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Background: As the largest national pay-for-performance program to date in the United States, the
Medicare Merit-based Incentive Payment System (MIPS) will meaningfully affect US trainees as they enter
clinical practice. However, trainee perspectives about this national pay-for-performance program remain
unknown.

Methods: We conducted a web-based survey among 186 internal medicine residents and fellows from a
national sample maintained by the American College of Physicians. The survey assessed perspectives about
how physician efforts in four areas—reporting and performing well on clinical quality measures; initiating
or participating in clinical practice improvement activities; controlling patients’ resource utilization;
implementing and using electronic health records—impact the value of care when considered as general
focus areas or components of MIPS. The survey also assessed other perspectives, including whether MIPS
might prompt behaviors that represent unintended consequences.

Results: Of 393 ecligible trainees, 186 (47%) responded. Most (76-84%) believed that physician efforts in
the four focus areas would ultimately improve the value of patient care. Once informed that the four focus
areas correspond to MIPS domains, slightly over half (57%) of respondents believed that MIPS policy would
ultimately improve value. Most trainees believed that MIPS would encourage behaviors that could represent
unintended consequences, such as focusing on aspects of care being measured to the detriment of other
unmeasured aspects of care.

Conclusions: Trainee perspectives about MIPS and its underlying focus areas were generally positive,
although this study highlights areas in which educators and practice leaders can further prepare trainees for

such national pay-for-performance programs and provide feedback to improve policy design.
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Introduction

Through the Medicare Access and CHIP Reauthorization
Act of 2015 (MACRA) and its Merit-based Incentive
Payment System (MIPS), Medicare is leading the shift
towards value-based payment in the United States (1,2).
Effective January 2017, MIPS is the largest US national
pay-for-performance program to date and consolidates
other nationwide payment programs under four domains:
Quality, Resource Use, Advancing Care Information, and
Clinical Practice Improvement Activities. Performance in these
domains is ultimately weighted and combined to determine
upward or downward payment adjustments for most
physicians caring for Medicare beneficiaries.

Though MIPS represents a major change for practicing
physicians, it is also relevant to resident and fellow trainees
who will be directly affected as they enter clinical practice
when the policy is in full effect. Moreover, while ongoing
debates about the merit and shortcomings of MIPS (3) may
lead to modifications in certain policy features, fundamental
changes to the focus on the four domains is unlikely.
Medicare has remained committed to the policy as generally
designed in ongoing rulemaking.

Therefore, given both the phased rollout of MIPS
and time trainees spend in graduate medical education,
educators have an opportunity to both prepare trainees to
succeed under MIPS policy and deliver trainee feedback to
policymakers to improve policy design. However, no studies
have evaluated trainee perspectives about or knowledge of
MIPS. To address these gaps, we conducted the first ever
survey evaluating trainee perspectives on MIPS as a national
pay-for-performance program among internal medicine
residents and fellows.

Methods

In conjunction with the American College of Physicians
(ACP) (4), the second largest physician organization in
the US, we conducted a web-based survey using a national
sample of physicians that contained internal medicine
trainees (residents and subspecialty fellows). Our survey
included questions evaluating trainees’ perspectives on
several focus areas in general as well as MIPS policy in
particular.

Trainees were first asked on a five-point scale (Significantly
improve to Significantly reduce) how they believed the value
of patient care would be impacted by physician efforts in
the following focus areas: (I) reporting and performing well
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on clinical quality measures; (II) initiating or participating
in clinical practice improvement activities; (III) controlling
patients’ resource utilization; and (IV) implementing and
using electronic health records. These areas correspond
to MIPS domains but were not identified as such in order
to preserve the integrity of the responses independent of
perspectives about MIPS.

Other questions evaluated trainees’ willingness to change
their clinical decisions and actions in each of the four focus
areas in order to improve value, as well as their beliefs
about the degree to which performance in these four focus
areas are within physicians’ control and should be tied to
physician compensation (Not/None at all to A great deal for
all questions).

Subsequently, respondents were asked a question
about their self-reported familiarity with MACRA and its
requirements before being informed that MIPS “financially
rewards or penalizes physicians based on participation
and performance” in four domains—Quality, Resource
Use, Advancing Care Information, and Clinical Practice
Improvement Activities—that correspond to the four focus
areas. Respondents were then asked on a five-point scale
(significantly improve to significantly reduce) how they believe
MIPS as a policy would ultimately impact the value of
patient care.

In addition, respondents were asked whether new
incentives under MIPS would lead to behaviors that could
represent unintended consequences. Finally, respondents
were asked how they believed Medicare’s merit-based
payment system would ultimately affect (Benefit, Harm,
Neither, or Not Sure) (I) Medicare patients, (II) Medicare
itself, (III) hospitals and clinics that accept Medicare
patients, (IV) physicians caring for Medicare patients, and
(V) society.

The survey was distributed via e-mail on March 22,
2017 to 393 eligible trainees, with reminders sent to non-
responders to encourage survey completion prior to the
survey end date of May 7, 2017. Respondents received a $10
gift card for completion of the survey.

Survey responses were summarized using percentages,
and medians and interquartile ranges were used to report
continuous variables. Chi squared and Kruskal-Wallis
tests were used to compare categorical and continuous
variables, respectively. All statistical tests were two-tailed
and significant at alpha=0.05. Analyses were performed
using STATA version 14.1 (STATA Corp., College Station,
TX). The protocol (#826825) was reviewed and deemed to
be exempt by the University of Pennsylvania Institutional
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Table 1 US Trainee perspectives about the four focus areas

Page 3 of 7

Survey question [n*]

Answer options

Not/none at allor Some or a great

a little (%) deal (%)
In order to improve the value of care, how willing are you to make changes to your clinical decisions
and actions in each of the following areas? [174]
Reporting and performance on clinical quality measures 29 71
Clinical practice improvement activities (e.g., care coordination programs, safety checklists) 16 84
Resource utilization by patients (e.g., reducing unnecessary admissions) 20 80
Implementation and use of electronic health records 18 82
In your opinion, how much should each of the following areas affect physicians’ financial
compensation? [174]
Reporting and performance on clinical quality measures 48 52
Clinical practice improvement activities (e.g., care coordination programs, safety checklists) 39 61
Resource utilization by patients (e.g., reducing unnecessary admissions) 45 55
Implementation and use of electronic health records 40 60
In your opinion, how much control do physicians have over each of the following areas? [174]
Reporting and performance on clinical quality measures 46 54
Clinical practice improvement activities (e.g., care coordination programs, safety checklists) 39 61
Resource utilization by patients (e.g., reducing unnecessary admissions) 43 57
Implementation and use of electronic health records 40 60

*, varies due to item non-response.

Review Board.

Results

Of 393 eligible participants, 47 % returned complete (n=171)
or partial (n=15) surveys. Thirty percent were women and
the median age was 30 years (interquartile range 28-32).
Respondents and non-respondents did not differ with
respect to gender (30% vs. 34%, P=0.50) or age (median
age 30 years for both, P=0.30).

Perspectives on the four focus areas

Overall, most trainees reported willingness to change their
clinical decisions and actions in the four focus areas for
the sake of value (71-84%) (Table 1). In comparison, fewer
believed that physicians have at least some control over
these four focus areas (54-61%) or that they should affect
physicians’ financial compensation (52-61%).

Most respondents believed that physician efforts in
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reporting and performing well on clinical quality measures
(76%), initiating or participating in clinical practice
improvement activities (87%), controlling patients’
resource utilization (84%), and implementing and using
electronic health records (80%) would ultimately improve
the value of patient care (Table 2). Only a small proportion
of respondents believed efforts in these focus areas would
reduce the value of care (<10% for each focus area).

Perspectives on MIPS

Twenty-eight percent of respondents reported being at least
somewhat familiar with MACRA and requirements, while
43% reported not being familiar at all. Once informed
that the four focus areas corresponded to MIPS domains,
a litde over half (57%) of respondents believed that MIPS
policy would ultimately improve value, while 44% believed
it would either have no effect or even reduce value. Belief
about whether MIPS would ultimately improve value did
not vary by reported degree of policy familiarity (61%
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Table 2 US Trainee beliefs about how physician efforts in the four focus areas will ultimately impact the value of patient care

Answer options

Survey question [n*]

Somewhat or significantly Neither improve nor Somewhat or significantly

improve (%) reduce (%) reduce (%)

How do efforts by physicians to report and perform well on
clinical quality measures ultimately impact the value of patient
care? [182]

How do efforts by physicians to initiate or participate in clinical
practice improvement activities (e.g., care coordination programs,
safety checklists) impact the value of patient care? [176]

How do efforts by physicians to implement and use electronic
health records impact the value of patient care? [175]

How do efforts by physicians to control patients’ resource
utilization (e.g., reducing unnecessary admissions) impact the
value of patient care? [175]

76 15 9
87 10 3
80 13 7
84 13 3

*, varies due to item non-response.

BSomewhat or very likely  ®Slightly or not at all likely

Focus on aspects of care being measured to the detriment of

other unmeasured aspects of care

Avoid sicker or more medically complex patients to improve
performance on quality or utilization measures

Change clinical documentation to improve performance on
quality measures

Discourage patients from utilizing care in situations when it
might be appropriate

74%

70%

51%

Figure 1 Trainee beliefs about the likelihood that MIPS would encourage behaviors that could represent unintended consequences. MIPS,

Merit-based Incentive Payment System.

among trainees reporting at least some familiarity vs. 55%
among those reporting less familiarity, P=0.45). Similarly,
respondents’ willingness to change clinical decisions and
actions in order to improve the value of care in each of
the four MIPS domains did not vary by policy familiarity
(P>0.05 for all).

The majority of trainees believed that MIPS would
encourage behaviors that could represent unintended
consequences (Figure I). For example, 74% of respondents
believed that physicians may be encouraged to “focus on
aspects of care being measured to the detriment of other
unmeasured aspects of care”. Furthermore, those who
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endorsed this particular belief were less likely to believe
that MIPS would ultimately improve value (51% vs. 73%
among who do not endorse this belief, P=0.01). Similarly,
compared to those who did not believe MIPS would
encourage physicians to “avoid sicker or more medically
complex patients to improve performance on quality or
utilization measures,” those who endorsed that belief were
less likely to believe MIPS would ultimately improve value
(49% vs. 73%, P=0.003).

A minority of trainees believed that MIPS would
ultimately benefit Medicare patients (19%), Medicare
itself (31%), society (18%), or the physicians (13%) and
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hospitals/clinics (16%) caring for Medicare patients. In
contrast, more trainees believed that MIPS would instead
harm Medicare patients (30%), society (25%), and the
physicians (39%) and hospitals/clinics (38%) caring from
Medicare patients. The only group that trainees believed
would experience more benefit than harm was Medicare
itself 31% believing Medicare would benefit from MIPS wvs.
12% believing it would be harmed by MIPS).

Conclusions

In the first survey evaluating US trainees’ perspectives about
the largest national pay-for-performance program to date,
we provide insight about both the focus areas underlying
MIPS as well as the policy itself. Our study has several
major findings.

First, like practicing physicians (5), trainees appeared
generally positive about the connection between the four
focus areas and value. In particular, the majority reported
being willing to change their decisions and clinical practice
related to the focus areas while also believing that physician
efforts in those areas would ultimately improve the value
of patient care. It is important to note these positive views
from clinicians who will soon enter the workforce and face
pay-for-performance incentives.

Second, it is notable that respondents were less positive
about the ability of MIPS to improve value compared to
physician efforts in corresponding focus areas. While more
work is needed to understand this discrepancy among and
beyond trainee group (5), it could arise from low policy
familiarity or other concerns (e.g., regulatory burden).
For example, these beliefs may arise from an underlying
notion that with the exception of Medicare itself, other
stakeholders may be harmed more than benefitted by MIPS.
Regardless, it highlights the opportunity for educators to
strengthen education about the connection between general
focus areas and policy areas.

Education may be particularly important given that
trainees’ self-reported policy awareness was low. While
we might expect this result since policy incentives do not
directly affect residency and fellowship trainees, it is also
consistent with evidence that residents possess knowledge
gaps in aspects of value-based care that are highly relevant
in clinical practice (e.g., health care spending (6,7), patient
satisfaction (8), and incorporation of risk, benefit, and
cost information into clinical decisions (9,10) and patient
conversations). Educational approaches that emphasize
interdisciplinary faculty (11), “train-the-trainer” methods,
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and supportive environments alongside knowledge
transmission (12) may be particularly promising given
the need to ensure policy familiarity among practicing
clinicians.

Engaging interdisciplinary faculty, including those with
expertise in ethics, health equity and policy analysis, would
be especially relevant given that most trainees believed
MIPS would encourage a set of behaviors that could
represent unintended consequences. The fact that beliefs
about the impact of MIPS on value varied by beliefs about
some of these potentially unintended consequences raise the
possibility that addressing the latter through educational
initiatives may improve beliefs about the former.
Formalizing and delivering feedback gathered from trainees
would also help policymakers recognize how to mitigate
unintended effects from MIPS policy.

Stakeholder engagement is an explicit focus for Medicare
in designing MIPS policy (2), but thus far trainees have
not been systematically provided feedback and perspectives
about the policy. Given how salient MIPS will soon become
for current trainees, educational leaders and policymakers
could consider building upon educational initiatives and
working together formalize trainee feedback as part of
Medicare efforts to optimize policy design.

Finally, our study suggests that trainees are receptive
to the notion that controlling costs and patients’ resource
utilization can improve the value of care. In the context
of payment reform, this represents a departure from
traditionally negative resident perspectives on reforms that
emphasize cost containment, such as managed care (13),
and may instead reflect a contemporary desire for more cost
information and a belief that cost containment is part of the
social responsibility of every physician (7). Our findings,
and the implications of MIPS for trainees upon entering
clinical practice, contribute to the momentum behind
ongoing movements to educate residents and fellows about
cost-conscious care.

This study has several limitations. First, the response
rate limits the representativeness of our findings. However,
we provide what is to the best of our knowledge the first
description of medical trainee perspectives on a large
national policy that can help guide future work. Second,
while we did not include trainees from non-internal
medicine specialties, perspectives captured in our survey
are nonetheless salient given that internal medicine metrics
have traditionally been major focal points of US (and
specifically Medicare) value-based policy and will continue
to be under MIPS. Third, we assessed physicians’ overall
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familiarity with MACRA but not familiarity with each
policy element. Fourth, while some questions addressed
multiple constructs (e.g., “implementation” and “use” of
electronic health records), this was designed to reflect MIPS
terminology and the breadth of the policy. Given that we
surveyed trainees prior to their being subject to financial
incentives under MIPS, future work should monitor
perspectives over time as trainees graduate and enter clinical
practice. Fifth, we describe the trainee perspectives on a US
payment policy. However, our study may provide general
insights about how educators can assess trainee perspectives
in other contexts given the existence of other national pay-
for-performance policies (e.g., in the United Kingdom,
France, and a number of others) (14).

Nonetheless, our study demonstrates that US trainee
perspectives about a national pay-for-performance program
and its underlying focus areas were generally positive, and
that graduate medical education and policy leaders can
pursue several efforts to prepare trainees and optimize
policy design.
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