories,” including some physician office laboratories, report private payer data 

to CMS to inform future CLFS valuations. The next CLFS data reporting period will be Jan. 1, 2022 

through March 31, 2022. The data to be reported in 2022 will still be based on the original data 

collection period, which was Jan. 1, 2019 through June 30, 2019.

TAKEAWAY

The changes implemented under the CARES Act to the market-based 

CLFS will help provide greater certainty around CLFS reimbursement. 

Further, a delay in the next reporting period (which will inform future CLFS 

reimbursement rates) will allow additional time to improve the reporting 

process and address concerns around how payment rates are determined. 

Group practices indicated the inaugural reporting process in 2017 was 

burdensome; furthermore, payment rates based on data reported resulted 

in cuts to 75% of CLFS tests, which threatens the viability of some in-office 

laboratories.    

Scope of Practice

In an effort to facilitate healthcare professionals practicing at the top of their licenses, CMS 

finalized several changes to scope of practice policies, including making permanent some 

changes implemented during the COVID-19 PHE.

Supervision of Diagnostic Tests: Under the final rule, nurse practitioners (NPs), clinical nurse 

specialists (CNSs), physician assistants (PAs), certified nurse-midwives (CNMs), and certified 

registered nurse anesthetists (CRNAs) are permitted to supervise the performance of diagnostic 

tests within their scope of practice, provided they maintain the required relationships with 

supervising or collaborating physicians.
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Pharmacists: Pharmacists may provide services incident to the services of a billing physician or 

NPP if payment for the services is not made under the Medicare Part D benefit. Services must be 

under the appropriate level of supervision and in accordance with the pharmacist’s state scope of 

practice and applicable state law.

Medical Record Documentation: CMS clarified that physicians and NPPs, including therapists, can 

review and verify documentation entered into the medical record by members of the medical team 

for their own services paid under the PFS. Therapy students and students of other disciplines who 

are working under a physician or practitioner who furnishes and bills directly for their services may 

also document in the record so long as the documentation is reviewed and verified (signed and 

dated) by the billing physician, practitioner, or therapist.

TAKEAWAY

Changes to scope of practice billing rules under Medicare may allow group 

practices to better leverage the work of NPPs and other professionals. 

Groups should review state scope of practice rules for each clinician type 

to ensure compliance.

Medicare Shared Savings Program (MSSP)

CMS finalized changes to the quality performance structure for ACOs participating in the MSSP. 

Starting in 2021, ACOs will report quality data through the new APM Performance Pathway (APP). 

The APP consists of a narrower measure set, reducing the number of measures an ACO must 

report from 23 to six:

• Three measures from a fixed set that are actively submitted to CMS via eCQM (EHR) or CQM 

(registry). For 2021 only, CMS finalized a temporary transition policy that allows ACOs to choose 

to report the 10 CMS Web Interface measures reported in previous years, instead of the three 

eCQM/CQM measures (in this case, the number of measures reported will be 13, not six). 

However, starting in 2022, reporting via Web Interface will no longer be available and ACOs 

must report the three eCQM/CQM measures.

• Two administrative claims measures.

• CAHPS for MIPS.
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Quality measures reported via the APP will satisfy reporting requirements under the MSSP 

and MIPS. Therefore, MSSP ACOs that participate in the MIPS track of MACRA will not need to 

separately submit quality data to CMS to satisfy MIPS quality category reporting requirements. 

Certain tracks of the MSSP qualify as advanced APMs; clinicians that become qualifying 

participants through the APM are exempt from MIPS, but still must report via the APP for purposes 

of satisfying model/program requirements.

TABLE 5: Final APP Measure Set
Measure # Measure Title Submission type Scoring

Quality ID#: 001* Diabetes: Hemoglobin A1c 
(HbA1c) Poor Control (>9%)

eCQM (EHR) or CQM 
(registry)

Scored the same as 
traditional MIPS. Receive 
a score of 3-10 points for 
each measure that meets 
data completeness and case 
minimum requirements, 
based on comparison to 
benchmarks

Quality ID#: 134* Preventive Care and 
Screening: Screening for 
Depression and 
Follow-Up Plan

Quality ID#: 236* Controlling High Blood 
Pressure

Measure # 479 Hospital-Wide, 30-day, 
All-Cause Unplanned 
Readmission (HWR) Rate 
for MIPS Eligible 
Clinician Groups

Administrative claims 
measure calculated by CMS 
on ACO’s behalf

Scored the same as 
traditional MIPS

Measure # TBD All-Cause Unplanned 
Admissions for Patients with 
Multiple Chronic Conditions 

Quality ID #: 321 CAHPS for MIPS Survey Survey measure submitted 
by third party

Currently, CAHPS is counted 
as 10 separate measures, 
but under the APP, there will 
be one aggregated measure 
score calculated based 
on the average number of 
points earned on summary 
survey measures

*In 2021 only, groups can report the 10 Web Interface measures instead of these three measures.
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CMS is also modifying the minimum quality performance standard that ACOs must achieve in 

order to share in any savings earned, avert incurring maximum shared losses under certain 

payment tracks, and avoid compliance actions. In the 2021 and 2022 performance years, ACOs 

must achieve a quality performance score equivalent to or higher than the 30th percentile, based 

on the aggregate score of all quality measures. Starting in 2023, this threshold increases to the 

40th percentile. 

Lastly, CMS finalized changes to the beneficiary assignment methodology and will include 

new E/M and care management codes and adjust ACOs’ historical benchmarks to account for 

regulatory changes to the assignment methodology.

TAKEAWAY

The move to the APP will reduce the number of measures an ACO must 

report, but also leaves little room for random variation in one measure as 

there are fewer measures to absorb the impact. ACOs should also note 

that the Web Interface reporting mechanism only evaluates data from 

Medicare beneficiaries, but reporting via registry or EHR (as required 

under the APP starting as early as 2021) evaluates data from all patients, 

regardless of payer. ACOs moving away from Web Interface will also need 

to determine a new collection type, either eCQM specifications captured 

via an EHR or MIPS CQMs submitted via qualified registry; ensure they 

have appropriate technical capacity to collect data via these submission 

types; review measure specifications; implement any operational workflow 

changes necessary to capture this data; and evaluate scoring changes. 

MGMA opposed implementing these changes in 2021 due to the limited 

period of time ACOs have to make necessary changes and the COVID-19 

pandemic. We appreciate that CMS is permitting ACOs to continue using 

Web Interface in 2021 if they are not able to move to a new reporting 

system in time.

Electronic Prescribing of Controlled Substances (EPCS)

CMS finalized the requirement for practices to move to EPCS for all applicable Medicare Part 

D medications. While EPCS was set to begin Jan. 1, 2021, in the final rule CMS extended the 

compliance date to Jan. 1, 2022 due to the national pandemic. At the same time, CMS established 

an effective date for the program of Jan. 1, 2021 and the agency is encouraging practices to make 

the transaction to EPCS as quickly as possible
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Quality Payment Program (QPP) Policies

MIPS Category Weights

In 2021, the weight of the cost category will be increased to 20% (from 15% in 2020), in turn 

reducing the quality category weight to 40% (from 45% in 2020). The category weights for 

improvement activities (15%) and promoting interoperability (25%) remain the same. Starting in 

performance year 2022, MACRA requires CMS to weight the cost category at 30%.

The 2021 final rule continues to offer category reweighting for group practices and clinicians who 

are unable to submit data for one or more performance categories. In most cases, the weight of 

these categories will be redistributed to the quality category.

MIPS Final Score and Payment Adjustments

The 2021 MIPS performance threshold is 60 points. Although CMS proposed a 50-point threshold 

in the 2021 PFS, the agency previously finalized a 60-point threshold for the 2021 performance 

year and decided to maintain that policy rather than finalize the proposed threshold. The 

exceptional performance threshold is 85 points.

Thus, under the final rule, clinicians and group practices participating in MIPS must earn at least 60 

points in 2021 to avoid a Medicare payment penalty of up to 9% in 2023. In addition, $500 million 

is available for clinicians and group practices whose final score meets or exceeds the exceptional 

performance threshold of 85 points. The maximum exceptional performance bonus is 10%, which 

is in addition to the maximum possible positive payment adjustment of 9%.

Complex Patient Bonus (up to 10%)

For 2020 only, the number of points available for the complex patient bonus is doubled from 

five to 10 points to account for the additional complexity of treating patients during the COVID-19 

pandemic. In 2021, the complex patient bonus will be five points. This bonus is added to a clinician 

or group’s overall MIPS score.

Quality Category (40%)

CMS proposed to use current (2021) performance year benchmarks rather than historical 

benchmarks for the 2021 performance year due to concerns that the COVID-19 pandemic could 

skew benchmarking results. CMS did not finalize this proposal and decided to score 2021 

performance based on historic (2019) benchmarks, as has been the policy for many years. This 

means group practices will be able to download benchmark data in advance and evaluate how 

performance will be scored against benchmark data.
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CMS revised the policy for scoring measures that are impacted by significant changes during the 

performance year and expanded the list of reasons that a quality measure could be impacted. For 

each measure submitted by a clinician or group that is impacted by significant changes, CMS will 

base performance on data for nine consecutive months of the performance period. If such data 

is not available or may result in patient harm or misleading results, the measure is suppressed 

(e.g., clinicians are held harmless from a scoring penalty). Significant changes include, but are 

not limited to, changes to codes (such as ICD-10, CPT, or HCPCS codes), clinical guidelines, or 

measure specifications. 

There are a total of 209 quality measures for the 2021 performance period. CMS made substantive 

changes to 113 existing MIPS quality measures and removed 11 measures. Additionally, CMS 

removed the All-Cause Hospital Readmission measure, which was calculated via administrative 

claims for groups of 16 or more clinicians that meet the case minimum of 200.  In place of this 

measure, CMS added two new administrative claims quality measures:

• Hospital-Wide, 30-Day, All-Cause Unplanned Readmission Rate . Only applies to groups with 16 

or more clinicians and that meet the case minimum of 200.

• Risk-standardized complication rate (RSCR) following elective primary total hip arthroplasty 

(THA) and/or total knee arthroplasty (TKA) . Only applies to groups that meet the case minimum 

of 25.

Lastly, CMS will retire the CMS Web Interface as a quality reporting option for ACOs, APM entities, 

groups, and virtual groups starting in 2022.

Cost Category (20%) 

Cost measure specifications for episode-based measures and the total per capita cost (TPCC) 

measure will include applicable telehealth services. There are no significant updates to the 

current cost measure set, but group practices should review measure specifications to evaluate 

any changes.
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Improvement Activities Category (15%)

There are no significant updates to this category in 2021. CMS will continue to allow reporting of 

the COVID-19 clinical data reporting improvement activity in 2021.

Promoting Interoperability Category (25%)

The measure for query of prescription drug monitoring programs (PDMPs) will remain optional in 

2021 and will be worth 10 bonus points (up from five). The PDMP measure is a “yes/no” measure 

that does not require reporting numerator/denominator counts. 

CMS added an optional Health Information Exchange (HIE) bi-directional exchange measure as an 

alternative reporting option to the two existing measures for the HIE objective.

TAKEAWAY

MGMA is disappointed that CMS moved forward with finalizing the 

increased performance threshold of 60 points. We also advocated for an 

automatic hardship/exemption policy in 2021 that would allow CMS to 

automatically exempt group practices that are unable to submit 2021 data 

in 2022. While CMS did not finalize such policy, the traditional hardship 

application process remains available in 2021. We also opposed increasing 

the weight of the cost category, due to methodological concerns and 

because CMS does not offer sufficient feedback on measure performance. 
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MIPS Value Pathways (MVPs)

CMS is moving forward with the MIPS Value Pathways (MVPs) concept, but not until the 2022 

performance year at the earliest. MVPs will organize reporting requirements for each MIPS 

category around an episode of care or clinical condition. MVPs must include the full promoting 

interoperability measure set; however, developers may propose to include only certain MIPS cost 

and quality measures for a particular MVP, which may result in reduced reporting requirements 

than traditional MIPS. 

CMS believes this framework will reduce reporting burden, make the program more clinically 

relevant, and create an easier pathway to APM participation. The final rule reiterates that MVPs 

will be a voluntary reporting option and the “traditional” MIPS reporting option will remain 

available when MVPs go live. 

Through this rule, CMS finalized updates to the MVP Guiding Principles, including recognition that 

sub-group reporting may increase clinical relevance of MIPS reporting for multispecialty groups. 

CMS also finalized a new principle that MVPs should support the transition to more comprehensive 

health information technology through digital quality measures (dQMs), such as data sourced from 

eCQMs, health information exchanges, clinical registries, electronic administrative claims, and 

wearable devices.

TAKEAWAY

While MGMA strongly supports efforts to reduce reporting burden and 

increase clinical relevance for group practices, it is not clear if the MVP 

framework will further these goals. MGMA is disappointed that CMS will 

require that each MVP retain the full set of promoting interoperability 

measures, which are burdensome and not applicable to all group practices 

(which is seemingly counter to the intent of MVPs). In the initial years of 

MVP implementation, there may be limited MVPs available, leaving some 

specialties with limited or no options. We are pleased that the MVP concept 

will be voluntary, permitting groups more flexibility to choose the reporting 

framework that works best for their practice. Group practices interested in 

specialty-specific MVPs should contact their specialty societies to discuss 

whether they intend to develop an submit and MVP to CMS for approval. 
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MIPS APMs

In past years, clinicians participating in MIPS APMs reported for MIPS through their APM Entity and 

were scored under the APM scoring standard. Starting in 2021, the MIPS APM scoring standard 

will be eliminated and replaced with the APP, described above in the section on MSSP ACOs. 

APMs, except for MSSP ACOs who must report via the APP, have the option to report for MIPS via 

the APP or via one of the options available to general MIPS participants (e.g., reporting as a group 

or individual and selecting quality measures from the generally available measure set). MIPS APMs 

that forgo reporting via the APP will be subject to generally applicable MIPS scoring policies, 

which include being measured on cost and reporting for improvement activities. The APP is only 

available to MIPS APMs.

Under the APP, the quality category is 50%, promoting interoperability is 30%, improvement 

activities is 20%, and cost is 0% of the overall MIPS score. These category weights are the same 

as under the MIPS APM scoring standard.

The scoring policies for cost and improvement activities are generally the same as the current 

policies for MIPS APMs. Specifically, the APP will not measure clinicians on the cost category and 

will assign an improvement activity score based on an APM’s specifications, resulting in full credit 

for all MIPS APMs in 2021. The promoting interoperability performance category is reported and 

scored at the individual or group level, as is required for the rest of MIPS. The quality category 

under the APP is composed of a fixed set of six measures that are described in the section on 

MSSP ACOs (Table 5). These same six measures apply regardless of model, meaning every MIPS 

APM reports on the same six quality measures.
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Lastly, in addition to finalizing the APP framework, CMS finalized a policy to permit APM entities 

to submit an application to reweight MIPS performance categories as a result of extreme and 

uncontrollable circumstances, such as the PHE resulting from the COVID-19 pandemic. This policy 

will apply beginning with the 2020 performance period.

 TAKEAWAY

MGMA did not support retiring the MIPS APM scoring policy and replacing 

it with the APP framework. We are concerned with how the APP framework 

could impact APM participants with respect to quality measure reporting, 

since the APP quality measure set requires that all MIPS APMs report the 

same, fixed measures, regardless of the model’s specialty focus. Reporting 

via the APP requires an APM (besides MSSP participants) to submit two 

separate quality measure sets: one for their own model evaluation and a 

second set of APP measures for MIPS. MIPS APM participants can forgo 

reporting via the APP and instead choose to report via traditional MIPS; 

while this permits more flexible measure selection (e.g., the entire suite 

of available quality measures), it also entails measurement on cost and 

submission of improvement activity data. MIPS APMs should evaluate the 

APP measure set closely to determine if this is the best reporting option, 

looking closely at the specifications for the fixed quality measure set to 

review clinical relevance and reporting feasibility. 

2021 Advanced APM Proposals

Qualifying Participant (QP) Status

To become a QP in 2021, a clinician must receive at least 75% of Medicare Part B payments or see 

at least 50% of Medicare patients through an advanced APM entity at one of the determination 

periods (snapshots). This is an increase from 2020. The snapshot periods are not changed from 

previous years.

A clinician that becomes a QP is excluded from MIPS. This exclusion applies at the National 

Provider Identifier (NPI) level across all of the clinician’s tax identification number (TIN)/NPI 

combinations. This means if a clinician participates in multiple group practice TINs and only 

achieves QP status through one TIN, they will remain excluded from MIPS even when participating 

in TINs not in an Advanced APM.
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CMS finalized a modest improvement to QP calculations. Beginning in 2021, Medicare patients 

who have been prospectively attributed to an APM Entity during a QP performance period will 

not be included as attribution-eligible Medicare patients (e.g., the denominator count) for any 

APM Entity that is participating in an advanced APM that does not allow prospectively attributed 

patients to be attributed again. This prevents potential dilution of the QP threshold score for the 

APM Entity or individual eligible clinician. 

CMS also finalized a targeted review process that permits an eligible clinician or APM Entity to 

request review of a QP or Partial QP determination if they believe there was an error omitting a 

clinician from the APM’s Participation List used for purposes of QP determinations.

TAKEAWAY

The QP threshold for Medicare payments is set in statute, and the patient 

count threshold must be set by CMS using “the same or similar” criteria. 

MGMA is concerned that QP thresholds are too high and that APMs 

may not be able to achieve them in 2021, which jeopardizes their ability 

to earn the 5% APM bonus and be exempt from MIPS. We are working 

on a legislative fix to ensure continued momentum toward value-based 

payment reform and adequate incentives for APM participants. We will 

continue to keep members updated on progress toward this aim. We 

recommend APMs evaluate the increased QP thresholds against past year 

performance data to assess whether they are at risk for falling below the 

2021 thresholds. 

Partial QP Status

To become a Partial QP, a clinician must receive at least 50% of Medicare Part B payments or see 

at least 35% of Medicare patients through an Advanced APM entity at one of the snapshot dates. 

All clinicians who become Partial QPs may choose whether or not they want to participate in MIPS. 

If clinicians choose to participate, they must meet all MIPS reporting and scoring requirements 

or receive a payment penalty. If clinicians choose not to participate, they will not receive a MIPS 

payment adjustment.

Partial QPs that choose to report for MIPS can opt to participate in the APP.
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