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amount at paragraph (d)(2) of this sec-
tion and the projected 2010 benchmark
amount at paragraph (d)(8)(i) of this
section is at least $50.

9) Impact of phase-in period on cal-
culation of the blended benchmark
amount—(i) Weighting for the 2-year
phase-in. (A) For 2012, the blended
benchmark is the sum of one-half of
the applicable amount at paragraph
(d)(2) of this section and one-half of the
specified amount at paragraph (d)(3) of
this section.

(B) For 2013 and subsequent years,
the blended benchmark equals the
specified amount.

(ii) Weighting for the 4-year phase-in.
The blended benchmark is the sum of
the applicable amount at paragraph
(d)(2) of this section and the specified
amount at paragraph (d)(2) of this sec-
tion in the following proportions:

(A) For 2012, three-fourths of the ap-
plicable amount for the area for the
year and one-fourth of the specified
amount for the area and year.

(B) For 2013, one-half of the applica-
ble amount for the area for the year
and one-half of the specified amount
for the area and year.

(C) For 2014, one-fourth of the appli-
cable amount for the area for the year
and three-fourths of the specified
amount for the area and year.

(D) For 2015 and subsequent years,
the blended benchmark equals the
specified amount for the area and year.

(iii) Weighting for the 6-year phase-in.
The blended benchmark is the sum of
the applicable amount at paragraph
(d)(2) and the specified amount at para-
graph (d)(3) of this section in the fol-
lowing proportions:

(A) For 2012, five-sixths of the appli-
cable amount for the area and year and
one-sixth of the specified amount for
the area and year.

(B) For 2013, two-thirds of the appli-
cable amount for the area and year and
one-third of the specified amount for
the area and year.

(C) For 2014, one-half of the applica-
ble amount for the area and year and
one-half of the specified amount for the
area and for year.

(D) For 2015, one-third of the applica-
ble amount for the area and year and
two-thirds of the specified amount for
the area and for year.
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(E) For 2016, one-sixth of the applica-
ble amount for the area and year and
five-sixths of the specified amount for
the area and for year.

(F) For 2017 and subsequent years,
the blended benchmark equals the
specified amount for the area and year.

[70 FR 4725, Jan. 28, 2005, as amended at 76
FR 21564, Apr. 15, 2011; 83 FR 16733, Apr. 16,
2018; 85 FR 33907, June 2, 2020]

§422.260 Appeals of quality bonus pay-
ment determinations.

(a) Scope. The provisions of this sec-
tion pertain to the administrative re-
view process to appeal quality bonus
payment status determinations based
on section 1853(0) of the Act. Such de-
terminations are made based on the
overall rating for MA-PDs and Part C
summary rating for MA-only contracts
for the contract assigned under subpart
D of this part.

(b) Definitions. The following defini-
tions apply to this section:

Quality bonus payment (QBP) means—

(i) Enhanced CMS payments to MA
organizations based on the organiza-
tion’s demonstrated quality of its
Medicare contract operations; or

(ii) Increased beneficiary rebate re-
tention allowances based on the orga-
nization’s demonstrated quality of its
Medicare contract operations.

Quality bonus payment (QBP) deter-
mination methodology means the quality
ratings system specified in subpart D
of this part 422 for assigning quality
ratings to provide comparative infor-
mation about MA plans and evaluating
whether MA organizations qualify for a
QBP. (Low enrollment contracts and
new MA plans are defined in §422.252.)

Quality bonus payment (QBP) status
means a MA organization’s standing
with respect to its qualification to—

(i) Receive a quality bonus payment,
as determined by CMS; or

(ii) Retain a portion of its bene-
ficiary rebates based on its quality rat-
ing, as determined by CMS.

(c) Administrative review process for
@BP status appeals. (1) Reconsideration
request. An MA organization may re-
quest reconsideration of its QBP sta-
tus.

(i) The MA organization requesting
reconsideration of its QBP status must
do so by providing written notice to
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CMS within 10 business days of the re-
lease of its QBP status. The request
must specify the given measure(s) in
question and the basis for reconsider-
ation such as a calculation error or in-
correct data was used to determine the
QBP status. The error could impact an
individual measure’s value or the over-
all star rating.

(ii) The reconsideration official’s de-
cision is final and binding unless a re-
quest for an informal hearing is filed in
accordance with paragraph (2) of this
section.

(2) Informal hearing request. An MA
organization may request an informal
hearing on the record following the re-
consideration official’s decision regard-
ing its QBP status.

(i) The MA organization seeking an
appeal of the reconsideration official’s
decision regarding its QBP status must
do so by providing written notice to
CMS within 10 business days of the
issuance of the reconsideration deci-
sion. The notice must specify the er-
rors the MA organization asserts that
CMS made in making the QBP deter-
mination and how correction of those
errors could result in the organiza-
tion’s qualification for a QBP or a
higher QBP.

(ii) The MA organization may not re-
quest an informal hearing of its QBP
status unless it has already requested
and received a reconsideration decision
in accordance with paragraph (c)(1) of
this section.

(iii) The informal hearing request
must pertain only to the measure(s)
and value(s) in question that precip-
itated the request for reconsideration.

(iv) The informal hearing is con-
ducted by a CMS hearing officer on the
record. The hearing officer receives no
testimony, but may accept written
statements with exhibits from each
party in support of their position in
the matter.

(v) The MA organization must pro-
vide clear and convincing evidence that
CMS’ calculations of the measure(s)
and value(s) in question were incorrect.

(vi) The hearing officer issues the de-
cision by electronic mail to the MA or-
ganization.

(vii) The hearing officer’s decision is
final and binding.

42 CFR Ch. IV (10-1-23 Edition)

(3) Limits to requesting an administra-
tive review. (i) CMS may limit the
measures or bases for which a contract
may request an administrative review
of its QBP status.

(ii) An administrative review cannot
be requested for the following: the
methodology for calculating the star
ratings (including the calculation of
the overall star ratings); cut-off points
for determining measure thresholds;
the set of measures included in the star
rating system; and the methodology
for determining QBP determinations
for low enrollment contracts and new
MA plans.

(4) Designation of a hearing officer.
CMS designates a hearing officer to
conduct the appeal of the QBP status.
The officer must be an individual who
did not directly participate in the ini-
tial QBP determination.

(d) Reopening of @BP determinations.
CMS may, on its own initiative, revise
an MA organization’s QBP status at
any time after the initial release of the
QBP determinations through April 1 of
each year. CMS may take this action
on the basis of any credible informa-
tion, including the information pro-
vided during the administrative review
process that demonstrates that the ini-
tial QBP determination was incorrect.

[76 FR 21566, Apr. 15, 2011, as amended at 83
FR 16733, Apr. 16, 2018]

§422.262 Beneficiary premiums.

(a) Determination of MA monthly basic
beneficiary premium. (1) For an MA plan
with an unadjusted statutory non-drug
bid amount that is less than the rel-
evant unadjusted non-drug benchmark
amount, the basic beneficiary premium
is zero.

(2) For an MA plan with an
unadjusted statutory mnon-drug bid
amount that is equal to or greater than
the relevant unadjusted non-drug
benchmark amount, the basic bene-
ficiary premium is the amount by
which (if any) the bid amount exceeds
the benchmark amount. All approved
basic premiums must be charged; they
cannot be waived.

(b) Consolidated monthly premiums. Ex-
cept as specified in paragraph (b)(2) of
this section, MA organizations must
charge enrollees a consolidated month-
ly MA premium.
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