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EXECUTIVE SUMMARY

Participants in MIPS in 2024

In 2024, 520,035 clinicians received scores and payment adjustments through the MIPS program.
Most of these clinicians participated through one of 14,960 group practices, and their score was based
on the performance of all of the clinicians in the group. 43,940 clnicians participated as individuals
and were scored on their own performance. See Section 1 for more details.

Most clinicians (358,883) participated in MIPS through the “Traditional MIPS” program, and most of
the rest (92,702) participated through a MIPS APM. Only a small number (11,167) participated in the
MVP (MIPS Value Pathway) option. See Section 3 for more details.

Over 30,000 clinicians who were required to participate in MIPS did not report quality measures.
Approximately two-thirds of those clinicians (19,096) qualified for Extreme and Uncontrollable Cir-
cumstances (EUC) reweighting and received the default MIPS score of 75. Another 992 clinicians
received facility-based scoring, so their failure to report quality measures did not directly affect their
MIPS score. The remaining 10,364 clinicians received very low MIPS scores (an average of 12). See
Section 1.4 for more details.

Scores and Payment Adjustments

87% of the clinicians with more than 10 Medicare beneficiaries received a score higher than the
performance threshold (75), which qualified them for a payment increase, while 7.6% received a score
below 75 and qualified for a penalty, with the remaining 5.1% receiving a neutral score which will
result in no adjustment in payment. 1.4% received the maximum penalty of -9%, while 6.4% received
the maximum bonus of 1.05%. See Section 2.1 for more details.

Smaller practices were more likely to receive penalties, particularly the maximum penalty, than larger
practices. Clinicians or groups in small practices that were classified as having “safety net” status
were more likely to receive penalties than clinicians in other small practices. See Section 2.3 for more
details.

The cost scores were much higher in 2024 than in 2023 as a result of a change in the scoring
methodology that was designed to have the scores centered around 75 rather than 50. The MIPS
scores for over 40% of clinicians were calculated without using a score based on cost measures
because they participated through an ACO or other alternative payment model, they did not provide
services that triggered the calculation, or they were approved for reweighting. More details are in
Section 2.4 and Section 2.6.

MVPs

Although over 11,000 clinicians received a MIPS score through an MVP, those scores were based
on the performance of only 634 separate entities — 216 groups, 16 subgroups, and 402 individuals.
Of the 16 different MVPs available, 40% of the entities participated in the Emergency Medicine MVP.
The largest number of clinicians participated in the Lower Extremity Joint Repair MVP, followed by
the Primary Care MVP, the Anesthesia Care MVP, and the Cancer Care MVP. Three-fourths of the
clinicians who participated in MVPs did so through one of those four MVPs.

In many cases, MVP participants received the default score of 75, rather than a score based on their
actual performance on the measures in the MVP, because they were exempt from submitting one
or more of the required measures. For many of participants who did receive a score other than 75,
it was often based solely on quality measures and improvement activities, not on cost or promoting
interoperability.

See Section 4 for more details.
Traditional MIPS
Although the maijority of clinicians participating in the Traditional MIPS in 2024 program were MDs and
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DOs, nearly 40% were not physicians. Clinicians in small practices are the most likely to participate in
MIPS as individuals, whereas the opposite is true of clinicians in large practices. See Section 5.1 and
Section 5.2 for more details.

In 2024, MIPS quality scores for clinicians were based on a total of 355 different quality measures.
The most frequently used measures were the claims-based measures of hospital admissions and
readmissions calculated by CMS; half of all clinicians were scored on these measures. Most clinicians
received a score on those measures that was below 7, so those measures tended to push the overall
quality score below the performance threshold. The measure most commonly reported by clinicians
was the diabetes blood sugar control measure, and most clinicians had scores of 8.1 or higher on this
measure. See Section 5.3 for more details.

There were 24 different cost measures used in 2024 to calculate cost scores. The majority of clinicians
in large groups were scored based on at least 14 different cost measures, while clinicians in small
practices were only scored on 1-3 cost measures, but their cost scores were similar. See Section 5.4
for more detail. The majority of clinicians who were scored on cost were scored on the Total Per
Capita Cost (TPCC) measure. 15-30% of physicians participating as individuals had their cost scores
based only on TPCC. See Section 5.6 for more detail.

There was significant variation in the cost scores by state, although the differences were much smaller
than in 2023 due to the changes in the methodology for scoring the cost measures. In some states,
10% or more of the cost scores were below 50, whereas in other states, fewer than 2% of the clinicians
received a cost score that low. See Section 5.4 for more details.

©2026 American Medical Association. All rights reserved.
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1. Participants in MIPS

1.1. Clinicians Included and Excluded from This Analysis

This analysis of the 2024 Merit-Based Incentive Payment System (MIPS) program is based on the
data in the the QPP Public Use File (PUF) released by CMS on May 19, 2026.

The QPP Participation and Performance Results report issued by CMS states that 520,035 clinicians were
included in MIPS in 2024. There are only 503,917 records for MIPS scores in the QPP PUF; CMS
indicates that information on NPI-TINs with 10 or fewer Medicare patients are suppressed from the
Public Use File based on the CMS Cell Size Suppression Policy. Because 16,118 MIPS records are
not included in the PUF, the statistics in this report will differ slightly from those in the QPP Participation
and Performance Results report.

Clinicians are only required to participate in MIPS if they exceed the Low-Volume Threshold Criteria.
One of those criteria is that the clinician must see more than 200 Medicare Part B patients. Clinicians
who do not exceed the Low-Volume Threshold Criteria can voluntarily opt-in to participate in MIPS,
and some do. Since the clinicians who have 10 or fewer patients would also fall below the Low-Volume
Threshold of 200 patients, the records suppressed from the PUF presumably only include clinicians
who opted-in to MIPS.

In addition, the QPP Public Use File only includes information on clinicians who participated in MIPS.
The CMS QPP Participation and Performance Results report indicates that 528,827 clinicians achieved
Qualifying APM Participant (QP) status and were thereby exempt from MIPS, and another 2,013
clinicians had Partial QP status and could choose not to participate in MIPS.

1.2. Clinicians vs. Groups vs. "NPI-TINs"

The 503,917 records in the Public Use File represent only 453,202 unique clinicians (i.e., unique National
Provider Identifiers). If a clinician bills for Medicare services through two or more practices or groups
that have separate tax identification numbers (TINs), a separate 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 |dentifier (NPI), these are described as NPI-TIN
combinations.

Most clinicians participate in MIPS through a group practice, rather than as individuals. Only 43,940
of the 453,202 clinicians in MIPS participated as individuals. There were 14,960 groups participating
in the MIPS program in 2024, and every clinician in those group practices who chose to participate
through the group received the same MIPS score as the other clinicians in the group practice.

Two or more solo practitioners or small group practices can apply to participate as a “virtual group’
and report measures as though they were a single group practice, but there were only 13 such virtual
groups in 2024. In addition, two or more individual clinicians who are part of the same TIN can
participate in an MVP (MIPS Value Pathway) as a subgroup and receive scores based on their joint
performance rather than on their individual performance or the performance of the TIN as a whole,
but there were only 16 such subgroups in 2024.

In total, there were 58,929 “unique entities” that participated in MIPS, i.e., either one of the 14,960
group practices, 13 virtual groups, or 16 subgroups (in which multiple clinicians received the same
score based on the group’s performance) or one of the 43,940 individual clinicians (who may have
been part of a group practice but chose to participate as an individual and received a score based on
their own performance).

©2026 American Medical Association. All rights reserved.
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Table 1.1
Participants in MIPS
Type of Entity Participatin
Total Number of | Number of yp y P g
Number of | Unique Unique Virtual
NPI-TINs | Clinicians Entities | Groups | Subgroups | Groups | Individuals
503,917 453,202 58,929 | 14,960 16 13 43,940

1.3. Voluntary Participants in MIPS

Clinicians are not required to participate in MIPS if they fall below any of the three Low-Volume
Threshold Criteria, i.e.:

« they do not bill more than $90,000 for Part B services under the Physician Fee Schedule; or

+ they do not see more than 200 Medicare Part B patients; or

« they do not provide more than 200 covered professional services to Medicare Part B patients.

However, a clinician who does not meet one or more of the Low-Volume Threshold Criteria can
voluntarily opt-in to participate in MIPS.

It appears that nearly 20,000 NPI-TINs opted in to MIPS in 2024. Only the 3,416 with more than 10
Medicare patients are included in the PUF; the 16,118 whose records were excluded presumably also
opted in, representing a likely total of 19,534.

The majority of the 3,416 for which data are available participated as individuals, but many participated
through their practice group. Some of the opt-in participants had only a few dozen patients and billed
for less than $10,000 in Part B charges.

The majority of the opt-in participants received MIPS scores greater than 85, and only a small
percentage (7-8%) received scores less than 75.

Physical therapists were the specialty most likely to opt-in to MIPS, followed by nurse practitioners,
physician assistants, and optometrists.

©2026 American Medical Association. All rights reserved.
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1.4. Non-Reporting Clinicians in MIPS

Over 30,000 clinicians who were required to participate in MIPS did not report quality measures.
Approximately two-thirds of those clinicians (19,096) qualified for Extreme and Uncontrollable Cir-
cumstances (EUC) reweighting and received the default MIPS score of 75. Another 992 clinicians
received facility-based scoring, so their failure to report quality measures did not directly affect their

MIPS score.
The remaining 10,364 clinicians received very low MIPS scores (an average of 12). Some of these

clinicians received a non-zero quality score based on administrative quality measures alone, but
their total quality score was low because fewer than the required number of quality measures were

reported.

Podiatry was the specialty with the largest number of clinicians who did not report MIPS measures
and did not receive an exemption from doing so.

©2026 American Medical Association. All rights reserved.
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2. Scores & Payment Adjustments

2.1. MIPS Scores and Payment Adjustments

The “performance threshold” in 2024 was 75, meaning that if a clinician received a MIPS score greater
than 75, they would qualify for an increase in the payments for their services from Medicare in 2026,
whereas if they received a score below 75, their Medicare payments would be reduced. A score of
exactly 75 would mean they would receive the standard Medicare payments.

The lower the score (below 75), the bigger the payment reduction, and the higher the score (above
75), the bigger the potential payment increase (although the size of the increase depended on how
many clinicians received a payment reduction, since the program is required to be budget neutral).
The maximum penalty is a 9% reduction, which applied to any clinician with a score of 18.75 or less
(this is shown as “19” in some of the tables below). The penalty was between -9% and 0% for scores
between 18.75 and 75. The maximum payment increase was 1.05% for those with a score of 100 (half
as much as the maximum in 2023), and the increases ranged from 0 to 1.05% for scores between 75
and 100.

87% of the clinicians with more than 10 Medicare beneficiaries received a score higher than 75,
which qualified them for a payment increase, while 7.6% received a score below 75 and qualified
for a penalty, with the remaining 5.1% receiving a neutral score which will result in no adjustment in
payment. 1.4% received the maximum penalty of -9%, while 6.4% received the maximum bonus of
1.05%.

©2026 American Medical Association. All rights reserved.
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2.2. Clinicians with Multiple Scores

The vast majority of clinicians only received a single score as part of a single TIN in 2024. However,
about 42,000 clinicians received two or more different scores because they delivered services through
two separate practices or groups that had separate TINs.

Although most clinicians only participate in 1 or 2 TINs, nearly 5,000 participated in 3 different TINs,
1,100 participated in 4 TINs, and over 500 participated in 5 or more TINSs.

Since the payment adjustments are tied to NPI-TIN combinations, this means the same clinician would
receive different payment adjustments for services delivered through 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.
About 10% of the clinicians who qualified for a payment penalty through one TIN also qualified for a
payment bonus through another TIN.

The payment penalty or bonus for a clinician applies to the services they deliver in 2026 through the
TIN associated with the score. As a result, if a clinician delivered services through multiple TINs in
2024, they could be paid more by delivering more of their services in 2026 through the TIN(s) where
they received a higher score than by continuing to deliver similar proportions of services through the
TINs where they worked in 2024. This could potentially reduce access to services for patients who
rely for their care on the practices where clinicians received lower scores.

Radiologists and emergency medicine physicians were far more likely to report through multiple TINs
than physicians in other specialties.

©2026 American Medical Association. All rights reserved.
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2.3. Variation in Scores & Payment Adjustments by Location and Type of
Practice

A breakdown by practice size shows that smaller practices were more likely to receive penalties,
particularly the maximum penalty, than larger practices.

Rural practices were only slightly more likely to receive penalties than other practices of similar sizes.

However, clinicians or groups in small practices that were classified as having “safety net” status were
more likely to receive penalties than clinicians in other small practices. (CMS defines a “safety net”
clinician or group as one where the proportion of patients with dual eligibility status (i.e., eligible for
both Medicare and Medicaid coverage) is in the top 20th percentile of all MIPS-eligible clinicians.)

©2026 American Medical Association. All rights reserved.
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2.4. Contributions of Measure Components to Scores
The overall MIPS Score a clinician receives is primarily determined using four different components:

 a score based on quality measures

+ a score based on cost measures

* a score based on improvement activities

* a score based on actions classified as promoting interoperability

The four components are weighted and combined into an overall score, and then the Complex Patient
Bonus, if any, is added. The standard weights are 30% for the quality score, 30% for the cost score,
15% for the improvement activities score, and 25% for the promoting interoperability score. However,
different weightings are used depending on the method of reporting, the size of the practice, and
whether CMS grants approval to the clinician or practice to reweight the scores based on “extreme
and uncontrollable circumstances” or other factors.

» The overall average cost score (for the subset of clinicians for a whom a cost score was used for
their overall MIPS score) was 72.6, slightly below the performance threshold of 75, and lower than
the average quality score of 75.0. The cost scores were much higher in 2024 than in 2023 as a
result of a change in the scoring methodology that was designed to have the scores centered around
75 rather than 50.

» The average scores for Improvement Activities and Promoting Interoperability were 96, almost the
maximum possible.

« On average, clinicians who received the lowest overall MIPS scores and thereby qualified for the
largest payment penalties received low scores on all of the four components, but the average cost
scores were higher (better) than the other three, so the overall scores would have been even lower
without the cost scores.

* For clinicians with scores between 55 and 75, which resulted in small payment penalties, the lowest
scoring components were quality and promoting interoperability. On average, the improvement
activities scores were above the performance threshold.

« For clinicians who received bonuses, the cost scores were the lowest of the four components, but
higher scores on the others resulted in an overall MIPS score above the performance threshold.

©2026 American Medical Association. All rights reserved.
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2.5. Complex Patient Bonus

A clinician or group participating in MIPS can receive a Complex Patient Bonus that increases their
overall score by up to 10 points. The Complex Patient Bonus is calculated based on two different
factors:

» Medical Complexity: The average Hierarchical Condition Categories (HCC) risk score of the
clinician or practice’s Medicare patient population in 2024 relative to the mean and median HCC
scores for clinicians in 2023.

 Social Risk: The proportion of the Medicare patient population that is also eligible for Medicaid (i.e.,
the “dual eligible ratio”) in 2024 relative to the mean and median dual eligible ratios for clinicians in
2023.

The QPP Public Use File includes the Dual Eligible Ratio for each entity (either the group or the
individual clinician, depending on how the clinician participated in MIPS), but it does not include the
average HCC score for the entity, nor does it provide the mean and median figures from 2023 for
either measure, so it is impossible to determine exactly why a clinician or group received the Complex
Patient Bonus that it did.

The PUF flags some entities as having “Safety Net Status” if the dual eligibility ratio falls in the top
20th percentile of all MIPS eligible clinicians. Although this is not a criterion for receiving the Complex
Patient Bonus, it does provide an indication of which entities have the highest dual eligible ratios
compared to others.

©2026 American Medical Association. All rights reserved.
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As shown in the table below, some specialties were more likely to receive high Complex Patient
Bonuses than others. In general, clinicians in these specialties had a higher percentage of dual eligible
patients than others, but in some cases, it is likely because the clinicians in the specialties treated
patients with high HCC scores.

If a clinician or group has a low dual eligible ratio, the only way they can receive a high Complex
Patient Bonus is if they have a high average HCC score. Since CMS does not inlude the average
HCC score for a clinician or group in the PUF, the table below estimates the percentage of entities in
each specialty that have a high HCC score based on the proportion that received a Complex Patient
Bonus greater than 5.0 but did not meet the dual eligible threshold for safety net status.

For example, emergency medicine physicians and nephrologists had high average Complex Patient
Bonuses relative to other specialties, but they had lower percentages of dual eligible patients than the
other specialties with similar average Complex Patient Bonuses, so it is likely that the average HCC
scores for their patients were higher than other specialties.
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2.6. Use of Cost Scores

The MIPS scores for over 40% of clinicians were calculated without using a score based on cost
measures. There were three reasons for this:

» The 99,343 clinicians who participated in MIPS though ACOs or other alternative payment models
were not scored on cost;

» 51,304 clinicians did not provide services that triggered the calculation of a cost measure; and

* 62,888 clinicians who were assigned a cost score were approved for reweighting, so the cost
measure did not count toward the overall MIPS score.

The median cost scores for those who were reweighted and those who weren’t were both below 75,
but the scores weren’t counted for those who were reweighted. This contributed to the fact that only a
small percentage of the clinicians who were reweighted received overall MIPS scores of less than 75
and associated payment penalties.
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3. Differences Among Reporting Options

3.1. Participants in MIPS, MVPs, and APMs

Most clinicians (358,883) participated in MIPS through the “Traditional MIPS” program. A large number
(92,702) participated through a MIPS APM. Only a small number (11,167) participated in the MVP
(MIPS Value Pathway) option.

Most of the clinicians who particpated in the MVP option participated through a group practice. Only
634 different entities participated in the MVP program — 216 groups, 16 subgroups, and 402 individuals.

Table 3.1
Participants in MIPS, MVPs, and APMs
Type of Entity Participatin
Total Number of | Number of yp y P 9
Number of | Unique Unique Virtual
Program | NPI-TINs | Clinicians Entities | Groups | Subgroups | Groups | Individuals
MIPS 394,249 358,883 56,343 | 13,601 0 13 42,729
MVP 11,437 11,167 634 216 16 0 402
APM 98,231 92,702 1,952 | 1,143 0 0 809
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3.2. Scores and Weights in MIPS, MVPs, and APMs

Although the MIPS score for an individual or group is supposed to be calculated using all four
components — quality, cost, improvement activities, and promoting interoperability — 27% of MIPS
participants and 45% of MVP participants were assigned a score of 75.0 (the performance threshold)
because they had at most one component score that could be used. Over 1/3 of MIPS participants
and over half of MVP participants had one or more of their measures reweighted based on an Extreme
and Uncontrollable Circumstances (EUC) determination by CMS.

A large percentage of MIPS participants were exempt from scoring on Promoting Interoperability (PI)
measures because they met one of the criteria established by CMS — i.e., they were a clinical social
worker, part of a small practice, based in a hospital or ambulatory surgery center, and/or did not have
a patient-facing role.

Table 3.3
Use of Component Scores to Determine Final Score
Number of | No Quality Cost 1A Pl
Unique |Scores| Score Score Score Score

Program | Entities Used | Not Used | Not Used | Not Used | Not Used

MIPS 56,343 21% 30% 52% 21% 76%
MVP 634 45% 47% 76% 45% 82%
APM 1,952 0% 0% 100% 0% 4%
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4. MVPs

4.1. Participants in MVPs

Although over 11,000 clinicians received a MIPS score through an MVP, those scores were based
on the performance of only 634 separate entities — 216 groups, 16 subgroups, and 402 individuals.
Of the 16 different MVPs available, 40% of the entities participated in the Emergency Medicine MVP.
The largest number of clinicians participated in the Lower Extremity Joint Repair MVP, followed by
the Primary Care MVP, the Anesthesia Care MVP, and the Cancer Care MVP. Three-fourths of the
clinicians who participated in MVPs did so through one of those four MVPs.

©2026 American Medical Association. All rights reserved.
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4.2. Scores for MVPs

In many cases, MVP participants received the default score of 75, rather than a score based on their
actual performance on the measures in the MVP. This is because they were exempt from submitting
one or more of the required measures.
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4.3. Exemptions and Non-Reporting for MVPs

Many MVP participants received the default score because they received an Extreme and Uncontrol-

lable Circumstances exemption. In addition, a large number were not required to report Pl measures
because of the special status exemptions.
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4.4. Component Weights for MVPs

For many of participants who did receive a score other than 75, it was often based solely on quality
measures and improvement activities, not on cost or promoting interoperability.

Table 4.4a
Use of Component Scores to Determine Final Score
Number of | No Quality Cost 1A Pl
Unique | Scores Score Score Score Score

MVP_ID | Entity Type | Entities Used | Not Used | Not Used | Not Used | Not Used
Advancing Rheumatology Patient Care MVP

G0053 | Group 9 22% 22% 56% 22% 89%

G0053 | Individual 20 0% 0% 80% 0% 50%

Coordinating Stroke Care to Promote Prevention and Cultivate Positive Outcomes MVP

G0054 | Group 1 0% 0% 100% 0% 100%
Advancing Care for Heart Disease MVP

G0055 | Group 13 31% 31% 38% 31% 77%

GO055 | Individual 3 67% 67% 67% 67% 100%

GO055 | Subgroup 2 0% 0% 0% 0% 0%
Adopting Best Practices and Promoting Patient Safety within Emergency Medicine MVP

G0057 | Group 11 36% 36% 82% 36% 100%

G0057 | Individual 248 86% 86% 86% 86% 100%
Improving Care for Lower Extremity Joint Repair MVP

G0058 | Group 47 17% 30% 57% 17% 45%

G0058 | Individual 7 71% 71% 100% 71% 100%

G0058 | Subgroup 0% 0% 0% 0% 0%
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Table 4.4b
Use of Component Scores to Determine Final Score
Number of | No Quality Cost IA Pl
Unique |Scores| Score Score Score Score

MVP_ID | Entity Type | Entities Used | Not Used | Not Used | Not Used | Not Used
Patient Safety and Support of Positive Experiences with Anesthesia MVP

G0059 | Group 25 0% 0% 100% 0% 100%
G0059 | Individual 15 0% 0% 100% 0% 100%
Advancing Cancer Care MVP

MO0001 | Group 25 16% 28% 72% 16% 64%
MO0001 | Individual 20 0% 0% 95% 0% 50%
MO0001 | Subgroup 9| 22% 22% 56% 22% 22%
Optimal Care for Kidney Health MVP

MO0002 | Group 5 20% 20% 60% 20% 80%
MO0002 | Individual 12 8% 8% 58% 8% 42%
Optimal Care for Patients with Episodic Neurological Conditions MVP

MO0003 | Individual 1 0% 0% 100% 0% 100%
Supportive Care for Neurodegenerative Conditions MVP

MO0004 | Group 20 0% 0% 85% 0% 95%
MO0004 | Individual 5 0% 0% 100% 0% 100%
Value in Primary Care MVP

MO0005 | Group 24 17% 17% 33% 17% 71%
MO0005 | Individual 31 48% 55% 71% 48% 97%
MO0005 | Subgroup 1 0% 0% 0% 0% 0%
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Table 4.4c
Use of Component Scores to Determine Final Score
Number of | No Quality Cost IA Pl
Unique |Scores| Score Score Score Score

MVP_ID | Entity Type | Entities Used | Not Used | Not Used | Not Used | Not Used
Focusing on Women's Health MVP

M1366 | Group 5 0% 0% 20% 0% 80%
M1366 | Individual 18 6% 6% 67% 6% 22%
M1366 | Subgroup 2 0% 0% 0% 0% 0%
Quality Care for the Treatment of Ear, Nose, and Throat Disorders MVP

M1367 | Group 7 14% 14% 100% 14% 71%
M1367 | Individual 13 31% 31% 100% 31% 38%
Prevention and Treatment of Infectious Disorders Including Hepatitis C and HIV MVP
M1368 | Group 2 50% 50% 100% 50% 50%
M1368 | Individual 2 0% 0% 0% 0% 100%
Quality Care in Mental Health and Substance Use Disorders MVP

M1369 | Group 33% 33% 33% 33% 83%
M1369 | Individual 4 0% 0% 50% 0% 100%
Rehabilitative Support for Musculoskeletal Care MVP

M1370 | Group 16| 62% 62% 81% 62% 100%
M1370 | Individual 3 33% 33% 33% 33% 100%
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4.5. Quality Scores in MVPs vs MIPS

The following tables compare the scores on the quality measures used in the MVPs to the scores on
the same measures that were received by participants in the Traditional MIPS program. In some cases,
the MVP participants had higher median scores on the measure, and in other cases, participants in
the Traditional MIPS program had higher scores. It is important to note, however, that because of
the relatively low overall participation in MVPs, many of the median MVP scores are based on the
performance of fewer than 10 distinct entities, whereas many of the median MIPS scores are based
on the performance of hundreds or thousands of separate clinicians or groups.

Appendix 1 compares the scores on the quality measures in MVPs to the MIPS scores on the same
measure by clinicians of the same specialty.
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4.6. Cost Scores in MVPs vs MIPS

The tables below compare the scores on the cost measures used in the MVPs to the scores on the
same measures that were received by participants in the Traditional MIPS program.
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4.7. Impact of Multiple Cost Scores in MVPs

In two of the MVPs — the Heart Disease MVP and the Primary Care MVP — clinicians could potentially
be evaluated by up to five different cost measures. In almost all cases, clinicians received a cost
score for the Total Per Capita Cost (TPCC) measure, and then a subset of clinicians received scores
under one or more episode cost measures if they had a sufficient number of patients who met the
criteria for those measures.

For the small number of entities that participated in the Heart Disease MVP, the majority were scored
on 4 or 5 measures, and their overall cost scores were lower than those who were only scored on 2-3
measures.

For those participating in the Primary Care MVP, about one-third were only scored on a single measure
(in most cases, TPCC), one-third were scored on 2-3 measures, and the remaining third were scored
on 4-5 measures. The overall cost scores were generally higher for those who received scores on
multiple episode cost measures in addition to the TPCC measure.
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5. Traditional MIPS
5.1. Participants in Traditional MIPS

Although the majority of clinicians participating in MIPS are MDs and DOs, nearly 40% of Traditional
MIPS participants in 2024 were not physicians.
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5.2. Method of Participation

Clinicians in small practices are the most likely to participate as individuals, whereas the opposite is
true of clinicians in large practices. (Only clinicians who participate in Traditional MIPS, rather than
through a MIPS APM, are shown.)

Physicians in some specialties are much more likely to participate as individuals than through groups.
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5.3. Quality Measures Used in MIPS

Under the MIPS program, clinicians have the flexibility to choose which quality measures they report.
In addition, CMS calculates 4 quality measures using claims data (the rate of hospital admissions for
patients with multiple chronic conditions, the hospital readmission rate, complications for hip/knee
replacements, and cardiovascular-related hospital admissions for heart failure patients) for some
groups and individual clinicians. The highest-scoring 6 measures reported by clinicians are combined
with the measures calculated by CMS to determine each clinician’s quality score. Most clinicians
participate in MIPS as part of a group, and all of the members of the group are scored on the same
set of measures, even if the measures don’t apply to their patients.

Most Frequently Used Measures

In 2024, MIPS quality scores for clinicians were based on a total of 355 different quality measures.
The most frequently used measures were the claims-based measures of hospital admissions and
readmissions calculated by CMS; half of all clinicians were scored on these measures. Most clinicians
received a score on those measures that was below 7, so those measures would tend to push the
overall quality score below the performance threshold. The measure most commonly reported by
clinicians was the diabetes blood sugar control measure, and most clinicians had scores of 8.1 or
higher on this measure.
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Lowest Scoring Measures

It has often been asserted that clinicians “cherry pick” measures on which they will score well. However,
many of the measures chosen by clinicians, including ones chosen by small numbers of clinicians,
are ones where the majority of clinicians received scores below the performance threshold.
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Highest Scoring Measures

At the other extreme, there are a number of measures where most physicians have high scores. Some
measures with high scores are later classified as “topped out” measures, because they do not show
significant 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. After a measure has been classified as “topped out” for two consecutive years, the
score a clinician can receive for the measure is capped at 7 points.
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Most Frequently Used Measures in Each Specialty

The measures most frequently used to calculate quality scores for most specialties are the claims-
based measures calculated by CMS. The measures of hospital admission and readmission rates
are only calculated for groups, not for individuals, but since most specialists participate in MIPS
through their group, most of them are affected by those measures. Although the hip/knee replacement
complications measure is only calculated for orthopedic surgeons, if the surgeons participate through
a physician group, the score for the measure will be assigned to the entire group, and that will affect
the quality score for physicians of any specialty who are part of the group.

As shown in Table 5.7, the median scores on the claims-based measures for most specialists are below
the performance threshold. However, since many specialists participate through large multi-specialty
groups, the scores may have little relevance to the care those specialists provide. Table 5.8 shows
the scores on the claims-based measures for specialists who participated in MIPS as part of small
groups; these scores are more likely to be based on the patients treated by those specialties.

Aside from the claims-based measures calculated by CMS, the measures used to calculate quality
scores are those reported by clinicians. 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.

As shown in Table 5.9, because so many specialists report through groups, the measures most
frequently used to determine MIPS scores for specialists are very similar and tend to be primary care
measures. The most frequently used measure for most specialists is the diabetes control measure,
and for many specialties, the second most frequently used measure is a screening measure for cancer
or falls.

Table 5.10 shows the measures reported by specialists who participated in MIPS as individuals. These
specialists have the flexibility to use specialty-specific measures. However, because there were
not good specialty-specific measures for many specialties in 2024, many specialists were forced to
use more generic measures of quality. The most frequently reported measures for most specialties
continue to be general measures such as documentation of medications and screening measures.
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5.4. Cost Scores in MIPS
There were 24 different cost measures used in 2024 to calculate cost scores.

The cost score for a clinician is calculated by taking the average of the scores on all of the individual
cost measures that were determined to be applicable to that clinician based on the attribution rules
for each measure. The cost score for a group is the average of the cost scores attributed to any
of the clinicians in the group. As a result, the cost score for a clinician who participates in MIPS
through a group will be based on cost measures attributable to that clinician but also on cost measures
attributable to other clinicians in the group.

Cost Scores by Reporting Type

Most of the clinicians for whom cost scores played a role in their overall MIPS score were part of large
groups. The majority of clinicians in large groups were scored based on at least 14 different cost
measures, while clinicians in small practices were only scored on 1-3 cost measures, but their cost
scores were similar.

The median cost scores were similar for the different types of practices.
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Cost Scores by Specialty

The cost scores were similar in most specialties. In a few specialties, a higher percentage of clinicians
received very low cost scores.
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Variation in Cost Scores by State

There was significant variation in the cost scores by state, although the differences were much smaller
than in 2023 due to the changes in the methodology for scoring the cost measures. In some states,

10% or more of the cost scores were below 50, whereas in other states, fewer than 2% of the clinicians
received a cost score that low.
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The wide variation in the average scores and in the ranges of scores can be seen more clearly in the
graphs below.
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5.5. Cost Measures Used to Calculate Cost Scores

Table 5.16 shows the 24 different cost measures used in 2024 to calculate cost scores. Most of
the measures are specific to particular types of patients and services (e.g., patients with diabetes
or patients receiving a hernia repair), but the Total Per Capita Cost (TPCC) measure is used for
patients of all types and the Medicare Spending Per Beneficiary (MSPB) measure applies to any
patient discharged from a hospital. That is why they are the most commonly used of all the cost
measures.

As shown in Table 5.17, the most commonly used measures to determine MIPS scores in most
specialties are the same. This is because so many clinicians are participating through multi-specialty
groups, and every clinician in the group is assigned a cost score based on all of the cost measures
attributed to any clinicians in the group.

Table 5.18 shows that there is more variation in the measures used for clinicians reporting as individuals
and in small groups, since they will only be attributed cost measures based on the services they
themselves provide.

Appendix 2 shows there is considerable variation across states in the scores on individual cost
measures. As a result, a clinician’s cost score varied depending on the state where they were located.
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5.6. The Total Per Capita Cost Measure

The most broadly applicable cost measure used in 2024 was the Total Per Capita Cost (TPCC)
measure, which could potentially be attributed to any physician who delivered a “primary care service”
to a beneficiary. This included many specialists.

As shown in Table 5.19, the majority of clinicians who were scored on cost had the TPCC as part of
their scoring. Clinicians in large groups almost always had the TPCC as part of their scoring, but in
most cases, their cost score was also based on measures other than the TPCC. 15-30% of physicians
participating as individuals had their cost scores based only on TPCC. The median TPCC scores were
higher for small groups than for individual physicians and large groups.

As shown in Table 5.20, for large groups, TPCC was only one out of an average of 16 cost measures
attributed to them, so the low scores on TPCC had a relatively small effect on their overall cost score.
Small practices and individual participants had only 2-3 cost measures attributed to them, so the
TPCC measure would have had a much larger impact. However, it does not appear that the scores
on the TPCC measure made the overall cost scores higher or lower than they would have been if the
TPCC had not been used.

Differences by Specialty

As shown in Appendix 2, the TPCC measure had similar impacts on most specialties, and in the
majority of specialties, the cost scores would have been similar if the TPCC measure had been
excluded.

Differences by State

Table 5.21 shows there is dramatic variation in TPCC scores across states. In some states, more
than one-sixth of the clinicians received TPCC scores lower than 5.0, whereas in most states, fewer
than 4% of clinicians received a score this low.
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5.7. The Medicare Spending Per Beneficiary Measure

The Medicare Spending Per Beneficiary (MSPB) measure applies only to patients discharged from
the hospital and it is attributed to the clinician group that performed surgery (for surgical admissions)
or provided at least 30% of the visits for a medical admission. As a result, it was used for fewer
individuals and small group practices than the TPCC measure, but it was used for over 80% of large
groups. Table 5.22 shows that for 10-15% of the individual clinicians who were attributed the MSPB
measure, it was the only measure on which their cost score was based.

Table 5.23 shows that for most types of participants, use of the MSPB measure did not significantly
affect the overall cost score compared to what it would have been only with the other cost measures
assigned to the clinicians.

Differences by Specialty

Table A3.1 in Appendix 3 shows that radiologists and nuclear medicine physicians were the only
specialists likely to have their cost scores based solely on the MSPB. Table A3.2 shows that in every
specialty, the majority of cost scores were the same or better as a result of including the MSPB
measure.

Differences by State
Table 5.24 shows significant variation in the scores by state.
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5.8. The Diabetes Cost Measure

The Diabetes cost measure was the most frequently used cost measure that is applicable only to
patients with a specific health problem. It could potentially be attributed to any physician who delivered
multiple visits or a visit and another service to a beneficiary with diabetes.

As shown in Table 5.25, the majority of clinicians in large groups who were scored on cost had the
Diabetes cost measure as part of their scoring. As shown in Table 5.26, the Diabetes measure did not
signficantly affect the overall cost score.

Differences by Specialty

Table A4.1 in Appendix 4 shows that median Diabetes cost measure scores were similar for all
specialties. Table A4.2 shows that for most specialties, the scores on the Diabetes cost measure did
not negatively affect the overall cost scores.

Differences by State

Table 5.27 shows that, similar to the other cost measures, there is dramatic variation in the Diabetes
cost measure scores across states. In some states, more than 10% of clinicians received a score
below 5, whereas in most states, fewer than 2% of clinicians received a Diabetes cost score that low.

©2026 American Medical Association. All rights reserved.



Analysis of 2024 Merit-Based Incentive Payment Program 102

©2026 American Medical Association. All rights reserved.



Analysis of 2024 Merit-Based Incentive Payment Program 103

©2026 American Medical Association. All rights reserved.



Analysis of 2024 Merit-Based Incentive Payment Program 104

6. MIPS Scores for Physicians Assigned to CMMI Ambulatory
Specialty Model

The Center for Medicare and Medicaid Innovation (CMMI) plans to implement the “Ambulatory Specialty
Model” (ASM) in 2027 and to mandate participation in the model by certain types of specialists who
deliver services to patients with heart failure or low back pain in randomly-selected geographic regions.
The physicians who are required to participate would have their Medicare payments modified based
on their individual performance on a specific set of quality measures.

Most, but not all, of these measures are already being used in the MIPS program, so some insights
into how clinicians would perform on the measures that would be used in ASM could potentially be
gained based on their performance in the 2024 MIPS program. However, as shown below, a large
fraction of the physicians who would be required to participate in ASM did not participate in MIPS in
2024 (presumably because they were Qualified Participants in an APM), and the majority of those
who did participate in MIPS did not report the quality measures that will be used in ASM.

6.1. Heart Failure

One part of ASM would mandate participation by (general) cardiologists working in selected geographic
areas if they treat at least 20 heart failure patients during the year. The cardiologists would have their
Medicare payments adjusted (most likely a payment reduction because of the design of the model)
based partially on their performance on the following measures:

* Measure 005: ACE Inhibitor or ARB or ARNI Therapy for LVSD Heart Failure Patients

» Measure 008: Beta-Blocker Therapy for Left Ventricular Systolic Dysfunction (LVSD) Heart Failure
Patients

» Measure 236: Controlling High Blood Pressure
* Measure 377: Functional Status Assessments for Heart Failure

» Measure 492: Risk-Standardized Acute Unplanned Cardiovascular-Related Admission Rates for
Patients with Heart Failure

CMS has released a list of the physicians who will be required to participate in 2027. Only 59%
of those physicians participated in MIPS in 2024; the others were presumably part of APMs. The
performance of the MIPS participants on the quality measures that will be used in ASM can provide
only limited insight into how the physicians would perform under ASM, because most of the physicians
did not report the measures that will be used in ASM.
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Table 6.

2

Performance on Heart Failure Cost Measure in 2024
MIPS Clinicians Assigned to Ambulatory Specialty Model

Number of | % of
Measure ASM NPIs | ASM Mean 10th Median 90th
Name Measured | NPIs | Measure_ID | Score | Percentile | Score [ Percentile
Heart Failure 1,194 | 77% | COST_HF_1 7.2 6.1 7.3 8.2
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6.2. Low Back Pain

The other part of ASM would mandate participation by anesthesiologists, orthopedic surgeons, neu-
rosurgeons, physiatrists, and pain management physicians working in selected geographic areas if
they treat at least 20 patients with low back pain during the year. The physicians would have their
Medicare payments adjusted (most likely a payment reduction because of the design of the model)
based partially on their performance on the following measures:

* Measure 128: BMI Screening and Follow-Up Plan
» Measure 134: Screening for Depression and Follow-Up Plan
* Measure 220: Functional Status Change for Patients with Low Back Impairments

* Measure 238: Use of High-Risk Medications in Older Adults
+ A new measure of Magnetic Resonance Imaging (MRI) of the Lumbar Spine for Low Back Pain

CMS has proposed to replace the Functional Status Change measure with the following measure:
» Measure 182: Functional Outcome Assessment

CMS has released a list of the physicians who will be required to participate in 2027. Only 61% of
those physicians participated in MIPS in 2024. The performance of the MIPS participants on the
quality measures that will be used in ASM can provide only limited insight into how the physicians
would perform under ASM, because most of the physicians did not report the measures that will be
used in ASM. (The Functional Outcome Assessment measure is “topped out” in MIPS because most
of the clinicians who report it have 100% performance on the measure, so the maximum score CMS
awards for the measure in MIPS is 7.0, not 10.0.)
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Performance on Low Back Pain Cost Measure in 2024
MIPS Clinicians Assigned to Ambulatory Specialty Model

Table 6.5

Number of | % of
Measure ASM NPIs | ASM Mean 10th Median 90th
Name Measured | NPIs | Measure_ID | Score | Percentile| Score | Percentile
Low Back Pain 1,989 | 84% | COST_LBP_1 7.2 6.1 7.4 8.2

©2026 American Medical Association. All rights reserved.



Analysis of 2024 Merit-Based Incentive Payment Program 108

Appendices

1. Quality Scores for Specialists in MVPs vs MIPS

This appendix compares the scores on quality measures assigned to individual clinicians who partici-
pated in MVPs (either as individuals or through a group) to the performance on the same measure
by clinicians of the same specialty in the Traditional MIPS program. (The measure score does not
necessarily represent the performance of clinicians of that specialty, since a specialist participating
in MIPS through a group will be assigned a score based on the performance of all clinicians in the

group.)
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